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INTRODUCTION

In the analysis of the 1000 million people in
India, wetry to give an overview of their health
as well as of essential aspects of their environ-
ment, The analysis builds on a variety of con-
tributions on specific subjects, and from differ-

ent states, provided by professionals and insti-
tutions.

It is difficult 1o summarise the condition and
contents of the lives of le in a country of
such size and with wmﬂﬂmca in geo-
Eraph.l: social, economic and cultural form,

tatistical averages rarely communicate the true
picture of a diverse reality. , when everwe
present statistics, we have tried to portray the
range of diversity, taking a holistic view rather
than a sectorial path to analyis. Population
growth is the priority facing India, more 50 be-
cause a selution commensurate with the prob-
lem is not yet at hand, The population size has
increased from 342 million in 1947
to 840 million in 1991 and is st 1000 millicn in 2000.
The current annnal net increase of some 15-16
million is the highest for any country, includ-
ing China. The practical implications of this
order of wih are staggering, in
terms of the addit needs each year of food,
clothing, housing, health care and schooling.
The density of population (1987} is estimated
at 256 t:rs;:ms ‘Fc:r square kilometer in India
(267, India, 1991) against 120 in
China

Since 195 1, there hinve been two significant
developments, consequent on successful control
of deaths due to famines and epidemics; first,
morality has declined from 27.4 per thousand

ulation in 1951 to 10,9 in 1988 (8.9 in 1998
. gecond, over the same period, life expect-
ancy for females is higher at 56.4 vears (64 in
1999 ESCAP) years than that of men at 55.6
years (63 in 1999 ESCAF) years. Coupled with
the conti high birth rate on account of the
_whdna:l falml'f planning, these trends
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ESCAP = Economic and Social Commission for Asiaand Pa-
wific, UNO, Banghok, Thadland

SRS = Bample Registration 5ysiem {Vital Statistics Division,
Minastry of Home Affuirs, New Delhi, India).

The health stams of Indian population is di-
recily related to the ecology, human setdements
and amenities available. The natural life sup-
port systems of land, water and air have been
w:aknung over time as a result of the

lation and certain demands made by eco-
m:-mlc growth, In consequence, the symbiotic
relationship between society and nature is dis-

India is a multi-linguistic, multi-religions
and multi-ethnic state. Historical events have
played their part in creating such a mosaic. The
population is unevenly distributed over the large
area. This spatial distribution is influenced by a
host of environmental, historical, socio-cultural,
economic, demographic and developmental
factors. For example, environmenial geographi-
cal factors, such as climate, terrain, soils, natu-
ral resources etc. could very well account for
the variation in opportunities for economic ac-
tivities in various re of the country, These
factors could djmfm:f'rm the spatial distri-
bumm:‘pnpulmgy restricting physical mo-
bility of the people.

diversity of the country is the source of
disparity-including gender discrimination, the
distance separating some castes and tribes from
the rest and the rural-urban rift. The extent of
economic inequalities - of income and assets—
and the links between the material poverty on
one hand and various differentials on the other-
socio-cultural, linguistic, ethnic, demo
agroclimatic, regional. Socio-economic prob-
lems and their solutions are intertwined. The
reports and studies on various population mea-
sures, fertility, mortality, diseases etc. reported
from India have been placed in 25 States and 7
Union Territories (U_T.)

POPULATION

India is the second largest in the world in
terms of population size (846,30 million con-
sisting of 439.23 million males and 407.07 mil-
lion females). About 16 per cent of the world's
F opulation is in India; but the country accounts
or only 2.42 per cent of the fotal world area
The area of India is 3.28 million square kilo-
mﬂwuulﬁfmcimalwﬂrumﬂnfllj T9 mil-
lion square kilometer. The percentage distribu-
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Table Iz Distribwtion of population (in per cent ) amd srea (i sg. km)in dilferent States and Union Territories of Indin, 19010-199%1

& Palitkal Dision Area FPapulation

Mo ofindia Ll T =TT I ¥~ 1 TR L A £ = VI - A T B I~ TR [
1. MORTH INDIA

A Western Himalaya (5 Mo, [, 2

1. Jamenu and Ksshmir 676 080 091 09 0% 092 0% 0Kl DA+ DEE 09l
2. Himachal Pradesh LE9 08l 07% 077 073 071 066 064 063 063 061
5. Panjab 1.3 315 AT 185 2B6 301 254 254 247 246 139
4. Chendigach UT o il 0,00 0,01 0.0 0.01 IE1]] 0oy 008 0o7 g
%, Haryans 135 194 166 1E® 163 165 LST LT3 L& L8 193
& DelbiUT 005 017 006 0IF 03 02F 048 061 074 051 LII
B, Cerral Himalaya (5 No. 7, Eight Disrice of Uttar Pradesh) i

7. Uttsr Pradesh B 20040 1610 1857 1TRE O1TT4 1740 1679 IR0 16322 1644
. Hajasthan 041 432 &36 410 431 435 442 430 4T 501 52D
10, WEST [NDIA

8 Gujarat S5 381 3ER 408 402 430 450 4T 4E7  49% 488
10 Msherashira 9316 E13 B2 B3I 839 R4Z  RET WM 920 w9 932
Il Coa 01l oM 009 0% 008 OI7T o5 o3 015 005 04
12 Daman snd Do UT mo G0l 001 B0l 08l ool 001 o 001 001 o

13, Dradre end Meger Haveli UT  0.01 00z 0ol 0.0l 0ol o LN 0. 001 0.2 0.0z
. EAST INDIA
. Earfarn Himalapa (5 Mo, 14 0 21 and Darjeeling Disricr of West Bengal)

14.  Amnachal Prades! 254 — - — 00k 0% 008 000
15, Assm 23% 138 153 1S 199 ZI0 22 24T 16T 164 164
16,  Megaland 1150 004 008 o0 005 006 004 0,08 00e ol .14
17, Bunipar 068 002 004 005 006 006 006 008 0 032l 0
18, Mizomm 064 003 004 004 004 005 005 006 006 00T 0.8
1% Tripura 032 o0 009 903 004 B8 007 03 028 03 033
20, Meghalsyn 068 004 016 017 01T 607 o607 00 mig o3 0.3
21, Sikkim 022 002 003 003 004 004 004 Od D4 D05 008
I3 Wosl Hengal M TIL T14 &9 T T TH 798 &08 799 BO4
73, Bibwr 529 1146 1023 1L19  1LB4 ILO4  IRT4 1057 1029 10I3 103
24, Ories 474 437 457 444 448 432 406 400 400 3EE AT
V. CENTRAL INDIA
28, Madhys Pradeih 1349 707 7T el 765 TSR 71 TAT THD T4 T4
¥ SOUTH INDIA
26, Kamslaks SEI S48 53T 532 526 S0 537 53T s34 543 430
27, Andhrs Pradesh £37 400 ES1 RS 6T BS]  E62  E1® T84 TEL THEE
28 Tamdl Nadw 1.5 §.08 .28 .61 q.41 24 834 TET 752 T.08 6.59
2% Kerala LIE 269 28B4 300 341 346 TS IES 1B ATI 0 144
30 Pondichermry UT o0l 010 B 000 008 009 008 008 009 008 09
W, [SLANDE
3l Lakshedwesp UT n 001 o8I 001 o1 001 o i 081 a0 6ol
32 AndswanandMiccherllnds 0 001 000 001 001 001 001 001 06 003 603
MNDIA LML 100,00 10000 100,00 10000 10000 100000 10000 100.00 100,00 100,00
MALES 120911 128385 128546 143054 163828 1R9428 226293 283037 353314 439230
FEMALES [17485 123708 122775 135922 154H35 175560 202542 264013 330005 407072
MDA [TOTAL) IZHTI63 TIFTGE 251093 IFIITD ITHETT IIR661 IGI0NE 43915 S4E160 GEIZID BA6302

1. Censused for the first time in 1961 n =negligible UT = Union Terrlory
L Area imsq. km 3. Popalation {in Thoussnd)

tion of lation and area in-different States Southern India is declining whereas population
and Union Territones of India from 1901 to 1991 in the eastern and westemn zones is Increasing,
iz represented in table 1. It has been observed In the Northern India, the population of all the
that area wise that state of Madhza Pradesh is states is increasing except Himachal Pradesh
the biggest (13.49) and Uttar his largest and Jammu and Kashmir where it is declining
in population. The population of the States of (Table 1.
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Fig. 1. India-FPopulation Density, 1991 (Person per sg. km)

In the first two decades (1901-1911 and
1911-1921), it has been observed that there is a
loss in population in North India due to varfious
famines and epidemics, whereas in rest of the
zones of India there was increase in the popu-
lation, particularly in the South and East India
zones. In Assam, there was a rapid population
growth, which was mainly due to heavy immi-
gration to the state's tea gardens. In the next
thirty years (1921-31, 1931-41 and 1941-51),
the population growth was gradual in North,
East and South India zones, whereas in West
India, the growth rate was higher. The gain in
population in West India was through in-mi-
gration, due to initial industrial growth in this
zone. From 1951 to 1981, the total population
of India has increased about 89 per cent. There-
fore in the demographic hisiory of India from

the year 1951 onwards there has been an accel-
eration in the population growth. The higher in-
crease in the population size has been reported
from Morth, Easi and Wesi India zones as com-
pared to South and Central India zones.

Density

The population density has increased from
72 persons per square kilometer in 1901 to 267
in 1991 and 312 in 2001. It varies considerably
from state to state, being as high as 74% in Kerala
and as low as 33 in Mizoram and only 10 in
Arunachal Pradesh

Indlia can be divided into densely, moderately
and sparsely populated regions according to the
distribution of the populations (Fig. 1).
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(1) Densely Populated Areas

fal The Ganga Plains: This region with an
average density of 300 persons per sq. km com-
prises of West Bengal, Bihar, Uttar Pradesh,
Punjab, Harvana and Delhi. About 40 per cent
of the total population of India lives here.

(B East and West Coast Plains: The average
dengity of this part is 200 to 300 persons per sq.
km, which comprises coastal plains of Orissa,
Andhra Pradesh, Tamil Madu, Kerala and West-
em part of Maharashira.

(2] Moderately Populated Areas

The population is between 100 and 200 per-
sons per 5q. km in most of the Deccan region
which includes Orissa, Madhya Pradesh,
Maharashtra, Kamnataka, Gujarat, Tripura and
Andhra Pradesh.

(3} Sparsely Populated Areas

A population of less than 100 persons per
0. km has been reporied in the following ar-
eas;

() The Himalayan Region: It mmprises of
Kashmir, Himachal Pradesh and Sikkim.

(B} Tarai: This area is situated at the foot of
the Himalayas.

(et Nelghbouring States of Assam: [tinchides
Manipur, Meghalaya, Nagaland, Arunachal
Pradesh Mizoram.

() Cutch and West Rajasthan: This areaisa
sandy desert.

fe} Andaman and Nicobar Islands

Age Composition

Table 2 shows the percentage distribution of
population in age groups and its wrends since
1901, It indicates that the population of India is
yvoung, as is obvious from the fact that it was
characterized by high fertility and high mortal-
ity combination. There is not much in
the composition of population in broad age
groups over the 910 period. Since 1951, how-
ever, proportion of population in ages below 15
has increased. This could be becanse of a de-
crease in monality rather than due o an Increase
in the birthrate. In 1981, 39.6 per cent of the
population in India is below 15 vears of age in-
dicating the population is still young in age
structure and consequently has a potential for
greater growih in future, unless checked, and
only 8.3 per cent over 60 years of age due w
high monality incidence (Fig 2).
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Fig. 1. Indla-Age Pyramid 1981, 1991
Souree. Report of the Expen Commifiee on Fopulaiion
Projections for India ap to 2001

A common, useful way of assessing the im-
pact of age structure on economic well-being is
through calculation of demographic “depen-
dency ratios”. Three such ratios, the child de-
pend rafio, the elderly dependency ratio and
the mdmmdﬁm}r ratio, have been taken.
Since they consider only age data, that is, they
do not use data on economic activity of the dif-
ferent age segments of the population, demo-
graphic dependency ratios are in fact placehold-
ers for genuine economic dependency ratios. The
underlying assumption is that persons under age
15 or aged 60 and over would be unlikely to
participate in economic activity and probably
depend economically on those l:rnlonginsg o
the segment of the population aged 15-59
(Table3).

Sex Composition

In 1991, there are 439,23 million males and
407.07 million females. Thus for every 1000
males, India has 927 females, the number de-
clining from 972 in 1901 to 950 in 1931. The
reasons for the sex imbalance given in the Cen-
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Table 2: Distribntion of population by age groups (in per cent) in India, 1901-1991

18ay s

Age

183

1831 1841 193] Ia4r 187

jaen

foapE

-l

M F M F M F WM F W F M F

MOOF M

F M

F M F

0-4 125 133

50 140 138
1-14 1E7 108
14 3% 380
1524 1635 172
2534 172 175
1534 337 347
1544 126 122
43-59 89 L6 9.5 94
355 115 118 115 203
Gl 46 35 48 33

133
13.8
1.7y
JaE
16.7
172
339
126

143
138
[R 1]
34l
1.6
17.5
351
e

1Z2.1
148
i
3.4
160
164
39
126
(LN ]
1L7

5.0

13.2
15.0
0.5
F.0
16.8
7.3
.2
1.9

9.5
114

5.5

131
126
114
¥l
19
154
33
120

137
129
113
e
141
153
3.4
113

14.7
14.6
1i&
409
6.3
15.2
LS8
10.4

155
149
LE
41.2

14.2
149
122
42.0
16.%
13.6
3l
1.4

149 139
151 134
122 1Z1
411 394
166 187
14.5
3
109 1hE
98 IL1

14.7
133
I
0.0
179
6.4
34.3
119

16.0
128
iLz
400
192
6.2
354
1.0

132
136
113
4.1
8.1
159
3.1
121

14.0
136
10.%
.4
8.3
6.3
3.6
1L&
99 94 109 105 1.1 106 107 10.7
118 104 23.0 21 131 119 11 11
39 42 49 49 55 SR 55 3R A0 ad 63

137 142
314 318 3E1 MO0

T 19 201

143 120 124
13.5 133 134
1% 11% 1Lé
387 31 A4
186 183 B3
148 157

107 1LS 111
104 108 104
1y 1.5
64 68 6.8

b = Mals, F = Femals

Newe @ 1961 figeres aro based on unsmoothed population counl amd  exchede the populstion of MEFA amd Goa, Daman and Diu,
Percentaps of 1901-31 are based on unadjusted and thoss of 1941 and 1931 an adjusted deta. The propariions for 1961 on dats
smoothed by Census Actsary are : 0-14 (4006 KL 417 F); 15-44 (443 M, 43.6 F); 45-59 (104 M, 2.7 F) and 60+ (4. T KL S0F)

1. Exclades Asian

2. Cemaua of Indis, 1991 and Repont Expent Commitiee on Populstson Projections (hisdivm Projection) for India upta 2001

sus of India 1911 were: omissions of females,
female infanticide, neglect of female infants,
carly marriage, death consequent on child birth,
bad wreatment to women and hard work, The
reasons were indicated about 80 years back and

Table 3: Distributbon of population by age g roups {ln per cent)

im Indim, 159401-1991
5 Measwres Fizar
Ma. 197! [ 98] el
I. Index of Aging o0 0eE 1058
L Depemdency Kalo
() Child Dependency Ratio Tad45  T0.43 0090
(b) Od Age Dependency Ratie 6,12 T.00 .82
() Total Dependency Fatio EL57 Thas A1

1. Repart of Expant Committes on Populations (hedism Projec-
tiom) for Indis wplo 2001,

some of the reasons meniioned do noi seem o
be true oday but provide a basis for new, ne-
vised hypotheses. Whatever may be the cause,
the sitation is not improving.

Sex ratio is invariably lower in the urban
Egmanmimnn?l“:lrmﬁﬂﬂ:l:ﬁndsmagmu&

igher proportion o ES working ages

inurban India. This is due to migration of single
males from rural o urban areas for educational,
economic or such other related 0SEs.

Thers exists variation in the sex matio in
states. Koerala has more women than men—1036
per thousand men. The lowest female ratio
among the states is in Arunachal Pradesh i.e.,
&59 per thousand men and lowest female ratio
among the Union Territories is in Chandigarh,
where it is 790 per thousand men.

Table 4: Trend and growih of urban population in India® 1901-1%91

Censws Toial Urbam Decodal Deverdal Cumwlarive Urban popwlations
year population population increare per cent growih ar per cend o
Tnerease 1901 fodad popuwlation

1901 232, %6728 15616051 = 100 100

1911 245,952,238 25,580,199 -3E BT 0,04 LL] 10,40

1921 244,259 874 27,691,306 +L 111107 +5.25 i 1134

1531 2L TA6 650 32976,018 +5,284,713 +15.08 13 12.18

1941 A0 019,062 43,538,665 +10, 582,647 +32.0% 170 14,10

1951 149 B05 382 £, 629, 6460 +]E070,28] +41.49 14 17.621

19461 424 K36 466 T 56L,000 415,932,354 +15. 85 303 18.26

1571 528,917 R6K 10,56, 534 +20,5004, 304 +¥1.91 418 0.2

15981 658,140,676 156,188,307 +40,111,973 +46,02 10 a7

1991 B4, 302 688 2IT611,0012 +61,422 503 +23.90 257

1. Excludes Assam and Jarmnmu and Eashmir

2, Exchedes & population of 12019 of Kanchrapara Bural Development Colony in West Bmgal
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Table &: Distribution (in per cent) of main, marginal and total workers by indusirial categories in Indis 1981 and 1991

& Tndverreigd Cmtegory Main Workers' Morging! Workers'  Total Workers Main Workers 1991
No. Aale  Fermale AMale  Femals Male Female Aale Fanale
L Cultivators 4370 LK) 41.66 4791 4366 50 39 .6
IL Agriculiural labousers 1556 4618 nm 4143 19353 4479 20K .2
Il Livestock, foresiry, fishing, hunting 234 188 3&F 164 237 19 21 21

and plantations, orchards and allicd

mCtivities
IV. Mining and quarrying 062 036 028 006 06l 077 a7 03
V. Manufssturing, proceasing,

servicing and repaiee

{1} Household industry ENE 1.3 EXIE] 407 3.8 444 21 3.3

{2} Cither than houschold indastry LR 1.55 .34 13 LR il4 0. 38
V1L Comstruclyons 1.51 B0 1.55 0.3 1.B1 .68 2.3 L
VI  Tredo and commerss 133 104 486 lLog 7.8 173 9.0 22
VI Transport, storage and communications 3,32 34 LT s 309 b2y 5% 03
IX Odher Services 72 705 4.3 125 9l 338 g £.3
Tital 1683, 0 JECLECTR 1 100,00 DONAHD [LCIEC N ICE ] 1080, 601

Nege : Exclades figures for Assam and Jummu and Eashmir where the 1981 asd 1991 censua dats could sot be conducted due to

disturbed condilions regpeclively

1. hiain workers are those who heve worked for & magor pert of the year preceding esumerstion.
2. Marginal workers sre thase who have worked any ime: st sl in the year preceding the enameration but have not worked for s

major part of the year.

Pradesh, Orissa and Tripura show a level of ur-
hanization between % and 15

{lccupational Structure

The majority of the Indian workers are in-
volved in agriculture; 63 per cent of the male
workers and 70 per cent of the female workers
are either cultivators or agricultural labourers
(Table 5). India’s economy is still maral-based
amd about B0 per cent of her people reside in
587,216 villages. Among females the percent-
age of agricultural labourers is significantly
higher than that of cultivators. It is becanse in
most parts of rural India, bread winning respon-
sibility goes mainly to the males who do all kinds
of agnculiural work and the femnales are engaged
to help carry out simple operations in the
farms, particularly at the sowing and harvest-
ing fime.

Literacy and Education

In the census of 1991, 42.29 per cent of the
population in India was enumerated as literate
{Table 6). Though there has been substantial
increase in the rate of literacy since the begin-

ing of the century, it is still low and varies in
:iu:i;l’lgu‘ﬂm parts of the country. Among all the
states in India, Kerala still occupies the highest
overall li level in the country, States which
have higher literacy rate in 1991 compared to

the all India figure are Mizoram, Lakshadweep,
Chandigarh, Goa, Dethi, P , Andaman
and Micobar Islands, Daman and Diu, Tamil
Madu, Himachal Pradesh, Maharashira,
Magalkand, Manipur, Gujarat, Tripurs, West Ben-
gal, Punjab, Sikkim, Karmnataka, Haryana and

*Assam in that order (Fig. 3),

Religious Compaosition

Religion has been held responsible for many
differences and norms affecting the fundamen-
tal values and behavioural in life in-
cluding health behaviour. People in India be-

Table §: Progress of crude lileracy in India, 1901-1991

Cenmus Percentage o literates to tofal popalation
Perton Mirle Femidle
190! 515 983 L1E ]
1911* 192 10, 56 105
1921 T.16 12.21 1.81
1931 9.50 15.59 193
1941 1610 24,90 T7.30
1951* 1667 1495 7.93
1941 2402 3444 12935
1971 29,46 15,45 1872
19817 36.13 46,89 2482
9w 52.IF 64,13 151

Node; Literaies refer o those who can resd and write with
understanding, Children aged 0 to & are treated as illiteraies
1. For undivided India 2. Excludes Jammu and Kashmir 3.
Exclodes Assam
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Liberacy 1961
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)
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Fig: 3. India-Literscy 1991 (in per cent)
Table 7: Distribution (In per cent) of the population of India sccording to religious offilintions 1901-1991

o K L
i - ok e e——

Religion Refore Independence Affter Indepanderce
Cernsus Year

1900 I8! 192 1917 I 1957 1961 1971 1950 Ieap
Hindu TLET  TLeH TOTY  TOET 6R4s RAGA 2151 "7 RL&4 RLOM
huesliom LR 223 1313 1340 4R 9.9 10T 1121 11.3% 1212
Chrastian 0.9% 1.11 .47 1,77 151 1315 .44 140 2,43 134
Sikh 0.77 1.00 106 1.8 |44 1.74 1.7% 189 1.94 1.94
Bkl izt 010 i w12 013 12 0.0% 0.73 0.70 [ | 0.76
Jam 047 041 039 037 03y 0,45 0,46 047 48 (.40
(hhers Religion and 2,92 111 1.0 .30 .41 0.52 0.34 0 L1 ) 039
Fasusibon®
Reeligron not stated? — - — L — — — — — DS
Todal DO80 (0001 100000 100000 100000 100000 10000 100000 1ohud 1000

1. Uthers Religion and Persuations - otal of remmining religions as given by respondents

2. Religion not stated - ['s person refises to state his religson

3. 1981 figures & based on the information on religion of heade of households tabalsted through the household schedule

4. Cenzus of India 1991

long to six major religious categories: Hindus,
Muslims, Christians, Sikhs, Buddhists and Jains
in that order, Table 7 gives the religious com-

position of India's

population and the changss
from 1901-1991, Hindus form the majority,
making §2.00 per cent of India’s population,



the second major religions community are the
Muslims with 12.12 per cent of the population,
From the Census 1951 onwards Hindus have
decreased in proportion and Muslims, Sikhs and
Jains have increased. Apart from the six major
religions is the category ‘Other religions and
persuasions’, whose number is 183 and this cat-
egory is 0,39 cent of the total ulation
according to Census of India 1991 Series 1,
India

Caste Cleavages

Traditionally caste represented hereditary
skills, But as all skills do not fetch equal staius
of reward, some castes came to be classified as
superiors and others as inferiors. The hi
weightage given to mental work as a 1
manual work added to the inequality of status.
As a result there is a close connection between
caste affiliation and income level.

However, with social change increased edu-
cation and the anonymity of the urban
development's caste distinction are becoming
less acute.

Scheduled Castes and Scheduled Tribes
In the Census of India 1991, 16.48 per cent

of the population was emumerated as belonging
to Sd?e‘ﬂ:ulﬂﬂ Castes’ and another 8.08 per cent

in every four persons in i’ -
uled Castes or Scheduled Tribes'. As stated ear-

lier that there are, however, vast differences in
the concentration patterm of Scheduled Castes
in the different regions of the country, The fact
that these castes are associated with agriculiure
explains their main concentration in the allu-
vial and the coastal plains of the country. The
hilly and the forested tracts of the tribal belt of
the central and north-eastemn India have only a
??:Isep:;;mlaﬁml of the Scheduled Castes (Table
, Fig. 4).

It has been mentioned in the ious sec-
tion that the total population of the Scheduled
Tribes in the states of Madhya Pradesh, Orissa,
Bihar, Gujarat, Rajasthan, Maharashtra and
West Bengal 1ogether accounts for about B0 per
cent of the entire tribal population of the coun-
try. On the , the States and Union Ter-
ritories with high tribal percentages have a far
lesser share in the "s total tribal popula-
tion. The tribal population of Mizoram,
Lakshadweep, Arunachal Pradesh, Nagaland

M.E. BHASIN AND VEENA BHASTN

and Meghalaya accounis for only one twentieth
g’mgaf%l:::mlal tribal population of India (Table
iz 5.

A.rm:nﬂ:LF the Scheduled Castes, the largest pro-
portion of workers relate to mtegnrylm“];gﬂﬂn
tural labourer” and the proportion is more than
that among the general population. Among
Scheduled Tribes most of the male workers
are cultivators and the females are agricultaral
labourers. Both in total and in case of males
and females separately, the rtion of Sched-
uled Casmsmgagﬂdlgrl am% ocCupations
is significantly higher than that among the gen-
eral population but is less than that among the
Scheduled Tribes. Among the Scheduled Tribes
about 92 per cent of the males and about 94 per
cent of the females are en in Ttural

ursuits. In the census of 1951 the Scheduled
ibes were 5.35 per cent of the population of
India,

The policy of positive discrimination has
helpad these segments but their gains are con-
fined to the public sector only which forms but
asmalls of the economy. The caste base
of inequity in the national life is not only per-
sisting but iz getting accentuated. The tribal
people are losing command over their resources
on account of pressu;e ﬂmm more advanced
people, displacement by development projects
and claims by the state, The tribal sub-plan and
special component plans for the Scheduled
Castes (within the national five year plan) do
provide substantial financial outlays but in the
absence of a holistic frame and co-ordinated
implementation, results have been less than ex-
pected.

Birtk and Death Rate

The estimated birth rate for [ndia indicates
that, in the first decade of the twentieth cen-
tury, it was quite high and that up 1o 1951-60, it
lggdecimﬂ E%Jhgh‘ll} Fmﬁ 1901-1911 1o
1951-60, the birth rate declined by only about &
points, that is from 49,2 to 41,7 per thousand
population. From 1961-70 to 1971-80, however,
a dent was made in national birth rate which
declined by 4 points.

Fromtable 9 it is evident that India has made
iﬁprﬁs-iw,]i;ro%rm in her fi pinst death.
From 1911-1921 to 1961-71, that is in fifty vears
the av annmal Indian death rate has de-
clined from 47.2 per thousand population fo
19.0, a reduction of about &0 per cent.

The average expectation of life af kirth for
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Tuble: FPercentuge distribution of members of Scheduled Castes and Scheduled Tribes to the total rﬂ'ﬂaﬂm by
different Stofes and Union Territories of India 1971, 1981 and 1991

5 Political Schedwled Cavies Seheduled THber
No.  divinion of India 1971 I9ET 1997 1971 198 faar
L NORTH INDIA
A. Western Himalaya (3. No. I, 21
1. Jammuw snd Kashmir 816 231 — — —_ -
2. Hmmachal Pradesh 1324 24,62 1554 409 4481 4.12
3, Punjnb 24.71 26,87 28.31 — -
4, Chandigarh LT 11.30 14.0% 16.51 — - .
5 Haryana 18.8% 159,07 19.75 — o
6. DeldUT 15.64 18,03 19.0% - —
B. Centeal Himalewa (5 No. 7. Eight Districts of Utfar Prodesh)
7. Unar Pradesh 2100 2106 21.04 032 0.21 021
R, Rajnsthan 1582 17.04 17.2% 12.13 12.21 1244
Il WEST INDIA
9. Cujarsl GH4 T3 7.41 13,95 1422 1492
10, Mahamshira &.00 .14 1610 586 92.19 227
11.  Goa, Damsn and Diu UT 1.91 216 591 0.89 0,99 11.57
12, Dadra and Magar Haveli UT 1.80 1.97 197 B, RO TREL TRA9
TiE E4ST INLA
€. Eastern Himalaya (5. No. 13 to 20 and Darjeeling District of West Benge)
13, Anurachal Pradesh 0.07 0.467 0.47 202 o v 65, 15
14,  Assam'? 6.10 - 740 12.84 -— 1282
15, Mapgaland - - - EH.G1 5399 E7.70
16, Manipar 1.53 1.25 .02 3118 1730 3441
17, Mizoram — — .14 0.03 43,55 0475
18, Trpara 12.3% 1512 16.36 1B.95 1844 1R L]
19, Moeghalays 0,38 0,41 0.51 &0, 4% B0.58 E5.53
20, Sikkim 4.53 7% 593 - 1317 1236
21. W:nw 19.90 e 2362 0372 563 560
2. Bihar 1411 14,51 14,56 RT3 g3 T64
23, Ovissa 15.0% 14,66 146,20 2311 1143 Fried |
IV, CENTRAL INDIA
24, Madhya Fradesh 13.0% 14,10 14. 54 0,14 11597 1327
¥ SOUTH INDHA
25 Kamataka 13,14 15.07 156.38 0.Ta 4.9 4.6
26, Andhra Pradesh 13,27 14.E7 15,93 381 553 .31
27,  Tamil Madu 1776 18,35 19,18 078 L7 1.03
28 Kerala B30 10.02 9492 1.26 003 LI
20 I‘q.nul.i.v;}nn'_yLl'],' 15,46 15.9% 16.2% - —
FI. ISLANDE
30, Lakshadwesp UT — - — %136 G352 9313
31 Andaman and Nicobar — — 15,72 11.85 0.54
Islands UT
[NDIA (TOTALY) 14,40 15,75 146, 4% 699 1.7 %08
1. Inchubes Unicn Teamitory of bzeormm which wes carved ot of Assam afierthe 1971 Census
2. Excludes Assam where census could not be held -

Indian males and females for cach decade (1901-
1981) is given in table 9. During 1911-21, it
was 19.4 years for males and 20.9 years for fe-
males, These figures may be considered lowest
for the country, The mortality conditions in In-
diahave, however, improved over the years and
the average life expectancy has increased in each
successive decade.

Table 10 shows the expectation of life at birth

fior India by sex and by residence for the period
1981-85 along with onding figures for
the periods 1970-75 and 1976-80. It is observed
that for rural areas the female expectation of
life at birth (53,6 is found to be marginally lower
than the male expectation of life at birth (54.0
vears), which for wrban areas, the male
exepectation of life at birth (61.6) is found to be
lower than the female expectation of life at birth
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Tahle % Estimated erude birth, death, natural growth rates and expectation of life af birth in india 19001 - 1951

Period Crude Crude Nemural Expectation of Life ar Birth

Birth Decarhs Crrorwith

Rarte Rrte Rarte Male Female
15011911 {Censis estimates) 402 416 6.6 226 233
1911-1921 (Censue estimsies) 481 471 iR 19.4 209
1921-1931 {Cenaus estimates) d6.4 363 1o 26,9 26.6
1931-1941 (Census estimades) 452 31.2 140 ErS| 31.4
1541-1951 {Census estimales) ne 7.4 125 31§ 31.7
19511961 {Census estamalies) 4.7 218 189 419 A&
1951-1971 {Census estimates} 41.2 120 12 6.4 44.7
1571-1981 {Census estimates) 7.2 150 12 S0 0.0
1580 (SRY estimates) —_ —_ _ S4.1 547
1597 (885 Bull. Oct, 1998) 1712 £9 183 — —
1599 [ESCAF) 46 87 63 64
2001 (ERCAM b0 E6 63 LT

Noge - Figures for crede binh, death end nrharal growth rates (except the projections ) for the deondes 1900-1911 to 193 1- 1941 are
eatimates by Kingslay Davis in "The Papulaion of India and Pakistan': For the next thres deosdes, they are basad on
Cepsus Actuary, In view of the different medbods adopied o the Census, the figures are not siricly comparable.

I. Relntes to SRS estimates

(64.1) years during 1981-85. The extent of ur-
ban rural difference in case of females is more
than that among males. Between 1970-75 and
19%1-85, the expectation of life at birth has im-
proved.

For rural and urban areas combined, the ex-
pectation of life at birth by sex is given in table
10 for major States for three periods 1970-75,
1976-80 and 1981-85. Expectation of life ai birth
varies from 45 4, 48 5 and 51.4 years for males
and 40.5, 438 and 485 years for females in
Uttar Pradesh to 60.8, 63.5 and 65 4 years for
males and 63.3, 67.6 and 71.5 years for females
in Kerala during 1970-75, 1976-80 and 1981-
&35, respectively. Expectation of life at birth for
females iz lower than that for males in Bihar,
Haryana and Uttar Pradesh. It is observed that
expeciation of life at birth has increased in all
the states during the periods 1970-75 and 1981-
85 for both males and females. Expectations of
life at birth for males and females is more than
55 years in India and lower than this value has
been observed for both the sexes from the states
of Uttar Pradesh, Rajasthan, Assam, Bihar,
Orissa and Madhya Pradesh (SRS Bulletin Oct.
1998).

Im the rural arcas the estimates are found 1o
be higher as compared to urban arcas, The birth
rate less than 30 per thousand has been observed
in states of Goa, Kerala, Nagaland, Tamil Wadu,
Manipur, Tripura, Andhra Pradesh, Kamataka,
Punjab, West Bengal, Maharashira, Gujarat
(SRS Bulletin, Oct., 1998). The highest birth
rate (33,5 per thousand) is reported from the
slates of Utlar Pradesh followed by Rajasthan

(32.1) Madhya Pradesh (31.9), Bihar (31.7),
Meghala;l.ra (30.2) and Haryana (2%8.3). From
Union Termritories, the minimum birth rate ie.,
1%.4 is from Pondicherry, (Fig. 6).

The death rate less than 9 per thousand has
been reported from Kerala, Manipur, Goa,
Punjab, Tripura, Maharashira, Kamataka, West
Bengal, Himachal Pradesh, Andhra Pradesh,
Gujarat, Rajasthan, Tamil Nadu, Arunachal
Pradesh, Meghalava, Mizoram, Sikkim, and
Haryana states and more than 10 per thousand
from Bihar, Madhya Pradesh, Orrisa and Uttar
Pradesh. In Union Territories the death rate is
about & per thousand in all areas except in
Chandigarh where it is 4.2 per thousand (SRS
Bulletin, Oct, 1998) (Fig. 7).

The crude birth and death rates are higher in
rural areas—about 34 and 12 per thonsand, re-
spectively as compared to urban areas where the
rates are 27,9 and 8.2 per thousand, respectively,
It has been observed that all the fertility and
mortality indicators are higher for those living
in rural areas than those living in urban areas.

Thetotal fertility rate (TFR) for India is found
tobe 4.1 (3.0 in 1999 ESCAF) and a compari-
son of TFRs for 1984 and 1987 indicates de-
cline in all the states. The states of Bihar,
Haryana, Madhya Pradesh, Rajasthan have val-
ues exceeding All India, whereas Uttar Pradesh
has the highest value (5.5). On other extreme,
Kerala has the lowest TFR (2.2). The total fer-
tility rate has been examined with socio-eco-
nomic vadables like ethnic g (Scheduled
Castes/Scheduled Tribes), rehgion of the mother,
anmual income of the household and level of edu-
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Tahle 11k Expectation of life at birth by residence and Major States of Indis, 1970-75, 1976-80 and 1981-85
5. Politeal division T@70- 1975 TP76-80 I198]-55
No, af [naia Combined Combined Rirral Ulrban (Cavem beimercd
Male Female Mole Female Mole Female Male Female Male Femole

I NORTH INDUIA
A Western Himalaya (5, No. 1. 2
I Janrmie anad Bashrmic 6.9 352 81 342 .0 e 633 1.9 60,32 60T
1. Hirnachal Pradesh 4.8 0.9 5H.1 S4.9 R0 Bl G748 1 X SRS G1.9
3 Pusjah 0.0 6B Gl Gl &6l.3 G613 GTE GE3 GG L
4, Chamdagark UT
5 Haryana 500 5546 56.7 515 60,3 573 6,1 659 1.5 9.0
6 DelhiUT
B Cemral Himalapa (8 No, 7 HHHI.h:m:uq’Uanmds:&.l
T UEar Pradesh 454 40,5 485 43 8 50.2 46.9 8.3 e A4 485
B Foajasihan 45 1 47,5 510 53.0 52.0 5.1 i ] 616 333 13
I, WEST INDIA
9, Chajarat 44§ 408 516 £3.2 53R 579 533 621 555 59.3
10 hshasashtrn 533 4.5 156 LT A 58.5 7 L0 it 4 596 62.1
11,  Goa, Daman sand Dio UT
12 Dadraand Magar

Huweli UT
IIT. EAST INDTA
. Eastern Himolaya (5 No. 13 to 20 g Darjeeling Dictrct of West Bevgaill
13, Arunachsl Pradesh
14, Assam 46,2 448 516 S04 3.3 500 55,4 61.2 320 50.9
15,  Magaland
16 Manipur
17, Mizoram
1% Triparn
19, oy
20, Sikdki
21, ‘Waest Hengal 34.9 L) 4.0 66,1 56,9 R0
22, Bihar 3.6 0.7 613 Gl T 54,2 31,5
2%, Crissa 44,10 453 50.0 48.4 32.4 32.4 RN Gis 331 30
I¥. CENTRAL INDHA '
4. Madhys Pradesh 476 463 449.4 48,7 50,0 30,2 0.4 Gl.4 51.5 5.9
. SOLTTH INDIA
25 Famataks 254 251 6.2 56.6 57.5 K] 654 691 9.7 Gl
26.  Andhra Pradesh 454 493 527 343 361 3E3 6L 663 372 0%
17 Tamil Nadu 456 45 5 3.5 3.4 5.5 247 6.2 64,1 56.5 174
IE  Kerala G0LE 633 635 676 555 7.7 65,0 T0.3 5.4 TS
1% Pondicherry UT
KT ISLANDS
30 Lakshadwesp UT
3. Andaman and Micobar

Islands UT
INDIA(TOTAL) 50,5 4.0 51.5 5z.1 540 536 A6 641 554

cation of women. It has been observed that edu-
cation of the mother and annual income of the
household have direct relationship with pattern
of child bearing. In the ethnic groups, TFR is
higher among Scheduled Castes and Scheduled
Tribes as compared to others, whereas in the
religious groups more TFR is observed among
Muslims. )

The statewise average infant mortality rates
during the 1976, 1981 and 1989 among states
are found 1o be lower in 1989 than those of the
years 1976 and 1981, The infant monality rate
fior India for 1957 is 91 per thousand live births

(71 in 1997-5KS Bulletin Oct, 1998 and 70 in
1999 (ESCAPM. The rural rate (98 and in 1997
it is 77, SRS Bulletin Ocl. 1998) is higher than
the urban rate (58 and in 1997 it is 45, SRY
Bulletin Oct, ]993]_ Among the major siatns.
the lowest rate is recorded for Kerala (21). The
highest rate is recorded for Orissa (121 and in
1997 it is 96) followed by Uttar Pradesh (118 in
1997 it is £5) and Madhya Pradesh (117 and in
1987 it is 96).

Some socio-economic factors have been con-
sidered to study their influence on infant mor-
tality rate and death rate. It has been observed
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that with the increase in level of education of
women and income of the household, there is
apparently a reduction in mortality rate. On the
basis of status of women (workers/non-work-
ers), it is reported that infant mortali ishi%l:lﬂ
among workers than among non-workers in both
rural and urban areas (Survey of Infant and
Child Mortality 1979, Office of the Pegistrar
General, India, 1983), whereas in the death rate,
it is higher in non-workers than workers (Mor-
ality Differentials in India 1984, Office of the
Registrar General, India, 1989).

Previous analyses, drawing primarily on Eu-
ropean demographic history, concluded that lev-
els of fuﬁlielfl-jdq:-md primarily on levels of eco-
nomic development and of levels of mortality.
Demographic transition theory states that a fer-
tility decline follows a mortality decline with a
lag, particularly when the mortality decline is
linked ta economic development and the spread
of “western” ideas on consumerism and the posi-
tive benefits of small families. Thus for, the lit-
erature has had litile to say on whether ferulity
declines can also be achieved without develop-
ment {or without westernization), An implica-
tion of the demographic transition model is that
such fertility declines are unlikely. Recenily,
however, some developing countries, relatively
unaffected by “westernization” and with low
levels of development have experienced sharp
drops in their crude birth rates, ing fertility
analysts to rethink their positions on the valid-
ity of demographic transition theory when ap-
plied in “non-westem” context

HEALTH

“Health” hmebrmdmis“‘?;a]ily of life”
rather than only the absence of disease, it is a
universal goal even if cultural variations encrust
in the way it is defined and achieved. The health
situation is often reduced to the extent of regis-
tered discase and available health resources.
Such elements as the death rates, man power in
the field of health, incidence of a particular dis-
gase elc., are presented which leads to a narrow
and sometimes misleading interpretation of the
cansal variables, Health situation is a complex
dynamic equilibrium which stems from the en-
tire socio-economic condition. Health is not
a oo but is an expression of develop-
ment; so that the health of a community at a
given moment is the very situation of the whole
social system seen from a health view point, in
which health is defined as a combination of

M.E. BHASIN AND VEENA BHARIN

physiological development associated with re-
duced mortality-morbidity trends, and the ca-
FELTE of both mentally and physically creative
w

In the living context, the surrounding sys-
tems—the environment and structures and ser-
vices are important. Under the environment, the
following clusier of inter-related concerns has
a direct bearing on level of living: Physical en-
vironment; growih; urban expansion;
water supply; sanitation and shelter; and social
environment, structures and services permit or
prevent a change for the better. The structures
and services do not work independently but in-
fluence one another, creating a balance bias for
or against the poor and the weak. These instra-
ments of change are not value-neutral and, in a
skewed socio-economic situation, their effect on
development rends will be consequence of pali-
cies and strategies. Sturclures and services are
part of the living content and critically affect
the lives of people.

Resource endowment of the “environment”
afTects the health status of the community. The
relationships are extremely complex and may
work through long causal chains, which are not
immediately apparent. For instance, soil degra-
dation may lead to a scarcity of fuelwood or safe
waler and thus compel a mother to spend sev-
eral hours a day away from home, putting the
small ioddlers in the custody of older siblings.
The sions in terms of morbidity, infant
m or just sensorial retardation may never
?esingnduul.lnadditinu, mawnw

atigue, superi on rie-
i.maﬁ:ermyl to a low weight at birth of
progeny and thereby to increased infant mor-
talit

ﬁ: India 30 to 50 per cent of the total energy
used comes from traditional sources. Wood and
charcoal are preferred becanse give more
heat and a higher temperature for a given
weight, It has been estimated that in India in
1973-74, the per capita cons! ion of wood
and charcoal for all energy purposes was 151.2
kg, of other solid fuels it was 4.9 kg for coke
and 25.2 kg for dung (Desai, 1980). The condi-
tional usc of wood for fuel has led to the degra-
dation of forests, and the smoke is endangering
the health of people.

The physical envirenment of a population is
not just a provider of natural resources, but also
a source of constraints to a population. It first
affects the individual by influencing growth,
sexual maturity, fecundity, then influences fer-
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tility and monality and thereby the population
as a whole, Sex and spatial distribution of a
population is a result of climate, rainfall, alti-
tude, terrain and the carrying capacity of land.

Thnslahlulyba'wmnpnpmﬂnmmﬂdleph}m-
cal environment is reached after a prolonged
exposure of a population to a particular envi-
ronment and the stresses therein,

Safe water and sanitation are two basic com-
ponents of hygiene which have a strong cultural
determination and kev influence on people's
health, perhaps comparable only to food. 74 per
cent of India's urban area is served by piped
water to households and only 31 per cent of the
rural area has easy access to safe water. While
in case of sanitation, 47 per cent of urban area
is served with installed sanitation facilities and
only 2 per cent of rural area has any access o
such facilities.

Despite the over-all resource constrainis, the
suml:as of the water supply programme lﬂrgc]].'

ends on public acceptance and appropriate
u ization of the new facilities. For instance,
the evaluation of the UNICEF/WHO, assisted
Rural Water Supply Programme in India
in 1976, noted that spot studies showed nearly
T0 per ‘cent of the pumps as not function-
ing at any given time, is necessity to design
and introduce a water supply and sanitation tech-
nology suited to local conditions which the vil-
lagers themselves can operate and maintain
without external assistance. This technology
must be so that village commu-
nities can afford to buy it if they cannot build it
themselves,

The correlation between “educational level”
and health status is now widely recognised.
Health and education are inter-related. A child's
ability 1o take full advantage of schooling m;

to him depends on his health, and
:rn his ability 1o apply the know ludgr.mdslulls
has acqmr:dﬁ:pmds on his mental and
physmammm
& the most important factor in deter-
muun_g health status of a population is food
intake. Although affected by cultural patterns,
seasonal varation, dietary knowledge u-f the
mother or house-hold f‘nﬂd}m}nm
is chiefly determined ood mrmi.ﬂ.‘.dllty at
household level In tum, fnud availability is a
function of food pmdutﬂm, price mechanism
and ing power, that is, wages
ealth is the outcome of a complex set of
socio-cultural and economic, as well as physi-
cal, or biological factors. Health is real in
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the context of overall development and specifi-
cally of a pattern of development which will gi
'gﬁpﬁun'ty to social goals in addition 1o eco-
nomic ones, The health of a community depends
on the health care system and related
The role of pharmaceuticals in the delivery of
health care is essential. Primary health care for
the rural communities has gained momentum
in recent years. Steps have been intitiated for
implementation of primary health care. While
medical practitioners and organizers have the
main responsibility of promoting, administer-
ing and evaluating the delivery system, yet eco-
nomic, social, political, cul and moral di-
mensions of roral life cannot be ignored. The
involvement of other disciplines for the success

of primary health care pro, is also es-
sential, One must take cognizance of the dual
aspects of the problem the multifarious re-

Epﬂlllﬁbﬂiﬁﬁ invelved in the realisation of one’s
goal.

The problem of health care has been tackled
by two firstly, health care is seen
as dependent on and derived from the wider
social system and consequently, the problem of
maintaining and improving the health of the
members of a community is formulated as a
problem of contineously restructuring the so-
cial system in a manmer that is conducive to the
needs of maintenance and mﬁmwemem of
health. In the second approach, attention is
mainly focussed on the system of health care as
an atonomous agency op directl and
exogenously on the health fromt. [deally, it
should have been an integrated approach, but
in India the policy makers are concentrating on
the second type of approach while almost ne-
glecting mewﬂr;st un?ganmn:ma, a few socio-
economic criteria are taken into account when
there are some i difficultics, Mo prag-
matic approach is forthcomi

Accordin gmawﬂdq;'n&uum;n “Healthis a
state of complete physical, mental and social
well-bl;-.l:%m'::i nol merely the absence of dis-
gase or i ¥". Mo generally accepted clas-
sification of health indicators exists. The two
most widely used measures, life expectancy at
birth and the infant mortality rate, are not per-
fect. In fact, no such thing as a perfect health
status indicator exists. Much o r.hﬁ criticism
agaiilﬁlthbuﬁeﬁf mortality (survival) measures
mﬁg and/or misguided. For instance,

ity data arc by criticised because
of their alleged insensitivity to the efforts of the
health care system. From the various existing
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health indicators mortality and survival (demo-
hic structure), and development and
maorbidity and disability, morality statistics stll
retain their central place in the evahuation of a
health programme. “With respect to health in-
dicators, problems arise, among other things,
from the awareness that health is the continuum
between death and complete health and also that
health tends to become more and more a matter
of social perception and behavioural pattemns™
(Hansluwka, 1987). For comparisons among
countries and the study of changes over
time, mortality statistics simply cannot be re-
laced.
’ Health is difficalt to measure, studies have
been carried out by taking the *Physical Quality
of Life Index’ (PQLI). The index attempts to
assess the development and well being in a popu-
lation. Three variables—the literacy rats, the
infant mortality rate and the life expectancy at
birth—have been fused into a composite index,
with a range of assigned values from zero to
ong hundred. The PQLI was estimated 95 for
the USA, %2 for Sri Lanka and 40 for India
for 1975, The male-female POLI differential
is significant. In all states in India PQLI
is higher for males than females (UNICEF,
1980},

Hiallh of aperson or a community is a func-
tion of several factors, In India relevant host
factors include genetic constitution of individu-
als, their nutritional status, resistance to infec-
tions, and culturally determined health practices.
Exposure 1o disease producing organism defi-
ciency of certain micronutrients (such as iron,
vitamin A calcium and iodineg) as well as the
inadequate intake of calories and proteins, re-
main i riant reasons fior ill th. Environ-
mental factors continue to be the most impor-
tant barrier in delivering better health. It is es-
timated that less than 50 per cent of the rural
population has access (o potable water and less

than one per cent have basic sanitation facili-
tes. '

A sensitive index of a community's health
status is provided by the chances of survival and
growth of its most vulnerable segment, the
young children below five years of age. An
analysis of the health and nutrition situation of
children and women leads (o the following broad
inference on what happen’s to every 100 chil-
dren born: one of them is likely to die before or
at birth, some times along with the mother,
Another one does not live to complete the first
year, A further 6-7 die between one and five
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vears, OF the remaining 92, some 60 to 70 sur-
vive against odds, their growth is sporadic, their
development subdued. Only some 15-20
progress to anywhere close to their full poten-
tial. In addressing this siation, the primary
health care approach is of direct relevance. Dis-
ease incidence and the health facilities avail-
able arc reviewed below,

During infancy and childhood the major dis-
eases, ranked by the extent of estimated mortal-
ity, are diarrhoea (acute, chronic), and dysen-
tery of some 20 etiologies (1.5 million child
deaths a year), acute respiratory discases, mostly
bacterial and viral pneumonias (0.6 million),
measles (0.5 million) and tetanus (0.4 million),
(yphoid and hepatie. n the majority of ata
typhoi cpatitis. In the majority o
cases the common underlying fac;';r“?l‘s mialnu-
{ritiom,

Diarrhoea is the single largest killer and as
many as two thirds of the deaths are probably
due to dehydration and underlying malnutrition,
The child under five years of age suffer three
episodes of diarrhoea in a year on an average,
10 per cent develop dehydration and one per
cent require to be admitted in a hospital, Dur-
ing the monsoon, the incidence of diarrhoea
increases further, before if declines during win-
ter in most parts of the country except in the

- hilly north-eastern regiomn,

Studies show that safe drinking water helps
to prevent diarhoea, but only when the water
supply is supported by health education, lead-
ing to behaviour changes like washinﬁgamls
and covering the containers, ing the last five
years, the pmll:_gmninn of dehydration in pacdiat-
ric has fallen 35-40 per cent to much lower
levels as a result of effective management of
digrrhoea at home and in the outpatient depari-
hmﬁﬂﬂi D1ial rm}lhcmﬂ g[]:llt therapy is amdelw:fh:.l

policy as response o -
tion on account of diarrhoea.

Under acute respiratory infection pneumo-
nia contributes about a fifth of the mortality in
children under five years of age. The case fatal-
ity rates in hospitals is around 10 per cent. Mor-
bidity on this account is extensive, children suf-
fering 3 to 5 episodes a year, each lasting 7 to
14 days. Acute respiratory infection accounts
for 30 to 60 per cent of out-patient hospital vis-
its and 20 to 4@ per cent of pediatric admis-
sions. Some 20 to 30 per cent of all children
sufler from pneumonia each year. In India up to
60 per cent of pneumonia is cansed by bacteria
(unlike in Europe and MNorth America where
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prnenmonia is cansed mainly by virs).

Among the vaccine preventable diseases like
poliomyelitis and tubgrculosis scem to result
more in debility and disability than in deaih,
Tetanus and measles contribute significantly 1o
infant and child deaths.

The health situation among the children in
India is vnsatisfactory and has 10 be viewed
against the urid of their socio-cconomic
status, The child health situation in India is both
a consequence and canse of their less developed
sm.ﬁz rate of infant and child mortality is
high. Yet the child population constitutes the

ing bulk of India's population. These con-
itions call for the diversion of increasing at-
tention and resources to deal with the problem
of child health. Here children die of diseases
nsually not ::nnsﬂared lethal ell:l.snwhl:m Diar-
rhoea, complicated, brought on by malnutrition,
megahgﬂamhdnfallmi!d arﬁhlfmndeaﬂu_
Pneumonia vies with diarrhoeal diseases as the
leading taker of young lives. Measles, one of
the most infections diseases known, makes chil-
dren more susceptible to pneumonia, though it
is preventable by vaccination. Tetanus, whoop-
ing cough, diptheria, and tuberculosis, also pre-
ventable by vaccinations, continue to take a
heavy toll.

Low death rates have been achieved in parts
of India, where Primary Health care proce-
dures—midwifery, maternal education on breast
feeding and weaning, vaccinations, oral rehy-
dration of victime of diarrhoea, and antibiotics
against respiratory infection— have been imple-
mented

Parents in areas with high infant mortality
rates typically produce more children than they
desire because they want to ensure the survival
of a minimum number as observed among cul-
tivators. Subjected to repeated pregnancies these
women suffer from an almost continuous nutri-
tional drain which exposes both mother and
child to high mortality risks that shows a defi-
nite increase from one pregnancy o the next
The pressure of the population growth is felt
more by the large families at low incomes. It
has been shown by various studics that the larger
the family size, tllr’l: greater is the occurrence of
common illnesses in the family, The health of
the family is affected by nutritional deficiencies.
The health of a mother in a large family with
limited income is affected by the low nutritional
level and also by the physical and material pres-
sures associated with child-bearing and child
rearing, The larger families moreover find it
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difficuli to provide adequate medical facilitics
which result in the neglect of their members.
Their ailments are noted only when they become
serions. Women and children usvally lack the
most basic advantages, A United Nations' sur-
vey showed that pregnant or lactating women
throughout the Third World consume an aver-
age of only 1750 calories per f&v at least one
third fewer than the recomm and one third
fewer than men {Whiiechead, 1983).

If the child survives birth, it faces dangerous
vears. The major threat includes malnutrition
due to poor weaning practices, diarrhoegal in-
fection from contaminated water and infectious
diseases that prosper in malnourished children.
Repeated episodes of diarrhoca which are com-
mon where clean drinking water is unavailable,
lead to further malnutrition, infection and even
death. Diehrvdration followed by advanced diar-
rhoea, is also a high risk factor.

During the last century in the United States
and Greal Britain, cholera and diarthoea rales
dropped sharply, mainly because of improve-
ments in sanitary conditions. Studies in Cali-
fomia and Kentucky have shown that compared
to disease rates for children with both indoor
water and toilets, diarrhoea occurred twice as
often in children who had ouiside (oileis, and
four times as often in children who had neither,
I twenty American cities, the average reduc-
tion in typhoid fever following installation of
water filtration was 65 per cent (Rosenberg,
1962). A Chilean study concluded that, “The
availability of drinking water supply.....cut the
incidence of acute diarrhoea by about 74 per
cent’ {szanmemufﬂuml Water Supply, Ma-
tional Samtary Work, Chile). The World Bank”s
pm constmaction in Costa Rica helped cut the
d rate to half for diarrhoes and related dis-
eases between 1941 and 1954,

In India high cosis and culiural barriers have
blocked sanitation development. Villagers want
water, but convenience is more imporant than
quality. Food, housing and fuel take precedence
over water purity, and toilets are seen as a luxury,
nol a necessity (Chauhan, 1983), It is estimated
that about 30 per cent of the rural population
have access to potable water and 0.5 per cend
basic santiation facilities in India. The majority
of the people are i t about the cansation
and prevention of disease being demonistic or
deistic in oulook on health matters. People do
not relate diseases to water supply and waste
disposal.

Mozt of India’s health problems are related
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to insanitary conditions and lack of education,
they are preventable by public health measures.
Ineﬁudia greater importance is given to curative
measures instead of preventive ones.

Women and Health
Motherhood for the majority of Indian
women has always been a penrud ght with

difficultics, given the low nutritional and health
status and harsh living conditions. While women
are being helped by improvements in health care,
but fa:tmelll:ke urban growth and congestion,
increasing number of nuclear families,

tion increase and environmental degradation are
not making life easier for them.

An Indian woman, on an average, has 6-7
pregnancies, resulting in 5-6 live births, of which
4-5 survive. She is estimated to mﬂmlhegrﬁlne;
part of her reproductive years in pregnancy
lactation. Social scientists have fell that in all
spheres of life women are discriminated against
and their accessibility to varions welfare services
such as education, health and employment elc,
is far less than their male counterparts. The situ-
ation is still worse in rural areas. Moriality and
morbidity are perhaps much higher among fe-
males resulting in a continuous decline in the
gex ratio. The discrimination against women
starts right from her birth and continues (i1l her
last breath. Differences between the sexes fre-
quently emerge in consideration of health and
nutritional status, Infant rates were 131
and 120, respectively for fe and males in
1978 with a greater disp ion in rural areas
(Office of Registrar General, 1980). In North-
ern India, the higher valoe placed on male in-
fants is reflected in their higher overall rates dur-
ing infancy and early childhood. Sons increase
the Family’s status and wealth and are consid-
ered the mainstay of parent’s old age. Though
female infanticide has technically disappeared
in the country, a large number of female deaths
oceur during the pre-school years due to neglect
of female children (Miller, 1981). .

Another demographic indicator of women's
health status is the maternal mortality rate. At
around 500 per 1,000} live births, the Indian
raie is about 50 times that of a developed coun-
try. Besides anemia or general malnutrition, the
commonest causes of maternal deaths are poor
obstetric care of post-partum infections—a mani-
festation of inadequate services available to
women in the antinatal, intra-natal and post-
natal periods.

M.E. BHASIN AND VEEN A BHASIN
Nuirition and Health

Population growth, food supply, health, mor-
tality and nutrition are closely related with each
other. Population th increases demand for
basic needs of food and sheler, If the demand is
met there may not be any effect on people’s
health and nutrition: otherwise it will affect
health, nutrition and the mortality level of the
community, Rapid increase in population,
thereby decreasing total size of le land and
the cumulative effect of the deterioration of eco-
nomic conditions of farmers, poses a serions
threat.

The food that we eat is assimilated in the
body and is used forthe growth and good health.
For sustaining healthy and vigorous life, diets
should be_phnnzd with the kmowledge of vari-
ous nuiritional constiluents that are present in
foodsouffs and their requircments for persons
belonging to different age and sex groups. The
formulation of mutrient requirements of Indians
was being mainly based on the work camried out
in other countries. In 1958, the Nutrition Advi-
gory Commities of the Indian Council of Medi-
cal Research, revised the calories and protein
req-.[:limmmts o the basis of the dxta collected
by Mational Institute of Muiridon, Hyderabad.
Further, in the light of more research work, rec-

- ommendations with regard to requirement of
several other nutrients were made by the Mutri-
tion Advisory Committes in 1968 and daily al-
lowances of nuirients for varions segments of
Indians were drawn up.

Socio-coonomically, Indian society is hetero-
gmmus.l':;weis a small m%?ﬁngﬁf&ahﬂn
ent p ion participating con-
mﬂmnrfﬂ“nw' athrowaway attitude. There is a
very large segment of the population suffering
at the subsistence level that is destitution and
low-caming,.

About 29 per cent population of India is be-
low the poverty line (32.66 per cent rural) which
was estim by using the All-India poverty
line of Rs. 49 per capita per month in 1973-74
prices corresponding to minimum daily calorie
requirement of 2400 per person in rural areas
and the poverty line of Rs. 56,64 per month cor-
responding to daily calorie requirement of 2100
in urban areas (Hantgual Suiﬁphhiw}' The
highest percentage of pop on W poverty
line is 1I1J'1Jm Bihar (40.74) followed by Orissa
(37.90), Madhya Pradesh (36.45), Uttar Pradesh
(33.00), Tamil Nadu (32.80), Kamataka (31,98),
Andhra Pradesh (11.62), West Bengal (30.25)
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and lowest frequency is observed from Punjab
{7.02), Himachal Pradesh (9.12) (Fig. 8).

Malnutrition* emerges as onc of the impor-
tant disabilities inherent in the culture of pov-
erty, It has an adverse effect on physical growth,
capacity to use intellecinal endowment, emo-
tional unfolding and personality development.
Survivors of malnutrition start with a develop-
mental path characterized by defective psycho-
logical functionin ag, scholastic backwandness and
subsequent maladaptive behaviour. The result-
ant chain of events is a spiral effect.

A malnourished body is the victim of a num-
ber of de[‘lr:lﬁ:cv diseases. Protein deficiency
leads to Kwashiorkor, retarded growth of the
body, apathy and anorexia, edema, skin lesions,
aclerations in skin, hair pigmentation, fay liver
and diarrhoea. Deficiency of proteins, iron, folic
avcid and vitamin B12 gives rise 1o anemia which
is most common among children and expectant
and nourishing mothers. Vitamin A deficiency
produces night blindness and xerophthalmia and
dermatosis. There are many other diseases as-
sociated with deficiencies of nutrients in human
food. Beriberi, pellagra, scurvey, rickets,
goiire, eic_, are a few 1}15

Malnutrition itself is an all-pervading dis-
ability and constitutes an important back-drop
to tropical health. When it impinges at vulner-
able points in the life cycle of an individual, its
effect can be serious and far reaching. Even dur-
ing intra-utering life. in the unbom state as it
were, maternal malnuirition can adversely af-
fect the health of the embryo and the ulimate
outcome of pregnancy, From the moment the
child is bom up 1o the school going age, again
malnutrition impairs seriously growth and de-
velopment and ahbility to cope with emvironmen-
tal hazards such as infections and infestations.
Severe malnuirition in the carly stages of in-
fancy and childhood can rnduc;e long lastin
results on the leaming .il:ullur.:s of the individ
By its effect on body defences, malnutrition

* Malnurition is poor neurshment of the bady resulting from
an inapprapriale (usually deficient) supply of essential mitri-
ers. Undernowrished individuals get ioo few calories to main-
tain nonmal body weight and nermsl activity, Malnooreshed
pereions, on e other hand, may gel enowgh calories, bl wrong
proporiions in the quanditizs of nutrieris such as building and
regulative foosds, Uindemoarished people are malmoerished also,
It the reverse {8 not necessarily true. Malnrition is by no
mans confined o undemaourished regions of the world, bud it
is prevalent alsoe in regions where there are sensonal variations
of feod suppliea, Poverty and igporamcos of the basic prineiples
of mutrition afe major causes of malnamien (UNESCO,
19735)

M.K. BHABIN AND VEEMA BHASIN

makes the individual susceptible 1o avanety of
environmental hazards,

The Mational Insititue of Mutrition of the Tn-
dian Council of Medical Research (Gopalan and
Wijaya Raghavan) in 1971 reported the
graphic distribution of protein-calories malnu-
trition in children, which was calegorized info
mild, moderate and severe degrees (Fig. 9) in
which also a similar pattern is observed as re-
ported above i.¢., the severe degrees of protein-
calorie malnutition in South India, part of
Maharashtra, Orissa and West Bengal (i.e.,
along the rice-cating belt of the country).

Undemutrition resulis in loss of weight and
such disturbances as low basal metabohe rate:
slow pulse; lowered blood pressure; s ession
of menses in women; dry, coarse, cold skin;
blood shot eves; insomnia and fractures from
osteoporotic changes in the bones. Nutritional
edema, buming sensations in the feet and hands
and a sore mouth with increased salivation are
common symptoms in chronic starvation,

Most of the people who are at a disadvan-
tage due to nuiritional handicaps are found in
developing countries. India is no exception, Nu-
trition or rather lack of good food is the cause
of a number of physical impairments like vi-
sual impairment particularly blindness arising
out of vitamin A deficiency. Different types of
deformities also arise due to nuiritional causes
for example lathyrism—a preventable paraly-
sis due 10 eating a toxic legume (Fhesri dhal -
Lathyrus sativus 15 endemic in Central India,
Fig. 10); fluorosis—a crippling disease due to
toxic mature of drinking water itself is endemic
in parts of Andhra Pradesh and Punjab (Fig.
107, deficiency of iodine (Fig. 11) cansing en-
demic goitre along the sub-Himalayan belt (Fig.
10). Malnutrition in its entirety is also the cause
for less perceivable disabilities. Growth retar-
dation due to marginal malnutrition affiects work
capacity and mental efficiency. Thus, malnutri-
tion muplﬁi with a stress filled environment
can place the population at a disadvantage.

wih is a complex phenomenon, By defi-
nition it means ‘pmgrresshre de:vel;:pmﬂnt of a
living being or part of an organism from its car-
liest stage to maturity, including the attendant
increases in size.’ The control of body size is
ceriainly a complicated affair. Both genetic and
envi-ronmental factors influence growth and the
progress of any given child is the result of many
different factors. Among the environmental
factors, nutrition is the single most important
determinant, In fact the growth status of chil-
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Fig. 10. Indis-Fndemic Goltre, Lathyrism, Fluorasis and Fellagra

Fig. 11. Indin-Endemic Aress of lodine Deficiency
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dren is generally accepted as a good index of
the nuiritional status of a community, Growth
tangible alterations both during undernutrition
and after nutritional rehabilitation have been
studied. The lag in the growth rate of poor In-
dian children iz mostly due to insufficiency of
calories resulting from delayed and poor wean-
ing practices. With weaning, diarrhocal disease
and impending malnuirition usually follow. Pro-
tein energy malnuirition, one of the most im-
portant nutritional disorders affecting children
in India, is widely prevalent in pre-school chil-
dren (1-5 years of age) belonging to poorer sec-
tions of the community. In addition these chil-
dren suffer from vitamin A deficiency, anacmia
and B-complex deficiency. In children with se-
vere weight deficit, functional status as ability
to fight infections can be affected. Lowered stat-
ure can also lower work capacity. All these are
disabilities arising from lack of -
tion, coupled with a stress filled emvironment.
The major bottleneck in the diet of Indian pre-
school children is calories and not profein as
was hitherto believed. Thus the growth of un-
demourished children can be improved by a food
supplement which provides adequate calories
and marginally more protein, The low heighis
and weighis in a great majority of Indian school
children are due to inadequate or suboptimal
nutrition. A5 a consequence of unfavourable cir-
cumstances (mainly undemutrition and frequent
infections throughout childhood) the Indian
child remains stumted in growth even when he
or she reaches adulthood. Indian adults of poorer
income groups are very much shorter and lighter
than their Western counterparts. Various stud-
ics indicate that work capacity and workout of
under weight adult is considerably lower than
that of normal adults, In addition those with low
body weights have been shown to have higher
heant rates from given work load. It is now
recopnised that environmental factors are stron-
ger determinants and nuirition is the single most
imporiant determinant. However, the differences
of about 3 to 4 cm between well-o-do Indian
and Western adult could still be attributable 1o
genetic factors, particularly during adolescence.
While on the average a rural Indian adult is
aboui 160 cm tall, a well-to-do Indian measures
172 cm (after National Institute of Nutrition,
Indian Council of Medical Research, 1981).
There is an interaction between malnutrition
and the various confounding environmental fac-
tors which influence mental development. In
1981 from India, about 83 per cent reported

M.E. BHASIN AND VEENA BHASIN

cases of patients of mental disorders treated in
specialized mental hospitals are classified due
to psychoses conditions (see Fig, 12). Some com-
mon diseases like mental disorders, skin
disorders, anaemia, blindness, beriberi, pellagra,
scurvy, rickets, eyve abnormalities etc. are ducto
deficiency of nutrients like the magnitude of dis-
abilities of the hnman mind resulting from vari-
ons mental illnesses and emotional disturbances
may berelated 1o a relative insufficiency of one
or more crucial nutrients like vitaming or min-
erals, coupled with a poor environment. The
menial disorders may be due o B-complex wi-
tamin deficiency (producing mental and nearo-
logical symptoms), riboflavin deficiency (sig-
ni.%:lalm clevation on personality measures of hy-
pochondriasiz, depression, psychopathy, hyste-
ria, hypomania and the like), thiamine defi-
ciency (unsteadiness of gait with involvement
of peripheral nerves), niacin or nicotinic acid
(insufficient dietary supply of niacin or an amino
acid, ryptophan) can cause p-nllls:ﬁta Endemic
pellagra has been associaied with maize con-
sumption because of low availability of niacin,
and whereas high lencine content present in
Jjowar is known to influence the metabolism of
niacin and thereby cause pellagra, Ihmlfh re-
poried from many paris of India is peculiar to
Deccan platean where jowar forms the staple
diet (Fig, 10), folic acid (disorders in folic acid
met.i:uuﬁsm can produce mental illness among
infants with inbom errors of folate metabolism,
as shown by abnormally high folate activity in
the serum, exhibit congenital deficiencies and
mental retardation), Fitamin deficiency (men-
tal symptoms such as subacute combined degen-
eration of the spinal cord), ascorkic acid or vi-
tamin C deficiency (scurvy - a nutritional dis-
ability), iren (anaemia and mental and
behavioural disabilities), minerals (sodium, po-
tassium, magnesium, calcium, zinc, manganese,
copper, deficiencies can lead to mental disor-
ders and not normal prenatal and postnatal de-

velopment).
Health Problems in India

The health problems in India can be grouped

into following main categories:

(@) a high rate of infectious and water bome
diseases;

{b) poor environmental sanitation, hygiene and
communicable diseases;

() unsatisfactory nutritional status (malnutri-
tion and undemourishment);
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(d) geneticdiseases;

(e) Igmorance about health; and

(N an unsatisfactory health care delivery sys-
fem.

General poverty, low family income, a high
rate of illiteracy and various socio-cultural fac-
tors contribuie to this of health structure.
Disorders prevalent within older 5,
namely, mliﬂiuvasmﬂar illness andm
neoplasmic disease, dominate as canses of death
at all stages.

Infectious diseases have played a significant
role inaltering the course of history (culiural
change) in addition to bringing about genetic
change in man. Infectious diseases have been
grouped under the bacterial, viral, protozoal and
worm infestation categories, Infections diseases
are caused by a wide variety of organisms. The
major types involved are the viruses, rickettsiae
bacteria, spirocheties, protozoans, fungi and
parasitic worms. sion of pathogens and
the resultant spread of infectious disease are by
one or more of the mechanisms; by the air, en-

tering the respiratory tract; direct contact; con-
iaminated water food; vectors (UNESCO,
1975).

Infectious diseases have been grouped under
the following ries:
1. Bacterial—typhoid, whooping cough, tuber-

culosis, leprosy and syphilis;
2. Viral—Pox (small pox, chicken pox,

measles);
3. Protozoal—Mhalaria, Kala-azar, Filaria, Den-

gue, Japanese encephalitis;
4, Worm infestation

The prevalence rate 1000 is 12.28 for
communicable diseases (Fig. 13), [chicken pox
- 0.055 in 1981, diphtheria - 0.012 (Fig. 14),
measles - 0.195 (Fig. 15), whooping ::nu%h -
0.181 (Fig. 16), poliomyelitis - 0.014 (Fig. 17),
tetanus - 0.035 (Fig. 1), tuberculosis - 1.250
{Fig. 19), enteric fever - 0.399 (Fig. 20), en-
cephalitis - 0.029 in 1981, influenza - 2.759 in
1981, acute resp 1 - 9.1
21), pneumonia - 0.619 (Fig. 22), infection hepa-
titis - 0,202, in 1981, viral hepatitis - 0. 167 (Fig,
23), dengue fever 0.007 in 1981, haemorrhagic
fever - 0.006 in 1981, guinca worm - 0,028 in
1981, syphilis - 0.055 (Fig. 24), gonococcal in-
fiection - 0.138 (Fig. 25) rabies - 0.011 {(Fig. 26)
during the vear 1989, The frequency of com-
municable discases is high in the Himalayan re-
gion and Islands.
Aidls: Alds - A
drome is a co

ired Immune Deficiency Syn-
ination of infections and dis-

iratory infection - 9.158 (Fig.:

M.K. BHASIN AND VEENA BHASIN

ecases caused by a general break down of the im-
mume system im }JHED]‘I infected with HIV

(Human [ ciaﬂclj."lu'irm-ilisavims
which invades the body slowly destroying the
immtmgi%stﬂn]_ Itis a sexually transmitted dis-
ease (STD) like gonorrhoea and syphilis. Since
ihe first cases were diagnosed in the U.S. in
1981, Aids has swept Morth America, Europe,
Africa and parts of Asia. The figures released
by WHO on the occasion of world AIDS da
(15t December 1992) show that 11 to 13 mil-
lion men, women and children have been in-
fected since the epidemic hit. There are no defi-
nite figures available from India, but whatever
cases ed out of which 75-80 per cent of
all HI'V mfection in India are acquired through
sexual contact,

Dengue Fever: Epidemic during the rainy sea-
son, especially in urban  areas, is reported in
some 5000 cases per year and may occur in 10
times that number or more. The agdes mosguito
breeds in and around houses in clean water. In
receni years, there has been an increéase in
haemomhagic fever and dengue shock syndrome

associated with these outhreaks, ¥
among children and il is cxmmcﬁ-gc
could rise in coming years with the increase in
mosquitoss and population densities,
Tuberculosiz: It remains the single major com-
.municable disease affecting adults, with more
than 10 million persons ering, a fourth of
them openly infections (Fig. 19). Some 500,000
persons die each year with a far fewer number
effectively detected and treated in over 370 dis-
trict tuberculosis centres, 300 urban clinics and
specialised hospitals. While BCG protects from
the most devasiating forms of infaniile tubercu-
losis (meningitis and disseminated tuberculo-
sis), it does not to offer long-term pro-
tection against the adult form of disease, which
ocours from adult to child in millions of house-
halds throughout the country today,
Viral Hepatitiz ; About 150,000 cases reporied
annually are due 1o allc-nstﬂiw:ttypﬁnfmFm-
isms: acute viral Hepatitis A, transmitted
entrically like diarthoeal disease form 30-70 per
cent of jaundice cases in children, It is not usu-
ally fatal. Hepatitis B, the serum hepatitis trans-
mitted at birth by blood and in adults by blood
or second contact, is a far more infectious caus-
ing chronic and eventually fatal conditions, such
as liver cancer, The disease is transmitted par-
i from tomatic carrier and is found
mo cm professional blood donors,
as well as drug abusers, and patients in sexu-
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INDIA
par 1000 of

Pravalance
Tubemnculosis (T.8.) Casas

Fig. 19. Indis-Prevalence per 1000 of Tuberculosis (T.H) Cases

INDIA

Prevalence par 1000 of

]

&
o -
Fig. 18 Indis-Prevalence per 100 of Tetanus Cases
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INDIA
par 1000 of

Hapatitis Viral Caszes

Prevalance

Fig. 23, India-Prevalence per 10080 of Hepatitis Viral Cases

Fig. 21 Indis-Prevalence per 1N of Preumonds Cases
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ally transmitted disease clinics. The disease is
passed from mother to child ai birth, a trans-
mission which can be effectively intermupted by
the early administration of itis B vaccine
in 3 doses in the 1st, 3rd and 6th months of life.
Typﬁmd T:.rphmdnndpm hoid are seen in
mie 300,000 cases re-
q%r:tqi a:muall;r, am:l wmlljghu'k:\rnlin 1988,
disease is water-borne and is spread from
food handlers,
Worm h}fgﬂm.im It is seen widely in all seg-
menis of the population with the most common
ascrasis, or round worm, almost universal,
Guinea worm: 11 is endemic in 6 states
over some 4,000 villages in 65 districts, i
Nadu, and more recently Gujarat, have become
free of disease in 1980s with the major ula-
tion still affected residing in
Rajamhm,ﬁmnmh-ﬂnughbﬂtmngm

ﬂ-ﬂiaﬂa The disease malaria is en-
demic in India and is greatest health problem.
In 1981, the malaria ence rate was 3.9
per 1000 and in 1990, mmduwntﬂl??
per 1000 (Fig. 27). The
cases has increased from }rearwﬁl
o 1976 and after that it started decreasing. The
ﬁw:vqumqri:hlghtn Hmdml?md:sh Punjab
and Haryana in Northem India; GujminWm
India; in the Eastern H.um
in East India; Madhya B’.amauhm
South India and Islands. -
Kala-azar: It is a communicable disease spread
by the sand fly, a tiny insect which breeds ubig-
uitously in damp dark places. After disappear-
ing consequent 1o the mass
smm for malaria control, Kala-azar has
returned in the lWﬂan:ﬂumcfananm‘ﬁ4
emn Bihar and adjacent districts of West Ben-
gal. In 1989, 34I85 cases were detected. The
disease is characterized by chronic fever, en-
largement of liver and spleen, extreme suscep-
tibility to other infections, and progressive
uﬂnm is chronic, lqusimdmgmd even-

Fows: A dimnuhlynfdul:nm:l VAWS Con-
tinues to be transmitted especially in the tribal
areas of the states of Andhra Madhya
Pradesh and Orissa. Having neared eradication
in the early 1960s residual cases continue, with
this disease transmitted by direct contact, of-
ten from mother to child. Some 1300 cases were
recorded in 1985, many among children.
Thmmrdmﬂyfmmmnﬁmmnfms
represent a debilitating disease amongg the most

k) |

chmﬂlf;:;t; litis: This alm spread by
e en s %

mosquito, has occurred in sporadic outbreaks
gince 1955, toi g zince 1986
when more 10,004 cazes and in 1989, 6487
mwﬂrq:-nnadwnhfanht}'ram-mpcrwu
especially among children,

M&n.fngamml‘ meningits: It is endemic in
arge urban areas person io p-u‘m in
epldem]r: form; especially during winter

affectin children
icalarty hsse in close contact with other o
drm,{%ﬂ Mﬂgﬂ"iﬂ'ﬂtﬁﬂ-miﬂsmisﬂ'ﬂ-
] .
lariasiz: It is the disease due to filarias in the
blood, Ilnsmwymaﬂmanwfﬂm
(Fig. 28). Personal hygiene, safe
wmrandimwwadpuhﬁcmhm
are necessary for mmrn
Leprosy: Tt is not and the least com-
municable of all infections diseases._ [t is cansed
by a germ. Research on leprosy has not yet re-
vealed how the infection enters a healily .
It can occur in any social or economic class and
20 per cent of all newly-detected cases are chil-
dren. India has among its citizens at least a third
of the world's leprosy patients (about 4 million
estimated men, women and children). Leprosy
cases are reported from all over the country.
However the prevalence of the disease is not uni-
formly distributed. Bihar, Tamil Mado, Andhra
Pradesh, Pondicherry, Orissa, West Bengal,
Kamataka, Maharashira and Lakshadweep
taken together have over 85 per cent of all lep-
rosy cases in the country (Fig. 29).
Cancer: Cancer and other ive diseases
like thoze of heart and arteries and the various
diseases of the nervous system are still largely
unconguered. The cancer patients in
ecialized cancer hospitals 1989 are shown in
%I.I’E 30, according to international classifi-
czl‘.mnuﬂismu: The highest

frﬁ;um:yufnn—
lignant neoplasm has been reported for genital
organs follows in by lip, oral cavity and
pharynx and digestive organs and peritonenm
out of total patients rad for cancer.
Rheumatic Fever; It 15 associated with urban
crowding and follows in 1-3 per cent of cases
with the common streptoccocal A sore
throat, There is high prevalence of rheumatic
heart disease in the age group of 5-16 years (2-
11 per thousand) (ICME. Survey).
Heart Disease: The data pertaining to heart dis-
ease from different states and union territories
of India are not available, This may be due to
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Fig. 30. Indis-Prevalence per 1000 of Cancer Cises Fig. 31. Indis-Frevalence per 1000 of Diarrhoeal Diseases Cases
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non-availability of proper facilities either for car-
diac disease treatment or investigation. How-
ever, it has been reported that the incidence of
heart disease is the highest in Gujarat. At the

jor hearl disease detection centres situated
in Gujarat nearly 11,000 new cases are detected
every year, which may be only the tip of the ice-
berg. Both the major categories of heart dis-
ease—i(a) congenital (infant acquires symptoms
of heart disease at birth) and (b) acquired (rhen-
matic—a type of fever that affects the joints of
the body, as well as, valves of the heart and coro-
nary artery and blood vessels of the heart) are
reported

Diseases of poor environmental sanitation
continue to afflict most Indians.
Grasirie Disorders: The prevalence per 1000 of
diarrhoeal diseases (Cholera 0.008 per 10040;
Dysentry 9.06 per 1000 and Gastroenteritis 1.30

per 1000) was 10,37 inthe year 1981 and 11,52
er 1000 in 1989 (Fig. 31). However, cholera
declined in recent years although it occurs

in occasional outbreaks such as the epidemic in
Drelhi in 1988, when over 30,000 cases of chol-
era like illness with more than 2,000 confirmed
cases, claimed over 300 lives in the city. The

incidence of cases 15 high
in the Himalayan rucrg:tow- and Islands (Fig. 31).
The notified cases of cholera from the year 1950
1o 1981 show that of cholera per 1004

has decreased from 1951 (0.24) to 1981
(0.0084),

Sexwally Transmitfed Diseases: These are
found in from 1 to 4 per cent of the adult
population both in urban and rural areas.
1 to 3 per cent of women attending anti-natal
clinics are sero-positive for with a wider
prevalence of gonorrhoea, id and, in the
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Tahle 11: Percentage distribution of dewths by mujor canwe-
proups in India (Rural) during 1961, 1968, 1989

S Melifear calme- groups Fear

N el el he

I. Accidests and inparice 51 L8] 4

2. Fevers B4 K0 T4

3. Digestive disorden &0 6.5 6.6

4. Couphs{Discrders of L S [ 0.:
respira lory sy stam )

5. Disorders of contral 3.3 4.6 4%
HEMIUE Fysiom

6, Discascs of circuldory systesn 8.8 100 105

7. Oiiher clear symploms k.1 iR Rz

B, Cawses peculisr o infincy 121 R 9.8

% Child-birth and pregnancy 1.0 [} 0.9

10 Senility 4 AT Iig

1l. Rest 1.9 = =
Tuokal {Per cent) oG 0D [0,
{Mo. of Deaths) {17394) (201409

Percentage distribution af deaths due (o epecific cases-India

during 1589

1. Accidents and Injuries - Bpecific Causes: Fehicubar decl-
dewi (28,3%), Swicide [ 14.8%), Buwrir [13.0%) Drowaing
{11, 8%, Snmke Mite (7.2%), Fall (6.3%), Houicide (3.8%),
Chibers (14,7%]) = Todal {100.0%)

2. Fevers - Speciic Canses:  Typhoid (20, 158 | Imfluerca
{12.7%4), Malarda (B T%), Nof Cloxsifiable (57.1%) = Tolal
{100,005,

1 Ellgﬂn'w Disorders - Specilic Causes: (faviroemirilies
(24 5%), Acwie Abdomen (I3.8%), Dysentry (20.8%), Pep-
rie Leer (1.2, 22%), Food Poxiowing {14.8%) , Cholera {0, 7%),
Nor Cloesifiable (13.2%) = Total { 100.0%%).

d. Cewghs [Dnaorders of Respiratory Spatem)- Specific
Causes: Asthomno & Hrow chirts (43.6%), Prewmomte {27 5%),
TR of Lamgs (25.6%), FWhooping coughs (0. 5%) , Maf Clav.
sifiabie (2.8%) = Tatal {100.0%).

5. Dizorders of the Cengral Nervous Spaten- Specific Causes:

Paralysis (66.4%), Meningitiz (10.0%), Convulsions
{13.5%), Now Clavsifleble (100 0% = Total {100.0%).

6. Diveares of Circilatory Sysiems - Bpecalic Camses: Heort
Atrack (52,9%), Anaemia (29,0%), Ciher Heard Diseases
{18, 1%} = Total {100.0%),

T, iMther Clear Specific Cames; Coneer (18 84,
Lol (11, 5%), Clerbosic of Liver Diveoses (10, 1%), Do
bares (6.6%), Teurms (3.8%), Mearles (5.0%), Leprosy
(2.3%), Orhers (27.1%6) = Tetal {100.0%).

& Cawres Peculior fo Infancy- Specilic Causes: Fremaru-
rity (4%.2%), Respirarory Infection of New Borm (14.7%),
Disrrhoea of New Born (7.3%), Cord Mafection finchubing
Tt (5, 7%), Bivth fjury (2.9%), Congenital Malforma-
figwe | 2T, Nt Clorifiable (1 8.4%) = Total {100.0%).

¥ Child - Birth and Pregnancy (Maternod Mortality) - Spe-
cific Canses. Abortion (10, 9%5), Tooxaemia (7.9%), Amaemia
(20.53%), Fleeding of Pregrmancy [23.8%6), Malposition of
Child (10,0%), Prerpeal Sepxis (5.9%3), Not Classifiable
{20,3%) = Total {100.0%).

18 Kenility

Note: In 1989, the Survey was conducied over 23 siates and

unson territenies of India The survey not covered Sikkim,

Andaman & Mscohar Islands, Mizoram, Pondicherry and

Lakshadweep, whereas Chandigarh bas hecome urban,
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southern states, increasing endemicity of
Lympho Granuloma Venersum (LGV) and
Granuloma Venereum (GW) has been ohserved
{Fig. 32).
mdies have been reported showing relation-
ip between blood groups and major discascs
as infectious discases; neoplasm (malig-
nant growth); diabetes m-:llltus, mental disor-
ders; diseases of circulatory systems, diseases
of the blood; diseases of the digestive system,
diseases of genito- diseases, diseases of
the skin the congenital anamolies, in In-
dian population {For review. se¢ Bhasin and
Khanna, 1991). It was ed that the blaod
glmpﬁwu'cmhmtnd their allcle/haplotype
uency varied widely which were involved
m ¢ rocess of natural selection (Mourant et
Ga, 1978). Wiener (1970) is the strong-
estc.rmc of the studies of association of
diseases with blood groups. In India, associa-
tion of diseases with blood groups and polymor-
phic systems requires care and caution in the
choice of diseases and control lﬂﬁ inview of
(a) the cthnic diversity, and ﬁ? & probably
variation in the incidence of diseases and al-
lele'haplotype frequencies of the markers inthe
twa groups,

Causes of Death (Rural)

It is ohserved that more deaths have becn re-
poried in 1989 as compared to 1981 from the
states of Harvana, Rajasthan, Gujarat,
Maharashtra, Manipur, Orissa, Andhra Pradesh,
Kerala.

The percentage distribution of deaths by
major canse=groups for the year 1981, 1988 and
1989 is given in table 11. The major cause-
groups ‘Senility” and ' * are holding their
respective first and second ranks. It has been
noticed, on further examination, that deaths in
the age groups 55 years and more account for
about half of the total reported deaths. This
would partly explain the higher
der *Senility” cause-group. Deaths u: Iu
‘Coughs’ cause-group are around 20 per cent.
Dieaths due (o circulatory system are increasing,
since 1969 accounting 10,9 per cent of the total
reported deaths as against 8.8 per cent in 1981,
The major cause-group "Causes peculiar 1o in-
fancy” dzclined from 12,1 per cent in 1981
to 9.8 per cent of the total reported deaths in
1989, The cause-group ‘Other clear symp-
toms" comprising various i ent discases
has shown a similar trend from 8.1 per cent in
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1981 to 8.2 per cent 1989, Deaths due to major
canse-group ‘Digestive disorders™ is 8.0 per ceni
in 1981 but in 1989 year il has declined to 6.6
percent, “Accidents and injuries’ accounted for
7.4 per cent deaths in 1989 year, Deaths due o
‘Disorders of central nervous system’ accounted
for 4.8 per cent of reported deaths in 1989 as
compared 1o 3.5 per cent during 1981, Deaths
due to ‘Child birth and pregnancy’ have re-
muained 1o account for about one per cent of the

reported deaths (Fig. 33, 33a).
State-wise Analpsis of Major Cause-groups

Statewise percentage distribution of deaths
according to major cause-groups is given in (Fig.
33, 33a). Deaths due o *Senility” at the national
level accounted for 23.8 per cent of total deaths
reported under survey, In 1989 ‘Senility” deaths
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were higher than the national mremfem.&ndhm
Pradesh (28.5 per cent), Bihar (25.9 per cent),
Gujarat (25.4 per cent), Madhya Pradesh (24.3
per cent) and Maharashtra (31.0 per cent). Like
1981 the lowest “Senility’ deaths have been re-
ported from Jammu and Kashmir (2.1 per cent).

Deaths in ‘Coughs’ cause-group in percent-
age terms were higher than the national aver-
age of 20 g{n‘ cent in the states of Gujarat (23.9
per cent), Haryana (31.5 per cent), Jammu and

Kashmir (32.9 per cent), Madhya Pradesh (25.0
per cent), Rajasthan (31,1 per cent) and Uttar
Pradesh (22.9 per cent) in 1989 and almost simi-
lar patterns were also observed in 1981,
Deaths in the cause-group ‘Diseases of cir-
culatory system” which co sed Anaemia,
Congestive Heart Failure and Heart Attack, has
been reported much higher than national aver-
age of 10.9 cent in states of Jammu and
Kashmir (18.6 per cent), Kerala (22 .4 per cent),
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Orisga (18.0 per cent), Punjab (12.6 per cent)
and Tamil Madu (22,9 per cent), while substan-
tially lower deaths have been reported from
Haryana (5.8 per cent), Maharashtra (8.2 per
cent), Rajasthan (5.5 per cent) and Uttar Pradesh
(5.4 per cent) in the year 1989 except in Jammu
and Kashmir, where similar trend has been ob-
served in 1981,

The state-wise variations in respect of
*Causes peculiar o infancy” appear to be more
hetrogeneous. At the national level this group
is responsible for 9.3 per cent of total deaths in
the year 198% and 12.1 per cent in 1981, Higher
percentage of deaths under this cause-group is
ohserved in the states of Uttar Pradesh (15.0 per
cent), Karnataka (14.7 per cent), Orissa (11.6
per cent), Maharashira (12.2 per cent) and
Rajasthan (12.9 per cent). Quite low percent-
ages of deaths have been reported from Jammu
and Kashmir (1.4 per cent) as compared to 12.6
per cent in the year 1981.

The major cause group ‘Other Clear S%
toms' accounted for 8.2 and B.1 per cent des
at the national level in 1989 1981, respec-
tively, This cause-group is r:nm;n‘im:l of inde-
pendent *Causes of Clear Symptoms’ like Jaun-
dice, Measles, Tetanus, Poliomyelitis, Cancer
and Uremia etc. Higher percentages of such
deaths have been reported from Gujarat,
hanipur, Tnpura, Kerala.

‘Fevers' cause-group accounted for 7.4 and
8.4 per ceni deaths at national level in 198Y and
1981, respectively. Higher percentages than
national average have been reported from
Haryana, Punjab, Dadra and Nagar Haveli,
Tripura, Madhya Pradesh.
caths in the cause-group ' Accidents and In-
juries” accounted for 7.4 and 5.1 per cent of the
total reported deaths in 1989 and 1981, respec-
tively. Higher percentage than national average
has been reported from Himachal Pradesh,
Kerala, Maha-rashtra, West Bengal

In 1989 about 6.6 per cent of total deaths
were reporied under ' Digestive disorder” as com-
pared 1o 8.0 per cent in 1981, Deaths reported
under this group were higher than the national
average in the states of Assam, Bihar, Himachal
Pradesh, Jammu and Kashmir, Karnataka,
Manipur, Madhya Pradesh, Orissa, Tamil Nadu,
Tngmra Lrltarl-"radeshand West Bengal,

Disorders of the Central Mervous System’,
comprising mainly two specific mmmmely
‘Paralysis {C:r:bml ﬁ:lnplaxﬂ and Meningitis’
claimed 4.8 per cent of reporied deaths in 1989
than 3.5 per cent in 1981, Deaths reported un-
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der this group were higher than the national
level in the states of Andhra Pradesh, Jammu
and Kashsmir, Kerala, Orissa and Tamil Nadu.

Age and Sex Distribution

Agpe and sex are important demographic vari-
ables for the study of mortality patterns, It has
been seen that male deaths constituted 54.4 per
cent in 1981 and 55.7 per cent in 1989 indicai-
ing no substantial change in the sex composi-
tion of deaths.

Dreaths due to * Accidenis and Injuries’ have
been reported mainly in the age-fgro B }rears
and above for both males and
1981 and 1989. It may be noted ﬂlald:allls duc
to accidents and injuries are the major killers in
the age-groups 15-24 and 25-34 years for both
the sexes during 1981 and 1989, It is mainly
contributed by deaths due to "bums’, suicide,
vehicular accidents, and drowning, The ‘Fever
group has taken major toll in the 55 years ar-d

maore, followed by agn— of 14 years
5 14 vears for both [:|1a?]ml:IG t‘emal:s dunng
1981 and 1989 Same trend has been observed
in deaths due to ‘Digestive disorders” in voth
the years and for both sexes. Deaths under
‘Coughs” are mainly concentrated in the age-
group 55 years and more followed by less than
1 year, 1=4 years and 45-54 years for both sexes
during 1981 and 198%, Around 75 per cent of
total deaths due to 'Pneumonda’ were among
children aged below 1 year and 1-4 years. Abowut
two-third of deaths due to major cause-
‘Disorders of the central nervous system” have
been reported among males in the age-group 55
years and more with specific cause of death be-
ing paralysis. Dieaths due to ‘Diseases of circu-
latory svstem” were least among infams and it
mcreases with age and was highest in the age-
55 and more for both sexes in 1981 and

also in 1989, Heart attack is the major killer in
the age group 55+ Same trend has been ob-
served in the major cause-group ‘Other clear
symptoms'. Cancer followed by diabetes and
jaundice are the major killers in this group.

Health Care System

For safeguarding the population from dis-
Base, mmunphasslsbdnggtvmm medical
facilities, EF&: the availabil-
ity of these llltlesm&wmra]m A nm-
berof hospitals, allopathic dispensaries and pri-
mary health centres are being set up in the coun-
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try. In India, greater importance is given to cura-
tive measures instead of preventive ones. Most
of India’s health problems are related to insani-
tary conditions and lack of education, They are
Fcrevmlabieh v public health measures. The dif-
iculty in making %‘H& in preventive medi-
cine is compao a number of culiural
and traditional habils und beliefs surrounding
dietary practice, childbirth, illness and hy-
ene,
g In 1990, in 412 districts of India (
11151:1'1949 towns, 5011 Development Blocks
and 5,57,137 inhabited villages) there were
10, l‘.l‘“I]H:s italzs and 6,02 490 beds, out of which
4525E tals and 4,25 407 beds were Govemn-
5640 Iluipllahmid 1,77,083 beds were
private. The area served per huspnal (5q. km)
(000} was 2-1643 and population served per
hﬂﬂpilalmdperbedwm 14450-65000 and 319-
respectively; hospital beds per 1000 popu-
latim comes to 0.73. from govermment
and private hospitals, there are 20,531 Public
Health Centres, 1,30,390 Sub-centres and 1852
Community Health Centres to the needs
of the people. In 1987 there were 3,3 1,630 medi-
cal doctors registered with Medical Council of
India In addition, in 1988 there were 2,45, 405
nurses and midwives registered with Nursing
Council of India. A large mumber of i us
practitioners serve the vast majority of rural
ion. There are about 4,00,000 registered
practitioners—Ayurveda (2,40,000), Unani
(28,000), Siddha (12,000) and Homeopath
(1,22,000). In addition, there are an estimat

5,00,000 ioners of medicine who have not
from a formally recognised course or

The vast of India with its multi-
racial origin, diverse cultural, dietary and liv-

ing habits, marriage laws and tradition, and the
cxtreme variaions in environment presents
complexities in the study of diseases and faces
a great challenge in secking to improve the

health status of its people, especially its child

population. Poor socio-economic itions in
a large section of the population are associated
with high infant montality (ranging from 60-80
per 1000 births) and a high birth rate varying
from state to state (22.9-40.2 per 1000 popula-
tion). Perinatal death and siill birth rates are
also high, environmental factors like birth
trauma, poor antenatal nutrition and care, peri-
natal infections and dietary deficiencies account
for most of the cases. One might that these
rates would decline with better child health care

M.E. BHASIN AND VEENA BHASIN

and antenatal supervision. The maintenance of
ill health across generations result from a com-
plex interplay of social, economic, cultural and
biological factors. This cycle can, in theory, be
bmkmatmy . The complexity of the rela-
man}rpnmlxa.t which the pas-
lhmllh Hmn gmmﬂan to generation
r.'mhe of the
health nfh'-fantsmd young ¢ drmals':rprn=
tects the health of the next generation of adult
health.

In the heterogencous Indian sodety, to bridge
the gap between different socio-economic lev-
els, there is a need of holistic fo envi-
ronment, economy, energy, equity and develop-
ment, The whole of wransitions, which is
needed, inchude among other things, pt:rpulmun
stabilization; intergradations land-use plann-
ing; sustainable agriculture, forestry, ami-
mal husbandry and fisheries, conservation of
biodiversity; control of air and water pollution;
non-polluting energy systems especially

rencwable ones with mcrﬁ efficiencies;
recycling of wastes and es; :cnlugi
cally compatible housing and slum improve-
ment; environment technologies; pov-
erty alleviation; blending economics with ecol-
DEY.

HEY WORDS Pn'nll‘um Heshth. Driseasss. Fertility. bMor-

ABSTRACT In this paper an aitempt is made to give an
everview of heakih of Indians, as well s, esaeniial aspect of
their ervvironment. Indis is » nmelti-ethnic, mualti-lingabstic and
mulli-religious state, anl‘lhapmphntnmlam
vantage dus io nuiriiional handscaps are found in devel

couniries and Endia 8 no exception. Ntrrison or rather

of good food coupled with & atress filled environment can
Lasz:e: the population ot a disadvaniage, The madntenance of
ﬁlhﬂmummlﬁmnmh:iﬁmﬂu

ufsmu:.rmcmm ﬁ.mn‘hrh‘;’wn-
plexity rﬂmﬂpﬂ?ﬂnmpﬂﬂﬁm pas-
sage of ill health from genaration can ba inler-

rupted. Simudarky, eetin of infanls snd
m?mmupﬂhMOTﬁurmm
adulta,
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