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Sir,
Birth weight is an important indicator of the survival 
of a newborn. Among the many maternal factors 
associated with low birth weight of the infant, physical 
activity and the job pressure of the women during 
her pregnancy are the important ones and also less 
studied. Association between parental occupation 
and risk of small for gestation age (SGA) births 
were seen in 8, 16, 310 first singleton live births in 
Sweden. After adjusting for other factors, several 
maternal occupational groups involving more job strain 
had a significantly higher risk of SGA birth.(1) It has been 
shown that mothers exposed to severe life events during 
pregnancy have infants with significantly lower birth 
weight.(2) The probable mechanism of stress‑related effects 
on birth weight may be changes in lifestyle due to 
the exposure and stress‑related dysregulation of the 
hypothalamic‑pituitary‑adrenal axis (HPA) during 
pregnancy. Production of corticotropin‑releasing 
hormone appears to be stress sensitive; this neuropeptide 
may play a critical role in the physiological mediation 
among stressful experiences and work stress and risk of 
preterm birth or low birth weight. The timing of these 
exposures is crucial. Typically, the pregnant women 
reduce their working hours or workloads at the end of 
their pregnancy, but the experimental data and emerging 
theory point to the first rather than the second or third 
trimester as a crucial period for regulating the relevant 
fetal hormonal set points, in particular the HPA.(3)

A team from University College Dublin, Ireland, examined 
676 women who were working at the time of their first 
prenatal visit and delivered a single baby. Potential 

risk factors at work were defined as high physical 
work demands and working long hours (40  hours or 
more per week). Results showed significant and strong 
associations between these high physical work demands 
and low birth weight. Overall, babies born to women 
who were exposed to at least two of the four occupational 
risk factors had a nearly five‑fold risk of having a low 
birth weight and a more than five‑fold risk of preterm 
delivery.(4)

In India the number of women in work force is increasing. 
They work till late in the pregnancy to get the maximum 
maternity leave during the last few days of the pregnancy 
and early postpartum days to take care of their babies. 
More research is needed in developing countries to assess 
the association between job stress during the first and 
mid‑trimester and pregnancy outcome.
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Sir,
We read with interest the article published by Patil et al. 
in the Indian Journal of Community Medicine.(1) The 
article explores the extent of vertical equity (percentage 
of health expenditure to total income, among households 
according to socioeconomic strata) in accessing child 
health care services in an urban slum in Karnataka. The 
study observes higher per illness expenditure on children 
among households in higher socio‑economic groups (INR 
327 among class I) as compared to the rest (INR 105 among 
class V). Authors highlight that almost every household 
incurred catastrophic health expenditure. Finally the 
authors conclude that “…poorest members of the 
community incurred catastrophic health expenditures” 
which calls for policies to provide financial protection to 
poorer households against economic impact of illness. 
Despite the fact that the findings of this study are in line 
with established evidence against the impact of high 
out‑of‑pocket health spending in India,(2) we would like 
to draw attention to the need for improved methodology 
and interpretation of study findings.

Firstly, the authors have added the socioeconomic group 
specific income and health expenditure [Table 2] and used 
the latter to show the proportion of group‑specific income 
spent on health expenditure. This is valid to the extent of 
using these proportions as a measure of vertical equity. 
However, the authors use a 5% threshold to compare 
overall health expenditure as a proportion of total income. 
Since the latter (group‑specific total health expenditure as 
a proportion of total income) is greater than or equal to 5% 
for all groups, the authors state that almost every household 
incurs catastrophic expenditure. This is methodologically 
flawed interpretation. A correct method for estimation of 
catastrophic health expenditure measures the proportion of 
household income spent on health care for each household 
against a certain threshold and thereafter measures the 
prevalence of catastrophic health expenditure in the 
community, by simply dividing the number of households 

which exceeded the limit as against the total.

Secondly, the authors conclude that poorest members 
incurred highest catastrophic health expenditure which 
is not substantiated by findings. On the contrary, study 
shows a progressivity in out‑of‑pocket financing of 
health care among slum dwellers [Table 2]. The richer 
socioeconomic groups spend higher proportion of 
income on health care (17.9% for class I, and 9.3% for 
class II) as compared to poorer counterparts (4.96% for 
class IV). The bottom quintile has a far smaller sample of 
16 households to make a robust statement. However, this 
apparent progressivity needs careful interpretation. Is it 
truly equitable spending or is it that the poor do not seek 
health care for risk of financial catastrophe? If the latter 
is believed to be true, it amounts to welfare loss and an 
inefficient method of health financing. Moreover the poor 
spend much more on basic subsistence such as food than 
the richer household and hence the health expenditure 
needs to be analyzed from household’s non‑food income.

Thirdly, there seems to be greater consensus among 
economists in favor of using consumption expenditure 
as against income to calculate catastrophic health 
expenditure for reasons cited above.(3) The most direct 
(and popular) measures of living standards are income, 
expenditure and consumption. In general terms, income 
refers to the earnings from productive activities and 
current transfers. It can be seen as comprising claims 
on goods and services by individuals or households. 
In contrast, consumption refers to resources actually 
consumed. Although many components of consumption 
are measured by looking at household expenditures, 
there are important differences between the two concepts. 
First, expenditure excludes consumption that is not based 
on market transactions. Given the importance of home 
production in many developing countries, this can be an 
important distinction. Second, expenditure refers to the 
purchase of a particular good or service. However, the 
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