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The population:

The population of India, 439 million in
1961, is increasing at over 2 per cent a year.
The growth rate which was only moderate rot
very long ago received a fillip in the last
decade und this in the context of develop-
mental plnning is naturally causing concern
to the povernment.

The population at various censuses and the

941 females per 1000 males in the population,
the corresponding proportions for the rural
and urban sectors being 963 and 845 respec-
tively.

The population distribution in three broad
age groups is shown below for India and a few
other countries.  From the point of view of
developmental planning, the large proportion

decennial growth rates are shown in Table 1. of persons in the earlier ages as a result of
Table t
Populotion and growth rates since 1901,
1901 1911 1921 1931 1941 1951 196t
Population 23.62,81,245 25,13.52,261 31.87,01.012 43,92,35,082
25,21,22,410 27,90,15.498 36.11,29.122
Decenmial per- . .
cenlage variation +5.7 —03 +11.0 +13.5 +14.0 +21.5
*adjusied for estimated inflation in Punjab and West Bengal in 1941 Census. .
Sources: Final Population Totals. Paper No 1 of 1962, Census of India 1961.
Jain, S, P.: State growth rates and their components. All India Seminar on P 1 of E

Grgwth, Delhi, March 1964.

In 1961, about 82 per cent of the popula-

| high fertility and gradually declining mortality
N were residing in rural areas. There were

tio has far reaching implications.
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Table 2

Percentage disiribution of population in three broad age groups in India, England and Wales, U.S.A. and Japan

Below 15 15—59 60+
India (1961) o - .. .. 41.2 539 49
England & Wales (1962) .. .. .. 226 60.0 174
U. S. A. (1960) . .. . . 31.0 55.7 133
Japan (1962) . i i - 28.6 62.0 9.4

Source: Demographic Year Book 1963, United Nations

o Compared to the 1951 population distribu-
A comparison of the age-sex distribution tion, the 1961 population in carlier ages form.
of the population (Table 3) indicates that in ing the base of the age pyramid has shown

all the age groups the male element is pre~ an increase which may be atiributed to the
dominant, Females are found to outnumber constancy of fertility and decline in mortality
males only in the later ages (i.e. 70 and over). especially in such early ages.

Table 3

Distribution of the standard million according to al6/-lndia adjusted population as of 1951 and
1961

1951 Census 1961 Census
Age group Male Female Male Female
0— 4 73,208 71,489 83,663 81,695
5—-9 64,030 61,888 67,227 64,952
10—14 51,774 54,165 58,162 55,164
15—19 51,012 48,244 50,488 47,568
20—-24 44,974 43,659 44,458 42,141
25—-29 40,848 39,216 40,117 38,067
30—34 317,051 34,391 35,839 33,297
35-39 32,625 29,314 31,041 27,643
40—44 21973 24,717 26,354 22,971
45—49 23,404 20,737 22,043 19,104
50—54 18,745 16,936 17,841 15,518
55—59 14,317 13,424 13,735 12,275
60—64 10,341 10,143 9,983 9,325
65—69 6,750 6,857 6,644 6,411
70 & over 10,646 15,122 7,532 8,634
Toul 5,13,698 4,86,302 5,15,235 4,84,765

Source: Age Tables, Paper No. 2 af 1963, Census of India 1961.
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Source of mortality statistics:

Reliable mortality statistics are required for
planning and executing public health pro-

explaing the rising growth rates observed in
the last few decades.

The trend in the estimated death rates for

rammes and for the analysis and projection the different  census  decades are  shown in
of population trends required for policy mak- Table 4.
Table 4
Estimated death rates (per 1000 populationy—British India 1901-11 ro
193141 and Indian Union 1941-51 and 1951-61.
Period Death rate  Expeclation of life at birth
Male Female

1901—11 42.6 226 233
191121 47.2 19.4 209
192131 36.3 269 26.6
1931—41 312 321 314
194(—51 214 325 17
1951—61 2.7 41.2
1957-58 (rural)* 19.0 45.2 46.6
Sources: Age Tables, Paper No. 2 of 1963, Census of India 1961.

Davis, Kingsley: Population of India and Pakistan,

Princeton Universily Press, 1951,

* De, A. K. and Som, R. K.: Abridged lifc tables for rural India,
1957-58. Milbank Memorial Fund Quarterly, Vol. XLII, No 2,
1964,
ing and planning in many economic and social It is evident that before 1920 the death

fields.

The data from the routine vital registration
system in this country suffers from quantita-
tive and qualitative defects.  Attempts are
however being made by the Registrar General
otone up the system. The process is
necessarily slow and in the meantime csti-
mates of vital rates will have to be based on
data from other sources. Eslimates of birth,
death and other vital rates are made from time
to lime from the continuving rounds of the
National Sample Survey (NSS).

Trend in mortality: Death rates in  India
have been declining particularly since 1920,
while the birth rates, already at a high level,
have shown no appreciable change.  This

rates were quite high, over 40 per thousand,
and since then there had been a progressive
decline in the general level of morality.
Other cvidences such as trends in  registered
death rates, infant mortality rates, etc. also
corroborate the declining trend in mortality.
The ecffect of the decline in mortality is
seen in the expectation of life at birth during
the various decades. It may be noted that
for the year 1957-58 abridged life tables have
been constructed for the rural population of
India based on the age-scx specific mortality
rates obtained from the National Samg’~
Survey (fourteenth round)'®. These tables
arc the first all-India (rural) life tables to be
constructed on survey-based death rates.

Death rates estimated from the National
Sample Survey data for rural India at different
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points during 1951-61 show the trend in
mortality in the decennium. The data per-
taining to the 7th, 9th & 10th and 14th rounds
of the NSS are shown below.

Table §

may arise from possible differences in the po-
pulation age sex structure and socio-economic
conditions. It is also observed that the death
rates vary markedly in the different areas of

Birth and death rates for different NSS rounds—ali-india (rural).

Round Death rate/ Birth rate/
1000 1000
Seventh (October 1953-March 1954) 240 409
Ninth & tenth (May 1953-May 1956) 20.8 389
Fourteenth (July 1958-June 1959) .. 19.0 383

Source: Preliminary estimates of birth and death rates and of the rate of
growth of population. NSS fourteenth round, July 1958-
.llnung: 1959, No. 48, The Cabinet Secretariat, Government of

During the decade 1951-61, death rates
have shown much rapid decline compared to
the earlier period. A slight decline in the
birth rates is also perceivable but in any case
that has not kept pace with the falling death
rate, the obvious result being acceleration in
the growth rate. A similar decline in mortali-
ty had been observed in the developing coun-
tries all over the world about this time.
There can be no doubt that the reduction in
mortality was caused by the application of
simple public health measures. For technical
reasons such measures have been highly effec-
tive even while the general conditions of life
remained unfavourable. The trend may even
be reversed if conditions underlying the demo-
graphic transition experienced by the develop-
ed countries of the West do not come into
operation in this country. In other words, in
the absence of corresponding changes in the
social and economic situation, the declining
trend in the death rate that is noticed current-
ly cannot be long sustainedBecause after all
health progress depends fundamentally on
€conomic progress.

Inter-state variation in death rates:

There is cbnsiderable variation in the crude
death rates (NSS) among the States which

the same State!”. Such intra-State variation
is substantial in the case of Uttar Pradesh and
Maharashtra. In the States of Bihar, Madhya
Pradesh, Madras, Mysore and Orissa the
variation is less marked.

The death rates estimated from the Nation-
al Sample Survey (rural), the Census and the
Registration data are given in Table 6.

It may be noted that death rates (NSS) for
the States of West Bengal, Kerala, Assam,
Jammu & Kashmir and Punjab (including
Delhi and Himachal Pradesh) lie between 10
and 14, for the States of Madras, Andhra and
Mysore lie between 14 and 16 and for the rest
of the States between 17 and 30. The rates
estimated by the Census Actuary are general-
ly higher than the NSS rates (rural) and they
show a lower range of variation among them.
The inadequacy of the registration data is also
clear from the table. It was believed that
registration in 1951-61 was poorer than that
in 1941-51¢,
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Table 6

Crude death rates by States

Crude death  Death rate  Registration
rate-NSS,  computed death rate
State 1957-58 by Census (1951-60)
(rural) Actuary
(1951-60)

West Bengal 10.58 20.5 89
Jammu & Kashmir 11.20
Assam, Manipur &

Tripura 11,40 26.9 44
Kerala 11.92 16.1
Punjad, Delhi & H. P. 13.22 18.9 14.7
Madras 14.06 22.5 14.5
Andhra 14.66 252
Mysore 15.35 22
Gujerat 17.15 235
Rajasthan 1297 19.4
Orissa 18.78 229 15.5
Bihar 19.79 26.1 7.9
Maharashtra 19.22 19.8 15.2
Madhya Pradesh 22.76 232 12.3
Uutar Pradesh 29.90 249 9.2
All [ndia 19.04 22.8 1.3

Sonrces: Fertility and mortalily rales in India. NSS fourteenth round,
July 1958-June 1959, No. 76, the Cabinet Secretariat, Govern-

ment of India.

Jain, S. P.; State growth rates and (rhcir components. All India
Corni Population, Institute of E o

on P
March 1964.

Growth, Delhi,

Vital Statistics of India for 1961, Regisirar General's Office,
Ministry of Home Affairs, Government of India.

Differentials in mortality:

(a) Rural-urban: Generally  speaking
those populations or classes of population
which are in a relatively favourable position
from the economic and social points of view
have lower mortality rates than the more re-
tarded groups. However, rural-urban differ-
¢nces arc sometimes found to depart from this
eneral rule, in as much as the death rates in
the cities are sometimes found to be as high

as, or cven higher than, those in the country
side, although the general level of material
welfare and social advancement may be
superijor in the cities.

The rural and urban death rates obtained
from the National Sample Survey seventh
round data and unadjusted for recall laose
were 17.6 and 13.97. From the results of the
Mysore Population Study it was observed that
the rate for Bangalore City was lower than

5
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those for the rural zones. It may, however,
be pointed out that one of the factors favour-
ing lower crude death ratc in urban areas may
be the more favourable age composition of
the population as a result of sclective rural to
urban migration. Further, though the country
side often tends to be healthier than urban
areas, the advantage is offsct by poor medical
facilities and greater poverty.

(b) Social and economic factors:  Social
and cconomic factors are related to mortality,
the relation varying with cause of death.
Factors other than social and economic may
be at work in some cases, for example, mor-
tality differentials for cancer of the breast and
uterus may be in part duc to fertility differ-
entials.

Several criteria may be used for stratifying
the population according to social and econo-
mic classes. Death rates have been oblained
for different population groups (rural) by the
National Sample Survey” which show increst-
ing variations in them, It was observed that
the death rate of those gainfully employed
(10.1 per 1000) was considerably lower than
that of others not so employed (23.8 per
1000). It has to be conceded here that the
classification by gainful employment status
may. however, involve a certain  amount of
sclection, for instance, the ill and the disabled
persons may be drawn towards the class not
gainfully employed. Further, in this category
has been included children of early ages (usu-
ally not gainfully employed) where incidence
of mortality is strikingly high.

The death rates were found to have a posi-
tive association with monthly per capita ex-
penditure.  This is somewhat surprising. A
plausible though partial cxplanation to  this
may be that the removal by death of members
of some houscholds might have tended in
these cases to raise the per capita monthly
expenditure which was related to the size of
the household at the time of the inquiry
(NSS). The trend in mortality rates for
classes according to land possessed also show-
cd similar pattern as in the case of per capita
monthly expeneiture.

In the Mysore Study'® the type of housing
(hut or mud house with thatched roof, mud
house with tiled roof, or brick, stone or
cement house) and type of lighting (crude
lamp; lantern; electric light) were used as

6

wdices of cconomic status for studying varia.
tion in mortality in Bangalore City and the
Towns. In the rural areas the index was bas.
ed on the cconomic status of the houschold
(whether senior worker is labourer or tempo-
rary tenant; owncr cultivator with less/more
land; employce/unpaid family worker/own
account worker).

The above study generally showed an in-
verse relationship between socio-cconomic sta-
tus and mortality rates,

(c) Age and sex: The enormous magni-
tude of the risks associated with carly life in
India is clear from the age specific death rates
given in Table 7. For the males the morta-
lity rates attain a minimum value in the age
range 15-24 yecars while for the females the
minimum is attained in the age range 35-44
years. Fcmale mortality is markedly higher
than that of the male in the age span 15-34
years and less after age 35. There is no
doubt that this is related to functions of re-
production.

Table 7

Age specific death rates per 1000 population by sex.
All India (rural).

Age Male Female Ratio of female
to male moria-
lity (25)

0 197.98 182.48 92
1-4 42.59 45.36 107
5-14 5.55 5.54 100
15-24 347 544 157
25-34 421 6.37 149
3544 5.83 543 93
45-54 12.83 8.02 63
55-64 223 21.0 65
65+ 72.92 54.70 '[5
all 19.56 18.81 96

Source: Fertility and mortality rates in India. NSS
fourtcenth round (July 1958-Juns 1959),
No. 76, The Cabinet Secretariat, Govern-
ment of India.

In some of the advanced countries such as
England and Wales, U.S.A., efc. the female
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mortalily is lower lhba.n' that of the male in all
the age groups. This is evidently not so in
e case of India (Table 7) where for the
females the earlier age groups (uplo 34 ex-
cluding 0-1) are  generally associated with
higher  morlality and later age groups with
lower mortality.  More or less similar
stiern was  observed among the Bengulee
popululion of Calcutta'. It is, however,
nteresting (0 observe that in most societies
regardless of their stage of development the
female death rate often tends to be less than
that of the male in the first year of life. It
may also be seen (Table 8) that among the
prosperous nations the female mortality has
dectined at a faster rate than male mortality.
Pechaps, the female advantage reflects to
some cxtent the level of social and economic
development of a country.

‘physiological, mental and spiritual activifies’
and are the source of man’s pugnacity.
According to Carrel, the existence of the
menopause frees women somewhbat from the
vital urge at a much earlicr age than man and
the latter pays for his prolonged intensity in
his  physiological life by a shorter physical
one (quoted from Arhur Pedoe: Factors in
the uend in mortality, Journal of the lostitute
of Actuaries, Vol. 88, 1962, p. 5).

Trend in infant mortality:

The extremely high rate of mortality dur-
ing infancy which is not paralleled again until
advanced old age has rendered this rate an
object of considerable significance particularly
in the ficld of preventive medicine. Further,
of all the age segmental rates infant mortality

Table 8

Ratio of female to male mortality (,)—England & Wales and U.S.A.

Age England & Wales U.S.A.
1936-38 1956-58 1936-38 1956-58
12 89 65 3 62
22 87 49 78 kL)
32 89 77 82 57
42 76 75 72 55
52 66 57 68 48
62 69 50 72 50
72 74 60 83 62

Source: Arthur Pedoe: Factors in the trend in moriality. Journal of the
Institute of Actuaries, Vol. 88, 1962.

It 1s common experience that sex differen-
tials in mortality widen as the level of general
mortality poes down. The sex variation in
mortality has been the subject of investigation
I a long time. A number of factors, both
hnown and unknown, contribute to this differ-
cnce. It may be of interest to repeat what
Alexis Carrel, the noted biologist, surgeon
and Nobel Lauriate had said in his book
‘Man the Unknown” (London, Harper and
Bros, 1935). He observes that woman differs
profoundly from man. Every one of the cells
of her body bears the mark of her sex. He
adds that'the sexual glands intensify all

rate is subjected to relatively larger variation
on account of mortality declines. Hence, it
is an appropriate index for measuring social
and economic improvements and advances in
public health and medicine upon which dec-
lines in mortality mostly depend. According
to the 1961 Census, 41 per cent of the popu-
lation was below age 15. Besides, India Iu>
an abnormally heavy infant and child morta-.
lity.  According to registration  statistics
nearly 20 per cent of the total deaths are
among infants. The National Sample Survey
(seventh round: 1953-54) gives an estimate of
31 per cent for rural areas.” Corresponding

7
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percentages for the other countries are Japan
(1962): 6.0, USA (1962): 6.0, and England &
Wales (1962): 3.3'%

A number of countries have succeeded in
reducing infant and child mortality. But in
spite of medical and social progress, the first
year of life still shows the greatest death toll
for any single year. Infant morlality rate in
India (rural) based on the fourteenth round
data of the National Sample Survey is 146 per
thousand live births which could have been
nearly 200 at the beginning of the century.
Table 9 compares the infant mortality rate in
India with those of a few countries and the
contrast is quite striking.  Prevention and
cure of specific infectious diseases have obvi-
ously played a large part in reducing infant
mortality,

Table 9

Infant mariality rates in India and a few other countries

Table 10

Infant moriality rates by Staies

Infant mortality rate
per 1,000 live birthy

Infant mortality rate

Country per 1000 live births
India-rural male .. 153.2
(NSS 14th female 138.3
round, 195859) all .. 145.9
U.S.A. (1963) 252
England & Wales (1963) .. 209
Japan (1962) .. . 26.5
Ceylon (1961) .. 521

Sonrces: Fertility and monality rates in India. NSS
fourleenth  round, July 1958-June 1959)
No. 76, The Cabinct Secretariat, Govern-
ment of India.

Demographic Year Book 1963. Unilted Na-
tions.

Inter-state variation in infant mortality:

As in the casc of crude death rates there is
considerable variation in infant mortality
r#les (NSS) among the States due mainly to
socio-economic and health conditions. A
close relationship betwcen trude death rates
(Table 6) and infant monality rates (Table
1) can be vbscrved  which suggest that the
crude death rates are in a great mcasure in-
fluenced by infant and child mortality sates.

8

State (rural)
West Bengal .. . 83.02
Kerla . . 88.86
Jammu & Kashmir .. 94.84
Assam, Maaipur & Tripura 96.85
Mysore .. .. 102.98
Andhra .. .. 111.38
Rajasthan .. . 113.76
Madras . .- 118.50
Punjab, Delhi & Hn'na:hal
Pradesh . . 12272
Gujerat . .. 133.66
Mah hira . i 134.59
Orissa - - 153.88
Bihar . . 161.08
Madhya Pradesh .. 163.05
Uutar Pradesh . 220.94
All-India¥(rural) .. 145.86
Source: Fertility and mortality rates in India. NSS

fourtcenth round, July 1958-Junc 1959,
No. 76, The Cabinct Secretariat. Govern-
ment of India.

Even though females are generally associat-
ed with slightly higher mortality rates during
the carly part of their life, so far as infant age
period is concerncd they suffer less mortality
than the males (Table 7) which scems to be a
universal feature.

Cause of death:

Causc of death statistics measure the rate
at which deaths from various discases occur
in a population. But they do not reflect the
actual morbidity situation of the population.
as fatality rates vary widely among the
diseases.  Consequently. the utility of cause
of death statistics for indicating preciscly the
health or illncss situation of a population i is
correspondingly restricted.  However.  signi-
ficant changes in the death rate for a given
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disease broadly reflect similar changes or
wrends in the incidence of that disease. There-
fore, in the absence of adequate and reliable
statistics on morbidity, the collection of which
involves innumerable difficulties, recourse is
often made to mortality data for an assessment
of health problems and for the development
of public health programmes. However, a
meaningful analysis is impossible with the
extremiely unsatisfactory nature of the cause of
death data available in this country.

In recent years attempts have been made in
some arcas to obtain rcliable returns on cause
of death by following certain suggested pro-
cedures.  For instance. in Rajasthan at pre-
sent such information is collected from govern-~
ment hospitals, in Nagpur from all hospitals
and maternity homes.  In Poona, causes of
death are given in the international form by
hospitals. and private practitioners are also
encouraged to do so. In West Bengal hos-
pital deaths are certified in the international
form. In Bombay, however, the certificates
are not given in the international form. In
cases where o person was not treated by a
qualified medical practitioner, cause of death
is verified by contacting the household by
medical persons working under the registrars.

The cxtent to which the different agencies
were responsible for cenifying the cause of
death in Bombay is given in Table 11. It
was reported that the causes of death record-
ed by medical verifiers were far from satis-
factory.

Table 11

The proportion of causes of death (%) certified by the
various agencies in Bombay City in 1960 and 1961

1960 1961

Hospilals .. .. 31 25
Private medical practi-

tioners .. . 2 21
Coroners & police

commissioners - 15 13
Hakims & vaidyas .. 0.1 0.1
Medical verifiers . 31 38

Sources: Vital Statistics of India for 1960, Registrar
General's Office, Ministry of Home Affairs,
Government of India.

Vital Statistics of India for 1961, Registrar
General’s Office, Ministry of Home Affairs,
Governmeat of India.

Deaths classified by cause are available for
Bombay, Poona and a few other cities. As
registration is claimed to be more or less com-
plete in the above mentioned two cities, it
may be possible to study the broad pattern of
mortality in thesc cities (Table 12). The
pattern is fairly similar. Further, an exami-
nation of the medically certified causes of
death (which, however, form only a segmeat
of the total deaths) from other areas like
Nagpur and Rajasthan also reveals a certain
degrec of paraliclism with the above figures.
Although, generalizations for the whole of
India based on figures from a few localized
areas is hazardous, they may help in forming
a rough and broad monality picture of the
country.

It is clear from Table 12 that apart from
the group ‘symptoms, senility and ill-defined
conditions’ which is almost a residual group,
the more important groups in Bombay and
Poona are i) infective and parasitis diseases,
(ii), diseases of the respiratory system, (iii) dis-
eases of the digestive system and (iv) diseases
peculiar to early infancy. In the group of
infective and parasitic diseases it is observed
that about 50 per cent of the deaths are due
to tuberculosis, with tuberculosis of the respi-
ratory system standing out as the major killer.
Other important diseases from the point of
view of [atality are small pox, tetanus and
dyscntery. In the major groups covering
diseases of the respiratory system, pneumonia
completely overshadows all other specific
causes. Among the diseases of the digestive
system gastritis, duodenitis, enteritis and
colitis together account for half the deaths and
cirrhosis of the liver for about one-6fth.
Among the diseases peculiar to early infancy
the important causes are prematurity, intec-
tions of the new-born and congenital malfor-
mations.

The percentage distribution of deaths by
broad cause groups in countries e.g. U.S.A.
and England & Wales (Table 12) shows con-
siderable variation compared to that of Bom-
bay or Poona (It may be noted here that the
residual group for these countries includes a
few deaths from some of the specific groups).
Deaths from infectious and parasitic discases
account for only 1 percent of the total deaths
while it is about 14 per cent in Bombay and
Poona. On the other hand, neoplasms ardd
di of the ci ry system contribute
to more than 50 per cent of the deaths in the

9
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Table 12
Percentage distribution of deaths in Bombay, Poona, U. S. A. England & Wales, Japan and Ceylon by major couse
groups.
Cause Bombay Poona U.S.A. E&wW Japan Ceylon
1956-60  1957-60 1962 1962 1962 1960
I. Infective and parastic discases . 13.2 14.5 1.1 09 5.0 1.6
II. Neoplasms o .. 3.2 2.8 16.1 18.4 14.5 2.6
III.  Allergic, endocrine systern, metabolic
and nutritiona! diseases 5.6 1.5 1.8 0.7 0.5 0.9
V1. Diseases of blood and blood [on:mng
organs 13 2.0 0.2 03 0.2 3.1
V. Menual, psychoneurouc & persona-
lity disorders — — - - — —
VI. Discases of nervous sys(cm and sense
organs . 26 24 n4 14.1 228 1.3
VII. Diseases of circulatory system .. 7.0 52 199 339 127 72
VIII. Discases of respiratory system - 18.9 15.6 37 12.1 6.5 83
1X. Discases of digestive sysiem .. 7.6 1.5 31 22 58 6.1
X. Discases of genito-urinary system .. 14 0.8 1.0 1.1 2.0 038
XI. Deliveries and complications of preg-
nancy, child birth and puerperium 0.2 04 0.1 0.1 0.3 1.3
X1I. Discases of skin and cellular tissue 0.2 — - — — —
XII1. Discases of bones and org:ms of
movement — — — — — _
XIV. Congenital malformations . 05 0.5 1.2 1.0 0.6 0.1
XV. Certain diseases of carly infancy .. 11.4 170 37 1.7 31 137
XVI. Symptoms, Senility and ill-defined
Conditions .. - 1.4 285 1.1 1.2 10.1 210
XVIL.  Accidents, poisoning and violence . 9.0 53 72 4.3 19 50
Residual . 8.5 8.0 19 210
Tota) 100 100 100 100 100
(151830) (1756720) (710022)
(27453) (557639) (84918)

Sources: Vital Stalistics of India for 1961, Registrar General's Office, Mipisiry of Home Affairs, Government of
India. Demographic Year Book 1963, United Nations.

US.A. and England & Wales whereas in eases like tuberculosis, small pox, dysentery

Bombay, Poona and Ceylon the correspond- etc. which are mostly preventable as could be
ing proportionis only about 10 per cent. In seen from the experience of western countries
Japan these discases claim more than 25 per where such diseases once prevailed fairly
cent of the deaths. cxtensively. However, with the elithination
of these and other preventable diseascs, dis-

Thus, one of the major health problems is eases like cancer, rheumatism, discases of
to bring down deaths due to infectious dis- heart, clc. which are usually associated with

10
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emerge as greater threats to life
old nﬁ:’.d;l;?"y It woguld thus appear that health
mr:glems in onc form or another would mani-
fest necessitating different courses of action.
| is only by raising substantially the levels of
jving of the masses that these challenges

could be adequately met.

Selection of an npprqpriate cause of death :
A question naturally arises as to which cause
is 1o be sclected for tabulation and further
swdy when two or more _conditions  contri-
bute 1o the death. Aln' this connection, the
world Health Organization has recommended
the selcction of the ‘underlying cause of death’
defined as (i) the disease or injury wh_xch
initiated the train oi_.morbld_cvcnls leading
directly to death or (ii) the circumstances of
\he accident or violence which produced the
fatal injury, as more objective from the stand-
point of action required for prevention of
death. The use of specially designed Inter-
national Form of Medical Certificate of Cause
of Death facilitates the selection of the under-
lving cuuse when two or more causes are
jointly recorded!".

A large bulk of deaths in India, particularly
in rural parts are not amenablc to a cause-wise
classification for lack of precise dignostic
information. But quite substantial information
in this respect is available for the cities where
medical certification of cause of death is in
vogue. Misreporling of cause of death is
natwrally more frequent among cases not
avaling medical care during illness thaa
among those availing medical assistance.

A rumber of countries have adopted the
international form of medical certificate and
classify deaths according to the underlying
cause. A prerequisite for the introduction of
such a procedure, however, is the universal
uvailability of medical care. In our country
which falis short of the basic requirements in
Ihis respects, it is doubtful if the scheme could
¢ successfully implemented.  An investiga-
tion of a sample of houscholds in Calcutta in
1959 where dcaths were known (o have
Gecurred revealed that about 75 per cent of the
cases had avajled of substantial medical care
during iMness. On a joint consideration of
';12 officially reported ‘causes of death and
:Q‘OSC obtained from the houschold canvass, the
lhuc." often giving a fairly detailed history of

¢ illness before death, it was possible to re-

concile the causes officially given and to arrive
at the most probable underlying cause adopt-
ing a suitable rationale for the purpose®l.
On the whole, the official statement and the
investigators’ returns showed a fair degree of
correspondence wWith the derived underlying
causcs of death when grouped in broad cate-
gories, the agrecrment being slightly better in
the former. However, this study broadly
indicated the directions in which misclassi-
fications could have occurred in the data from
the above two sources which may give an idea
as to the diseases or groups of discascs liable
to be under or over-estimated according to the
source of information, For instance, for
deaths due to tuberculosis and diseases of the
respiratory system while official returns gave
a fairly adequate picture, the survey returns
gave a poor appraisal of the situation. On the
other hand, for deaths duc to accidents and
material causes, the household survey secmed
to have given better results.

Medical care: The Health Survey and
Development Commitiee, also known as the
Bhore Committee (appointed by the Govern-
ment of India in 1943) reported that medical
relief facilitics in the country were extremely
inadequate both in quantity and quality.
More recently, the Health Survey and planning
Committee set up by the Government in 1959
reviewed the developments that have taken
place since the publication of the report of
the Bhore Committec and have given valuable
recommendations for the future planning of
health development in the country.

Satisfactory treatment facilitics are generally
available in urban areas. Nevertheless, the
pressure  on hospitals, especially in  some
departments, is so heavy that the available
resources arc ofien inadequate to meet the
requircments.  In villages, wherc more than
80 per cent of the population live the need for
developing medical services is indeed great.
For rcalistic ptanning in public health a correct
appraisal of the existing situation is funda-
mental.  Some information in this regard had
been collected by the National Sample Survey.

The cxtent to which medical facilities arc
availed depends not merely on the availability
or cxistence of such facilities but also on some
considerations like easy accessibility, ability
1o purchase and so on. The National Sample
Survey has given useful information oa some
of thesa points.

11
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(a) Hospitals: It has been estimated that
the average distance of the nearest hospital
from a dillage is about 8-9 miles.® Only for

As may be expected the average distance
from the ncarest hospital decreases as the
population of village increases (Table 14).

Table 14

Average distance from villages to the nearest hospital by size class of population

11th round 12th round

Y% villages  Average % villages Average

Population size class distance distunce

(miles) {miles)
Uplo 200 33.6 9.83 331 9.50
201-500 336 9.09 341 7.92
501-1000 19.5 7.3 18.8 8.50
1001-2000 9.1 153 9.4 1.56
2001 and above 4.2 6.65 4.6 7.14
all classes 100.0 8.83 100.0 8.58

Source: Report on Indian villages (A study ol some social and econonuc aspects),
NSS tenth 10 twelfth rounds, 1955-57, No. 45, The Cabinet Secretariat, Governnient

in India.

15 per cent of the villages the nearest hospital
is within a distance of less than 2% miles.
Table 13 gives the information in greater
detail.

Table 13

Cumulative percentage distribution of villages by
distance from the nearest hospital

Distance in NSS round
miles 10th 1ith 12th
Q 1.30 230 1.56
1 5.85 6.78 5.83
2 15.61 15.89 13.86
3-5 44.36 44.26 45.36
610 74.15 74.60 74.84
11-20 90.41 93.38 91.91
above 20 98.66 99.75 98.57
not available 1.34 0.25 1.4
Total 100.00 100.00 100.00

Source: Regort on Indian villages (A study of some
social and economic aspects), NSS tenth 1o
twelfth rounds, 1955-57 No. 45, The
Cabinet Secrctariat, Government of India.
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Besides the distance factor, the type and
condition of connecting roads is also impor-
tant from the point of view of accessibility to
medical services. Information avalable in
this regard from the various rounds of the
National Sample Survey is given in Table 15.

(b) Medical practitioners: In the forego-
ing paragraphs discussion was confined to
institutions (hospilals) the setting up of which
obviously rests on several considerations.
Thus the accessibility of hospitals (in terms of
distance) in comparison to medical pract-
tioners may be even more difficult. But the
situation in respect of the latter is also not
vastly different is borne out by the following
table which gives the percentage of villages
having medical practitioners.

It was estimated that about 68 per cent of
the medical institutions in the rural sector are
private chambers, 21 per cent dispensaries and
about 4 per cent hospitals.® On an average
a hospital attends to 54 patients, a dispensary
to 18 patients and a private chamBer to 3
patients daily. But in view of the inadequaté
number of such medical agencies, the relief
that could be offered to the villagers can onlf
be meagre.
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Table 15

Percentage distributian of villages by type of road connecting the village with hospital

type of road 10th uxss roundmh 13th
within village 1.30 2.30 1.56 4.84
foot-track 2791 30.23 24.39 20.35
unmelalled 2287 22.61 26.03 26.16
others 46.57 44.39 46.59 48.10
not available 1.35 0.47 1.43 0.5§
Total 100.00 100.00 100.00 100.00

Sources: Report on Indian villages (A study of some social and cconomic aspects),
NSS tenth to twelfth rounds, 1955-57, No. 45, The Cabinel Secretariat,

Government of India.

Indian villages (A study of some social and economic aspects), NSS thirteenth
round, 1957-58, No. 64, The Cabinet Secretariat, Government of India.

Table 16

Percentage of villages having medical practitioners

by category.
Category of NSS round
medical practitioner 10th 12t
Allopath 227 2.10
Homeopath 292 249
Ayurvedic 591 4.15
Others 4.84 5.90

Report on Indian villages (A study of some
social and economic aspects). NSS tenth to
wwelfth rounds.  1955-57 No. 45. The
Cabinet Secretariat Governmont of Tndia.

(c) Medical expenditure : Another impor-
tint aspect of medical care relates to the
espenses incurred on medical treatment. How-
ever,in view of the unreliability of the avajl-
able data in this respect. they do not help in
frmine significant conclusions. They merely
s rve as rough indications of the extent of
n:edical expenditure incurred during a stated
n:riod of time and nothing more.

According to the National Sample Survey
the monthly cxpenditure on medicines per

person in rural areas was Rs. 0.25 while in
urban areas it was almost double i.e. Rs. 0.49.
For the major cities of Bombay, Calcutta,
Delhi and Madras combined, the expenditure
per person was 0,65,

Similar information has been collected in a
pilot health survey in West Bengal. The ex-
penditure per case in respect of medicines,
doctors’ fees, etc. generally appeared to be
high. Further, it was seen that the cost of
medical treatment was higher in the urban
areas compared to the rural. The expenditure
in rural areas in West Bengal for treating
(taking into consideration all systems of medi-
cine) an acute illness was Rs. 5.18 and a
chronic illness Rs. 23.46 over a three-month
period while in the urban areas the correspond-
ing figures werc Rs. 20.66 and Rs. 70.43.
It is not claimed that thesc figures reflect the
actual expenditure. On the other hand, they
are likely to err on the side of exaggeration
becausc of the tendency, somctimes noticed,
to report not only the actual expenses incurred
during the period under consideration but alco
to include expenditure rclating to some pre-
vious period but eleared off during the refer-
ence period. However, it may be conceded
that the higher costs of medical expenditure in
urban areas. particularly cities and large
towns, may be due to the superior quality of

13
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medical facilitics available in such places.
Also the tendency for advanced cases to seck
medical relicf in these places tends to increase
treatment costs.

The foregoing disussion though based on
insuflicient data nevertheless helps in under-
standing some of the basic problems in the
field of public health and also in sizing up the
dimensions of the task involved in adequately
meeting the challenging situation,

Summary : The recent acceleration in the
rate of growth of our population is clearly the
manifestation of declining death rate with the
birth remaining more or less stcady at a high
level. The observed decline in  mortality
largely brought about by the application of
simple public health measures may not be self-
sustaining unless there is adequate improve-
ment in the economic and social situation.

There is considerable inter-state variation in
the crude death rates due to possible differ-
ences in the health conditions and also the age
composition of the population. To obtain more
meaningful results, therefore, it is desirable
that zonal groupings are attempted on consi
derations of demographic homogeneity of the
constituents.

Though the countryside often tends to be
healthier than urban areuss, the advantage is
often offset by poor medical facilities and
greater poverty. Further, the selective rural
to urban migration tends to lower the rate of
general mortality (urban).

In studies relating to social and economic
differentials in mortality, factors other than
thege may influence mortality. For instance,
the stratification of the population by employ-
ment status may involve some selection.

Unlike Western experience female mortality
in this country is heavier than the male in early
age periods particularly during the reproduc-
tive ycars. Such female disadvantage is
generally observed in non-industrial communi-
ties which tends to diminish as economic
development proceeds.

The limitations of the statistics of cause of
death are only too well known. Acccurate
recording of the causes of death depends pri-
marily on thE availability of medical care which
does mon exist in any appreciable scale in this
country. However, in cities like Bombay and
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Poona special efforts are being made 1o record
the causes of death as completely as possible,
These may provide a basis for forming a broad
montality picture of the country, Infectioy
and other preventable discases which are major
public health problems today may be controll-
ec but in the process other less known discases
like cancer and cardiovascular discases may
emerge creating new public health problems,

Medical facililies are scarce in the rura
areas.  Statistics in this regard arc revealing,
It has becn estimated that the average distance
from a village to the nearest hospital is 8.9
miles with unsatisfactory connecting roads,
Only about 2 per cent of the villages have
allopathic medical practitioners while homeo-
pathic and ayurvedic practitioners are found
in 3 and S per cent of the villages respectively.
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