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Sir,
The emergence of human immunodeficiency virus (HIV) 
and identification of sexually transmitted infections (STIs) 
as a co-factor have revived the interest of the scientific 
community in condoms. Condom use in India has increased 
from 2.1% in 1992 – 1993 (NFHS-1) to 5.2% in 2005–2006 
(NFHS-3) among males aged 15–54 years.[1] However, 
condoms are not 100% safe, but if used consistently and 
correctly, will reduce the risk of pregnancy and/or STIs 
significantly. The partners who consistently used condoms 
had a near zero risk of HIV, while inconsistent use carried 
considerable risk averaging to about 14–21% (an incidence 
of 4.8–5.4 per 100 persons/year).[2] Studies have also 
confirmed that consistent and correct use of condoms 
is the most important factor in preventing pregnancy. 
In general, the failure rate for perfect use (i.e., a condom 
used correctly at every act of intercourse) is approximately 
3%, and for typical use (condoms not used for every act 
of intercourse) the failure rate is 12%. A large number of 
studies on condom breakage, report rates that vary from 
less than 1% to more than 10%.[2] Although many people 
mistakenly assume that all men know how to correctly use 
condoms, incorrect use is common and is a major cause 
of condom failure. A survey on condom use showed that 
42% of the men surveyed did not use a condom from the 
start and/or to completion of penetrative sex, 23% did not 
leave a space at the receptacle tip and 81% did not use a 
water-based lubricant.[3] To enhance the potential efficacy 
of condoms the Ministry of Health and Family Welfare, 
Government of India, has issued National Guidelines on 
condom and its proper usage technique.[4] Instruction 
number two under the heading ‘General instructions 
for condom use’ on page number 77, states ‘because it 
(condom) is made from polyurethane, you can use oil-
based lubricants with the condom’. Sir, this instruction 
is in contradiction to instructions given by the WHO that 
states, ‘Do not use oil-based lubricants’.[5] Using oil-based 

lubricants can weaken the latex, causing the condom 
to break. Guidelines on condom and its proper usage 
technique (GoI) further mentions on page number 78 that 
most male condoms are made of latex, which are of two 
types: Non-lubricated and lubricated. In India, where 
most of the condom users (73.3%) use either free, socially 
marketed or condoms of unknown brand (which may 
require separate/additional lubrication),[1] any decrease in 
the potential efficacy of condoms as a result of oil-based 
lubricants may be a self-fulfilling prophecy, because 
condoms may be used less consistently by those who do 
not believe them to be effective. The issue deserves to be 
urgently discussed and clarified.
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Letters to Editor

Use of Condoms: Clarifying the Message

Low Birth Weight of Newborns: Magnitude of the 
Problem Seen in a 100 Bed Hospital of a Rural Area 
in Vellore District, Tamil Nadu (India)
Sir,
Low birth weight (LBW) has been defined by the World 

Health Organization (WHO) as weight at birth of less 
than 2500 g.(1) LBW at birth may be the outcome of either 
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preterm birth (before 37 weeks of gestation) or retarded 
fetal (intrauterine) growth.(1) LBW is associated with 
multiple problems such as fetal and neonatal mortality 
or morbidity. Compromised growth and cognitive 
development, with increased risk of cardiovascular and 
metabolic disorders in adult life, has also been reported.(2) 
The estimated proportion of LBW infants in India is 7.8%.(1) 
Accurate and reliable data on LBW incidence in India is 
still limited especially from rural areas of Tamil Nadu. 

We undertook a retrospective analysis of LBW data 
available at the Sri Narayani Hospital and Research 
Centre, a 100 bed hospital situated outside Vellore city 
limits. The women who attended the ante-natal clinic or 
came for delivery were from the rural and peri-urban 
population of Vellore district of Tamil Nadu, India. We 
also investigated the association between LBW, random 
blood glucose level (RBS), hemoglobin (Hb) levels, 
maternal age and complications during delivery of the 
patients. Generally, information from rural areas of India 
is sparse in published literature.

Information on all pregnant women who came for 
pre-natal check-ups and who delivered a child at the 
obstetrics and gynecology facility in the hospital during 
the period January 2005 to October 2008 were included 
in the analysis. Relevant information was acquired from 
the medical charts. Hemoglobin level was estimated by 
the cyanmethemoglobin method. The weights of the 
newborns were recorded using an appropriate balance 
(Phoenix Co, India). All babies were weighed within one 
hour of birth by a trained nursing personnel. The blood 
glucose levels were measured by GOD-POD method in 
a fully automated biochemistry analyzer (Dade Behring, 
Germany). 

Statistical analysis was done by comparison of 
proportions using the Chi-square test in the Epi Info 
ver.6.03 programme.

Among 1024 subjects studied, a total of 121 (11.81%) 
newborn babies were less than 2,500 g. There were 
304 mothers from peri-urban areas and 720 mothers 
from rural areas. Among the mothers who had 
newborn babies with LBW, 36 (11.84%) belonged to 
peri-urban population and 85 (11.08%) belonged to 
rural population. There was no statistically significant 
difference. The widespread problem is a reflection 
of the lower socio-economic status of rural and peri-
urban women affecting their nutritional status. Similar 
findings have been reported from some parts of India.(3) 
An LBW prevalence of 39.1% was found in urban areas 
of Delhi, the maternal age was identified as a significant 
determinant.(4) In our study, no difference was found 
in maternal age distribution of rural or peri-urban 
communities.

The range of age of mothers who delivered normal 
weight babies was 17–32, median-20, and for those who 
delivered LBW babies was 21–30, median-22. No obvious 
difference in maternal age was found. In our series, we 
did not find any newborn in the category of extremely 
low birth weight infants, as defined in the literature.(2) 
Data on LBW related features are shown in the Table 1. 
In the present study, among the 924 of 1024 mothers 
screened for hemoglobin (Hb) level, it was more than 
10.9 mg% in 35.28% only. Thus, two-thirds of the mothers 
in this study were anemic. Anemia in the mother is a 
risk factor for LBW.(5) The random blood sugar level 
among rural people ranged from 2.7 to 10.6 mmol/l 
with a median of 5.13 and among the urban people it 
ranged from 2.7 to 12.7 mmol/l and median was 5.05. 
Four women alone were identified as potentially having 
gestational diabetes but no further investigations were 
done. Among rural women 264 mothers had LSCS, 
seven mothers had intra-uterine death (IUD), there were 
two pre-term deliveries, nine of them delivered babies 
weighing more than 4.0 kgs and 85 mothers delivered 
babies weighing less than 2.5 kgs. Whereas, in urban 
mothers, 131 had LSCS, two had IUD and no preterm 
births, 36 mothers delivered babies less than 2.5 kgs. This 
indicates the poor nutritional status in rural and urban 
areas of India as a risk factor for the low birth weight 
incidence.

Birth weight remains an important factor affecting infant 
and child mortality. Babies of low birth weight are also 
prone to perinatal morbidity. The results of this study 
suggest that for reducing the problem of LBW in rural 
India, the public health strategy needs to focus attention 
on better maternal nutrition and education. Indian 
intervention programs encourage wider birth interval, 

Table 1: Characteristics of mother and LBW babies 
stratified as rural vs. peri-urban origin
Characteristics Rural Urban
Mothers (n) 720 304
Maternal age (years)

Range
Median

17-35
23

16-34
23

Hemoglobin (mg%)
Range
Median

4.9-14.9
10.6

4.9-14.2
10.5

RBS (mmol/l)
Range
Median

2.7-10.6
5.13

2.7-12.7
5.05

Mode of delivery
Normal
Normal with episiotomy
Breech
Forceps
LSCS

419
22
0
5

264

176
0
1
6

121
Baby weight (grams)*

1000-2499
>2500

85
627

36
266

*Weight at birth is not known for one child born of a rural mother
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Table 1: Risk factors for acute coronary syndrome
Risk factors % (n)
Hypertension 82.3 (107)
Pre-hypertension 19.2 (25)
Stage-1 40 (52)
Stage-2 23.1 (30)
Smoking 50.4 (66)
Previous MI 33.1 (43)
Type 2 DM 33.1 (43)
Controlled 18.5 (24)
Uncontrolled 14.6 (19)
Alcohol 19.2 (25)
Dyslipidemia 18.5 (24)
Obesity 16.2 (21)
MI – myocardial infarction, DM – diabetes mellitus

avoidance of teenage marriages and early pregnancies. 
The public health measures have been most effective 
only in the state of Kerala; other parts of the country 
have to play catch-up.

References
1.	 United Nations Children’s Fund and World Health Organization, 

Low birth weight: Country, regional and global estimates. New 
York: UNICEF; 2004.

2.	 Walden RV, Taylor SC, Hansen NI, Poole WK, Stoll BJ, Abuelo 
D, et al. Major congenital anomalies place extremely low birth 
weight infants at higher risk for poor growth and developmental 
outcomes. Pediatrics 2007;120:e1512-9.

3.	 Hirve SS, Ganatra BR. Determinants of low birth weight: A 
community based prospective cohort study. Indian Pediatr 
1994;31:1221-5.

4.	 Chhabra P, Sharma AK, Grover VL, Aggarwal OP. Prevalence of 
low birth weight and its determinants in an urban resettlement 
area of Delhi. Asia Pac J Public Health 2004;16:95-8.

5.	 Mavalankar DV, Gray RH, Trivedi CR, Parikh VC. Risk factors 
for small for gestational age births in Ahmedabad, India. J Trop 
Pediatr 1994;40:285–90.

Kavitha Balaji1, Sathish Sankar2, 
Balaji Nandagopal2

1Departments of Obstetrics & Gynecology, and 
2Division of Biomedical Research, Sri Narayani Hospital and 

Research Centre, Thirumalaikodi, Sripuram,  
Vellore-632 055, Tamin Nadu, India.  

E-mail: director@snhrc.org

Received: 19-03-09,
Accepted: 18-03-10,

DOI: 10.4103/0970-0218.66861

Risk Factors Among Patients with Acute Coronary 
Syndrome in Rural Kerala
Sir,
We found the article by Deb et al.(1) both interesting 
and thought provoking. It was noted that all forms of 
cardiovascular diseases were included in their study 
and it was therefore hypothesized that persons with 
acute coronary syndromes (ACS) may have different 
risk factors. We report our findings of risk factors among 
intensive care unit (ICU) patients with ACS from rural 
Kerala.

A retrospective study of patients admitted to the ICU 
with ACS during the year 2006-2007 was analyzed. A 
total of 130 patients were identified from the records. 
Of these 130 cases, 74.6% (97) were males and 25.4% (33) 
females with a mean age of 58.4 ± 12.5 years with a range 
between 24 and 91 years. Of those getting admitted with 
ACS, 27.9% were above the age of 70 while 66.3% were 
between the ages of 40 and 60 showing that middle-aged 
persons were more affected by ACS in this community.

The risk factors [Table 1] for ACS seen in this set-up in 
rural Kerala were: hypertension (HT), smoking, previous 
myocardial infarction (MI) and type 2 diabetes mellitus 
(DM). Alcohol consumption, dyslipidemia and obesity 
were seen in fewer people. HT was seen to occur in 
82.3% of those with ACS. The Seventh Report of the 
Joint National Committee on Prevention, Detection, 
Evaluation, and Treatment of High Blood Pressure (JNC 
7) classification was used to stratify persons into pre-HT, 
stage-1 HT and stage-2 HT [Table 1].(2) Most persons in 
this area were found to have stage-1 HT. Comparison 

with other studies was not possible due to the variation 
in classification systems used to grade HT. 

Smoking was seen to be a major risk factor in 50.4% of the 
patients. A recent study from West Bengal found that 20.5% 
of the persons with ischemic heart disease were smokers.(3) 
The high rate of smokers observed here could be due to  
lack of awareness on the effects of smoking and its relation 
to coronary artery disease (CAD) in rural Kerala.(4) 

Previous MI and type 2 DM were found to occur among 
43/130 persons. Of the 33.1% with type 2 DM, 18.5% had 
it under control with appropriate measures. The number 
of persons with type 2 DM and CAD was higher in this 
area than those reported from other parts of India.(1,5,6)
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