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This report is the sixth of a series of analytical
reports prepared by the team set up to work on the evalua-
tion and analysis of the 1983 Housing and Population Census

data. This team of eight Statisticians and Demographers
from this Office and the Ministry cf Health started work in
1984 under the supervision and guidance of Dr. K. V.
Ramachandran; Regional Adviser at the United Nations
Economic Commission for Africa. Dr. Ramachandran has
already undertaken several short missions to monitor and co-
ordinate the work of the analysts. His sixth and last

migssion took place during December of last year.

The analytical reports published so far deal with
the Evaluation of Age and Sex Data (June 1985); Education
(June 1986); Households and Housing Needs {July 1986);
Economic Activity (April 1987); and Population Distribution
and Migration {September 1987 . An analysis report on Nup-
tiality and Fertility and a final one showing the population
profile of the island of Rodrigues will be completed in the
next few months.

The present report deals with the evaluation and

analysis of Health, Morbidity and Mortality data. A report
on the tabulation of census data on mortality had criginally
been planned to be published separately. However, very few

tables have been produced sO Far and it is not possible
therefore to have a separate tabulation report on mortality.
The main tables as are now available are included as an
Appendix to the present report.

The first part of the present report 1is about
health facilities, personnel and supplies and of the inter-
relationship between some socio-economic factors and health.
The second part deals with measures . and patterns of morbid-
ity while the third and last section studies levels, trends
and differentials in mortality. A large part of this latter
section is also devoted to in-depth analysis of c¢ause of
death statistids. Because of the paucity of tabulated census data, it
has not been possible to have the mortality analysis as de-
tailed as possible. 3till, it is hoped that this report
will be of some help to the public in general and to health
planners and policy makers in particular.

I should 1like to express here once again, my
thanks to the analysis team and their staff for all the

efforts that were ut into the analysis _and reparation o
this report. My thanks also go to the Unlteg Ngtgons Fun

for Population Activities and to the United Nations Economic
Commission for Africa for financial and technical assis-—
tance. Finally, the whole census team and myself are most
grateful to Dr. K. V. Ramachandran for his excellent
guidance and supervision.

i EP. Zm%Fay) .
Central Statistical Office irector of Statistics

Rose Hill
MAURITIUS

March 1988
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H E A L T H

Introduction

Though death is an ineviitable ewnisode in the life of every
living being, all the same, every effort is made by the individual, the
family, society and the nation to postpone death and prolong life as
much as possible. As J.P. Grant, Executive Director of UNICEF put it,

"Mhe central issue for much of tiie world's population
is still life itself -~ that,is sheer survival. Huma
survival is, after all, the necessary foundation for
all other humar. development”.l/

Long life per se is not the only desirable gozl -~ it should
be full end fruitful. That is, life should be healthy and happy and
enable one to contribute to the well being of not only self but the
society and nation at large. A healthy nation is a happy nation. The
Viorid Health Organisation (WHO) defines health as a state of complete
physical, mental and social well being and not merely <he absence of
disease or infimmity.

One of the objectives of WHC is the attainment by all people
of the highest possible levels of health. Article 25 of the Universal
Declaration of Human Rights states,

" Bvery one has the right to a standard of living
adeguate for health and well being cof himself and
of his family, including food, clothes, housing
and medical care and necessaxry social services.'"

I1ll-health and diseases are caused by several factors.
T:ese could be sociological, economic, physical, psychological, ecolo-
sical, bionlogical, etc An understanding of these various causative
factors in any situation will be helpful to the plamners and policy
makers in their efforits at articulating actior programmes accordingly.
Naturally, in this drama, both the individual and the state and
society play vital roles. Hence their involvement in this Jjoint
venture is essential Without one, the other cannot expect to achieve
much. How the cooperation is achieved and the relative roles of each
riay depend upon circumestances -~ but all the same, the commitment of
both are necessary for success.

The quartet of illiteracy, ignorance, ill-health and poverty
normally go hand in hand. An attack on one usually has reparcussions
on the other. However, it is not easy %o get out of the vicious circle.
Concerted efforts are therefore required on all fronts to achieve a
break- through.

What is the importance of prevention of diseases and
prolongation of life to the individual, the family and nation should
algso be kept in view, as many times, it is not recognised that disease
prevention and lengthening of life have economic, social, psychological
and other dividends. As a matter of fact, investment in health is a
direct effort at human resource development which is one of the most
precious resources of a country. Once a life has been brought into the

1/ Quoted in, "A reduction in IMR from 162 to 24 in 45 years',
- UNICEF, Mauritius, 1986.



worlid and some amount of investment is made, it is illogical that it

iz snatclied away leaving not enough scope for it to contribute to
society because of premature exi“ from the scene. This is especially
true wken it is noticed that vhen mortality is high as in Mauritius till
the 40's, only around half of all births attain the age of entry into
economic activities (16 years) or those vho enter economic activity are
productive only for a short duration end thus their training and
experiences are lost.

The human, social, econowic and »Hsychological costes of
disecses and deaths need no stress. he effect of high mortality on
survivael of a population is well knowm. The very slow growth of the
llauritian population at the begimming of this century was precisely
because of excessive mortality. What is not well understocd is the
othier implications like high orphaiihood, child loss, widowhood, etc.
For instance if life expectation (e0) is 20 vears, then by age 5 around
13ﬂ of the children would be maternal oronans which will increase to
51;. by age 20. However if life expectati-n is 60 years the proportior:
of maternal orphans at age 5 will be only 2% and even at age 20 it will
cnly be 9%. At eqg = 74 years, the corresponding values are 0.4% and
3.4% respectively. Similarly the median age at widowhood in a society
where femele age at marriage is 20 yearg and l1ife expectation is 35 years
will be 45 years but will increase to 62 years if ey = 60.4 years. In
Ilauritius, around 1950, when mortality was relatively high, around a
quarter of the children born died by the time the mother attained the
ase of 45 whereas now with improved 1life expectations only 5% of children
die by that age of mother.

Thus we see that Mauritius has achieved creditable improvements
in expectations of life at birth. These macro level indicators do not
tell the whole story. One would like t.5 lmow how the achievements were
node and who the beneficiaries are,in other words, which segment of the
ponuvlation made the maximum gain and what are the mechanisms through which

l1lese were achieved One also would like to lmow what has not been
attaired and why

One has to acknowledge that the attack on health had to be on
geveral fronts - public health, environment, food and nutrition,
education, improvements in socio econrmic conditions, housing, indiwidusal
notivation, ete How the government tackled the problems and what are
the results, form part of the background of this study on health, morbidity
and mortatity in the island of Mauritius.

In order to achieve some of the gonls of improving the living
conditions of the people, first of all, there should be a clear under-
stoanding of the problems, and methods of attacking them. Only then can
plons and programmes be articulated accordingly.

Since independence, the govermuent has been conscious of the
problems and of the actions needed to achieve the type of society
aspired for. The government was aware that health for all by the year
2000 cannot be achieved by the health sector clone but needed coordinated
efforts with other social and economic sectors such as agriculture, food,
industry, education, housing and public workg ir line with the Alma Ata
declaration on primary health stressing education concerning prevailing
health problems and méthods of preventing and controlling them, promotion
o’ food supply and proper nutrition, adequate supply of safe water and
basic sanitation, maternal and child health including family planning,
irmunisation against the major infectious discases, prevention and
control of locally endemic diseases,; appropriate treatment of common
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diseases and injuries and provision of essential drugs. Even as far back
as the development plan for the years 1975-80 the goverrment policy was
explicitly stated as '"provide a comprehensive health service to the
population” The plan also looked into all the other sectors affecting

health end living conditions of the peonle. In the 1980-82 plan an

lntegrated approach to the health care system was adopted. The latest
plan for 1984-86 spelt out the overall policy objectives as:

to bring about a more egquitable distribution of health
resources with greater accessibility to primary health
care and its supporting services, to shift emphasis from
institution based services to tie development of a com-
prehensive health care system; to encourage the involvement
of the local community in the shaping of its. own socio
economic and health future and to review the health services
actually prov1ded in order to render them more cost
effective .. ..

Mere statement of policies and progrommes without the political
ond financial commitments mey not achieve tire desired results. The real
concern of the government can be noticed from the financial outlay for
the health sector throughout the past several years. Since 1980-8l the
health sector has received around Ty of the annual recurrent budget
tiaich has increased the actual amcunt from Rs 182 million in 1980-81
to Rs 285 million in 1984-85. In 1985-86 it was Rs 344 million and the

. proposed budget for 1986-87 is Rs 386 million.

Thus the concerns and commitments of the government are quite
clear. Now, what one will have to assess from the available statistics
and -information is how far the targets and goals have been: achleved,
what-remains to be done and if possible noint out what prnblems arose
on the way -and what is the future.

Thus, this study of mortality in the island of Mauritius first
looks at the facilities, the services and the way people have taken
advantage ~f them and then take a look at ihe morbidity and cause of
death statistics and then finally consider the mortality statistics in
sorle details.

Health faecilities, personnel and supplles

Introduction ;

TEven though hea'th is an 1nd1v1dual and personal matter,
there are at least two important considerations which necessitate.
institutionalising health care First o~f all, inspite of privacy and
individual nature of most cases of ill-health, there are instances where
the public at large are as concerned as tlie individual, if n»t nore,
regarding a specific existing health condition of on individual, group
or area. Secondly individuals may not have the knowledge or-at least
the wherewithal to deal with particular - health conditions necessitating
the involvement of specialists, instituilons and drugs. Thus health
care is both an individual responsibi’ity and a societal concern
Countries therefore attack the probvlem on both fronts - Lfirst by
education, information, public health and preventive measures, improving
living conditions and secondly by provision of facilities for taking

- care of those needing attention.
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The provision of health care in Ilauritius is through the
institutional and non institutional facilities, the personnel of
various types, the availability of drugs ond medicines and the
accessibility of these services to the common mon. From the pre—
dominantly curative orientation of henltnh care perhaps necessitoted
by the overwhelming occurrence of infectious ond porasitic diseases
vhicl: needed immediate attention, in IN-uritius the focus has now been
changed t: the preventive, protective ~nd prcoriotive aspects through
prinary health care

In this section we toke a look at the situation as regards
these facilities, pers-mmel and sunplies in the rast, especially just
before independence and as to how they have evolved during the lnst
15 - 20 yeaxrs This wil® enoble ome to interprete the morbidity,
cotuse of death and mortality statisties and situation ond perhaps
suggest future action programs,

Health facilitieg

Health facilities in M~uritius “re provided by both the
public and private sectors The public sector provides facilities for
in-potients through regional, district wmd specialised hospitals, and
for out-patients through 2 network of promotive, preventive ond curative
institutions. In the private sector, the nursing homes and sugar estate
hospitals and dispensaries preovide facilities for beth in-patients and
out~patients. An analysis of the evolution of institutional health
focilities in the Island of Mauritius over the period extending from
1967, the year preceding that in which Ilauritius became independent, to
1983 is presented in order to show the improvements over time and
especially since independence.

Inpotient facilities prior to independence

Goverrment Hospitals

As at the end of 1967, there were in the Island of Mauritius,
two regional hospitals, six distriot hospitnls, o psychiatric hospital ,
a ILeprosarium and a tuberculosis hospital. ‘

A regional hnspital is one which provides facilities of a
riore advanced and sophisticated nature than ti'ose that are available
in a district hospital Therefore in addition to providing treatment
for the population contained in its own catclmert area, it also caters
Tfor cases referred to it by district lLiospitals.

The two regional haspitals in speration were Civil Hospital
in Port Louis and Victoria Hospital in Quatre Bomes. In addition to
the population of the district of Port Louis, Civil Hospital also served
the population of the northern part oFf Blaclk River district, as well as
patients referred to it by hospitals situated in the districts of
Pamplemousses, Rividre du Rempart and P acq. Victoria Hospital served




the population of the distriect of Plaines Vilhcems, as well as that

of the Southern part of Black River distriet, and received patients
referred to it by hospitals situated in the districts of Grand Port,
Savanne and loka. Victoria Hospital incoxporated the Princess Margaret
Orthopsedic Centre, which received patients with bone fractures from

11 over Mauritius. The bed complements of Civil and Victorig Hospitals

viere 403 and 584 respectively.

A district hospital, as its name implies, serves the population

of the district in which it is situated. There were six disbrict hospitals,

ore in each of the following districts: Pamplemousses, Riviére du Rempaxrt,
Iloka, Flacq, Grand Port and Savanne. 1t will be recalled that a regional
hospital also acts as a district hospital for the district in which it

ig situated The two regional hospitals were in the districts of Port

Touie ond Plaines Wilkems, so that Black River was the only district ‘
vii.thout a hospital. The total bed complement of the six district hospitals

as 621, ‘

There were three specfalised hospitals in the Island of
‘louritius: a psychiatric hospital, = Leprosarium and a tuberculosis hospital.

he Brown Sequard Psychiatric Hospitol, gituated in Beau Bassin
in the district of Plaines Wilhems, was the only institution of its kind
in lleuritius, although certain convents and infirmaries were authorised
%o receive certified mental patients on ‘the recormendations of the Central
Board of Iumacy approved by His Excellency the Governor. The Bromn
Sequéard Psychiatric Hospital was the Torgest hospital in Mauritius with
& bed complement of 742

The Leprosarium was situated ot lloulin & Poudre in the
district of Pamplemousses It had o bed complement of 61.

The Tuberculosis Hosnital wns locuted in the northern tip of
the district of Pamplemousses at Pointe cux Canonniers. It had a bed
comnplement of 86 It should be pointed out here that the Tuberculosis
Hospital was not the only institution where tuberculous patients received
treatment. A total of 124 beds were also allccated to them in Civil,

Victoria and Fldcq Hospitals

Privote Nursing Homes

There were Tive privatenursing houes in the Islond of
liruritius. Four were in the district of Plaines Wilhems and the remaining
on=.in the district of Moka. Their total bed complement was 137.

Sugar Lstate Hospitals

There were 24 hospitals on sugar estates, catering for the
minor ailments of their employees and memnbers of their families. More
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serious cases were referred to government hospitals or private clinics.
The total bed complement of the sugar estate lLiospitals was 478

In-patient facilities after independence

Government Hospitals

— e - -

The Sir Seewoosagur Rrmzoolom National Hospital was inaugurated
in August 1969, but, in all fairness, it could not be considered as a
regional hogpital at the time of the incuguration., Only out-patient
services were available then. K By Noveaber, it started to accommodote
in—-patients, and it had a bed complenent of 52 as at the end of the yeor.
However, by the end of 1970, it had become a fuli-Tfledged regional
hogpital with 214 beds. The totzl number of beds in the three regional
rospitals was then 1,216, thot is wn incrense of 23. ?7 over the 1967
figure. -

By 1975, the total number of beds in the three regional
hospitnls was 1,350. This represented o net increase of 134 beds (11.0%)
ocver the 1970 figure. It must be pointed out here that the tuberculosis
vards in Civil ond Victoria Hospitals hnd been closed down, and all
tuberculous patients, whose number had been on the decline, had been
transferred to the Tuberculosis Hospital in Tointe aux Cononniers. Also,
the Leprosarium had been administratively attached to Sir Seewoosagur
amgoolan National Hospital.

As at the end of 1983, the totnl mumber of beds in the three
regional hospitals was 1,495. Therefore, between 1967 and 1983, the
nunber of regional hospitals in the Islnnd of Iluritius had increased
Trai two to three, mnd their total bed complement had gone up by 51.5%.

In November 1969, Poudre d'Or District Hospital was closed
down, cud 211 its patients transferred to 3ixr Seewoosagur Romgoolom
H-wsienal Hosgpital This left five district hospitals in »nperation,
nd the t~tal bed cwmpTement of the district hogpitals fell to 551,
that is a decreuse of 11.3% over the 1967 figure.

In February 1972, Long ilountail District Hospital was converted
into an annexe of Brown Sequard Psychiatric Hospital, and Moka Hospital
was converted into an Ophthalmoliogy hospital. The number of district
hospitals had therefore been reduced to three (Flacq, Mahebourg and
ooulllac), and their total bed camplemaat as at the end of the year 1972
was 340, that is o decreose of 45. 2% over the 1967 flgure.

In 1979, Long Mountain ceosed to be on annexe of Brown Sequard
Psychiatric Hospital, and was reconverted into a district hospital. The
nuaber of district hospitals was thea four, and that number had remained
wnchonged since then. As at the end of 1983, the total number of beds
in district hospitals was 340, that is the some as in 1972.

In 1972, Long Mountain District Hospital was converted into
an annexe of the Psychiatric Hospital and their combined bed complement
vas 846. In 1979, Long Mountain Hospital was reconverted into a district




hospitcl. As at the end »f 1983, Browm Sequord Psychiatric Hospital
had 790 beds, that is an increcse of 6.5% over the 1967 figure.

Subsequent upon the opening »f Sir Seewoosagur Ramgoolom
Notional Hospital, the Leprisorium bec mme .duinistrotively attachied
%o thot hospital, and come to be knowm ns the Skin Diseases Infirmary.
It hod 38 beds as at the end of 1983, and this figure is incorporated
in the bed complement of Sir Seewoosagur R.uagoolam National Hospital.

In 1972, the Tuberculosis Hospitcl ot Pointe aux Canonniers
was closed down, and the former district hospital ot Poudre a'0Or was
converted into a Tuberculosis Hospital. At the some time, the tuber—
culosis wards in Victoria and Flaeq hospitols were closed down. Poudre
d'0r Hospital catered for maole patients, while females were accommodated
in two wards in Civil Hospitnl.

The total number of beds allocnted to tuberculous patients as
at the end of 1972 was 147. In 1975, the tuberculosis wards in Civil
Hospital were closed down, and all tuberculous: patients transferred to
Poudre d'Or Hospital, whose bed complenent had been increased to 146,
ond which became then the only institution to provide in-patient trentnent
to tuberculous patients. T

With the decrease in the number of tuberculous patients, the
progress in tuberculosis chemotheraphy and tlie current thinking of
treatment of patients at their own homes, tl:e number of beds in Poudre
a'Cr Hosrital was gradually reduced, and vns 96 as at the end of 1983.

In the meantime, the hospital had been renmied Poudre d'Or Chest Hospital,
-md cutered also Tor patients with chest diseases other than tuberculosis.

In 1972, when Moka District Haspitol was converted into a
gpecialised hospital for eye diseases, it had then a bed complement of
65. In addition there were 12 beds reserved for the specialty of
Ophthalmology at Sir Seewoosagur Ramgonl-m Hotional Hospital in 1975,
the beds at that Hospital were reduced to 6, ond these were phased out
in 1976. All in-patients with eye proble.s were treated at Moka
Hospital, whose bed complement had itself been reduced to 57 As at the
end of 1983, the number of beds at Molka Hospital wasi.- 64,

In 1976, the fommer H II S Mauritius Hospital, in Vacoas, was
converted into 2 Hospital for Ear, Nose and Throat Diseases. Its hed
conplement of 35 has remained unchanged over time. Prior to the opening
of the E N T Hospital, there were 26 beds reserved for EN T patients in
the regional hospitals. Administratively, the Eor, Nose and Throat
Hospital is known as the E N T Centre, and is attoched to Victoria
Hospital, although in this report it has been considered os a separate -
hogpital. :

Private Nursing Homes

By 1970, the number of private nursing homes had increased to
7y the additional ones being located in Port Louis and Ploines Wilhens,
ond their total number of beds had gone up o 176. In 1974, the number
vios reduced to six, with the closing down of cne situated in the district
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ocf Ploines Wilhems, but in 1980 with the opening of 2o new one in

the district of Plaines Wilhems, the nuuber become again 7 The number
remoined wnchanged since then, and their tot2l bed complement as at the
end of 1983 was 192 I+ should be recnlled that five nursing homes are
gsitunted in the district »f Ploines Wiiheas, one in Port Louis, and only
one in a rural district, and even then, it is so located that it is
within easy reach of both Plaines Withems ond Port Louis districis.

Sugar Estate Hospitals

By 1972, the number of sugar estate hospitals had been
reduced to 23, with 414 beds. The decrease continued over the years,
end in 1977, there were 18 hospitals withh 207 beds. With the passage
of time, fewer and fewer sugar estates were odmitting patients to their

hospitals, ond as at the end of 1983, there were only two,with 2 total
of 22 beds, that were admitting patients. :

.

Hospitals

s s s et e e

A1l regional, district and specialised hospitals, with the
ezception of Poudre d'Or Chest Hospitnl, have out-patient departments.
Cut-patient departments of hospitals offer services at two levels:
tihe level of first contact (unsorted), ~nd the referral level (sorted),
viaere patients are seen by specinlists. Tacilities for out-patients
also exist at dispensary service points, matermnal and child health and
faily planning clinics, dental clinics, ad a few other institutions.

Facilities for out-patients nlso exist 2ot the private nursing
Lonies. The sugar estates also provide a network of dispensaries for the

oo

benefit of their employees and members »f tuiieir fomilies.

The term dispensary service noint is preferred to that of
dispensary because dispensary services nre also available in health
institutions other than dispensaries, for example, primary health care
centres nnd health centres A Primary Henlth Care Centre is one in which
dispensary, maternal and child health, wd £odily planning services are
Aavailable on the smme premises. A Henlth Centre is a little more complex
thon o Primary Health Care Ceatre, bec~use in cddition to the services
nrovided at the latter place, a Health Centre also provides other services,
for example, dental care As ot the end of 1983, there were 3 health
Centres and 22 primary health care centres.

In 1967, there were 43 dispensnry service points in the Island
of Mouritius In 1972, there were 46, md in 1977 there were 48. By the
end of 1983, the number had reached 61.

II C H 2nd F P Clinics

In 1967, there were 27 maternal and child health clinies. A%
that time, fouily planning services were offered only by non-governmental
orpomizations, namely the Mauritius Pomily Plonning Association and Action
Ponilinle. Pamily Planning services were integrated into the Ministry
of Health in December 1972. In 1973, tlere were 53 clinics offering
naternal and child health and family plonning services, and 19 additional
onen offering family plonning services nmly. In 1877, the figures were
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70 and 15 respectively As at the erd of 1S83 there were 76 matermnal
wid child heolth ond family wlonning eliniecs, cnd a further 19 clinics
Tor family plonning onty

Other Out-patient Services

The Chest Clinic that was in operation in Port Touis in 1967,
renoined the only institution of its kind in existence in 1983. The
mmber of dental clinics went up from 5 to 13 between 1967 and 1983. A
Soecinl Hygiene Clinic was opened in Februnry, 1973, to provide treatment
to potients suffering from sexually tronsnitted diseases.

livbile Out-—patient Services

In addition to its network of static units, the Ministry of
Herlth provides mobile services. As at the end of 1983, there were five
riobile dispensaries, two mobile dental clinics and a mobile maternal
~nd child health and fomily plonning c¢linic in operation. The mobile
dental. clinics serve specific groups »f the »opulntion, while the mobile
dispensories and M C H and P P clinics serve people in remote and spargely
ponrulated loecalities, where it would be uneconomical to have static umits.

Growth of health facilities

Tables 1.2.1 and 1 2 2 give resnectively the evolution of
facilities (health institutions and beds) over the period 1967-83. It
coit be noted that in the short perind of 16 years there has been 2
trenendous growth in the health infrastiructure. Another important
cbservation is that not only are the iufrastructure and facilities
plrsically accessible (see map opposite page showing the locations
of Tacilities) but tronsportation is checn, well orgonised and gquite wide
‘spread and there are also no social vr eccnonic barriers preventing
narticular groups from access to the available fzeilities. As o matter
of fact, the goverrment facilities are free cmd every effort is made to
cater to vulnerable seciions of society — cnildren, women, the aged,
tiie noor ete.

Heolth personmel

>

Doctors

ettt et e s e

As ot the end of 1969, there were 165 doctors in the State of
ilauritius, that is one doctor for 4,997 nersons. Almost 60% of the
doctors (98) were in employment in Goverment Service, and among them
tiiere were 36 specialists. By the end of 1275 the number of doctors
rezgistered had gone up to 293, ond the doctor: population ratio was
1 : 3,083. Of these doctors, 191, that is 65.2%, were employed by the
State. The number of doctors registered as ot the end of 1980 was 503,
corresponding to 2 doctor: population ratio of 1 3 19463 67.2% of these
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Table '1.2.1 ~ Twolution of health facilitiés, Island of Mauritius, 1967 and 1983

—— ——a———

i/ ;n 1967, family planning services were offered
only. T S

[

1967 19873%
Type of facility Number of | Number of | Number of { Nuber of
. i .
units H beds units : beds
—— ‘ ! 2 L;-&~‘
: ! ;
Regional Hospital 2 b 987 1 3 k 1,495 :
. .i } F F
| Lo
District Hospital 5 621 ! + : 340 1
| - !
N : 1 . .
$pecialised Hospital 3 . e8| A %85 |
Dispensary Service Point 43 - 61 -
. . i
M CH and F P Clinic 271/ - 76 -
F P (only) Clinic - - 19 -
! |
Dental Clinic 5 - 13 ; -
Chest Clinic 1 - 1 1 -
Social Hygiene Clinic - - 1 , -
- ‘ i
l I
e e e ak em ma wm e mw em am e aw Am e -‘ ———————————— ‘i —————— A e am e = - -1
Private Nursing Home - 5 137 7 192
Sugar Estate Hospital ' 24 478 2 22
" Sugar - Estate Dispensary 24 - : - 30, . , -
* ‘ -3 . ; [

'

by hon~governmental organisations
. R L o
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Table 1.2.2. — Distribution ol available hoshHital bdeds as ab 31..2.23

LAt EGORY, Q0 .. BIEZ DS, ...
+- - = }~- .
: : - ’ (0]
s o 1 = SN S
; U S e el 158 (8B Y B 8 o
[ Hospital | S |® | ST aBlu3] 818 5| . l5n B N e
: Hospital % ; o o 30.3 a3 o S . é’l o Y 23 TQTAL
+ - >
=i [2p} [0 O {—=ofs 4&5’ + — E_.' _'té %rg E'J. % r—(?«
+ Q (o= % £ o] < = 0] ) [ -+ N o

— — 2] Q {3 = - < . &> ~i — Q o = -

P 3 2 12 fno|o B U e -~ - o o =) .4 A -zl 4

€. £y (@} > iaalo g @ = . +> > | TS B [

9] Q T dp, fa [N o () &) 20 a aQ

g g +- 2 2 i (a8 SNl B [

(G (] N P i ﬁé B A A
. 2 . i . .
Civil .98‘/ 944 621 27} -~ .} 29| 66! —-§ —-§ - - =3 =1- - 376
ot 2n/ ~ = - (\_i/ N =
Be0q e Ne 121 7St TR 33 -~ 54 53 - -§ = - | 3% - - - ; 452
Long : : i
Cprt T 38 - o -] = - 5 - - - - — - - - AR
. llountain X
t - ' - -1 *

: X z : , : _ ' :
Llacqg b 78l Al 13) - - | 16y =1 =1 - -t -i-3i-1 - 107
_ i [

. - - [ 3 H
Tiohobourg - 4 631 ol 17y -t =4 -y 7 -f =f =0 -l =1 - =] A 95
Souillac - 65 - 12| '_‘ - - 15 - - - - -1 -1 - - 95

ViC"tOI‘ia & - - - - -
PLILOLCL f123 1 29 92 0] - [.142 391 -{ -} 30 -] = gafan 23, 667.

- — . - : -

Sub-Total - - , ' - ’ ‘ : : :
‘(CGeneral) | 5861 269 27141001 = {225] 204} b =3 30 -1 33412 ¢451 231 1,835

Drotm
Sequard - - - -t =1 =} =} 790 -1 -1 = - 7%
¢ Poulire D'Or - : : ) ]
" (Chest) , -1 = =1 -9 - [ U RS [ ST R R e L
R IR T e e e R I I e T s .
T.N.T. ] 7
CCemtre | =) -l A -1 - - -1 -3 -{ = -{ |- - 35
. TOTAL 586.i 269 2711100] 96} 225 201 | 641 351 30| 790}.38 ,;_41 517 234 2,820

Note : 129 cots for new borns not requiring special care are excluded from the
above figures.

y including cots for newborms requiring special care
2/ including 4 beds in intensive care unit
3/ at the Skin Diseases Infirmary
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doctors were in the public service It mmst be peinted out that up
to 1980, it has been the practice for the Ilinistry of Health to offer
euployment to a1l doctors who wanted to join Government Service.
iiowever,. in view of economic constraints and of the over-increasing
nunberof new doctors, that practice was discontinued Consequently,
the percentage of doctors employed by the State began to go down.

In 1981 it was 60.5%, in 1982 58.2%, mnd in 1983 it was 55.1% The
muiber of dsctors registered in Mauritius og ot the end of 1983 was
690 with a doctor : Population ratioof 1 : 1470 (380 in the public
sector and 310 in the private sectur). Among those employed in the
public sector were 120 specialists.

Dentists

St s s S e e g

Ag-at the end of 1969, there were 22 dentists i.e. one dentist
for 37,474 persons in the State of llauritiurn. Of these, 7 were in
Government Service ond 15 in private nractice. By the end of 1975 the
nuiber of dentists registered in Mauritius nearly doubled to reach the
figure cf 42 (of which 17 were in public service) withh one dentist for
21,508 persons. 59 dentists (of whom 22 in the public sector) were
registered as at the end of 1980 giving a dentist: population ratio of
1 : 16,594. By end of 1983 there were 82 dentists (23 employed in the
public service) corresponding to o dentist: pcpulation ratio of 1 : 12,372,

Pharmaecists

As at the end of 1969 there were 50 phormacists in Mauritius.
lowever, the distribution wos very uneven between the public and private
sectors: 4 oand 46 respectively The pharmaecist: population ratio was then
1 : 16,489 There was practically n»> change of the situation in the
succeeding years, till in 1975 when in the privote sector the number went
up by one mly. The result of this near stagaaticn was that the
phormociets population ratio deteriosrated, ~nd stood at 1 : 17,712 at

ne end of 1975. Over the following five yenrs the situation evolved
Lavourgbly, the number of phamacists in the public sector had gone up

to 7 and that in the private sect>r to 62. There was then one pharmacist
foxr 14,189 Mauritians By the end of 1983, the number of pharmacists

in the public sector had been reduced t 5, while that in the private
sector had gone up to 74, giving a total of 79 pharmacists, corresponding
to 2 pharmacist:population ratio of 1 : 12,841.

ilwroes and Midwives

As there is no register of nurses mnd nidwives in Mauritius,
little information is available on the number of nurses and midwives
engaged in the private sector. As regnrds the public sector, there were
0882 nurses and midwives at the of 1969, that is one for 935 persons.

By tiie end of 1975, the number of nurses and nidwives ‘had gone up to
1,430; there was then one for 632 persons. From 1,990 in 1980, the
nunber of nurses and midwives reached 2,268 by 1983 (end-of-year figures
for both years). The corresponding nurse/nidwife:population ratios

were 1 ¢ 492 and 1 2 447.




- 14 -

lledicg? Supplies

The Ministry of Health purchases its supplies of drugs partly
from the (only) local pharmaceutical monufacturer and the remainder
from overseas monufacturers through an ~anucl tender The supplies of
drugs in the private sector alsc come fra both lcecal and external
sources. There are fifteen wholesalers engaged in the importation of
drugs, among which three have 2 substontinl shore of the market.

Choannels of Distribution

The chonnels of drug distribution ore s diagramatically
represented below:

Public Sector Private Sectox

Toenl ond Overseas Manufacturers Tocal and Overseas Manufacturers

i |

\ 4 R
Centrnl Medical Stores < VVholesalers
of the Ministry of Healtl !

i

| ) . |
Hosnital, Dispensaories, Maternal Privote Clinics and Retail Phammacies
nd Child Health Clinics, ete ‘l
Patients Patients

Digpensatisn ond availability

In the public sector, drugs are dispensed free of chargé to

both in-potients and out-patients. The inistry of Health has established
ity own list of essential drugs which aucunt to some 325. The drugs oxre
ordered by their generic nmmes. For long ter out-patient treatment, the
drugs prescribed are supplied by instalnents, on o fortnightly basis.

Tt sometimes hoppens that a drug prescribed in o public institution is
not ovailable from the pharmacy of that institution. In such circumstances
the patient has to obtain the drug from 2 private pharmacy and to foot the
bill. The private sector imperts some 2000 nharnaceutical products from

arious parts of the world, mainly from Demncrk, France, Germany, Great
Britain, Hollond, India and Switzerlond. lost of the drugs are marketed
under their brand nomes.

Relative Costs and Affordability

As stated above drugs are dispensed free of charge in government
health institutions:hospitals, health centres, primary health care units,
dispensaries, etc. In the private sector, the wholesale and retail prices
of drugs incorporate profit mark-ups that are fixed by government regulations
The wholesaler is allowed a mark-up of 20% on the landed cost, and the
retailer is allowed a mark-up of 30% on the wholesale . (Recent
budgetary measures have reduced the mark-ups to 17 and 27% respectively, and
have waived the 17% import levy. As a consequence, the retail prices of
drugs have come down by 22% Y.
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Otlier medical systems

lon-Allopathic Medicine

Some health care is provided by other systems like Ayurvedic,
honieopnthy and trnditional practices. There ¢re no restrictions on the
practice of non-allopathic medicine in Mauritius; ond practitioners of
nun—allopathic medicine are not required to be registered with the
“uu“orltles For these reasons, the ~ctunl number of such practitioners
~nd the extent of the practice of such medicine cre not precisely known.
llowever, practitioners of non-allopathic nedicine are not permitted to:

(1) sign n death cextiiicntey
( ) grant sick leave; mnd

(iii) prescrlbe dangerous AaArugo

Lurvedic and Unani Medicine

Avurvedic medicine has been »nractised in Mouritius since 2
Tong time The practitioners were mainly cuto-didacts for whom the practice
of hAyurvedic medicine was a part—-tine -~nd benevolent activity. However,
in recent years, a few Mauritions, who hwe completed formal courses in
Ayurvediv medicine in Indic,; have been engnged full-time in the practice
of tl:is type of medicine They themselves dispense the medicine they
prescribe There does not seen to exist practitioners of Unani medicine®
in Iouritius.

lHoneonathy

e s e e B e e g

There are only -ne or two ~versens-~trained practitioners of

hoeopathy in Mauritius. In recent years a nuwiber of Mauritions have
received short intensive training locally, conducted by expatriates, ond
several 'healing centres!" have been opened.

Troditional Medicine

In the markets situated in donsely populated areas of Mauritiug
ithere are usually one or two stalls where nedicinal herbs (also flowers,
groins, roots, bark). are dbeing scld, nd some vi the vendors appear to
have quite o good clientele. IMany Mauritions grow a few medicinal plaonts,
Tor exomple ''ayapana and "citronelle®, in their back gardens.

Chinese Traditional Medicine and Acupuncture

Chinese traditional medicine, based on plant and animal products,
is olso being practised on a limited extent in Mouritius. Acupuncture,
w.rich had been perfornmed in the private sector since long, has recently
been introduced in the public sector, and is now being practised by a few
doctors in government heal th instvitutims.
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Hezlth ond Faith

Delivery from disease or infimity through religious
observances is at times sought by Mauriti.xs of 2ll origins. Sessions
are scmetimes discretely and privately ~rranged, while at other times,
specinlly when expatriates are involved, they ore held in public places
(cinenn halls, football stadiums ) and are brcked by massive advertising
crapaigns.

Vitcheraft

There are Mauritions of 21l walks - ¢f live who indulge in
vitcheraft for health reasons, but because tiie practice is illegnal, it
is generally shrouded in a veil of secrecy. There are some who are real
addicts of this practice, while others resort to it as a last measure,
after having tried every possible non-occult neans, and when all hope
of recovery seems forlorn. - - . . .-

Socio~economic factors and health

The health of a population is directly related to its econonic
nrosperity, not only because of o psycnological feeling of well-being
that accompanies such prosperity but also by the buoyancy of 211 public
md private services which are instrunental in promoting the health and
wealth of the nation Econonic depression has adverse social implications
wiicl. directly affect the health of a nation. Thus the mortality rate
wiaich had started to decline ot the turn »f the century did not continue
on the downwa—-d trend and hovered at a level of around 29 during the
depression years of the 1930's ond the war period pof the early forties.
ATter the war the economy of the islond piospered as o result of higher
prices for sugar which has been the main export of the country until
recently. Consequently the crude death rate dropped to 21 in the late
Torbies and further to 15 in the early fifties. Table 1.3.1 shows that
the general inprovement in the econoriic situotion has continued over the
1ast two or three decades in spite of tenporory short periods of stagnation.
T™ie GDP, the level of employment and earnings 011 show substantial
increases. The greater availability of jobs has gone hand in hand with
inprovement in working conditions. Botl the heanlth and labour authorities
co—ordinate their efforts in order to ensure that work sites and work
conditions are hygienic and that safety stimdards are maintained. In
certrin cases euployers are required to vrovide appropriate equipment as
well as food, particularly milk. For instmce pesticides and herbicides
sproyers are provided with masks tmd gloves ond milk. However it is
poscible that the food or milk is not nctun.ly provided but replaced by
cash equivalents which are more convenient to hondle. To what extent the
ricney is used to buy nourishment as distinct from other things may be
interesting to find out.

However it cannot be denied thnat there has been considerable
innrovement in economic conditions over the last 2 or 3 decades accem—
ponied by more job availability and better conditions of work which have
resulted in improved living conditions -~nd better health, thereby contri-
buting to the more or less continuous £all in the crude death rate which
had reached 7 per 1,000 in the eighties.




61e'e vvl'e 66 6¢2 ove e LC6T
CLL'T brg't 0 ez 64€46T 9061
029°1 GoL't €9 q1e L9g'9T s
1.6 €oz'T 9¢ 061 €L2'6 0961
I ) -
~ 19¢ cel €z €Lt 90¢*Y GLoT
-
— -
LéT 72 9 0€T 09V oL6T
o1 612 9 Ge1 %21 9961
I TMOTISY TRIUR) SuTan o0 T Hgoﬂum oL

Ammv 90T 10NJE
1e 3120 Jod

5 g1

cqueumsTIaRAsC ofrey - oAt fuemfoidug

1
Ty
i

<

(sg)sfutures ATyiuol odeaany

L86T = 9961 amﬁﬁﬂs@z ,H.o. .@mm.am.H b3309BOT UT OTICUOOD AWOG - H.nmn,nm, ST9RB




-~ i3

But it must be pointed out that economic deveiopment has brought
with it sore of its omn evils, and the mid-seventies witiessed a change
in the pattern of morta’ity with infsciive, parasitic and nutritional
diseases giving way to diseases cof +the non-—corrunicable tyne, A WHO
survey conducted joeintly with the Ministry oFf Health has iadicated that
in 1987 305 of the adult population was suffering from diabetes or was
susceptible to the disease whilsl 15% were suffering ILron hypertonsion
and 50% had an excessively high level of cholestervl. The study also
noted that there was at least 1 non--identified case LFf diubetes for each
identified case whilst the ratio for hypert msion was 2 wmknown cases for

every 3 identified. The main causes of hyvpertension were identified as
obesity and aicoliclism It was revealed that 20% of 1en and 3%% of women
. >

were obese Zccording to intermational sitandards; 53% of ien ond 7% of

* - :
worienn were regular smokers and 19% of Mauritians were nicderate consumers
of alcohol.

Anciier point that needs to be brought out iz that econonic
improvements 1oy not have affected the hnaalth of all aocio-econonic
groups in the same way or to the same exteat. It cen e zreued that
health services are free in the couniry and that socio—economic differences
need not necessarily lead to penalisation of one group with respect to
another. Thisg noy be true in so far as primary healtn ceore is concerned,
which unifomly protects everyone from for exomple infections and para-—
sitic diseasec which can overnight become a cause fer naticnal concern,
but primary health care facilities provide oy pubklic realth services
may not be very effective in those coses where the disease is non-
cormunicable and therefore of more individual concern, in which case
the less favcured groups have a handicap in so far as they” may not be
able to afford the best service that can be had.

Lven ¢s regards infective and parasitic diseases sone groups
are nore vulierable than others For instance the cennus nortality data
bhave shown thet infant mortality was higher for women i:X low level occu—
pations. Pact ¢f the reason could be that the babies of these working
women are nct unly breastfed for shorter periods of tine but have to be
left under the core of ~ider childror or neighbours viio are not generally
the best suited to lcok after babies Limited econmiic mneans however do
net permit ti:emi to purchase the better Facilities wiiel 1ar perhaps be
offered br Iiindergartens The fact that thesc worien olso often have to
perform the usual chores of a housewife as well makes 1t difficult for them
to give proner attention to the children wven during ithe btime Tthey are in
the home. Tie nutrition survey shiowed that chronic malnubrition was more
anmong children of working women However since the major causes of infant
deaths ..ere nave heen infectious ond diarrhoenl discasss and nalnutrition
which can be rexdily treated without® much individual expenscae, thie higher
infant 1ortaity for women in low level occupations nay not be due to their
relative poverty but to lower education onud ignorance. Hence there may be
sorie need for special adult education programmass aimed particularly at women.
For instance llmmet and Peerun note that infomation ot radic and television
regarding issues such as breastfecdding duration, sterilization techniques
or the prenaration of formula needs were little utilized. They concluded
that eaphasis needed to be placed on naterials designed to reach informal
learning groups . such as the family and wonen's grouns, and that radio and
television l.od te be used inaginatively in order bo cmitivote the attention
of the tarset audience.
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In spite of the fact that there are still some groups of the
population with low levels of education wihiclh may be having a negative
influence on their health and level of living, generally speaking,
hovever, the progress of education has beea considerable,with primary
enrclment reaching 95% for males and 94y for fenales in 1983. Enrolment
rutios at the secondary level increased fron 40% to 46% for males
while for females the increase has been from 28% to 4% between 1972
and 1983, The level of education of the population has also improved
with the median level of schooling increasing from standard V in 1972
to standard VI in 1983. It is surmised that at least one person in most
households has had primary education and the consequent high receptivity
to nutrition and health infoxmation must have made significant contri-
bution to the improvement in/health of tie population. The remarkable
success of the immunization campaign is o testimeny to this fact although
sule efforts need to be maintained to stress the importance of the complete
vaccination schedule.

Although the census statistics show tlhat infant and child mortality
is higher for the group of women working in agriculture and industry it is
not irmediately obvious that the children of the women working in so called
office jobs are necessarily given better health care. Ill-health in the
first group has greater risks of death than in the second because of the
tatter's better means of getting curative services. But the fact that
well~to~-do working women have to leave their babies, who are often weaned

- very early or not breastfed at all, with maidservants who are very often

not equipped with the basic elements of hy;iene and feeding, indicates
hat the vetter education and health awareness of parents is not necessarily
trimslated into effective health care of infonts when they most need it.

The extended family system provided the opportunity until quite
recently to combine the need of younger womnien to work, with the need of
infants and children for attention and care. The slow disruption of this
system has resulted in an increasing tendency towards the disintegration
of a care~full and psychologically satisfying environment for raising
children. The implications of this trend on future delinguency and
criiie rates and the extent of drugs abuse need careful attention. It
way appear for instance that day care facilities at work sites may not
be o long term investment as good as flexible hours and/or possibilities
of long~term leave of absence witiout loss of job security. However this
may need to be balanced against the needs of industry ond productivity.
ard it can always be argued that in mony cases tlie economic dctivity
of women in fact promotes health by previding tlhie necessary resources
TZor better nutrition and care.

Perhaps one of the nastiest ills which follow in the wake of
econonic development and a¥fluence is the increased consumption of more
xd wore dangerous drugs. Tobacco and alcohol whose consumption -
increases with prosperity and which continue tc be slow killers
in increasing number of cases are eclipsed by the more dramatic and
quicker effects of harder drugs. The type of drugs consumed in Mauritius
has evolved ranidly during the eighties froni the softer ones like
figandia® ? the more dangerous killer which is "brown sugar'. It was
estinated ” that in the early eighties there were between 30 to 35,000
drug addicts in the country and this figure would go on increasing
ronidly unless drastic and urgent neasures were taken. A survey by
the Joint Child Health and Education Project has shown that 1 out of
6 adolescents in the age—group 16 to 22 years ore affected by drugs.

1/ V. Ramnauth
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Another survey by a union has indicased that 15% of wowen working in
the Dxport Processing Zone are drugging th anselves The pxrzoident of
the Select Committee on drugs eotLu'*ﬁ thot 10 - 12% of th= population
are drugging themselves (1986 ). v bt lhree cases are cdmitted every
vieelr for disintoxication at the B. Jequard hespital. Drugr have reached

not only private homes and work sites but schools, both nrivate and
public as well.

The health impiicatiuns of the wnroliferation of druge cannot be
underestimated .Every now and them, the press reports coses of deaths due to
suicide related to drugs addictiorn or to overdose but the crtent to which
deaths are caused by diseases occosioned by texiccomenin is difficult e

otimnte, since the concealad nature of drug use “would nides it in the
stotistics of death. These include jaundice, septiccnia, cndocarditis,
respiratory diseases, cirrhosis of 1iver, gangreno ar¢ wiral hepatitis
ngch are caused either by the drugs themselives or tho rulimentary and

unsterilised  equipment by which they are ntrodieod into the body. It
seens that the risk groups are not confined o the DUIDOCLS regions of the
country or the less favoured sectioas of the ”OPLLWT on only but the rink
of spreading infections is definitely much grenvexr wn thecse cases in view
of the poor hygienic conditions ond Lesscer .20ons of acquiring treatnent
wien necessary.

The Goverrment of Mauritius is zonzcious of the problem and there
was last year a crackdown onn  Arug traifickers conbined with changes in
tiie law to provide for the death pznalty Tor drug tralfficking. Efforts

are also being made by both goveramenw and non-goverrment organizations to
set up appropriate infrastructure and persoinel for the rehabilitation and

treatnent of drug addicts. But information oand education both in and cut
of nchools probably remain “he best available memms for combatting drug
addiction whose health problems could cost enoxmous sums to the nation

botl: in terms of treatment and lost man, ower.

Food and Nutrition S

Introduction

Food is one of the basic necessities of ilife. For ik~ proper
Tunctioning of the human organism not only f od ir sufficicnt quantityis
needed,but certain essentisl food factors alsc should be precent in
adeguaute amount. Again for ophirmm ingeStlon of Tood for growth and
development, a pre-requisite is thot the fonl is wholesorme and that
tlie person has no infestation (by wrorme and other pare sites) and is
free from infections or other factors whiich may hemper absorption of the
f70d and nutrients by the body.

o

Consumption of food is a biologic necessity which if denied for
ufficiently long duration will either rasult in mal funcvioning ox non
functioning of the systems bringing in merbid conditions or will even
in the extreme instance lead to death Tt ig nnw generally
accented that good and sufficient nuvzitior ne or the most important
factors for the maintenance ond promotion of publiz health. The best

"") I’)




1.4.2

- 21 -

Ted penple of the earth live longest, have the greatest physical

and mental energy, possess the rost vigorous health and the greatest
enjoyment in life. Thus sound nutrition is the very essence and basis
of netional health.

To-d consumptions and nutriticnal status are indicators of levels
of living BEconumic and social develonment ond progress are unthinkable
ond meaningless without the elementary and basic necessities of life
being provided tc the masses.

A hingry man is an angry man. A hung nation is a potential
denger to world peace and harmony. The FAC™ aptly puts it by saying,
"People are begimnming to learn that poverty is mot a God given state
of life'. '

Thus the first priority for a healih planner should be to
ensure that food is available, accessible and aifordable and that it
is wholesome, balanced and acceptable tc thre cuitural and traditional
rnores of the people. The second priority is to ensure that vulnerable
segrents like infants, children,; lactating nothers are provided with
food rich in nutrients. The third priority is to improve the absorption
md ingestion of the food by controlling the environment and elininating
chances of infestation by womms and parasites and spread of infections.
The fourth priority is to educate the veonple and especially the mothers
or good food and living habits and try o elimninate harmful habits like
saoking, drinking, drug  taking etc. as it is known that there are some
dietary habits which are not good and lead to a series of problems.

In this section we consider the food and nutrition status of
island of Mauritius as an essential background for the study of morbidity,
couse of death and mortality.

Focd habits and food supplies

The Mauritian staple foods are mainlty rice ond wheat flour, which
are supplemented by animal or leguminous picducts and vegetables. There
are no food taboos which may seriously affect the nutritional status of
the different sections of the population. JAuong animal foods, milk, eggs,
figh, poultry and mutton are acceptable to the majority of Mauritians.
People from the lower income groups and vegetariuns rely nmostly on legu-
minous products to supplement their cereal based diet in terms :of protein.
There have been some atbtempts during the past five years to diversify the
food habit of the nation with the partial substitution of rice and wheat
flour with Irish potato and other locally produced starchy foods.

Mauritius depends mainly on imports, »narticularly of rice and wi:eat
flour, for its food requirement which account for 20 percent of total
inports. About 64 percent of food enerzgy and 24 percent of protein are
innorted. Qf this about 50 percent of encrgy and protein supplies are

1/ PAO : Millions still go hungry, Reme, 1957
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derived from cereals, mainly rice and wheatilour which are sold at
sovernment subsidized prices. HRHice and flour are lieavily subsidised
absorbing 18% of govermment tronsfer pey.aents. Ir 1979-8l per capita
energy of 2766 k/cal and 61.9 g1 of pretein were noted of which 52
derived fron rice and flour. In additi-n, during 1984--85 the budget on
food subsidy amounted to Rs 72 nilliion, school feeding absorbed another
Bs 12 million and feeding of vulnereble groups costed Es 30 million.

I 1983 the per capita consumpticuns in g:s per doy of major food items
wiere wheat/flour 157.5, rice 197.4, notatoes 43.5, cane/sugar 97.4,

pulses 23.1, groundnuts 5 1, coconuts 6.2, tomateces 31.1, fresh vegetables
43..1, onion 11.7, bananas 19.2, citrus 4.7, apples 2.7, pineapple 1.2,
preserved fruits 1.2, fruit/vegetable juice 2.1, cattle meat 11.2,
goat/sheep neat 6 1, offals 6.2, poultry 17.8, eggs 10.4, nilk and nill
products 50.5, fish 31.1, 011s/fnmc 55.0 and orlrlts/beer 59.0. In 1986
i nicst items there was an increase, lﬂcludlu on increase of 23ﬁ for
spirits and beer. The country is 80 to OU/»,elf-sufflclent for poultry,
ezas, ﬁnd vegetables,; 30 to 50% self-sufficient for fish and fruits, end
only 5p for milk and milk products. Table l.4.2 compares the estinated
availability of food supplies in terus of energy and protein during the
period 1964-66 ond 1982-84.

Roble 1..4.1 : Estimated availability oFf food supplies in terms of
energy., protein and fat, Tsland of Mauritius

en e S - - e cmm s o X « e oeme .- oo

1964~66 1982-84

R Y Cam e mem e & o P - - -

Energy (kilocalories/cap/day) 2343 2686

Protein (gram/cap/day) total 48.9 59.4
animna’l 13.3 18.8
vegetal 35.6 40.6

Fat (gron/cap/day ) totat . 53.3 73.3
andinal .10.9 16.4
veget..l . 42.4 56.9

P N Ty . e SR Bl - B e B e G ke B & I

Over the past twenty years, £Hod ei:ersy supplies have increased

Tfron 2343 kil-ca'ories to 2685 kilocalsries per cap ita per doy. During
the period 1982-84,; energy supplies pr>vided 13.2% of the estinated energ:
reqquenent against 1037 during the periosd 7“t*~06 However, the averoge
proteln energy ratio of the IMauritisn dizt hos only increased from 8.3%5 %o
8.of during the last two decades, alth~uh the preotein supplies meet the

stinated average minimal protein requirenent of 42.8 grammes. At the

sceze tine, the average incone expenditure onn food has decreased fTrom 575
in 1562 to 50% in 1975. However, bthe extent and severity of maldistri-
bution of supplies is not kmown.

According to Mamet and Peerun, stotisticcl indicators of health
status are misleading as the high standard of living of some Mauritians
masks the statistics for the poor where the loack of income, poor hygiene
and malrutrition standards combine to create & problem of infant deaths,
naternal depletion, malnutrition and diseuases typical cf Third World.
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However, a survey on the nutritional status of pre-school
ciiildren conducted in 1985 indicated that 22°:of urban households
consumed below needs of energy as against 10. 1% of rural households.

TFor protein consumptlon 15.9% of urban houseliolds were below require-
nents as against 10. lp of rural households. Therefore it seems that
rursel households may not be as bad off as those found in Third World
countries.

The effect of household food security canniot yet be properly
estimuted. Although the per capita frod supplies at national level is
adequate, a study carried out by the Universiiy of Mauritius in 1983
showed that 16% of households may have inadequate food consumption. The
Gini coefficient of income distribution improved slightly from 0.44 in
1960—81 to 0.37 in 1986-87, and the total average expenditure on food
and non-alecoholic beverages was: 437 of Gotal expenditure in 1986-87.
a5 compared to 41% in 1975. Thus there was & slight increase in this
item in the fouily expenditure. The impact of industrialisation and the
increasing numnver cf women at work on the nutritional astatus of children
is not yet knowin. A nutrition survey indicated thet exployment of
mother had significant relation with stunting but not witi: under weight
or wasting. Tuerefore employment of mothers seem to iniluence predomi-
nantly the longer term nutritional status of children (prOUley through
the genera:. scciov economic status of the family) rather than the short
term nutritio:al. status (tlrough time available for cliild care)~

A very vital segment of a population for whanr tle importance of
food is well recosnised is that of infante and children. It is at these
ages that adequete food in quantity and guality has to be ensured because

firstly it is ot this stage in 1ife that growth and devel.opment — mental
and physica! — takes place and secondly because thiey are most vulnerable
to diseases und death.

Thus the feeding habits of infants and young children call for
careful consideraticn in any programme on health and well being of a nation.

For an iniant, the safest and most nutritious food is mother's.milk
It not only ensures good nutrition, but is also safer especially when poor
habits of hyriene and water shortage are co-existent. I'rom the psychological
roint of view, breast-feeding is beneficial to the child and to the mother.

In Ilzwritius surveys have indicated that only around 85% of mothers
ever breast fed their babies and that the mean duration of feeding was only
5.6 months wit: a median duration of just 4 months. A later survey in
1985 indicated Tt 91ﬁ:women breastfed at some tlme (1(3'*r in urban than
rural), one ti.ird stopped by Tirst 3 months, 40% by 6 nontlis and average
duration was 5.8 nonths, 75% started supplempntany Teedirn; befeore third
monthh of dhiTQ. People were aware of the advantages -f bieastfeeding
especially in terms of child nutrition, child health (i immunity, protection)
and psychological satisfaction. A large proportion of wcuen who said that
bottle feeding was advantageous mentioned convenience as an excuse and
those who toiked cof disadvantages of bottle feeding mentioned hygiene. The
sigiificant fact emerging from the enguiry was that 2G5 of those who were
queried on the advantages of ottle feeding and 33% of those gueried on
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disadvantages reported 'not known' which indicates & large segment of
population w0 need educatinn and information on basic child rearing.

The food lLabits of mothers also were enguired into. There was a
wide variet, ol traditicnal beliefs and taboos particularlyrife in the poor
rural commriities. Some of them may be haxmful.

Foodis cwvoided by mothers during lactation included spices (23.8%),
pulses (12.7%), crustaceans (7.2%), other sea Tood (6.29%), briéde songe
(21.4%) ana oubergines (24.5%). Some of these items are very nutritious
and education noy unave to be done to make people change habits. Similarly
mothers excluded certain food items in child feeding ‘ilte spices (22%),
pulses (7.), Br&de songe (13%), aubergines (15%) and timned food (6%).

In the sample ouly 847 of women reported having given »rouitein xich food to
chilaren on dx” prior to interview. 9% of children got one menotone type of
food with no variety and hence deficient in balance. 535 of children got
inadequate diet. Only 12% of children got fresh fruits and vegetables.

A nutrition survey showed that 87% of children below one year of
age were being fed artificial milk, and of these, 74.5): were fed on infant
formula and 25.5% on other milk, with no_ruraL/urban difference. It should
be noted that enly 6% of children below one vear ol aze were being fed on
artificial will: alone, while the rest were zlso receiving breastmilk and/or
food. Artificia milk was being fed mostly by bottle (85.9%), followed by
cup and spoon (9.5%) and baby mug (4 6%)‘ The predominant method for
sterilization «f becttle was by boiling (83¢2%), followed by washing with
boiled water (1.0.4%), chemical (2 2%), other(2.2%) and no sterilization
at all (2.2 '

Solid (¢r semi-solid) foods were being fed t~ 93.3% of children
under 5 years. The frequency was 49.0% among children Lelow 6 months
and rose to 85.5% mmong children 6—12 months old and increased to more
than 99% after vne yvear »f age Under 6 months the predominant type of
solid foud was commercial weaning food, and from 6-12 mnths commercial
weoning feed and mashed/pureed fo ds especially prepared for the child
accounted Tur Twre than 75% of feeding frequencies. Frow: 1-2 years, the
family diet (either in mashed or ordinary form) becname the predominant
type of solid, while after 2 years, more than 90% of children were being
fed on ordinary family diet.

Feeding patterns were studied for children bel~ w one yvear of age.
The breastnill: crnly and the breastmilk/other milk grouns showed a conti-
nuous decline in cccurence over age. The breastmillk/otihier milk/food groups
showed neari; - the some frequency trends until 5 nontls, «fter which the
former pattern declined while the latter continued to grow intc the
predominant feeding pattern. The predominant feedins vattern at 3-6 months
of age was breastuilk/other milk/food and other millk/{ocod.

Infant formula was mostly introduced befure four nonths of age,
followed by copmercial weaning foods which was introduced by 2/3 of infants
before 4 montis of age. The next food to be introduced wos fruit Juice,
mostly befsre & months, followed by other milk, vegetable scup and home-made
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porridge mostly before 9 moenths. Mashed/pureed f-ods especially prepared
for the child was mostly introduced between 6~9 months. The fomily diet
was being introduced at 6-~12 months in the mashed foxu and 1224 months
in the ordinary form, about one month earlier in the rural thon the urban
region.

Regarding food and other habits of adults, very little is known,
but. from the available statistics a few inferences con be drawn. Firstly,
the household expenditure surveys indicate that around 5-65% of budget is
spent on alcololic beverages and tobacco. Even thengh there is a slight
reduction in percentage of expenditure between 1975 zud ncw, it must be
remembered that the absolute amounts increased tremendousl; during the past
12 years since 1975. For instance, in 1975 the monthly expenditure on all
items was Rg 716 as against Rs 2,668 in 1986/87. Another observation from
the consumption figures is that sugar consumptions at 27 gms rer day per
capita is too high and has virtually remained steady. Sc alsc is consump-
tion oFf oils and fats. These along with increcsed stresc consequent on
the fast socio—economic transformation of the population and the decrease
in outdoor exercises and more reliance on motor vehicles cculd have triggered
the problems on the health front now coming to the fowre in the country.

There is clear need for adult education not -nly in child care but
also of the mother and male adult.

Infestation and infections

Even thugh the picture on the food front lasoks reasonable and
certainly hars si:.own signe of improvements, as menti ned errlier, some of
the advantages of the availability of quaiity food may be lost because of
poor ingestion broughkt about by infestation by worms and cther parasites
and infections.

The growth and development of children depend not uvaly on their
food intake, but also on disease pattern (especially infecticns) and other
social, cultural and environmmental factors. The general pattern of growth
amongst pre—-sciiocl children in Mauritius is the same ag thot cbserved in
many other developing countries, with weights of children being very close
to those of develeoped countries during the first few wumths of life, after
which growtl: faltering starts and continues with varying degree of severity.
Exaogenous raciors seem to play a very important role. Clinic data show that
weight~for-ase cir the igsland of Mauritius starts faltering at about four
months of age, wnich coincides with the weaning period =znd continues with
varying degree of severity through five years of age.

Saaples of stool from a sub-—sample of 97 children were analysed
for ova and »narasite infestation. Hookworm which used to be the most
common intestinal parasite was not detected at all. The must common were
trichuris and ascaris (17.5%; andK18.6%¥resPectively s Lfullowed by giardia
(5.2%), E. hystolytica (1.0%) and strongyloides (1.0%). 35.1% cof children
in the sub-sample were infested with at least one parasite.- O0f .
these who were .ififested, it is also reported that 20.6 per cent
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were infested with botl: trichuris and ascaris. N> ass.cicbiion vetween
worm infestation and nutritional status was fouﬂd Tae prevalence of

parasite infestatiun‘(especially ~f ascaris) was higlier auengst those

using open pit latrines.

The incidence of morbidity durxng the perlod ~f seven days prior
to the date of survey wa as follows: diarrhoea 4. 90 fevexr 17. 1%, running
nose 23. 2p, coughn 20. 7@, sick (i e. not capable of eut11” or playing)

7. 9p and constipation 4.0%. Scabies was found in 1.2.7% £ children
examined.

Surveys Tfrom developing countries show that diarri:cea ig’
associnted witi: nutritional status more than wmost other ineasures of
siclkness. This often related to weaning practices, and is therefore age
dependant. Diaarhoeu was reported in 4.2% of cases uver the last week,
with a peak incidence of 8.8% during the weaning pnerind (6—1& months )
and 6.2p fron 1-2 years, then decreasing to around 22 to %00 the incidence
of 5.0% amongst infants below 6 months was rather high. The rrevalence
of wasting was higher amongst children with diarrhicea cuupored to those

without (3.8 v/= 16.0%) and infants in the age gr,u» . ~12 months seem
to be most affected. This is because diarrhoea of recent cccuring is more

likely to affect weight rather than height.

Fever is usually associated with infectious diseases. For example,
if the prevolence ¢f malaria is high in a region, tlien fever, as
indicator of thiie disease may be & more serious risk Tacter fer-nutrition
than if it revresented a mild infectinn. However, this is not the case in
Mauritius wihicl: has very low level ~f malariz, omd fever would be more
indicative of 1111d infection Hence, underwelgnt was rund sligntly more
prevalent auongst those with fever than those withn-ut (“d 2% v/s 23. 2p).

Nutritional status

Annenia is a common nutritional prqbl@n in aos,; developing
coumtries, and in Mauritius too, iron deficiency anaeui.. Mlus been iden—
tified as a seriocus problem in the early studies ir the 19850's. IMarked
clinical anaenia was observed amongst 9.4% of childie. exemined, with
peak prevalences firoum 12 to 36 months, but starting t. rise at 6-12 months
(loWest below 6 months ) Prevalence of stuntinb wei aisher mongst those
with clinical wnaemia than those without (30.97 v/s 20.570).

Haenoglobin analysis on finger rick blood sainles was performed
in a sub-sanple ¢ 104 children. The M = 3D for the saupte was 10.67 — 1.61g
haemoglobin »ner 200 ml, with a minimum value of 6.103 wnd a maximun value
of 14.50g. 5" of children had haemoglobin value less thrax 11g and 31.7%
of children nad Hb below 10g. Anaemia (Hb < 10g) was Tound to be associated
with chronic malnutrition. In fact; the prevalence of anaenia was higher
aunongst the curonically malnourlshed (suunted)cqunwrea it ncrmal children
(55 0% and 26. 5% res pectlvely) This finding has inportant. health policy
1mp11catlons. A prevalence of 23. 97 underweignt is Llpu ¢or Mauritius with
a low infant wortality rate. WHO target for year 2000 s 105. The 16.2%
twasting' is higher than the 2 27% expected for a well nc 1rwsled population.
Stunting was nuore prevalent than wasting. Growth falterirgs began around
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Table 1.4.2 —~ Prevalence amnd severity of malmutriticn

Island of Mauritius, 1985

syt

% of Median 1/ % of Median % of Medien
Status (Under Welght) (Wasting ) (Stunting)
Severe 2.4 : 1.5 1.3
Moderate 24.7 10.1 ) 11.5
Normal 69.5 . 82.4 _ 87.2
4/ SV . -
Urban 20. 2— 13.1 :
Rural 26 63/ 18. 4k /
1/ 3.4% over weight 2/ 6.1% obese
3/ %> under weight 4/ % wasting

6 months and worsened during the weaning period, reaching a peak around
18-23 months (Table 1.4.2).

Tn 1577 it was reported that 24 3% of school cliildren were in
'poor condition' w1th<l6 2% anaemla cases. In 1982 the corresponding
figures reduced to 5. )w and 4. Op respectlvely. It fvrther fell to 4-1%
and 3 9% in 193G, DCubleS affected 9. 6o of children in 1977 as against
4. 4 in 1982 wnd 8.2p in 1986. Abdonlnal pain (heljlﬂbllc ¢nfestat10n)
was reported - 20,9% in 1977, 13. 2m in 1982 and 13. 1‘ in 1986.

Apparently scabies and helminthic infestation are tlll p roblems
among school cliildren aond warrants attention.

Socio eccnomic factors like income, employment and ethnicity were
correlated wit: ncinutrition. Household amenities like niped water, toilet
and sewage Tacilities also indicated their influences om nutrition. Finally
perhaps throusi: tlie interaction of infestaticn and infectious diseases with
both seoecio econwunic Factors and household amenities, one noticed that
nutritional status was affected

According to the 1984-~-86 development plan, 10% of First attendance
at dispensaries of health centres was due to avitaminissis ond other
deficiency diseases. Moderate malnutrition prevailed among the population
Diarrhoea and ioetal and childhood malnutrition are still important health
problems. 35.2% c¢f post neonatal mortality in 1982 is due to diarrhoeal
diseases. Nutritional problems is acute during the first 2 years (wasting)
and chronic (“tuntlbﬁ) from 2-5 years. Slow foetal growth, foetal

alnutrition and imaturity are adduced- . as causes for the continuing high
infant moxrtality (23.4% of infant deatbhs in 1982 due o thesecauses).
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In spite of high incidence of morbid conditions only 14% of
women reported that they take their children for regular checkeup, and
another 15% took children for medical check-up occasionally. 42% never
took their cnildren for check ups.

Lack of personal hygiene and certain habits and information gaps
may also be responsible for some of the observed situations. For instance
6% of mothers reported that they do not bathe their babies with only a
third mentioning lack of water as the reason. Alsc 2.2 of mcthers .fed

their babies from unsterilised vessels.

Housing, environment and Hvgiene

Introduction

The qunality of life is enhanced or marred by the type of
enviromment one lives in., The immediate concerm is that of housing -
its quality, availability and the amenities and facilities ’ -
provided. The external enwviromment is as important as housing - the rlace
where one spends iiost of his time with his fanily. The protection of the
environment requires concerted action for the state and cooperation from
the public. The individual plays a vital role in ensuring that there is
harmony. Not suly the physical envirornment is of great concernbut one is
equally required to be careful about pollution from every possible source
in order to ensure healthy life for the propulation.

In this section we consider the housing situation, the environment
and protective services and how they have evolved over tine and how they
have affected living conditions of the people.

Houging and liviag conditions
st Snd LAviag ¢

Althouy. the acquisition of housing accommodmtior could be regarded
as a matter of private and individual concern in a country like Mauritius,
both the colonial znd independent administrations have viewed the provision
of adequate housing as one of their numerous concerns i view of the close
relationship between lhousing conditions on the one hand ~nd norbidity and
mortality on the other However because of limited resources and other
issues requiring more irmediate attention, it was not \iways possible to
transiate sucn concern into the best possible action to mointain housing
construction ond housing standards at an acceptable level.

Thus it is noted that in the early fifties the prevailing high
mortality levels, with death rate around 15, infantile mcrtality rate (IMR)
at 8l and life expectancy of 51 years, occurred in on environment
characterized Ly poor quality housing both in temns of. stondards and living
conditionsz The 1052 Census showed that 80% of dwellings were sub-standard
and only 4> could be considered to be of long 1life. However the conditions
of the fomilies living in these dwellings demanded more irmediate
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attention than the quality of the constructions themselves. Overcrowding,
with consequent unsonitary living conditions, was widespread with several
families ocecunying dwellings meant for one family only. The shortage of
accommodation mnde it impossible for the Health Authority to use legal
powers to prohibit overcrowding and to condemn houses wihich were unfit
for human habitation. The situation was so alayming that in fact a
temporary lowering of constructional standards was ollowed, ond housing
schemes were launched with the professed zim of improving hygienic
conditions at the expense of durability of the houses.

The price for the sacrifice of construction standards in the
Tifties was pnid in 1960 when 25,000 housing units were driaged by cyclénes
Alix ond Carsl. The result was a qualitative improvenent in subseguent
houging construction, so much so that the 1972 Census found only 7% of
buildings to be constructed with flimsy ond non~-durable nmaterials like
straw, rud and thoteh, whilst 40% were of long life. In 1075, cyclone
Gervaise destroyed nnother 8,000 dwelling units thus reinforecing the already
felt need for better quality structures in.the context of the vulnerability
of the isloand to natural calamities. The strong cyclone vliebia in fact
resulted in qualitative improvements in housing going beyond the standards
to be expected in relation to the exigencies of the climate. The 1983
census showed that less thon 2% of units were substandard cnd more than
60% were of long life.

Althousnn scant resources in the early fifties forced the ocuthorities
to improve living conditions at the expense of constructional standards
the past 1960 era has witnessed a simultoneous improvexent in both building
. construction and housing mmenities. As rightly undersiood ir the eorly
fifties the Tliving conditions within dwellings nre rmost iuportont in safe-
guarding the henlth of the occupants, and these livingy couditions cannot
be hygienic without adequate living space, protected water supply, safe
waste disposal nd adequate toilet facilities.

Improveunents in the availability of these nmenities have been
spectacular. The percentage of awellings having access to running water
inereased from 8% in 1952 to 99% in 1972 and 1283. In 1952 about 11%
dwellings, nostly in urbon townships, were connected to the sewernge
system whilst 63% hod pit latrines. This implies %1t 265 of dwellings
had toilet facilities worse than the akove or no toilet facilities at all.
By 1972 there were 3455 hiouseholds with flush toilet nnd this had increcsed
furthexr to 49/ in 1983, whilst households using inferior types of toilets
had decreased between the two years The percentage of houueaoldq having
no toilet wons oanly 2. 5/ in 1972 and reduced further to 1,2% in 1983.

There have been other perceptible improvements in the quality of life

as measured by availabilily of housing amenities and facilities 1like

~ electricity (93.2% of dwellings in 1983 compared with 70.1% in 1972), bath
. rooms (from 71 9% in 1972 to 85.4% in 1983) and kitchen (from 91. 2%

1972 to 94.4% in 1983).

But as regards household waste.disposal there was a deterioration
of the situation even between 1972 and 1983. The proportion of housing units
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with some more or less adequate means of refuse disposal declired

from 74% to 63% between the two years The situation v.as much worse

in the fifties when dumping of household and trade refuse on pavements
and street ‘zutters was a common sight. The 1951 annuval report of the
Medical and Healtl. Department cautioned that the anti~rodent operations
to reduce the rat population could not be effective so long as the
population did not understand that proper disposal of house refuse is
essential. Although we are a long way from tl:e situation in the fifties
the recent deterioration in the disposal of refuse is causc for concern
because carelessness in such matters spoils the enviromment and increases
the incidence c¢f disease by providing breeding grounds for disease
carrying agents.

Enviromment

Human existence has been a constant strugzle against a hostile
enviromnment. It can be said that in Mauritius an upper hand was achieved
about two or three decades ago, by which time medical, techunological and
scientific advances had helped clear the environment of dangerous
vectors; acceptable houses had been built to provide shelter from the
vagaries of nature; large areas of forest land had been converted to
agricultural purroses for economic survival; roads had been built to
facilitate comunication and transport of medical, food and other supplies
between one place and another; and business, trade, commerce and growing
industries had been established to meet the more sonnisticated needs of
a rapidly growing and demanding vopulation. However, if this develop-—
ment process- is continued without control ,then,what could at ore time be
regarded as « Llecessary struggle against nature and envirconnent may
gradually ond insidiously change into a dangerous process which finally
converts o hostile natural environment into a hostile nan-made environ—
nent whose consequences are unimaginable.

ience there is need to be vigilant go that the Tfight against
pests does nct culminate into pollution of foodecrops nd water supplies
by chemicals; housing, trade and commerce do 0t take over more than
their due share of land resources; deforestation for agricul ture does
not lead to soil erosion; industrial development does not ereate
environmental pollution, and the gains from tourism ~re balanced against
the loss of open spaces and recreational opportinities. : b

The need to plan for a better environment for the population
of the country is recognised by the govermaent ond the llauritius 1975-80
Five Year Develcpment Plan specifies the objectives «Ff thie national
physical strategy as followss: "(a) Preservation of agriculturally
productive land through a strict development control policy and by
increasing overnll density within those parts of Illauritius which are
already urbanised (b) Identificatioan of industrial estates in both urban
and rurzl settlements to provide an adequate geogranhic distribution of
Job opportunities in relation to place of residence (c) Promotion of
better living through the adoption of a national housing policy which
would include the planned development of housing estates as well as the
replacement of slums on land in private ownership (d) Tuprovement of
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inter urban and intra urban traffic flows through the formulation of

long term road schemes and short term traffic managenent projects

(e) Provision of further recreational facilities within the framework

of a naotional policy for outdoor and indoor recreation including plans
for development of beaches and inland sreas of great landscape value

and scenic interest" The growing therepeutic need For such

recreational and relaxation facilities cannot be underestimated in view- -
of the stress and strain of modern living which must be responsible,

in part at least, for the receat inerease in cerbein:types.af. diseases.

As regards environmental sanitation and hyziene, an environ-
mental health wnmit was set up in 1972 for preventing contamination and
pollution caused by unhealthy environment. However programmes for such
prevention were in existence even two to three decades before that.
Regular sampling of water from the public water supnly system for bac—
teriological cmalysis; control of sanitary aspects and enforcement of
proper standards for all types of buildings, residential, commercial
end industriol; inspection on indusitrial sites and worlinlaces aimed at
improving working conditions and protecting the health of workers, all
these preventive and health promotive activities have been going on at
least since the early fifties Apart from giving advice on the mainte—
nance of sewage treatment plants -~n housing estates, the Health Authority
also provides technical guidance -n design and maintenance of sewage
and traste disposal in the increasing number of new establishments which
bave grovm in the wake of the expansinn of industries and the tourist
trade

Preventive hecltl: services

Ir lMouritius, like in alil countries, preventive measures have
had more spectacular effects ~n lowering mortality thon advances made
in curative nethods. The great Xillers of the early nart of this
century hove been successfully controlled by eradication of pests and
mosquitoes w:d by immunization campaigns coupled with simudtoneous
improvement in lLiousing, water supply and sewage disnosal.

The success of the preventive measures is nerbaps due To the
small size of tue country and its population which :ankes control relative-
1y easy and 2iso the relative isolation resulting frma it being
surrounded by the sea, which makes the island less vulnerable to
non-indigenous causes of ill-lealth. The late forties marked the
beginning oFf an era of sustained mortality decline as & result of malaria
eradication ond contrnl of epidemics of whocoping cough ond polio. Malaria
which used to kill by thousands in the early ferties was eradicated by
1949 although speradic cases have been detected in some locnlities in
the past yeors. These isolated cases, sometimes indigenous and sometimes
non~indigenous, haove been kept under control through o surveillance
prygramme storted in 1960 which involves sproying operations in affected
localities, fcgging for the ‘“reatment of shrubs, undergrowths and othe
mosqguitoe~breeding places The introduction of non—~indigenous communicable
diseases is guarded sagainst by harbour ond airport control including
disinfection mnd fumigation ~f ships and disinfection of aircraft, and

S e
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Tollow-up of all passengers arriving from places where cammunicable

diseases re endemic

outside influences as
traffic with the rest
maintain surveillance
activities to include
indigenonus population

. in the countivy.

The coampaign

The increasing exposure of the country to

a result >»f more and more interncitional passenger
of the wnrld makes it imperntive not only to

and control but perhaps also to intensify the
routine screening of vulnerable griups of the

in view of the recenily diagnosed case of AIDS

of immunigations against some of the deadly or

crippling diseases started in the early sixties. Children were
immunized cgainst tuberculosis (BCG), smallpox, diphieria (DPT) and
polic. The extended progroume of immunization including measles was

implemented in 198l1.
minimum preschool. age

As of now 95% of children up tu and including
are vaccinated foxr protection againgt tuberculosis,

diphteric, tetonus, whooping cough and poliomyelitic. Government
proposes to take necessary measures 'to expond the immwmization pro-
gramnme te provide coverage of the entire child populatvion. Health
cards will 2isc be introduced for children aged C-8 years in order to
facilitate the monitoring of their health, nutritional sitatus, growth
and develonzent and help in .euriing further the infwnt mortality

rate" 1/.
Hygiene

The consunption of contaminated or otherwise unclean food is
a major couse of disease and possible death. Hence the inspection of
food estoblishnents has been one of the moin preventive neasures of the
health authorities since a long time. As far back as 1951 the ILegis-—

lative Council nassed

an ordinance teo regulate trades ond industries

affecting public health. . The new powexrs of the health department aimed
at ensuring that dirty habits of owners ond employees did not moke
premises nd equipment potential sources of disease. These powers were
to be applied initially in the more densely populated townships and
progressivel extended to other parts of the country. Currently the

Food Hygiene Division

of the Ministry of Health is respongsible for the

quality contrcl of food commodities at the points of entry, in the
distributive trade and in eating estoblislments. It aiso corries out
inspections in narkets, hotels, catering units of hospitals, factories

. ond clinics.

The general food control prograrme also has an educational
part to it. Talks are given on radio ond television -md in Social
Welfare Centres on food hygiene and preservation of frozen foods, the
aim being to help the population attain o good standnrd of hygiene and
to be discrininating in the choice and consunption of Toodstuffs.

1/ liouritius 1984~86 Development Plan
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Effect of family planning (FP) and maternal and child health . (MCH)
services on maternal and child health T

In Mouritius, like in most less developed countries where
declining nmortlity was not accompmnied by declining fertility, the
main purpose of FP was to reduce population crowtn which was assuming
alaring proportions in the fifties and sixties and ndversely affecting
economic growth aond development. Improvement in maternal and child
health come ns o by—product whose importance was soon recognised and
consolidated by the integration of FP services with the Ilaternal an
Child Healtl: Services of the Ministry of Health in 1972. o

The pyincipal aim of FP is to reduce births. Fewer births
mean fewer pregnancies and therefore fewer maternal deaths because of
pregnancy coind reloted complications. FP services also nake pregnancy
less risky when associated with maternal rnd child core services which
help prevent or diagnose and treat health problems such as haemorrhage,
infection and voxoemin which generally account for the majority of
maternal denths. Furthermore FP services provide 2 cheaper and safer
alternative tc illegal abortion which is often carried out under high
risk conditions with consequent complications involving either prohi-
bitive hospitel costs Tor treatment or leading to frequent deaths.
Tietze ond Tewit have estimated that abortion - related deuths con-
tribute 42.25% of maternal mortality in Mauritius in the early 80's.

linternal health has also benefitted from fewer births which
mean that o wonian has to spend less tine in tending ~nd caring for
children, llore resources can be devoted to each member of the family,
incuding the mother who, when resources are scarce, genernlly sacrifices
her own needr. for food, clothing and health care in fnvour of the
children, »rxrticularly boys The spacing of births gives the mother
sufficient time to recoup her depleted rescurces uafter o birth, which

gtatus of mmy mothers is still wanting in many resjpects. Spacing
also lexnds to reduction in high parity births which nre particularly
risky hoth to health and life

Loterage ot marriage and planning of pregnaoncies to occur at
those ages vwhere risks to mother and child are the lowest have also
contributed to improvements in health ond mortality. Within the socio-
cultural context of Mauritius, early marriage of children was a common
proactice during the first half of this century. The prcportion of
currently narried female population in the 15-19 age-~group had reached
a peak of cbout 4 % in the 1950's. The economic devetoprient in the
last 30 yenrs has completely chonged the face of this country in terms
of employiient opportunities, educational facilities, henlth services,
the role of women in' society and in social norms. Ilwrriange »atterns
among the youth has chinged too. -From 39.9% of the women recorded as
currently married at the time of - -the 1952 census. The level dropped to
27.8% in 1262, 12.4% in 1972 and to 2.9% in 1983.
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- Sizultaneously, the age-specific fertility rnte cf the

15-19 age-sroup dropped from 107.3.in 1962 to wm estinabed level

of 37.0 in 1984. A sinmilar picture of o drop in fertility is seen
among the grour wged 35 and over both in terms »f 2ge s well as in
birth order. That child-bearing is being condemnsed in the years where
the procrentive-risk is the minimum is 2 clear indicotion of the
impact of »loxmed pregnoancy on health of both the mother and the
child.

However whilst it is true that FP services have helped
tremendousl” towards safeguarding women from traditional couses of
ill-health ad death it is still not known to what extent the use
of controception itself, particularly of the hormonal type, hinders
the healtlh: mnd well-being of o wonmonm It is only a few decades since
currently avail~ble methods of family planning hove beer in use and
it is only now that some of their side-effects are cculing under
scrutiny. Hommonal contraceptives such as the pill snd injectables
are associated with some endocrinological disorders as well as having
an effect o1 the circulatory system. The UK based Medicnl Research
Council stud;- «n the effect of long-texrr pill use on the cardio-
vascular gysterm points to the do's and dont's in contrrceptive
technologzy. Sackio and others point out that preguiamey prevention in
the USA ie the cause of as many deaths as pregnaney itself. Tietze
nd others hove found that in developed countries o total of 1.5
deaths pexr 100,000 oral controceptive users aged 25-29 could be
expected fron the side effects and the pregnancies associated with
nethod failure'! whilst "the lowest risks are associnted with barrier
methods of contraception and early aborxrtion as 2 bock-~up for method
failure. Ilouritius 18y ve very different from the developed countries
in maony reupects including levels of education, fertility, mortality
and controceptive use, but it is significant to note thot a recent
contraceptive prevalence survey conducted by the Ministry of Health
in 1985 showed tlint hetter educnted women were drifting towords nore
"natural’ nethods of birth contrel in spite of thei:r lesser efficiency.

it is yperhaps significoant that this shift i nainly omong
educated wonen who noy be in o better position to be avnre of and
appreciate tie risks involved This more educated grxoup is exactly the
one which nore rendiiy accepted FP when it becrme avilable. Hence
education is o factor whichh better equips women not only to seek and use
nethods oi conitrelling their fertility but also to reject such methods
when there is mny indication that they cpuld be a threat teo health.
With the population and health problems under better control snd health
awareness i1iore acute as a result of better education it is to ve expected
that users of FP will be more discriminating in the nethods they adopt
Emphasis ncy” hnve to shift from the pill to other mire matural methods
and resources rioy need to be devoted towards improving the efficiency
of the latter methods or developing new methods. The pepulation having
Already accepted FP and succeeded in using it for achieving certain
desirable goals is unlikely to abandon it, but ignoring the indicated need
for nethods wiicli are "safe™ from the health point of view riay increase
the gap between desired and completed family sige.

There is still in Mouritius a high risk group of wonen with poor
education cnd health status coupled with high Ffertility Tor whom the




trade off fron the FP services in terms of belter health ond lower
mortality outweighs the risks involved in using currently available
methods of contraception It cannot be denied that TP services coupled
with MCH services must have played on importont role in the faster
femnle mortality decline, as compared tc males between 1972 and 1983
But there still remains nuch to be done in the woy oi improving the
services offerred by the FP and MCH services. Although these services
are often provided in the some building the structures ond precise

scope of action of the different services are not well defined, which"
leads to lack of co-prdination between the personnel oif the different
services ond inefficient use of the persommel, with Lighly qualified
personnel engaged in activities which could well be performed by para
medical persons thus leaving more time for docturs to devete their attention
to problems that need their attention Alsc family welfare has not kept
pace with family plonning and health services.

Iaternal and child health services are also on inmportant element
in the fight against infant mortality. These services were started in
the late fifties and consolidated in the subsequent yvears. However they
were not as efficient as could be expected because of laock of co-ordination
in the health services and lack of efficiency of services actually
available. Thus in the early seventies curative services were provided
in hospitals ond dispensaries, preventive services at heclth offices
and only prouotive services in the maternal and child health centres.
Furthermore midwifery services could not cope with their nain objective of
donmicilinry ccnfinement with the result that 40% of hone deliveries were
still performied by unqualified persons leading to o high neonatal death
rate, almost 50% cf total infant deaths. By the niddle of the 1980's
maternal ond child health services had been improved ond were available
at health centres, primary care units and MCH/FP clinics.

In 1984 only 14% of all births were delivered at home by
traditionnl midwives whilst 7% were delivered at homte but attended by
qualified midwives. These figures conpare favourably with the 1964
situation wien ~nly 267 of 2ll births occurred in hsspitals.

In spite of these imprnvements clow fretal growth, foetal
malnutrition and immaturity still accounted for 28.%%6 of deaths under
one year cof age in 1986. It ig th=refore necessary not wunly teo extend
maternal ond child health serrices teo as wide = populvtion as possible
but also to devote more attontion to the nutritional sitotus of the
mother, skilled assistomce at the btine of birth nnd adequnte infant care.

Health education programmes go sone exteat towards this aim and
it is to be welcomed that the maternal and child health gervices have
been integrated with the familiy ploanning services available in health
centres, priiary care units and FP clinics. The Ilnuritius College of the
Air is currently engaged in the preparation of education and information
programes alned at improving the nutritional and lenlth status not only
of mothers cnd babies but the population at large. One of the principal
subjects covered is the need and necessity of breastfeeding babies as an
insurance aglinst disease and premature death.
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Child care which starts in the maternal and ciiild heclth
centres is continued in the school systenr through the scheool health
service which includem routine activities such =g v ccirotion
(pnliomyelitis, diphteria, smallpox, tetanus); screening «f new
entrants for the detection of defects ond their trentient; follow--up
and review of gchiool children with defectls; surve, s to detect and
treat cnges ~f scnblies; cleanliness surveys; ond visinn tests ond
referral to specislists when necessary

Although -~riginally it was impr.vement in mnoxitnlity, ond
child mortality in porticular, that led populati us towcrds fomily
planning services as a means to control fertility, the pusitive effects
of FP serviceg on child health and infont nmertality soon becoanme evident
especially vhen associated with MCH. This positive interacciion between
services nd iunprcved child survival is now well d.cunerted. Before birth,
regular visits to the FP and MCH clinicg ensure ti.>t the ncther is given
the necesstry facilities and care to optimise the chruices of the chiild
being born heuwdthy and surviving tue first few years of life. It is
known that these chances are increased considerabls if tlie children in
the fanily cre not large in number, are not born close tuegether in tine,
oand if the birth occurs when the wother is between 20 ond 35 years of
age.” FP ond I.Cl services have given women in bthig cowatry not only the
necessary ontenatal care facilities but als~ the woszibility oFf
redlising «li three conditions of smaller fomilies, svwed births and
pregrnoncies "t rost favourable ages of the repreductive —eriod. Whether
these services are utilised for promofing the healti. of cnildren to be
born is aaother natter since a survey carried out in 1981 by the
Mauritive College of the Air showed that only 35% f o scnnle of 2,200
mothers who had registered a birth in 1980 had ante~natal check-~ups
before the third month of pregnancy and that this figure rose to 57% only
by the fourth sionth.

It connet be denied however that I'P services have in fact
helped towocrds reducing the incidence of infant ond child nmortality
and pronoting cinild henlth.
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The types and incidence of 111l health and diseases in a
community or area is a measure of their living conditions and the
way they menage their lives. If a large segment of a population is
affected by conditions which make. it difficult for them to enjoy
a healthy life, then this has implication not only on the individuals
through the inconveniences and sufferings they have to undergo, but
it has also repercussions on the family,; the society, the economy and
the nation., Again ill health and diseases will debilitate the indi-
vidual and moke him an easy candidate for death.

Bvery organiscd society wishes the pinkest of health for
its members and efforts are made to ensure this. In order to under-—
stand the phenomenon so that appropriate actions can be taken,
statistics are collected on the incidences prevalence and types of
morbid conditions. Such statistics are therefore appropriately called

“tMorbidity Statistics'. Unlike mortality statistics which has some

definiteness in regard to whom to include or exclude, the problem in

morbidity statistics is immense not only from the definition point

of view but also from the fact that the perceptions may vary from one

group to another as %o when a person has a 'morbid condition'. Thus
even in advanced socie%ies 'morbidity statistics' are comparatively

weak. In developing societies the problem 1is even worsee.

Morbidity statistics are an importand complement to mosrta-—
lity statistics in the study of the health status of a country and
itg evolution over time. Useful as mortality statistics are, they
do not providec an adequate indicator of health and do notv reveal the
vurden of ill-health in a country. There are diseases which are
responsible for a lot of human suffering and which absorb a large
amount of health resources and yet‘do'nbt,oceupy a prominent . -0
place in mortality statistics because they do not often lead to
death. Fatality rates vary considerably frou one disgase to another,
and even for a given disease, they may vary considerably over time
as better cures are found. A study of morbidity 1in addition to
mortality therefore provides a much more comprehensive picture
of the health scene than the study of mortality alonee.

Sources of morbhidity statistics in Mauritius

Tiie main sourczs of morbidity statistics in Mauritius arey
as in many other countries, hospital in-patient data and records of
attendances at dispensaries. Another important source is the
notification of communicable diseases to the sanitary authorities.
There are other less comprehensive sources but pertaining to
specific population groups or areas of concérn such as the statistics

of the school medical services, occupational health unit, epidemiolo—-

gical surveillance, etc. L




2.3 Limitations of data
StmLtarions oL Ga8h8

The statistics compiled from hospital in-patient data have
their limitations. RFirst of all, they are not complete as they
exclude persons admitted as in-patients %o private nursing homes.
Secondly the possibility of double counts cannot be excluded since
a petient transferred from one hospital to another may be counted
twice as a new case.

Statistics compiled from attendances at dispensaries
suffer from similar weaknesses since they exclude cases seen by
private medical practitioners and are subject to double counts as
well.

"he practice in the compilation of out-patient statistics
has changed over time. Whereas formerly both the distribution of
first attendances (i.e. new cases) and of total attendances by
cause used to be compiled, for a number of yesrs, only the distri-
bution of total attendances by cause is available, and for more
recent years, only the distribution of first attendances by cause
is available. TFirst attendances and total atteadances tell different
stories. Whilst first attendances relate to the number of distinct
spells of a disease and can be used as a measure of incidence,; total
attendances provide an indication of the extent to which different
causes require different amounts of follow up care. It must also
be pointed out that for a number of years now, it has not been
possible to obtain the distribution of out-patient attendances at
out-patient departments of hospitals by cause, and only thelr total
nunber khas been available.

Over and above these weaknesses, the more universal short-
comings of morbidity statistics are: comparability over time through
improvements in diagnostic means {(e.g. laboratories, X-ray facilities)
and changes in classification brought about by improved diagnoses.
It must also be noted that attendance at a service point does not
depend only on the incidence of diseases but also on the proximity
ondic accessibility of the service point to the patient and the
patient's perceptions. Both these have improved over time: access-—
ibility of the service point withh the increase in the number of
scrvice points and vatients' perceptions with improved education.
Pinally, a source of difficulty in attempting comparisons over
time, is the periodic revision in the International classification
of discases. ’ o '

In spite of these difficulties, valuable information on the
evolution of morbidity patterns can be gathered from an examination
of data from the sources just discussed. In-paticnt data from
Government hospitals, despite non coverage of private clinics, cover
the gross majority of in-patients. In recent years iu-patient data
from private clinics have beccme available as well. The 1986 figures
show that a total of 12,591 cases were treated as in-patients in
private nursing homes sgainst 98,916 in Govermment Genmral Hospitals.
Since in-patient data from private clinics arc only available ZTomu
the recent past, it is not proposed to discuss them in the following
analysis. As regards data on attendances at dispensary service
points,; they are worth examining since they are considered to cover
the majority of cases seen as out-patients although excluding cases
scen by private practitioners.




2.4 Morbidity patterns |

2.4.1 Haolf a Century Azo

The Annual Report of the Medical and Iealth Department for the
year 1930 madc nention of an epidemic of enteric (typhoid) fever which
affected the Island of Mauritius, more particularly the capital city,

Port Louis, that year. The cause of the epidemic was the wrecking

of the intakes of the Municipal water supply by the floods of December

1929. The flood wrecked the dyke and destroyed the rising mains

over a considerablc length of their course in the stream bed, with the
result that a large nimber of premiSes in Port. Louis werecdeprived of their

normal water supply at a time when the strcams coursing through the town were

in full Tlood. An equally serious concomitant was the lack of water
in waber closcts. In the same year 39 cases of diphtheria and 44

of erysipelas were notified to the sanitary authorities. Mention
was also made of the fact that the last notification of human plague
in the (then) Colony was in 1927, and that no cases of smallpox had
been registered since 1915.

The last case of human. plagye occurred in 1927 gy wass

very legitimately, cause for o certain satisfaction for the health

authorities in 1930.. Around the turn of the c.ntury plague
struck real terror among the Mauritian population. The number of
cases registered between 1899 and 1903 were : 1.16 in 1899; 796
in 1900; 1093 in 1901; 506 in 1902 and.1395 iv. 1903. This gives an
average of over a thousand cases a year over the five-year period
considered. And plague had a fatality rate of around 75%! As
rodents play a prominent part in the spread of plague, rodent
control was a public health priority. In the Annual Rcport on the
Medical and Health Department for the year 1925, 1t was reported
that the number of rodents caught during that year amounted to
105,680, of which more than half was in Port Louis. The number
of admissions tc hospitals due to malaria in 1930 was 3,918 and
the number of first attendances at dispensaries and out-patients
departments of hospitals was 57,427. The latter figure no doubt includes
persots: who have had two or more spells of the disease; and some
who had been referred for admission to hospitals. It is therefore
not possiktle to deduce the incidence of the disease from these
figures.

The other morbid condition that was cause for grave concern
in the thirties was helminthiasis, more particularly ankylostomi dsis
(nookworm diseasc). Every member of the labouring classes harboured
at lecast.two kinds of intestinal parasite (hookworm and another one).
Infestation with Ascaris was particularly heavy, especially in
children.

In the list of '"Causes of admission to hospitals', Ankylos-—
tomiasis ranks second,; causing a higher percentage of deaths than
Malariagsas can be noted from the figures .forithe year 1930 below:

_Disease Admissions Reaths Fercentage,
Malaria 2,775 56 2.02

Ankylostomniasdis 1,939 60 %.09
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On Dysentery —Diarrhoea and Enteritis, the Sanitary Warden South
reporting on districts of Moka, Grand Port and Savanne,stated:

"Although no epidemic focus existed, the prevalence of the
complaint cannot but be attributed to the defective water
SUPPlycsececcsaceesse To this should be added the depen—
dence of nost sugar estates and many a hamlet on either
open canal supplies, or surface streams and wells."

The principal causes of admissions to hospitals and atten-
dances at oubt-patient departments of hospitals and at dispersaries
are given in Tables 2.4.1 and 2.4.2.Changes in the principal causes
of morbidity come along slowly, except of coursec when perturbed by
epidemics,; so that the tabulations, although referring to a single
year; characterised the morbid conditions prevailing around half
a century prior to the 1983 population census.

The striking feature shown by Table 2.4.1 is the predomi-
nance of exogenous causes - malaria, ankylostomiasis, Tuberculosis,
Diarrhoea, Colitis and cnteritis,dygentery which can all probably be
ascribed to difficult living conditions and poor sanitation. Tahle
2.4.2 confirms the predominance of such causes around that period by
the large percentage of first attendances among infectious and - parasitic
discases.

Table 2.4.1 - PFPrincipal Causes of admissions to hospitals - 1930
Dauses Admissiofis
Humber. Z of Total

1. Malaria 3,918 14.6
2. Ankylostomiasis 2,482 9.3
3. Abscess-and cellulitis 1,755 6.6
4. Tuberculoéis ] 906 3.4
5. Diarrhoea, Coiitis and enteritis 860 3.2
6. Influenza 763 2.9
7. Bronchitis 758 ‘ 2.8
8. Wounds by blunt instruments 700 2.6
9. Dysentery\ 6183 2.3
10. DNormal delivery 596 2.2
A1l other causes 13,417 . 50.1

T OT A L 26,773 100.0
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2.4.2 — Principal coused of first p}ﬁgpdaqppghgjan;TpE};§E§
departments of hospitals_cnd dispensaries = 1929

E
'

- Ty ~ I
Louges FArst okl

Jamber, L %.of Totael

l. lMolaria : 30,894 24.2
2. Influenza 245,563 19.5
3. Ankylostomiasis 12,018 9.4
4. Bronchitis 6,819 5.3
5. Ascariasis 5,300 4.2
6. Diarrhoea, colitis and enteritis 3,631 2.8'
7. ERheumatism 54523 2.8
8. Dyspepsia 3,425 2.7
9. Dysentery 2,989 2.3
10. Discases of teeth or gums 2,897 2.3
1l. Anaemia 2,é87 2.1
12. Scabies 25294 1.8
All other causes 26,567 20.8
TOTAL 127,607 100.0

2.4.2 Twenty to twenty five years later : 1950-55

-Inspite of public health measures therce were some outbreaks of
irfectious. and parasitic discases in the late 40's and early 50's.
For instance in 1945, 1948-49, 1952 and 1959 there werc outbrecaks of
poliomyelitis which left a total of over a Thousand cripples — nojority
of *them children.

In the Annual Report of the Medical and Health Department for
the year 1953, one can read the following:

"One of the greatest achievements of the public health
service in the history of Mauritius is represented by
the reduction to such negligible proportions of the
disease malaria that it has ceased to be an econoumic
problem to the island. Malaria, which until g few



- 42 -

years ago; caused the death of from 5 to 6 per thousand of
the population each year, now accounts for about 1 per
3,000, while admissions to hospital because of that disease
which used to average 3,000 per annun was nil in 1953 as
compared with 3 in 1952, 98. in 1951, 209 in 1950 and 804

in 1949".

Table 2.4.3 shows that, by 1955, to a large extent malaria
hed been checked and infectious and parasitic diseases like Ankylos-—
tomiadis, Tuberculosis and dysentery were much less proeminent causes;
a sign of progress in sanitation and living conditions. On the other
hand the rise of ancmias 85 a_cause of both admissions to hosgpitals and
of first sttendances '8t dispensaries is remarkable. TFrom only 2.1%
of first attendances in 1929, it rose to 10.04 in 1955. As for
admissiongs for anemia, while they did not cven qualify as a princi-
pal cause in 1930, in 1955 they were responsible for 8.0% of admigs—
sions. However, one must be wary of drawing hasty conclusions. The
causc may not necessarily be deteriorating nutritional status. it
could be that as causes demanding urgent attention werc in recession,the
health authoritics had the time and resources to devote to less lethal
discases. The increasc in importance of '"Accidents, poisonings and
violence” 50 1%.9% of admissions and 16.3% of first attendances at
0.P.D of hospitals and dispensaries deserves to be noted also.

2.4.3 Prior, %o independance

The hospital in-patient statistics by broad causes for
1967 as compared with 1955 in . Table 2.4.4% suggest that progress
in combatting diseases arising out of environmental conditions was
continuinge. From the detailed data available it was noted that
there were no admissions in 1967 for malaria and only 22 for
ankylostomiasis. , Tuberculosis accounted for 345 (0.8%) of edmissions
comprred to 422 (1.7%) in 1955; .naemila,-~counted for 3,067 (6.7%) of
total admissions in 1967 as ageinst 2,014 (8.0%) in 1955.

2.4.4 Post independence period

The strident efforts made on the public health front especi-
ally in the cradication of malaria paiddividends and in 1973
Mauritius was granted the Certificate of Malaria eradications by
the WHO. However, 2 years later, in the wake of cyclone Gervaise,
there was an upsurge in the number of malaria cases reported. The,
peak was reached in 1982 with 668 cases wéported. Since then, as a result
of general mobilisation of national and international resources, the
situation greatly improved. In the first 6 nonths of 1986, only 17
cases of malaria (of which g imporsed) have been reperied.

The General Hospitals morbidity statistics for 1975 (Table
2.4.5) bear witness to sowe fairly important transformations. The
newly acquired precninence of '"Acidents, poisonings and violence'
derives partly from the r-sression of other causes but it Dprobably
indicates a genuine rise in the incidence of this modern plague of
developed socicties. The same seems to hold for heart discases,
hypertensive diseasesand in general for diseases of the circulatory
system, the nuaber of admissions rising from 2,658 for about 770,000
inhabitants in 1967 to’ 6,030 for abou: 870,000 inhabitants in 1975.
Anemias as a cause of admissionrhal receded considerably by 1975 ~ -c<.
although it remained a prime cause of attendances at dispensaries.
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Table 2»4.3;— Main causes of morbidity 1955_;

7 bes -

S padi

& <

In-patients
of hospitals ..

e o

Out—patienits e’
_hospitals ana

: T - dispensaries
Dis eases - g
Number % Number, * 7 - %
-
Tuberculosis (all forms) 422 b 1.7 12 0.0
* Syphillis and its sequelae ' 138 L 0.6 ; 489 ! 0.2
i v ¥ ¥ 4
b Dysent-ery(all forms) ; 164 0.7 3,456 F 1.2 E
£ Schistosoniasis vesical t ks ; O.li 324 E O.lE
t Filariasis E 21 b 0.1y 5% : v
: Ankylostomniasis £ 206 O.BE 6,960 " 2.BE
4 ; 3
b Ascariasis 63 0.3¢ 14,504 E 4.9 ¢
ﬁ Scabies ‘ 30 0.1t 55522 t 1.8}
e e 3
Avitaminosis and other deficienc%r.t i 389 1.5¢ 3,844 E 1.5 ¢
states | h i f
Ansemias ' 2,014 8.0f 29,753 10.0 }
]
Asthma t 436 1.7 4,027 1.3
Inflammatory disease of eye 80 0.3 3,807 1.3
Influenza 640 2.5 27,877 9.5
Pheunonia 222 ! 0.9 33
I Bronchitis ‘ 419 1.7¢ 4,043 r 1.4
E Diseases of teeth and supporting : E E 1
' structures 102 ! O'4f 11,819 t 4.0
Gastro—enteritis and colitis ; % t
(between 4 weeks & 2 years) 171 E 0.7 4,042 1.4:
t Gastro—enteritis and colitis [ E
f (vetween 2 years and over) 234 r 0.9 3,969 lo3E
E Complications of pregnancy, child- 1/ t t ¢ .
" birth and puerperium 1,867 : 7.4E 6,415 ' 2.13
} Infections of skin and subcutaneous { : E }
1 tissue ! 962 . 3.8 14 18,575 6.2
Muscular rheumatism and rheumatism
unspecified 293 1.2 11,894 4.0
Accidents, poisonings and violence 3,499 13.9 48,753 16.3
All other causes 12,776 50.7 88,246 29.6
] T - . ] 4 3
4 T OTATL 4 25,138 t 100.0 298,417 r 100.0 |
= ; . ¢ §
B tinn emaeeans e e . U R,

1/Excluding 2,492 normal deliveries

T
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Table 2.4.5 — General hospitals L Mbrbggit; stgtistigé = Discharges

jinclggigg_ieaths) by cause 4 1975

Cause

1. Delivery without mention of complication
2. Accidents, poisonings, and violence

i Complications of pregnancy, childbirth
and the puerperium (excluding abortions)

4 Enteritis and cther diarrhoeal diseases
5. Heart diseases é/

L Bronchitis, emnphysema aﬁd asthma

7. Abortions. - o

&%  Hypertensive disease .-

G

Acute respiratory infections
3€, DPeptic ulcer
7. Diabetes mellitus .

V2. Heoplasms

Y4. Diseases of the skin and subcutaneous
tissue «

YA Angenias .

s Other disesses

TOTATL

1/ excluding prisons hospitals
2/ based on the A List of I.C.D. 1965 Revision

3/ excluding "Hypertensive disease" and "Active rheumatic fever"

[ A S A N ]

Discharges E%E;i
9,489 16-4
6,673 11.5.
5,952 6.8
5,708 6.4
2,816 4.8
2,612 4.5 .
2,479 &3
1,599 2.8
1,379 2.4
1,231 2.1
1,104 1.9

982 1.7
956 1.6
866 1.5
18,154 31.3
57,980 100.0
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Peptic -ulcer, on -the other hand, was on “the rise, the

number of admissions from that cause rising fros 658 ih 1967 te 1,231
in 1975. The same was true of Diabetes Mellitus for which the number
of agdnissions was 490 in 1967 against 1,104 in 1975. Enteritis and
other diarrheal discases remained an important cause of admission
indicating that, that cause was still fairly resistant to improve-
ments in sanitation at the national level.

The distribution of first attendances by cause is not available
for 1975. The distribution of total attendances (i.c. including
subsequent attendances) is availablc instead. The main causes of
total attendances at dispensaries are prescnted in Table 2.4.6.

The dispensaries generally are depictive of the conditions
of rural populations. The wajor problems highlighted by the statis-—
tics are nutritional, environmental and thosc pertaining to personal
hygiene and knowledge and information regording cleanliness.

2.4.5 Recent periods

The principal causes of general hospitals discharges for the
years 1983 and 1986 are given in Table 2.4.7. (Morbidity statistics
relating to specialised hospitals are generally not available). As
stated earlicr, patterns of worbidity, barring any cpideuic, chaonge
very slowly, so that although referringt a few years, they are in-
dicative of the situation prevailing in the carly eightics.

A large proportion of cases were complications of pregnancy,
child birth and : puerperium. Diseases of circulatory, reapiratory
and digestive system contributed also a gizeable proportion. Injury and
poisoning were not only large but showed an increase.

Women who delivered nornally constituted 13.0, of all cases
treated as in-patients in (goverﬂment) general hospitals in 1983,
2.9% of cases treated werc for complication of aborticn, and a fur-
ther 9.1% for other complications of pregnancy, childbirtih, and the
puerperium, so that in all, a quarter of all cases treated in general
hospitals were in connectiown with pregnancy, childbirth, and the
puerperiui. 1lll-defined .nitestinal infections (colitisy enteritis,
gastro—-enteritis, diarrhoea) were responsible for 5.3% of cases
treated, whilc bronchitis (chronic and unspecified),cmphyscma and
asthma wore roespongible for 4.66. Table 2.4.8 gives further details.

statistics by cause of attendance are not available for those
attending out-patient departments of hospitals, but are available
only for dispensary scrvice points (health centres, primary health
care units, static and nobile dispensaries). These statistics there-
fore do not provide a truc picture of the situation. Table 2..%.9
reveals that influeaza topped the list with 7.7% of the astendances.
In second place was superficial injury, coatusion and crushing with
intact skin surface, with 6.%%. In third placc was scabics with
6.1%, followed by abdominal pain and colic with 5.2%, aud syrirtons
irivolving head and neck with 5.1%. The distribution of first atten—
dances ot dispensary service points by Chapter of the International
Classification is given in Table 2.4.10.
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The evolution of morbidity patterns as revealéd by
statistics of admissions to Government Hospitals and attendances
. at dispensary service points is charscteristic of a country on-
the path of development. The regression of diseases of excgzgeneous
origin and the rising importance of the ills of modern society :
" cardiovascular diseases, acciden®z, poisonings and violence,
diabetes are the consequences of transformed conditions of living.
Increasingly, health care will have to be directed at reducing
"the toll of these latter causes. At the same time new challenges
to health such as AIDS and other sexually transmitted diseases
will have to be faced. The vulnerability of Mauritius to the
‘common ailments of the past, as evidenced by the recrudescence
of malaria in the late seventies and early eighties should how-
ever be borne in mind. The upsurge of infective hepatitis in 1980
which abated immediately afterwards only to return with renewed
vigour four years later culminating in 1629 notified cases in
1985, is another reminder of the fragility of progress in the
,field of health.
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Table 2.4.6 - Attendances pz;causef%/at dispensqg;§§'(eggng%ggdggigqps

o

AN

N
.

()

-

1/Based on the A List of I.C.D. 1965 Revision.

W

Dispensarigﬁx— 1975

Sauses

Anaenias

Scabies

Diabetes Mellitus
Influenza

Diseases of the skin and subcutaneous
tissue

Avitaninoses and other nutritional
deficiency

Bronchitis, emphysema and asthma
Diseases due to helminths
Gastritis and duodenitis

Non—articular rheumatism and rheumatism
unspecified

Otitis media and mastoiditis
Enteritis and other diarrhoecal diseases
Tuberculosis (all types)

Other diseases (including 259,749
attendances (17.2 %) for "Accidents,
Poisonings, end Violence")

TOTAL

% of
168,551 11l.2.
110,879 7.3
107,326 7.1
105,332 7.0
10%,980 6.9
85,767 5.7
76,692 5.1
48,730 3.2°
47,640 3.2
46,280 3.1
37,042 2.4
36,339 2.4
31,019 2.4°
502,750 33.3.
1,508,327 100.00

LR SN P W Ty
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Table 2.4.7 = General hospitals dischaqgeg}ﬁigp}uding dea}hgl_by'I.C.D.

Chapter - 1983 and 1986

I.C.D. Chapter. (1975 Revision) Discharges % of total
1983 | ;}926
1. Infectious and Parasitic Diseases 6.1 5.1
2. Neoplasns 1.4 1.5
3 Endocrine, Nutritional and Metabolic 2.6 362

Diseases, and Imnunity Disorders

4. Diseases of the Blood and Blood-formning .
- organs 0.3 0.8

5« Mental Disorders _ 0.7 0.9

6. Diseases of the Nervous system and

Sense Organs 1.1 1.1

Te ’Diseases of the Circulatory System 8.3 9.2

8, Diseases of the Respiratory Systen 6.8 T4

9. Disecases of the Digestive System 6.7 Te5

10. Discases of the Genitourinary Systen 6.6 6.5

11. .Complications of Pregnancy, Childbirth
and the Puerperium 25.0 23.9

12. .Diseases of the Skin and Subecutanceous Tissue e 7 3.7

13, Diseases of the Musculoskeletal systen

and Connective Tissue 343 3.2

14. Congenital Anomalies 0.5 0.6
15, Certain conditions originating in the ‘

perinatal period 1.8 2.5

1€. Symptoms, Signs and Ill-defined conditions 12.8 9.6

17. Injury and Poiscning 11.3 13.3

TOTAL 100.0 100.0

TOTAL CASES 96,353 98,916



K

= 50 -

Laplg Ze5e8 o oL
deaths) - 1983
——--gause

Normal delivery

Complications of pre%nancy, childbirth

and the puerperiui

I1l-defined intestinal infections
(colitis, enteritis, gastro-emteritis,
diarrhoea)

‘Bronchitis (chronic and unspecified),
eniphyscila and asthma

Abdoizinal pain

Heart discases (excluding hypertensive
disease and acute rheuwaatic fever)

Complications of abortion
Hypertensive disease
Fractures

~Poisonings, and toxic effects

.'s Diabetes mellitus

Open wound and injury to blood vessels

All other causes

ST O0OTATL

excluding abortion)

1.8 ~ Principal causes of general hospitals discharges (including

e M B N W G IR B

_DischargesA
Nuiber ﬁ of total
12,528 13.0
8,74 9.1
5,093 5.3
‘r,‘-}‘c"—{ 4“6 j
L
1
3,376 3.5
35048 3e2
2,819 2.9
2,815 2.9
2,267 2.4 |
. |
2,231 2.3 |
) |
2,056 2.1 |
: |
1,671 1.7
4
45,248 17.0
96,353 100.0
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points - 1983

causes

Influenza

Superficial injury, contusion and
crushing with intact skin surface

Scabies

Abdominal pain and coclic
Symptoms involving head and neck
Laceration and open wound
Gastritis and duodenitis
Diseases due to helminths

Avitaminoses and other nutritional
deficiencies

Symptoms involving respiratory system
and other chest symptoms

Infectious colitis, enteritis,
gastro-enteritis, diarrhoea

Anaemias

Diseases of the ear and mastoid process

Pyrexia of unknown origin

Diseases of the eye and adnexa
All other causes

TOTAL

attendances at dispensary service

First attendances
P we-ad it a SUE et S b wi e RN

Number % of total
56,713 7.7
46,552 6.3
44,758 6.1
38,748 5.2
37,351 5.1
33,483 4.5
33,213 4.5
27,079 3.7
26,883 3.6
26,726 3.6
25,286 3.4
22,588 3.1
20,650 2.8
19,802 207
18,560 2.5
259,776 35.2
738,168 | i;;;j;“‘“‘
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Causes of first attendances at dispensary service poipts
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1.

10.

1.

14.

15.

16.

17.

by I.C.D. Chapter, 1983 and 1986
I'C:Q;gbéft?% (1975;Reyisipg)

s o

Infectio 's and Parasitic Diseases
Neoplasms

fndocrine, Nutritional and Metabolic
Diseases, and Immunity Discrders

Diseases of the Blood and 8lood-
forming Organs

Mental Disorders

Diseases of the Nervous system and
Sense Organs

Diseases of the Circulatory System
Diseases of the Respiratory System
Diseases of the Digestive System

Diseases of the Genitourinary System

Complications of Pregnancy, ¢hild-
birth and the Puerperium

Diseases of the Skin and Subecutaneocus Tissue

Diseases of the Musculoskeletal System
and Connective Tissue

Congenital Anomalies

Certain conditions originating in
the perinatal period

Symptoms, Signs and Ill-defined Conditions
Injury and Poisoning

Total

Total cases

First attendances (% of total)
1983 1986
13.4 15.1

0.0 0.0
5.0 5.2
3.1 3.4
0.0 0.0
5.4 4.6
2.1 2.4
18.1 20.5
6.4 6.5
0.9 0.9
0.2 " 0.3
5.1 4.0
5.7 5.3
0.0 0.0
0.0 0.2
21.8 19.9
12.8 1.7
100.0 10G.0
738,168 780,191
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3. MORTALITY

e

3.1 Need and importance of mortality statistics

Mortality is one of the three factors of population change, the other
two being fertility and migration. Mortality is usually considered to be the
second factor, after fertility, to influence the size, distribution and compoasi-
tion of the population. Mortality statistics allow a complete analysis of a
country's demographic situation. Past and present levels and patterns of morta-
lity help to determine its future role on population growth, thus providing
vital inputs for population projections required for proper economic and social
planning. Mortality statistics are used by public health authorities for imple-
menting and monitoring of public health programs. They are also used in medical
research where a wide variety of guestions concerning disease patterns, morta-
lity differentials and csuse of death have to be answered. Mortality statistics
are used for the computation of life tables which find extensive applications in
demographic analysis and are used by insurance companies for managing insurance
policies.

3.2 Sources and quality of mortality statistics

The cbnsequenbes of mortality trends and levels on a country'’s demo-
graphic conditions can be comprehensively analysed if the mortality statistics
available are of a sufficiently good and accurate quality. Mortality statistics
are usually obtained from the vital registration system, censuses and sample
surveys.

The vital registration system, which involves the recording, for ad-
ministrative and statistical purposes, of all vital events occurring in a
country, has traditionally been the most important method for collecting mor-
tality statistics. But, in countries where the vital registration system is
either non-existent, or suffers from problems of incompleteness and inaccurate
reporting, mortality statistics nave to be collected through other sources.
These alternative sources of mcrtality information are the censuses and sample
surveys. Censuses, have not been successful in collecting direct mortality
data, .although the age-sex enumerations of one or more censuses can indirectly
provide some estimates of death rates. When censuses or surveys are used to
collect data on deaths, the guestions usually asked concern:

(a) birth histories (dates of births and deaths) of all children
born to women in the population:

(b) deaths of household members during a specific period prior
to the census or survey; -

(c) . the survival status of all ever born children, and

(dj the survival status of parents, first spouse or siblings.

The problems most encountered. when using these census/survey questions
are omissions of events, misdating of events,.mispercéptibn of the reference
perinds, selectivity of respondents and misstatement of associated demographic
and social characteristics. However, in the absence of a reliable vital regis-
tration system, these methods are the only sources for making reasonable assess-
ment of mortality conditions in many developing countries. ‘

3.3 Mortality data in Mauritius : Sources and guality

3.3.1 The vitalﬁggg?iEEation system

The principal method of collecting mortality data in Mauritius
has been through the vital registration system, whose establish-
ment dates back to the 18th century when the island was under French
rule. The completeness and accuracy of vital statistics arc now
well established in Mauritius. The main factor that has contributed
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to the completeness of death registration is that people are compelled
to register within 24 hours all deaths before burial or crematory per-
mission is given. Although completeness of death reporting has now been
accomplished, nevertheless, it seems that there is still enough scope
for further improvement of the data. In particular, reporting and re-
cording of some of the associated demographic characteristics of the
decedent and of the cause cf death on the death certificates need to be
further imprcved.

At present, registration of vital events in Mauritius is
through the administrative structures of the Registrar of Civil Status
of the Prime Minister's Office. The Central Statistical Cffice is res-
ponsible for compiling, analysing, evaluating and publishing these data.
The events registered at the 45 civil status (registration) offices
throughout the island are live births, still births, marriages and
deaths. for the study of mortality from the vital registration system,
the events that are of interest are still births (foetal deaths) and
deaths.

The information collected from the registration of still
births are : date of cccurrence, date of registration, place of occur-
rence, place of registration, type of birth (single or multiple issue),
legitimacy 'status, sex, ethnic group, religion, district of residence,
age of mother and father, profession of mother and father, date when
marriage/union started, number of previous live births and still births
of mother and date of previous iive birth.

The death registration card has the following information
date of occurence, date of registration, place of occurrence, place of
registration, cause of death, certification of cause of death, name,
sex, ethnic group, marital status, religion. profession, age at death,
place of birth and number of live births (for women only).

Censuses

Mauritius has a long tradition of census taking, the first
census being carried out in 1846. Prior to 1952, it appears that cen-
sus questionnaires were not used to collect mortality data. For the
first time in the 1952 census, a question was put to all ever-married
women aboutthe total number of children born alive to them and the
number of children still alive at the time of enumeration. The ques-
tion was also asked of all unmarried women to wnom a child or children
had been born. From this question, it was posishkle to tabulate data
on the proportion dead among the children ever born by age group of
mother, thus allowing the use of indirect methods for the estimation
of child mortality. In the 1962 census also, ever-married women' were
requested to state the number of children born alive to them but no
information was secured on the number of children dead, so that the
technique of mortality estimation based on proportion of children
dead by age of mother was not possible. The question that was used
in the 1972 and 1983 censuses to estimate fertility and mortality was
similar. Each ever-married woman under 55 years of age was asked to
list in chronological order, all children born alive to her @ncluding
those living elsewhere and those born from every marriage or union)
whether these children were then alive or dead. Information was also
obtained on the sex, date of birth and survival status at the time of
enumeration of each child listed. Since information on age at death
was not collected, only indirect methods of mortality sstimation were
possible.

Even though both systems, namely, vital registration and
census have their strong and weak points, it should be clearly unders-
tood that vital statistics cover only the 'e.ent makers®' who are by
their very nature selective. Also for study of differentials, vital
statistics cannot be very useful because the larger population con-
sisting of the 'non-event makers‘ are not known in the vital regis-
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tration system especially by their -socio-economic characteristics.
On the other hand, the census may not be able to net all the events,
especially deaths of infanis. Further analysis will clearly show
that. this. concern is true inspite of the otherwise good quality of
censuses in Mauritius.

. Yet another lacuna of the existing vital statistics data
is that, although information on some interesting aspects like occu-
pation of parents, etc. are collected, they are not tabulated and
naturally no analysis has been attempted. This can easily be taken
care of by planning for appropriate tabulations. Even the census
data on fertility and mortality are not fully exploited because of
inadequate data processing facilities.

3.3.53 C omparison of vital reagistraticn with census data

O N I

The census collected information on births during the past
one year and the survival status of the child {(Table 3.3.9.

A total of 19,581 children (9,903 males and 9,678 females)
were reported in the census as against 20,229 births (10,268 males
and 9,961 females) registered in the same period, that is, 96.8 per
cent of births seem to have been netted by the census.

The sex ratic of the hirths was 102.3 in census versus
103.1 in vital registration. On the whole it can be considered that
only a few male children could have been omitted in the census.
knowing that vital registration is more or less complete.

Out of these births, it was reported that 9,702 male and
9,502 female babies were still alive at the time of census, that is,
201 male and 176 female babies had died., giving a sex ratio at death
of 114.2. Even though it is high, it does not look suspicious
because it is known that male infant mortality is higher than female.

The infant mortality for the period cannot be calculated
based only on these information as the births of the last one year
could contribute to infant mortality even after the census date.
Thus the 377 infant deaths represent only a part of all infant
deaths expected from the cohort born during the last one year. The
total number of infant deaths can be estimated through the use of
what is known as ‘separation factor'.

In Mauritius, it is noticed that around 80-85% of 1infant
deaths from children born in a given year occur within that year
and about 15-20% occur in the following year. Assuming that the re-
ported infant deaths among births of the last one year represent
only 80% of all infant deaths, then the total number of infant deaths
expected from the cohort will be 471. The number of infant deaths
reported in vital statistics for that year was 587, which is strictly
not comparable with 471 because the reported infant deaths of the
year contain babies born in a different year. However, if fertility
and mortality conditions may be assumed not to have undergone drastic
changes in the last one or two years, these figures could be com-
pared. Accordingly the estimated infant deaths represent only 80% of
expected. Apparently there is omission of at least 116 infant deaths
in census. Considering the fact noted earlier that around 1000
children alsc were not reported, it seems that dead children are more
often not reported. Based on the census figures the infant mortality
rate comes to 24.1 as againsi the vital statistics figure of 29.0.

There was another question on births of past five years and
sruvival status of these children (Table 3.3.2 ). A total of 55,830
male and 54,199 female (total 110,029) babies were reported in census
as against 59,008 male and 57,293 female births reported in vital



(a)
(b)
(c)
(d)

(e)
(f)
(g)
(h)

S oemm i e

Hirths ‘and infant deaths From v1tal LC

statisties. The proportions of census to vital events come out as

0.946 for male, female and both sexes.
more omission as one goes
ssions do not look to be biased towards a particular sex.

further back in time.

ratio from both systems come out as 103.

It looks that there has been
However the omi-

The sex

The survival ratios for the 5 year period were respectively

0.9738 for male and 0.9776 for females.
ratios from the 1982-84 life table are

for females - quite close to the cbserved census results.

The corresponding survival
30.9721 for males and 0.9770

Yet another set of mortality estimates from the census is

obtained from the child survival ratios.

Table 3.3.3 gives the num-

ber of women by number of children ever born (sex-wise) and number of

children dead (sex-wise) by five year age-group.

of dead children using the Trussell method,
probability of survival of children to various ages.

From the proportion

one can calculate the

Comparison of these probabilities with the life table
(Table 3.3.4) provides a check on the census reported mortality of
children. Even though one cannot assume that all the conditions
necessary for the validity of the metheod is existing in the country,
still it is surprising to see that the 1(x) values do fall very
close to corresponding life table values based on vital statistics.
This gives confidence in the census reporting on children.

i A A B < Wby € 3 Ml

Maurltlus, 1983

M s W st

Births during last year
Deaths among them

Still alive at census

Expected infant deaths (b)

1 - 0.2

Male

9,903
201
9,702

Infant mortality rate {(d) x 1,000

(a
Births (vital registration)

Infant deaths (vita% .
registration)

Infant mortality rate (g)
(f)

10, 268

336

1,000

Female

9,678
176
9,502

9,961

251

Both sexes

v ———

19,581
377
19,204
471

24.1
20,229

587
29.0

Jable 3.3.1- Comparison of births of last year and deaths among them with reported
glbtrqglon 1 Sys tem

JRVSIEFSEPY

aland of

Sex Ratioc

102.3
114.2
102.1

103.1

133.9

Table 3:5%: Comparison of births of the last 5 years with reported births from vital

(a)
(b)
(e)
(d)

(e)
(F)

D

reglstrat;gp system,

—a m

Births during past 5 years
Deaths among tiem
Still alive at census

Survival ratio ﬁf%

a
Births (vital registration)
Births (census)
Births (vital registration)

MdlC

55,830
1,464
54,366

0.9738
59,008

0.946

_Island ur Maurlflus,

0.9776
57,293

0.946

1983

e ea s

Both sexes

110,029
2,677
107,352
0.9757

116,301

0.946

Sex Ratio
103.0

120.7
102.6

103.0
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3.3.4 .NPEPE&E&JQQPF?.i?pﬂmﬁhe‘he?l}ﬁafyfﬁﬁﬂl

Mortality data from the heath system are restricted to
deaths occurring in government hospitals. Data on deaths in private
clinics are available only for recent years, and even then as a

., total figure, that is, no information on the actual causes of death
is available. In view of the small number of deaths involved,
deaths in private clinics represented less than 3 percent of all
deaths in 1985 - it is not important in the further discussions.
Also, in accordance with the recommendations of the Worid Health
Organisation, deaths occurring in penitentiary health institutions
which, in Mauritius are very few, have been excluded from the fi-
gures relating to deaths in nospitals. It must be ment ioned that
mortality data from the health system are not a separate-source of
data because they are already reported in the vital registration
system. It is only included here to point out the quality of such
information versus other data.

Data on deaths since 1920, by five-yearly intervals, are
given in table 3.3.5 which also contains the percentage. that deaths
in hospitals represent of the total number of deaths registered
during each of the years considered. They were low but steadily
increased. After 1950, the percentage of deaths occurring in hos-
pitals increased rapidly to exceed 20 percent 1in 1960 and 30 percent
in 1965. After that, there has been some slight fluctuations, but
no notable change, so that it can be said that the proportion of
deaths occurring in hospitals is now just under one-third.

Hospital deaths by cause are available in full details
for general hospitals only, representing 98 percent of all hospital
deaths (Table 3.3.6).

in 1981, 88 percent of all deaths were medically certified.
The Civil Status Act of 1981, which came into fore on the first day
of the year 1982, made it compulsory for all deaths occurring in the
island of Mauritius to be medically certified. This was certainly a
definite step towards the improvement of the quality of causes of
death statistics. However, a still not uncommon practiee in Mauritius
is for a doctor .to be asked to certify the death of someone who was
not his patient, by an examination of the body, supplemented by infor-
mation gathered from relatives, and without the recourse of autopsy,
which, in Mauritius, is performed only in cases of paolice involvement.
Under such circumstances, it is not always an easy task for the docter
to arrive at an accurate cause of death. Doctors certifying deaths
occurring in hospitals are usuvally in a better position because,
often, the certifying doctor is the one who had provided treatment to
the patient before he passed away, and even when this is. not the case,
the patient's file, with all the clinical notes, is available for
examination, and in the majority of cases provide valuable clues for
the determination of an accurate cause of death.



Table 3.3.5 - Deaths in Government hosp1fals,_i§}§nd of Mauritius,

. b 2 kbt e BB A 7 AN 0 el WA

1920 - 198>
. ! e e v
Deaths in hospitals
; Total deaths v e
Y ear E ; ‘ D L f- E
: registered i . f ercencage o ;
% ; Number ¢ Total Deaths ‘
; e b -4
: § . :
i 1920 : 1,773 : 1,059 : 9.0 :
¥ W ‘,' E
1925 9,327 841 9.0 {
1930 14,341 1.557 10.9
1935 10,445 1,449 13.9
1940 10,373 1,266 12.2 i
é
1945 15,277 ; 2,082 13.6 i
. ' i
: 1950 f 6,453 ! 1,130 : 17.5 .
' : r :
{ v H
P 1955 7,088 b ,157 : 16.3 i
3 ¢
1960 7,248 1,560 21.5
1965 6,337 1,955 30.9
1970 6,309 2,069 32.8
1975 : 6,967 1,995 28.6
4 b
] i
1980 : 6,685 ! 2,128 E 31.8 )
‘ ; § B :
r. | ! %
L 1985 * 6,691 : 2,099 : 31.4 ?
: :
R i | S i e
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Table 3.3.6 -Deaths in Gggﬁzfg;ﬁpspigg;s by I.C.D.

chapter, Island of Mauritius, 1985

Total Deaths Deaths in hospitals
, e e e e
I.C.leChapter (1975 Revision) outside %  of
: Deaths | hospitals No. total
: deaths
e i g s oo .
: : f F i
1. Infectious and Parasitic Diseases % 192 z 82 E 110 2 57.3 :
t : b :
2 Neoplasms ; 515 | 404 ! 1M1} 21.6 ;
: ; E |
3. Endocrine, Nutritional and Metabolic f
Diseases and Immunity Disorders 373 276 97 26.0
4-. Diseases of the Blood and Blood- ‘ : .
forming Organs ) 40 27 13 32.5.
t
5. Mental: Disorders 14 4 10 71.4
6. Diseases of the Nervous System and
Sense Organs 78 52 26 33.3 i
] 7. Diseases of the Circulatory System ¢ 3,083 2,288 g 795 25.8 E
! 8. Diseases of the Respiratory System f 781 650 ? 131 é 16.8 ?
j . f L ;
! 9. Diseases of the Digestive System r 321 157 i 164 ? 51.1 B
. ,' '
10. Diseases of the Genitourinary System 200 96 104 52.0 A
11. Complications of Pregnancy,
Childbirth, and the Puerperium 19 10 9 47.4
12. Diseases of the Skin and
Subcutaneous Tissue 6 4 2 33.3
13. Diseases of the Musculoskeletal:
System and Connective Tissue 12 10 2 16.7
| 14. Congenital Anomalies ‘ 55 ° 27 26 ¢ 50.9 1
! : : . ;
i15' Certain Conditions orginating in E } v : E
! the Perinatal Period g 294 111 ¢ 183 : 62.2 :
\ ; | | :
13
16. Symptoms, Signs and Il11-defined . .
Conditions 252 169 83 32.9
17. Injury and Poisoning 456 268 188 41.2
TOTAL 6,691 4,635 2,056 30.7
s e ama g Wey

1/ Internationa
Death

1 Statistical Classification of Diseases, Injuries and Causes of
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¥3.4 Mortality levels. and trends in Mauritius since 1900
The evolution of mortality since the beginning of this century to
the present date can be discerned from Table 3.4.1 which presents, for each
five-year period starting with 1901, some vital statistics for the island’
of Mauritius. The crude birth rate and the crude death rate by single yesr
since 1901 is graphically-pictured in Figure 3.4.1.

Table 3.4.1 - Crude birth rate, crude c death rate, rate of natural increase,-

[P

1nFantlle mortdllty rate and still blrth rdte Island of Mauritius,

1907 = 1985 T
ek e " st - g -y
A o : Crude % Crude ! Rate of Infantile E Still
Perloq o : Natural Mortality i ‘ !
Birth Rate . Death Rate Increase Rate birth rate
1901 - 1905 36.5 D 37.6 - 1.1 169.6 75.6
1906 - 1910 35.8 § 37.4 - 1.6 169.2 79.8
1911 - 1915 38.3 [ 34.9 3.4 155.6 87.5
{1916 - 1920 . 35.1 i 38.6"7 - 3.5 167.0 98.6
i 1921 - 1925 39.1 L 31.0 8.1 141.8 96.3
g 1926 - 1930 35.2 © 28.8 6.4 1 140.9 L 81.2
§ 1931 - 1935 31.3  29.8 7 1.5 b 4003 % 88.7 g
E 1936 - 1940 | 33.1 27 E 6.0 E 155.6 | 83.4 :
L q9ur - 1945 | 36.0 © 28.5 * 7.5 1 15432 1 76.2 \E
1946 - 1950 447 i 20.8 23.9 4 119.67 64.4
1951 - 1955 44.3 14.7 29.6 81.3 59.7
1956 - 1960 40.7 11.6 . 29.1 68.2 66.5
1961 - 1965 38.6 9.2 29.4 60.4 59.5
1966 - 1970 - 30.2 8.5 21.7 66.3 43.5
[ 1971 - 1975 24.8 i 7.7 170§ 54.2 L 36.7 g
P 1976 - 1980 §  26.3 S E 8.9 |t 367 | 27.9
E 1981 - 1985 i 21.2 C 6.7 : 1.5 t 27.4 E 20.3 |
‘ i o i & T N |

,1/ the rate reached 64.3 in 1919 when there was an influenza epidemic

g/ the rate reached 188 0 in, 19&5 when there were poliomyelitis and dysentery
epidemics - - S ]

i/ the rate reached 186.2 in 1948 when there was an epidemic of whooping cough
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During the first two decades of this century, the country experienced
extremely high death rates, varying between 34 and 39 deaths per 1,000 popula-
tion. For some years during this period, the crude death rate was even higher
than the crude birth rate and in the absence of compensating immigration con-
tributed to a negative growth (or decline) of the population.

High death rates during the early periods of this century were most
probably due to severe malnutrition, poor sanitary and health conditions and
occasional epidemics. Dr. Balfour, who was asked in 1920 by the Colonial office
to visit Mauritius with a view to investigating the sanitary condition of the

island, said that" ...... despite the many natural advantages of the Colony,
its general unhealthiness had reached a degree unparalleled in any similar tro-
pical dependency of the Empire..... " According to Kuczynski, "Malnutrition is

prevalent in Mauritius and the very close relationship between chronic malnutri-
tion and malaria has been shown in detail in the Nutritional Investigations in
Mauritius, 1942-1955". The first case of plague was apparently discovered towaids:the
end of 1898 and was responsible for the deaths of about 4,500 persons during
the first decade of this century. Likewise,the influenza epidemic of 1919, caused
more than 12,000 deaths during a short period of 3 - 4 months and caused the
death rate to shoot up to 64 deaths per 1,000, almcst twice the rate for 1918.
Following successful health campaigns against malaria and hockworms after the
1920's, mortality started to decline and a slight growth of the population was
registered for the next 25 years. Again epidemics such as those caused by
poliomyelitis and dysentery in 1945 or by whooping cough in 1948 resulted in
high death tolls, especially among infants and young children, with the in-
fantile mortality rate reaching almost 200. During the period since the end

of World War II and up to the mid 1960's, the island of Mauritius witnessed

an unprecedented period of accelerated population growth; increasing the popu-
lation from 425,000 as at the beginning of 1946 to 750,000 as at the end of
1965. This sudden upsurge in population was caused by both a temporarily
slight increase in fertility but most importantly by a remarkably rapid fall

in mortality. Continuing its secular decline, mortality had dropped to an
average of 21 deaths per 1,000 population during the period 1946 - 50 and fur-
ther to an average of 9 per 1,000 during the period 1961 - 65. Since then, a
continuous improvement of economic conditions, further intensive eradication
programmes against prevailing epidemics and other killer diseases, education
and easier access to more modern methods of health treatment, have reduced

the death rate to an average all-time low of about 7 deaths per 1,000 during
the period 1981 - 85.

The trend in mortality as depicted by crude death rates may not
show the real situation as the age-sex composition of the population affects
this measure. To eliminate the effects of population age compusition, age-
standardized deaths rates are presented in Table 3.4.2, using the estimated
1985 mauritian population as standard.

Table 3.4.2 - Comparison between Crude qggwﬁggzﬁgjusted death rates,

Isiand of Mauritius, 1921 - 1985

———

___Crude Doath Rste i Age-adjusted Death Rete | yegian age of

; Year ; Rate g Difference from E Rate , Difference fﬁom ? po?%é:i;?n .

, 11985 rate (%} I 7 g 1985 rate (%) i e .
1921 35.33 426.5 37.01 451.6 ¢ 21.87
1931 36.16 438.9 37.78 463.0 z1.14
1944 29.45 338.9 29.96 346.5 21.76
1952 15.26 127.4 14.60 117.6 20.32
1962 9.56 42.5 9.79 | 45.9 17.57
1972 7.72 15.1 8.29 23.5 19.04
1983 6.62 -1.3 6.94 3.4 22.80
1985 f 6.71 Not applicanle i 6.71 Not applicable 23.59
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The trend depicted is more or less similar to that shown by the
crude death rate but only some idea of the ageing of the population in recent
years is emerging from the standardised rates.

3.5 Mortality Trends and D%ﬁfﬁfﬁﬂﬁ}?;ﬁ,PY,Ag?wﬂﬂqhﬁﬁf

Age and sex are two of the most important factors that have to be
considered when analysing mortality. Mortality conditions between males and
females are different due to biological, socio-economic and other factors.
So also is mortality at varicus ages, being high at very young and old ages
and extremely low at young adult ages. Mortality trends and differentials
with respect to age and sex since the early fifties to the present date can
be studied by means of Table 3.5.1 below. This table presents the age spe-
cific death rates for each sex for the last four census years and for the
year 1985. The data (except for 1985) are graphically pictured in figures
3.5.1 and 3.5.2. .As can be seen, mortality is particularly high at age zerc
for both males and females. There is an abrupt fall in the death rate at
ages 1-4 years, followed by further declines until age group 10-14 is reached.
This age group seems to be, in most cases, the one with the lowest death
rate. After age 14, the age specific deatn rates increase gradually up to
around age 50 and more steeply thereafter.

Table 3.5.1 - Trends in Age Segcificrpggﬁﬁ_ﬁg}esl/, Island of Mauritius,

1957 ~ 1985
Males
Age group 1952 1962 1972 1283 1985
(years)
Under 1 128.02 77.46 69.21 29.19 28.06
1 - 4 14.22 7.55 5.61 1.35 1.28
5 - 9 2.16 1.43 0.91 0.55 0.48
10 - 14 1.32 1.05 0.92 0.46 0.43
15 - 19 2.66 1.29 1.18 0.98 0.99
20 - 24 4.25 1.95 1.26 1.30 1.25
25 - 29 4.73 2.07 1.70 1.71 1.69
30 - 34 5.97 2.93 2.25 2.38 2.43
35 - 39 8.56 4.24 3.45 3.85 3.72
40 - 44 12.29 6.57 5.55 6.06 6.04
45 - 49 18.79 9.90 . 8.84 9.86 9.76
S0 - 5S4 27.45 17.95  14.59 14.89 15.78
55 - 59 38.38 28.08 22.63 22.31 22.11
60 - 64 49.00 40.62 39.59 35.44 37.34
65 - 69 77.31 60.13 54.84 50.97 52.84
70 - 74 129.92 79.75 84.15 81.68 77.55
75 - 79 140.50 117.96 120.90 115.05 119.50
80 - 84 ' 146.22 170.18  151.55 177.94 162.39
85 + 148.89 182.15 193.33 284.40 310.84
All ages 15.74 9.81 8.29 7.60 7.71

1/ Rate per 1,000 population computed by taking the average number of deaths
~  for three years divided by the mid-period population
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Table 3.5.1 - Trends‘ig;ﬁqe Eggg}fic Death Rates , Island of Mauritius,

[ TN R

1952 - 1985

e s B3 b

Age-group

(yoars) 1952 1962 1972 198 1985
Under 1 104.97 60.42 53.98 23.31 21.32

(Y 16.77 8.69 6.44 1.34 1.07

5 - 9  2.64 1.75 1.05 0.45 0.37
10 - 14 2.22 0.92 0.61 0.45 0.46
15 - 19 . 384 1.97 1.15 0.91 0.97
20 - 24 5.74 3.57 1.83 1.06 0.94
25 - 29 6.73 3.07 2.01 1.10 1.12
30 - 34 8.27 4.15 2.85 1.27 1.50
35 - 39 7.40 4.89 2.82 1.81 2.01
40 - 44 8.34 5.14 3.99 2.90 - 2.87
45 - 49 11.03 6.04 4.99 4.06 3.90
50 - S4 14.68 10.32 8.14 6.20 6.25
55 - 59 23.09 14.63 12.35 10.77 10.51
60 - 64 33.25 27.08 20.29 17.33 18.40
65 - 69 43.21 37.44 28.81 27.04 27.64
70 - 74 78.47 62.76 52.66 47.78 48.19
75 - 79 111.92 88.86 78.46 71.43 75.78
80 - 84 127.64 . 127.88 116.12 105.86 99.62
85 + 154.98 171.05 178.08 196.60 190.33
All ages | 14.78 9.30 7.15 5.63 5.71

The pattern and momentum of mortality decline which occurred since
the early fifties can be closely examined by looking at iable 3.5.2. It
shows the percentage declines in death rates for each age group for each of
the three intercensal periods from 1952 to 1983, for the post-censal period
1983-85 and for the longer periocd from 1952 to 1985.
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Table 3.5.2

- Trends of Percentage Declines in Age Specifi

Tsland of Mggf;ﬁidgftigﬁif

Age group o
(years) 1952 - 1962
Under 1 39.5
1 - 4 46.9
5 - 9 33.8
10 - 14 20.5
15 - 19 51.5
20 - 24 54.1
25 - 29 56.2
30 - 34 50.9
35 - 39 50.5
40 - 44 46.5
45 - 49 47.3
50 - 54 34.6
55 - 59 26.8
60 - 64 17.1
65 - 69 22.2
70 - 74 38.6
75 - 79 16.0
80 - 84 + 16.4
85 + + 22.3
Ali Ages 37.7

The percentage decline between any two periods is obtained by
absolute difference by the death rate in the earlier period,

A plus sign indicates an increase of the percentage between the two periods

being compared.
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A

c Death'Rgtqﬁ,

B

Percentage Decline from :

1962 - 1972

10.7

25.7

36.4

12.4

8.5

36.4

17.9

23.2

18.6

15.

10.7

18.7

19.4

S ma i

1972 - 1983
57.8
75.9
39.6

50.0

16.9

4.8
0.6
5.8
11.6
9.2

1.5

17.4

+ 47.1

-
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o

11983 - 1985 1952 - 1985
3.9 78.1
5.2 91.0

12.7 77.8
6.5 67.4
+ 1.0 62.8
3.8 70.9
1.2 64.3
+ 2.1 59.3
3.4 56.5
0.3 50.9
1.0 48.1
+ 6.0 42.5
0.9 42.4
+ 5.4 23.8
+ 3.7 31.7
5.1 40.3
+ 3.9 14.9
8.7 + 11.1
+ 9.3 + 108.8
+ 1.4 51.0

dividing the

and multiplied by 100
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Table 3.5.2. - Trends of Percentage Declines in Age Specific Death Rates,

TSTand of Maurifive, 1952 - 1985

Females

—-—— ——— ——————

Age grou .. Percentage Decline from :
“(years 1953 T 96 1962 - 1972 1972 - 1983 1983 - 1985 1952 - 1985
Under 1 42.4 10.7 56.8 8.5 79.7
1 - 4 48.2 25.9 79.2 20.1 93.6
5 - 9 33.7 40.0 57.1 17.8 86.0
10 - 14 58.6 33.7 26.2 + 2.2 79.3
15 - 19 48.7 41.6 20.9 + 6.6 74.7
20 - 24 37.8 48.7 42.1 11.3 83.6
25 - 29 54.4 34.5 45.3 + 1.8 83.4
30 - 34 49.8 31.3 55.4 + 18.1 81.9
35 - 39 33.9 42.3 35.8 + 11.0 72.8
40 - 44 38.4 22.4 27.3 1.0 65.6
45 - 49 45.2 17.4 18.6 3.9 64.6
50 - 54 29.7 21.1 23.8 + 0.8 57.4
55 - 59 36.6 15.6 12.8 2.4 54.5
60 - 64 18.6 25.1 14.6 + 6.2 a4.7
65 - 69 13.4 23.1 6.1 + 2.2 36.0
70 - 74 ' 20.0 16.1 9.3 + 0.9 38.6
75 - 79 20.6 1.7 9.0 + 6.1 32.3
80 - 84 o+ 0.2 + 9.2 8.8 5.9 22.0
85 + + 10.4 + 4.1 + 10.4 3.2 + 22.8
All Ages 37.1 23.1 21.3 + 1.4 61.4

The percentage decline between any two periods is obtained by dividing the absolute
difference by the death rate in the earlier period, and multiplied by 100

A plus sign indicates an increase of the percentage between the two periods being
compared
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For males and females, it is found that from 1952 to 1985, there
have been large declines in mortality for almost all age groups (excepting
very old ages where several types of errors and small populgtion_sizes';_
could vitiate the rates). However, the magnitudes of the declipes have not
been the same between the two sexes or between the ages. In general, the
declines have been faster for females than for males, greatest for the
youngest age groups, slightly less for the adult age groups and progressive-
ly less for older age groups. The largest declines occurred for age group
1 - 4 with a 91 percent decline in death rate for males and 93.6 percent for
females. The faster decline in mortality from 1952 to 1985 for females is
very noticeable between ages 25 and 64 where the percentage declines exceed
those for males by .about 20 points. The declines for females at ages under
1 and 1 - 4 have been only 1.6 and 2.6 points higher than the corresponding
declines for males.

Comparisons of changes between the three intercensal periods from
1952 to 1983 show that, apart from age groups under 20 for males and under
10 for females, the pace of mortality decline has been faster during the pe-
riod from 1952 to 1962 and progressively less during the next. two intercensal
periods. This slowdown in mortality decline has been more marked in the case
of males. It is also evident that, if the oldest age groups are excluded,
there has been a continuous improvement in mortality during each of. the, three
intercensal periods for women while for males there has been improvement .
during the periods 1952-62 and 1962-72 followed by a deterioration. of morta-
lity conditions during the period 1972 - 83. This reversal of trends for
males during this latter period is particularly visible between the ages 20
and 55. Investigating further, age specific death rates for the. male popu-
lation were calculated for several years during the period between 1972 and
1983. According to Table 3.5.3 which presents the death rates for the malsg
population for selected years during ‘that period, it was found that, while
mortality for persons aged under 20 has continued its historical decline .
during the period 1972-83, that for persons aged 20 and above was interrup-
ted by a temporary upward shift between 1972 and 1976. The expectation, of
1ife at birth for males even declined during this period, from 60.8 years
in 1972 to 60.6 years in 1974 and further to 60.71 years in 1976.

Vlgp}p;}.5m3’— Age specific deq&b;£9§§§hfpphﬂa}9_populatiorungigpd of
Mauritius, selected years ‘

Age-group 1972 976 1980 1983
Under 1 69.21 53.32 35.69 29.19
1 - 4 5.61 3.42 2.15 1.35
5 -~ 9 0.91 0.69 , 0.58 - . .. 0.55.
10 - 14 0.92 0.6% 0.61 0.46
15 - 19 1.18 1.01, . . 0.96 ~ 0.98
20 - 24 1.24 1.50 1.44 1.30
25 - 29 1.70 2.16 1.81 1.71
30 - 34 2.25 3.16 2.86 - 2.38
35 - 39 3.45 4.67 3.94 3.85
40 - 44 5.55 7.81 6.97 6.06
45 - 49 8.84 12.57 10.79 9.86
56 - 54 14.59 17.73 15.46 14.89
55 -~ 59 22.63 28.66 23.82 22.31
60 - 64 39.59 44.09 40.24 35.44
65 - 69 54.84 63.61 53.44 50.97
70 - 74 84.15 90.35 86.82 81.68
75 - 79 120.90 141.63 108.92 115.05

80 + 162.90 217.24 249.03 201.26
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After 1976, mortality for males above age 20 started to improve gradually.
By 1983, however, the death rates for the seven quinquennial age groups bet-
ween the ages 20 and 55 were still higher than in 1972. This means that the
improvement in mortality for males aged between 20 and 55 during the period
1976 - 83 had not yet offset the deterioration which occurred during the pe-
riod from 1972 to 1976. In general, mortality for males in the age group

20 - 54 deteriorated at an average annual rate of much more than 5 per cent
during the period 1972 - 76 but improved at an average annual rate

of only around 3 percent during the period 1976-83.

According to studies made recently in some industrialised countries,
it was reported that, "In respect of adult mortality, on the other hand
(and particularly male mortality) the progress previously observed seems to
have come to a standstill in the 1960's, ........ The risk of death at cer-
tain ages has become higher and in some cases, expectations of life at birth
has even decreased”l/, 2/. Similar rise in mortality are now coming out.é/,ﬁ/.

Another way of analysing sex differential in mortality by age is
by calculating the ratio of male death rates to female death rates (Table
3.5.4 and also figure 3.5.3). It has been observed that, in countries which
have attained a relatively low level of mortality, the death rates for fe-
males are normally lower than for males at almost all ages. Ffor Mauritius,
this pattern of excess male mortality at all ages is also present for the
years 1983 and 1985 when there was a relatively high expectation of life of
around 68 years, for both sexes combined. The data for earlier years, how-
ever, show the existence of a pattern of excess female mortality, especially
at the ages between early childhood and young reproductive ages. In 1952
this excess female mortality ranged between age one and thirty five and al-
though mortality continued its bistorical downward movement after this date,
mortality for females at these ages were still higher than for males in 1962
and 1972. In 1972, however, this excess female mortality had disappeared
for age groups 10 - 14 and 15 - 19.

Thus, one characteristic feature of the historical mortality data
for the island of Mauritius has been the existence until 1972 of a pattern
of higher female mortality, approximately between age one and forty. This
does not seem to be an unusual pattern though, since it is also found in

India, and in some countries where socio-cultural practices favour a male
and where fertility is high.

1/ G. Casselli and V. Egidi
2/ J. Vallin and J. C. Chesnais
3/ P. A. Campten

4/ R. H. Dinkel
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Table 3.5.4 - Ratio of Male Death Rate%.thf?ﬁT%k%J%iﬂEﬁdﬁﬂies by Age, Island
of Mauritius, 1952 - 12@2

Age group, 1952 1262 1972 1933 1982
Under 1 1.22 1.28 1.28 1.25 1.32
1 - 4 0.85 0.87 0.87 1.01 1.20
5 - 9 0.82 0.82 6.87 1.22 1.30
10 - 14 0.59 1.14 1.51 1.02 Q.93
15 - 19 0.69 0.65 1.03 1.08 1.02.
20 - 24 0.75 D.55 0.68 1.23 1.33
25 - 29 0.70 0.67 3.85 1.55 1.51
30 - 34 0.72 0.7 0.79 1.87 1.62
35 - 39 1.16 0.87 1.22 2.13 1.85
40 - 44 1.47 1.28 1.39 2.09 2.10
45 - 49 1.70 1.64 1.77 2.43 - 2.50
50 - 54 1.87 1.74 1.79 2.40 2.52
55 - 59 1.66 1.92 1.83 2.07 2.10
60 - 64 1.47 1.50 1.95 2.05 2.03
65 - 69 1.79 1.61 1.90 1.88 1.91
70 - 74 1.66 1.27 . 1.60 1.71 1.61
75 - 79 1.26 1.33 1.54 .61 1.58
80 - 84 1.14 1.33 1.31 1.68 - 1.63
85 «+ 0.96 1.06 1.09 1.45 1.63

All ages 1.06 1.05 1.16 1.35 1.35
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Phigqure 3.5.3 - Ratio of male dislic rate to female death rate by age, Island of
Mauritius, last four census years
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Cause of Deatn

3.6.1. Intrcduction

In populaticn accounting, mortality plays an important role as
it depletes a population. The intensity and importance depend on the re-
lative role of mortality in population change and this will depend upon
the particular time one is considering. In Mauritius, for instance, when
immigration stopped, mortality became the most imporiant component in de-
termining population change, mainly by the large depletion through deaths
and the suppression of fertility, perhaps due to morbidity and poor health
conditions. After World War II when malaria eradication and other public
health programs were implemented, there was a drastic fall in mortality
and some increase in fertility with a censequent spurt in population growth
rates. Later, when the public health measures had had their impact slowly
reduced because most of the easily manageable environmental problems had
been tackled, the impact of mortality became less important. However,
other types of situations have arisen as regards mortality which necessi-
tates different types of strategies. Ffor instance, the emergence of car-
dio-vascular diseases in recent past; claiming a large proportion of
deaths, requires investigation and remedial actions being taken, especially
since the problems are now more individualised.

Thus we can conclude that in addition to data on the quantitative
aspects of mortality there is equally need for information on causes of
death in order to enable the planner and policy maker.to formulate and take
appropriate actions.

The evolution of the pattern of deaths in Mauritius has been that
of a poor developing country with a high mortality brought about by infec-
tious and parasitic causes into one where the basic needs of people have
been met and mortality considerably reduced but with patterns characterised
more and more by diseases of -the degenerative type and those brought about
by ways of life.

3.6.2. Sources and limitations of statistics on causes of death

In Mauritius, as in many other countries, mortality statistics
are compiled from death registration cards. Local data are usually considered as
-being complete. However, the quality of causes of death reporting over
the years is uneven. Generally, the further one goes back in time, the
less reliable are the causes of death statistics, and this, for several
‘reasons:

(a) the limited availability of adequate diagnostic means in
the past, such as x-ray facilities, laboratories ete.,
made accurate diagnoses difficult in many cases;

(b) the fact that prior to 1982, medical certification of
cause of death was not compulsory outside the districts
of Port Louis and Plaines Wilhems save in exceptional
cases (suicide, homicide, accidents or body to be dis-
posed of by cremation or immersion at sea) allowed for
a substantial amount of lay reporting of cause of
deathg

(e) the codification of cause of death and especially the
identification of the underlying cause from among a
series of causes has not always been with the same
office.
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Further, the periodic revisicns in the International Classification of

Diseases bring in problems of comparability over time.

Thus,

gastro-

enteritis which used to account for a large number of deaths was cla-
ssified before the eighth revision with diseases of the digestive sys-
which was used for the first time in

tem.

Mauritius in 1969,

sSeases.

From the eighth revision,
it counted as one of the infective and parasitic di-
Another important change relates to the condition known as

"unspecified heart failure” which was transferred, between the eighth

and ninth revision from the broad group of "Symptoms,

Signs and Il1-

defined conditions' (Chapter 16) to "Diseases of the Circulatory System®

(Chapter 7).

In the analysis which follows, it is not proposed to go very
far back into the past, partly because of the problems described above
and partly because the immediate past is of more direct interest to the
a broad indication
of mortality patterns that prevailed around 1950 and 1960 will be given.
More detailed analysis will be restricted to the period starting with
The choice is motivated by the fact that,

development of strategies for the future.

the year 1969.

before,

However,

as mentioned
1969 is the first year in which the eighth revision was used
and also almost coincides with the independence of Mauritius,

and hence

a study of trends from that year would indicate post-independence
achievements and problems. :
which a detailed breakkown of the causes of infant deaths is available.

3.6.3 Causes‘of_geath (all ages)

The year 1969 is also the first year for

The following table gives the main causes of deaths in 1951

and 1960.

b s

6.1 - Main causes of desths in the island of Mauritius, 1951 and 1960

R A T AR 2,

E Death rate per
No. of deaths % of total deaths 10,000 mid-year }
Group _ e population :
1951 % 1960 1951 1960 1951 1960 %
. S U RN
Infective and parasitic :
diseases 863 403 12.0 5.6 17.8 6.3 1
Diseases of the blood and :
4 blood forming organs 483 413 6.7 5.7 10.0 6.5
Diseases of the nervous ]
system and sense organs 437 } 429 6.1 f 5.9 3.0 6.7
Diseases of the circu- : ] ¢ ; : f
!  latory system g 399 | 800 5.5 ' 11.0 8.2 E 12.5 i
E Diseases of the respira- f : ! é i b
[ tory system P 1,072 798 | 14.9 1.0 ! 22.2 . 12.5 .
¥ - : i i
! Diseases of the digestive : ' 1/i ; ¢
system { 1,335 ¢ 1,035-7 18.5 14.3 27.6 | 16.2
Diseases peculiar to the
first year of life 793 725 11.0 10.0 16.4 1.4
Allergic, endocrine sys-
tem, metabolic and nu-
tritional diseases * 308 * 4.3 * 4.8
All other causes 1,826 | 2,337 25.3 32.2 37.7 36.6
Total 7,20¢€ 7,248 100.0 ; 100.0 14.9 11.3

1/ 834 of these deaths are due to gastro-enteritis and colitis

*

included with

"All other causes"
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The predominanbe of deaths from infective and parasitic causes
is not fully reflected in the above table as deaths due to gastro-enteri-
tis which were common in those days have been reported under "Diseases

.of the digestive system'.. This accounts for the unexpectedly large share

of deaths due to disorders of the digestive system. The relatively high
death rate from respiratory causes is probably, to a certain extent, a
reflection of insalubrious conditions prevalent at the time although it
may also hide some faulty reporting. Deaths from diseases of the blood
and blood forming organs which are mainly anemias could be due to the conse-
quences of poverty, although reporting errors here also may be playing
an important role. The relatively low mortality rate from diseases of
the circulatory system in 1951 and the large increase in 1960 is note-
worthy. Although undoubtedly some deaths from such diseases have been
reported as "ill-defined conditions™ or "unspecified heart failure” and
are lumped in the residual category "All other causes", it is certain
that the mortality rate from circulatory disorders at that time is noe
where near the currently prevailing high mortality rates from the same
causes. The changes in the mortality rates associated with the four
broad categories of infective and parasitic diseases, diseases of the :
digestive system, diseases of the respiratory system and diseases of the
blood and blood forming organs, indicate that substantial progress had
been accomplished on the health front between 1951 and 1960, ds is re-
flected by the drop in the crude death rate from 14.9 in 1951 to 11.3 in
1960 and the still more remarkable rise in life expectancy at birth
which increased by about 10.years.from around 50 years to.near 60 years
during that period. Possible changes in classification between the two
years may have had a bearing on changes observed and should be borne 1in
mind. The emergence of the category "Allergic, endocrine system, meta-
bolic and nutritional diseases” as a significant cause of death in 1960
probably derives, in part, from changes in classification. This cate-
gory included 68 deaths due to diabetes mellitus and 156 deaths due to
asthma. The infant mortality rate which was 84.5 per 1,000 births in
1951 had dropped to 69.5 per 1,000 births in 1960. Among 'diseases pe-
culiar to early infancy', post-natal asphyxia and atelectasis took 69
lives in 1960, diarrhoea of newborn another 19 lives and "all ill-defined
diseases peculiar to early ififancy and immaturity unqualified™ 586 lives.

Preston and others calculated for Mauritius around 1960 that
the elimination of infectious and parasitic diseases would increase the
life expectation by about 5 years. This compares with the 3-year gain
in life expectation between 1962-72 and a further 4.5 years between
1972-83 during which period there has been almost an elimination of
infectious and parasitic diseases from the high levels existing in the
past.

Table 3.6.2 shows the evolution of cause specific mortality
rates from 1969 onwards. Deaths due to "unspecified heart failure”
which were cliassified prior to 1981 under chapter 16 (in accordance
with the eighth revision of the ICD) have been transferred from that
chapter tc chapter 7 so as to ensure comparability with data for 1981
onwards.

The selection of years for analysis has not been fortuitous.
The choice of 1969 has already been discussed. That of 1973 and 1975 .
has been dictated by the indication of some fairly abrupt changes bet-
ween these two years. 1981 was the year in which the ninth revision
of the ICD was used for the first time for the compilation of cause of
death statistics and 1982 was the year in which medical certification
of cause of death became compulsory for all districts.
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The most noticeable feature of the table is the steady decline
of mortality due to infections and parasitic diseases accompanied by a
marked rise in mortality due to diseases of the circulatory system. fihe
secend most noticeable feature is probably the rather abrupt change in
mortality due to these two causes between 1973 and 1975. "This change, how-
ever, is in the same direction as the change during the whole period and
raises the gquestion as to what actually caused the sudden change between
1973 and 1975. Could it be that the economic boom which started around
1974 led to enhanced conditions of living that reduced the toll of infec-
tious and parasitic diseases? And could it be that at the same time, in-
creased stress, increased smoking and alcchol consumption led to a sharp
increase in the incidence of mortality due to circulatory causes, and so
suddenly?

It may be noted that the increase in mortality from diseases of
the circulatory system has affected males much more than femalies. On the
other hand, where there has been improvement, as for example, in mortality
from diseases of the respiratory system, females have benefitted more than
males. This could account for the widening gap in life expectancies bet-
ween male and female causing such important social implications like in-
creased widowhood and its attendant problems.

The steady decrease in mortality from "Symptoms, signs and ill-
defined conditions" is an indication of improving quality of cause of death
statistics. The rather marked dip between 1981 and 1982 is ascribable to
the extension of compulsory medical certification of cause of death to all
districts in 1982.

The category "Diseases of the circulatory system” warrants spe-
cial attention because of its current prominence as a cause of mortality.
Such diseases are known to strike hard in late adult life. With the
ageing of the mauritian population, the toll of diseases of the circulatory
system is likely to prove even heavier in the years toc come. The table
below presents the mortality rate from diseases of the circulatory system
for 1985 and 1986 by broad age groups.

Table 3.6.3 - Deaths and death rates by age groups due to diseases of
““the Circulatory system, island of Mauritius, 1985 & 1986

o e e k3 e R A 4 L St (5 A

Age group (years) . __Deaths Rate per 10,000 population
T s 1986 1985 1986
Under 25 65 47 1.25 0.91
25 - 39 115 143 4.86 5.80
40 - 49 203 181 24.43 21.43
50 - 5% 489 447 75.08 67.06
60 - 69 825 794 180.07 165.83
70 + 1,386 1,335 516.05 487.58

Total 3,083 2,947 31.44 29.83

e M aoTTIS




3.6.4 InFant»mortalitv

Because availability, utilisation, and effectiveness of health
care and condition of mothers and the environment all impinge directly on
the health of infants, the infant mortality rate is very often taken as a
useful indicator of the level of development of a country. Mauritius has
made significant progress in the reduction of infant mortality from its
high level of the early fifties with an average of 81.3 infant deaths per
1,000 live births during the period 1951-55 to 27.4 during the period
1981-85.

A study of the causes of infant deaths in recent years will
show the evolving patterns of infantile mortality and perhaps also indi-
cate the path for future actions. Table 3.6.4 below gives the principal
causes of infant deaths for 1969 and 1983.

Table 3.6.4 - Principal causes of infant deaths, Island of Mauritius, 1969 and 1983

. e - JONISN - - P e

1.2.6.2
. Deaths - -
Cause Number % of Total Ratilsgrbi?ggz?PF

Enteritis and other diarrhoeal diseases 590 38.6 é;T}7 -
Immaturity 308 20.2 14.18
Asphyxia, anoxia and hypoxia 106 6.9 4.88
Pneumonia 88 5.8 4.05
Asthenia, marasmus, debility, cachexia and

athrepsia : 86 5.6 3.96
Bronchitis 58 3.8 2.67
Pyrexia of unknown origin 46 3.0 2.12
Avitaminoses and other nutritional deficiencies 33 2.2 1.52
Congenital anomalies 29 1.9 1.34
Tetanus neonatorum 20 1.3 0.92
All other cuases 164 _1a6.7 _7.55

Total 1,528 100.0 70.36
1.2.8.3

Slow fetal growth, fetal malnutrition and

immaturity 155 30.3 7.77
Hypoxia, birth asphyxia and other respiratory

conditions 114 22.3 5.71
Il11-defined intestinal infections (colitis,

enteritis, gastro-enteritis, diarrhoea) 42 8.2 2.11
Pneumonia 36 7.0 1.80
Septicaemia and infections specific to the

perinatal period (excluding tetanus) 32 6.3 1.60
Congenital anomalies 24 4.7 1.20
Bronchitis 10 2.0 0.50
Haemolytic disease of newborn due to isoimmu-

nization and other perinatal jaundice 6 1.2 0.30
Meningitis 6 1.2 0.30
Birth trauma 4 0.8 0.20
All other causes 82 16.0 4,91

[ENCE

Total 511 100.0 25.6
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The table shows a major shift between 1969 and 1983 from a pre-
dominance of exogenous causes to one of endogenous causes. Thus, whereas
enteritis and other diarrhoel diseases, pneumonia and bronchitis, the
main exogenous causes, represented between them 48.2% of total infant
deaths and contributed 33.9 points to the Infant Mortality Rate, by 1983,
these figures had considerably dropped to 17.2% and 4.4 points respec-
tively. Of the total drop of 44.8 points in the infantilenortality rate fram
70.4 infant deaths per thousand livebirths in 1969 to 25.6 in 1983, 35.5
points are attributable to regression of exogenous causes and the rest
9.3 points to endogenous causes.

While there is certainly scope for further reductions of infant
mortality from ill-defined intestinal infections, pneumonia and bronchi-
tis, it appears that the main thrust in the coming years, should be the
reduction of infant mortality from the currént two prime causes which are:(i)
slow fetal growth, fetal malnutrition andimmaturity and (ii) hypoxia,
birth asphyxia and other respiratory conditions. In 1983 the two causes
accounted for respectively 30.3% and 22.3% of total infant deaths. These
causes, while not directly exogenous, are related to the health and con-
ditions of mothers which in turn depend on exogenous factors. Health
education is likely to prove a valuable tool in the fight against these
two causes.

An analysis of the components of infant mortality (early neo-
natal, late neonatal and post neonatal mortality) will shed more light
on the changes that have taken place between 1969 and 1983. Table 3.6.5
below gives the principal causes of early neonatal deaths in 1969 and
1983.

Table 3.6.5 - Principal causes of early neonatal deaths,l£§;and of Mauritius,

1969 and 1983

t ?hEsz
Cause ..‘P._.?._.a, .tljj. S,M..v;_,
— Number % of Total
Immaturity 226 45.2
Asphyxia, anoxia and hypoxia 100 20.0
Asthenia, marasmus, “~bility, cachexia and athrepsia 45 5.0
Enteritis and other diarrhoeal diseases 20 4.0
Congenital anomalies 17 3.4
Pneumonia 12 2.4
Infantile colic and abdominal pain 11 2.2
Pyrexia of unknown origin 11 2.2
All other causes 58 1.6
Total 500 100.0
1283
Slow fetal growth, fetal malnutrition and immaturity 134 47.0
Hypoxia, birth asphyxia and other respiratory conditions 93 32.6
Congenital anomalies 1M 3.9
Septicaemia and infections specific to the perinatal
period (excluding tetanus) o 10 3.5
I1l11-defined intestinal infections (colitis, enteritis, ‘
gastro-enteritis, diarrhoea) 5 1.8
Haemolytic disease of newborn due to isoimmunization
and other perinatal jaundice 4 1.4
Birth trauma 3 1.0
Haemorrhagic disease of newborn 2 0.7
All other causes 23 8.1

|
E

Total 285 100.0
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Causes of early neonatal deaths are predominantly endogencus
and therefore it is not surprising that both in 1969 and 1983, cuch
causes were proeminent. However it may be seen that the incidence of
death due to such causes has been reduced between these two years,
probably as a result of improvement in maternal health and conditions.

The principal causes of late neonatal deaths for 1969 and
1983 given in table 3.6.6 below show the relative importance of endo-
genous causes during the necnatal period. However it is worth noting
that while enteritis and other diarrhoeal diseases accounted for 15.7%
of late neonatal deaths in 1969, that share had dropped to 2.7% oy
1983. While the general trend has been one of progress, two observa-
tions are particularly disturbing: the emergence of septicaemia and
infections specific to the perinatal period as a prime cause of late
neonatal deaths and the increase in mortality due to hypoxia, birth

asphyxia and other respiratory conditions.

Table 3.6.6- Principal causes of late papngpgiwgggghs,m}g%anﬁ of Mauritius,

T T969 Bnd 1908
T ’ 1969

C ause

Immaturity
Enteritis and other diarrhoeal diseases
Tetanus
Asthenia, marasmus, debility, cachexia and athrepsia
Pneumonia
Congenital anomalies
Pyrexia of unknown origin
Asphyxia, anoxia and hypoxia
Ai1l other causes
Total

1983

Slow fetal growth, fetal malnutrition and immaturity

Septicaemia and infections specific to the perinatal
period (excluding tetanus)

Hypoxia, birth asphyxia and other respiratory
conditions

Congenital anomalies
Pneumonia
Tetanus

Meningitis

Ill-defined intestinal infections (coliltis, enteritis,

gastro-enteritis, diarrhoea)

All other causes

Total

Deaths
Number % of Total
66 37.1
28 15.7
14 7.9
11 6.2
10 5.6
8 4.5
5 2.8
4 2.2
22 18.9
178 100.0
19 26.0
14 19.2
13 17.8
5 6.9
4 5.5
2 2.7
2 2.7
2.7
a2 6.5
100.0
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Among the components of infant mortality,

the post-neonatal

mortality rate registered the biggest drop between 1969 and 1983. from
39.1 in 1969 down to 7.7 in 1983, the fall was of the order of 80.3%.
The explanation for the greater success in reducing post-neonatal deaths
lies in the fact that causes of post-necnatal mortality are mainly exo-
genous and these are the causes which have been controlled more effec-
tively in recent years. The principal causes of post-neonatal deaths
are still mainly exogenous and there is surely scope for further reduc-
tion of deaths from such causes. The principal causes of post-neonatal
deaths for 1969 and 1983 are given below in table 3.6.7.

Table 2:§.7 :“Eglpcipq} causes gf;gg§§1p¢9na29£hdeaths, Island of Mauritius,

. - e

1969 and 1983

P e N et

C ausece

Deaths

Number % of Total
Enteritis and other diarrhoeal diseases 542 63.8
Prneumonia 66 7.8
Bronchitis 48 5.6
Avitaminoses and other nutritional deficiencies 33 3.9
Asthenia, marasmus, debility, cachexia and
athrepsia 30
Pyrexia of unknown origin 30 .
All other causes 101 11.
Total 850 100.0
1.983
Ill-defined intestinal infections (colitis,
enteritis, gastro-enteritis, diarrhoea) 35 22.9
Pneumonia 31 20.3
Bronchitis 10 6.5
Congenital anomalies 8 5.2
Septicaemia and infections specific to the
perinatal period (excluding tetanus) 7 4.6
Nutritional deficiencies 5 3.3
All Other causes S7 37.2
Total 153 100.0
3.6.5 Child mortality
Mortality among children aged 1 - 4 stems mainly from environ-

mental factors such as nutrition, sanitation,
childhood and security in and around the home.

communicable diseases of

The child mortality rate
is therefore a sensitive indicator of the quality of the. environment,
which in turn is determined by socio-economic conditions. Table 3.6.8
gives the principal causes of child deaths for 1969 and 1983.
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Table 3.6.8 iﬁﬁgigpipa%'ggngq of ch}}ﬁ deathst/’ Island of MauritiqsilfﬁgV& 1983

e R S

12673
Deaths
Cau s L Number % of Total

Enteritis and other diarrhoeal diseases 385 52.4
Pneumonia ‘ 50 6.8
Bronchitis 45 6.1
Accidents, poisoning and violence 47 5.6
Avitaminoses and other nutritional deficiencies 38 5.2
Pyrexia of unknown origin 32 4.4
Asthma i9 2.6
All cther causes 124 16.9
Total 734 100.0

1983

Bronchitis (chronic and unspecified), emphysema and

asthma 23 18.0
Injury and poisoning 18 14.1
Pneumonia 15 1.7
Neoplasms 6 4.7
Congenital anomalies 5 3.9
Septicaemia 4 3.1
Acute bronchitis and bronchiolitis 3 2.3
Epilepsy 3 2.3
Ill-defined intestinal infections (colitis, enteritis,

gastro-enteritis, diarrhoea) 3 2.3
All other causes 48 }?ﬁé

Total 128 100.0

1/ children aged from one year to under five years

It is found that significant progress has been achieved between
1969 and 1983 in controlling the main causes of child mortality that were
prevalent in 1969. However three of the causes still accounted for 56
child deaths (44 percent) in 1983. They are bronchitis (chronic and un-
specified), emphysema and asthma, injury and poisoning and pneumonia.
Deaths among young children due to injury and pocisoning which amounts to
14 percent in 1983 can certainly be avoided through extra care by parents,
and education and information can probably help in this context.

3.6.6 Maternal mortality

Maternal mortality has fallen to low levels by 1983. It was
1.4 per 1000 live births in 1969 and in 1983 it was only 0.55. In 1969,
11out of 30 maternal deaths (37%) were from complications of abortion,
while in 1983, the figures are 6 nut of 11 (55%). The number of abortion
cases treated in government hospitals was 2,711 in 1969 while in 1983 it
was 2,819. According to Mamet and Peerun, "a large number of clandestine
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abortions do occur and the maternal mortality rate is thought to be a
dramatic index of illegal induced abortion. In 1977 there were 2,841
abortion-related hospital admissions representing the fifth highest
cause of hospitalisation of that year. It has been speculated that as
many illegal abortions occur as live births. Brain damage and other
mutilations are often the sad result of failed abortion attempts".

3.6.7 01d age mortalitv

Out of the 6,428 deaths in 1969 more than a third occurred to
persons 60 years and over. In 1983, inspite of a fall in the mortality
rate and even in the absolute number of deaths, the old age deaths in-
creased and out of the 6,322 deaths more than half were for old persons.
Diseases of circulatory and respiratory systems contributed 55% and 71%
of all deaths in 1969 and 1983 respectively.

3.6.8 Conclusions

Mortality patterns by cause have undergone drastic changes in
the span of two decades or so. The toll of exogenous causes of morta-
lity has been greatly reduced, no doubt, through improvement in living
conditions and the action of health authorities. However, the emergence
of diseases of the circulatory system as a prime cause of mortality is
disturbing. Health strategies will have to evolve and involve actions
such that the vulnerable groups are covered. Better health education
and specialised health care may be needed. Since smoking, drinking, im-
proper dietary habits and the stress of modern living conditions play an
important role in some of the changing patterns of mortality, appropriate
actions directed towards these are called for.

Still there is scope for further reductions of infant mortality
in the late - and post-neonatal periods. Education of mothers directed
towards identified groups of people, say, in districts like Black River
with high infant mortality will be fruitful.

The alarming rate of abortion cases call for increased attention
by the health authorities.
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3.7 Life Table Mortality Measures

Life tables are primarily constructed ror the study of mortality,
although they can be used in a wide variety of ways. A life table is a
oetter summary measure of the level of mortality than other standard measures
such as the crude death rate or standardized death rate.

The existence of good mortality data from the vital registration
system and population data from periodic censuses has made possible the com-
putation of a series of abridged life tables for the island of Mauritius.
The most recent life tables .for the years 1972, 1983 and 1985 are presented
as Appendix Tables A1, A2, and A3 respectively.

3.7.17 Life expectancy at birth by sex

A glance at Table 3.7.1 reveals that mortality has evolved very
rapidly since the early fifties. The expectation of life at birth in-
creased tremendously from an average of 49.8 years for males and 52.3
years for females in 1952 to 64.5 years and 71.9 years for males and fe-
males respectively in 1985. During this 33-year period therefore, the
average yearly increase in the expectation of 1life at birth for females
has been higher than for males 0.6 yesar for females compared with 0.4
year for males. Nevertheless there was considerable variations in the
rate of increase. ‘

Table 3.7.1 - Ex ectation of life at birth by sex, Island of Mauritius

© M AAT Kb - d o ae - AN s e E = PP A T -

Expectation of life at birth (in years)

Year T Male ‘Female Female - Male
1952 49.8 52.3 2.5
1962 58.7 ‘ 61.% 3.2
1972 60.8 65.9 5.1
1983 64.4 71.2 6.8
1985 64.5 71.9 7.4

The expectation of 1life at birth increased to 58.7 years for
males and 61.9 years for females, in 1962. The average yearly increase
during 1952 - 1962 was thus 0.9 year for males and slightly higher for
females, 1.0 year. This relatively short period of time has been the
one during which the greatest improvement in mortality was made. Both
males and females having reached a mocderately high level of life expec-
tancy by then, the increases during subseqguent periods were obviously
modest. The average yearly increase in ¢, during tine period 1962-1972
slowed down to 0.2 year for males and 0.4 year for females, bringing
the life expectancy at birth to 60.8 yezars for males and 65.9 years for
females in 1972. Although the pace of mortality decline was conside-
rably reduced during this period, it should be pointed out that the
average yearly increase in e, for females was twice that for males and
the female advantage of around 0.2 year per year continuedinto the
period 1972-83. As a result, the difference in the expectation of 1life
at birth between males and females has continued to increase over time.
This gap which was about 2.5 years in 1952, widened to 3.2 years in
1962, to 5.1 years in 1972, to 6.8 years in 1983 and further to 7.4
years in 1985.
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3.7.2 Life expectancy at other ages by sex

P NS 4

Besides the tremendous increase in life expectancy
since 1952, there were significant gains in longevity at all
ages, as shown in Tables 3.7.2 and 3.7.3. Table 3.7.2 shows
tation of life by age and sex for the last four census years
year 1985 while Table 3.7.3 shows the percentage increase in
tion of life by age for each sex, for the périod between 1952
and for the four sub-periods. The increase in expectation of

ween 1952 and 1985 for all ages have been substantial. Life expectancy,

however, has increased faster for females than for males. Th
for females exceeded 20 percent for all age groups while for
there were increases of more than 20 percent only at ages abo

at birth
the other
the expec-
and the
expecta-
and 1985
life bet-

e increase
males,
ve 35.

Table 3.7.2 - Life expectancy by age and sex, Island of Mauritius, 1922 - 1285

e e

AP TIIEY DTR © I

R e a2t

~ -

< ———— e . e
Males %é Females
1952 | 1962 | 1972 | 1983 | 1985 I 1952 | 19627 ] 1972 | 1983 | 1985
!
0 49.79] 58.66 | 60.83] 64.38 | 64.45 il 52.29] 61.86 | 65.89 | 71223} 71.88
1 54.71) 61.92 ] 63.82] 65.15 | 65.16 || 56.74 1 64.381 68.25 | 71.81| 72.33
5 53.67) 59.70 § 61.17} 61.49 | 61.48 g 56.52 62.52 65.95 | 68.18} 68.63
10 oa9.23] 55.11 1 56.43( 56.65 | 56.62 ﬁ 52.22} 58.051 61.27 } 63.32§ 63.751
15§ aa.56 50.39 151.68§ 51.78 é 51.74 | 47.78 1 53.36 | 56.45 g 58.46 1 58.90 |
20 40.11] 45.70 | 46.97} 47.02 | 46.99 § 43.67 aa.ssg 51.76 | 53.72 54.17
25 35.83 | 41.12 | 42.25) 42.31 | 42.26 |} 39.86 | as.54] 47.21 | 48.99 | 49.41
30 31.661 36.53 | 37:59) 37.65 | 37.60 || 36.17 | 40.26 | 42.66 | 44.24| 44.68
35» 27.52 32.03 1 32.99| 33.07 | 33.03 32,51 36.05% 38.24 | 39.51] 39.99
40 25.58| 27.66 | 28.52] 28.66 | 28.60 || 28.75] 31,88} 33.75 | 34.84) 35.37
45 19.941 23.50 | 24.25 24.46 | 20.41 1} 24.92 -27.64§ 29.38 | 30.31} 30.85
50} 16.69119.57 | 20.24} 20.56 | 20.50 g 21.17 ! 23.42 25.06 | 25.88 f 26.41
55 | 13.784 16.17 { 16.58] 16.95 | 16.99 ! 17.69 L 19.52 21,00 | 21.61 22.17 |
60 § 11.18% 13.24 1 13.287 13.65 L 13.69 ! 14.59§ 15.82  17.18 E 17.66 | 18.23 |
65 | 8.75% 10.67 { 10.66 ! 10.81 g 11.00 § 11.71 12.57 . 13.77 . 14.03 14.75
70 6.72i 8.56 ] 8.261 8.23 | 8.61 ﬁ 9.10) 9.72;10.51 ; 10.68] 11.58 }
75 s.a1) 6.58) 6.34] 6.18 | 6.55 i 7.05) 7.34; 7.95| 7.89
80 4.29E ase| asal a0 | a0l 5033 5.13§ 5.62 | 5.23
i Ao {
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The magnitude of the increase in expectation of life has varied
in the course of the time period between 1952 and 1985. Reductions in
mortality were much faster during the period 1952-62 than during the pe-
riods 1962-72 and 1972-83. Comparison between the two sexes reveals that,
in general, the percentage increase in life expectancy has been higher
for males during the period 1952-62 but higher for females during the
next two intercensal periods.

It was found in the previous section that life expectancy at
birth for females is higher than for males, but still, this advantage
that females have is not restricted to age zero only. In fact, the ex-
pectation of life at any age is higher for females than for males, as
evidenced by the positive difference between the female and male expec-
tation of life (Table 3.7.4). These differences are also pictured in
Figure 3.7.1 which shcws that, apart from 1952 which could be affected
by data problems, the difference in life expectancy between male and
female at any age has widened in the course of . time. Whereas the greatest
sex differentials in life expectancy for the years 1952, 1962 and 1972
occurred mainly between ages 25 and 45, those for the most recent years,
1983 and 1985, were found at the young ages, with the peak at age zero.

Table 3.7.4 - Difference between the female and male expectation of life,
Island of Mauritiqg%W1222k:_l?§§

o ———— R IS AR S ¥

Age 1952 1962 1972 1983 1985
0] 2.5 3.2 5.1 6.8 7.4
1 2.0 2.5 4.4 6.7 7.2
5 2.8 2.8 4.8 6.7 7.2

10 3.0 2.9 4.8 6.7 7.1

15 3.2 3.0 4.8 6.7 7.2

20 3.6 3.2 4.8 6.7 7.2

25 4.0 3.4 5.0 6.7 7.2

30 4.5 3.7 5.1 6.6 7.1

35 5.0 4.0 5.2 6.4 7.0

48 5.2 4.2 5.2 6.2 6.8

45 5.0 4.1 5.1 5.8 6.4

50 4.5 3.8 4.8 5.3 5.9

55 3.9 3.4 4.4 4.7 5.2

60 3.4 2.6 3.9 4.0 4.5

65 3.0 1.9 3.1 3.2 3.8

70 2.4 1.2 2.2 2.4 3.0

75 1.6 0.8 1.6 1.7 2.5

80 1.0 0.6 1.0 1.2 2.2
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3.8 Mourtality differentials

A study of infant mortality in Mauritius between 1975-76 carried
out by the Ministry of Health and the World Health Organisation showed that
among the districts, ’laines Wilhems had the lowest infantile mortality rate
(IMR) and Black River the highest; Port Louis had the highest rate among the
5 towns.

The infant mortality rate was low among white collar occupations of
the father (29.0) and highest among those fathers who had agricultural occu-
pations (52.4). Blue-collar group had an intermediate rate of 41.3.

The occupation of the mother also showed some relationships. Ffor
instance, agricultural workers had the highest IMR of 70.8 as against 45.6
for the not economically active and 21.3 for others.

Infant mortality rate by age and parity showed a U shaped pattern.
with young and old mothers having high rates while the lowest level was shown
by mothers aged 20 - 24 years. This was reflected in infant deaths by parity
as well, with the first parity and parities 3 and above having high rates and
parity 2 showing the lowest rate.

, Another interesting observation was the inverse relation between
length of last closed birth interval and infant mortality rate. Intervals of
less than 12 months had the highest rate of 45.6, fell to 35.9 for the inter-
val of 12 - 17, further declined to 25.6 for the 18 - 23 months interval then
on to 23.7 for the interval 24 - 29 months but showed a slight increase to. : -
26.7 for interwvals of 30 months znd over. The last interval is composed of a
heterogeneocus groudp of mothers and therefore may notbe veryindicative of a pattern.

Some impact of differential mortality shows up in birth intervals.
For instance, when a child dies at a very early age, then breast feeding may
stop and the woman may resume ovulation. This will result in a higher chance
of the next birth. Again, a dead child may be replaced soon thereafter and
this will reduce the interval between the dead child and the next birth. The
interval between birth of last child and census time also could be considered
as an indicator of fertility regulation. This interval may be conditioned by
selectivity of the survival status of that child and also perhaps its sex.
Sometimes a combinaticn of both factors may be operating.

Table 3.8.1 gives the average length of the open birth interval
by age of mother. The open birth interval is the time between the birth of
last child and the census. Normally, it would be expected that for females
who have not yet completed their desired family size, especially for younger
women, the average length of this interval would be smaller when the last child
was dead than when the last child was still alive. for .males, the data indi-
cate that the average length of the open birth interval was in fact lower when
the last child was dead than when it was still alive, except for age groups
35.39 and 45-49. Ffor females, the figures did not quite reveal the expected
pattern. When the last child was dead, the interval was smaller only for
young mothers in the age groups under 25. Above this age, the interval when
the last child was female and dead is greater than when the child was still
alive. Interestingly, when the last child was dead, the time taken to replace
that child was shorter in thecase of a male child than in the case of a female:
child, thus perhaps reflecting some sort of preference for male children.
However when the last born child was alive, the interval was shorter generally
when the sex of the child was feminine than when it was masculine. It looks
as if women prefer male children and once they get a male child, then some of
them may stop further reproduction.
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Table 3.8.1 - Average length of open birth interval by age of mother. sex
and surv1val status of last Chlld Island of Maurltlus,

R S Eh et s R e s

1983 census - .

e B s A o i

E L N e L O L - S e

Average length of interval (in months) when : i

B s e i Seea Lam e r mi L_!

A f h |
ge of mother Last child was alive lLast child was dead

5 Feew -

; (in years) ST T e e ﬁ CTT e e
" L Male : Female i Male A Female "
i e mt ins e | i o e VUV U VO SO |
r i :
; 15 - 19 ‘s 14.7 | 14.4 I 12.8 14.1 :
]
1 in
‘ 20 - 24 23.7 23.9 H 18.4 21.4
"
113
25 - 29 37.3 36.1 i 35.6 36.6 .
"
1"
30 - 34 59.0 57.8 0 58.6 62.0
"
" ' ’
35 - 39 89.5 86.5 n 93.3 89.3
"
it
40 - 44 116.0 113.3 i 115.5 115.9
1]
L
i 45 - 49 134.3 132.8 1 135.8 134.0 )
1L}
! " '
i 50 - 54 145.6 145.7 o 144.2 144 .4
i Z 11 i
L PP, 4 Ay L E T e e W Tamie EE : a—.w,,.;ug
15 - 54 75.6 | 74.2 )i 95.5 { 95.2 .

far -7
SE] " -
a

b

e mE

3.9 CODClUS{QQE

There has been appreciable improvement in mortality for the past
more than 30 years and by 1986 Mauritian mortality evolved into that typical
of a developed country. There are however some disturbing trends. Firstly,
the improvement has not been similar for the two sexes. Females gained tre-
mendously and considering their earlier hardship, the achievements are credi-
table. Males not only did not improve very much but  there were: even reversals at
certain ages. As a matter of fact, the improvement in male mortality as de-
picted by the increase in life expectation at birth between 1972 and 1983 is
blurred by the fact that during that period, there was an actual deterioration
in male adult mortality which was fortunately compensated by improvements in
infant, child and adolescent mortality.

Improvements were brought about by well designed programmes and
plans which attacked the problems as they existed. 1In the 50's and early
60's the predominance of infectious and parasitic diseases necessitated ac-
tion programmes on public health, enviromment, housing conditions, education,
immunisation, health facilities and particularly maternal and child care
facilities, surveillance of food processing and dispensation of protected
water supply etc. The tremendous fall in mortality occurred because of the
elimination of the major killers like malaria, pneumonia and other parasitic
and infectious diseases. By 1973 a turning point had been reached on the
mortality scene. Huge increases were occurring to cardio-vascular and other
diseases needing different strategies. More individualised attention, edu-
cation, information and communication are becoming more relevant. Inspite
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of laudable achievements on infant and child health, yet still births continue
to be sizeable and post neo-natal mortality could be reduced much further.
Nutrition and infection related deaths still claims a sizeable proportion of
infant deaths which could be reduced by simple programmes.

The high mortality of infants born to very young mothers or to
women of high parity could be curtailed by appropriate family planning methods.
Abortion is yet another area demanding attertion as the complications arising
from abortions need a disproportionately high share of medical and hospital
resources.

The health programme needs orientation towards meeting some of these
challenges as otherwise the gains made may not be sustainable.
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Table Al (cont'd) - Abridged Life Table by sex, Island of Mauritius, 1971 - 1973

Female Mauritian Population

Age S sﬁ.m HN sH_M ex mN www Teveld/
0 . 405398 .048662 100,000 96,837 6,569,473 65.89 94239/ 19
1 - 4 .00644 .024608 95,134 374,356 6,492,636 68.25 .982082/ 18
5 = 9 .00105 .005237 92,793 462,750 6,118,280 65.93 99585 20
10 - 1 .00061 .003046 92,307 | 460,832 | 5,655,550 61.27 199561 20
L= 19 ,00115 .005735 92,026 458,810 5,194,698 56445 .99258 20
0 - 2 .00183 009112 91,498 455,405 4,735,868 51,76 99044 20
5 = .00201. .010004 90,664 451,052 4,280,483 47,21 98783 20
0 - 3 .00285 014157 89,757 445,562 3,829,431 42,66 98602 20
5 = %9 .00282 .014009 88,466 439,332 3,383,869 - 38,24 98313 20
40 - 4 .00399 .019758 87,247 431,922 2,944,537 33,75 .97781 20
45 - 49 00499 024666 85,522 422,337 2,512,615 29.38 96779 20
0 - 54 .00814 .039946 83,413 408,735 2,090,278 - 25,06 95022 19
% = 59 ,01235 .060025 80,081 388,367 1,681,543 21,00 92213 19
60 - 64 02029 .096846 75,274 358,145 1,25%,156 17.18 .88511 19
% - 9 02881 134874 67,98 | 316,997 935,011 13.77 81932 19
[ .05266 L233617 58,815 259,722 618,014 10,51 72515 20
wo- 07846 328644 45,074 188,337 358,252 . 7.95 474353/ 20
80 & over s14015 1.000000 30,261 169,955 169,955 5.62
) 4.0 s ,

1/ Survival ratio (S.R.) from birth to age (0 - 4)

2/ Survival ratio (S.R.) from age (0 - 4) to age (5 - 9)
3/ S.R. from age 75+ to age 80+

4/ From COAIE-DEMENY West Model Life Tables
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