











In Sri Lanka, the infant death rate reported for urban
areas was higher than for rural areas in 1952-1954 as well
as in 1962-1964. More recently, the preliminary results of
the 1975 World Fertility Survey found no significant dif-
ference between infant mortality levels in urban and rural
areas, but on the tea and rubber estates it was twice as
high. It has been suggested that the higher urban than ru-
ral mortality at the earlier dates arose from the poor eco-
nomic conditions, unsanitary housing and inadequate envi-
ronmental hygiene of the poorer sections of urban
centres.” An additional, or alternative, explanation might
be, as Rao has noted in attempting to explain mortality
variations by geographical districts in Sri Lanka, that there
is differential under-reporting of deaths among the dis-
tricts, or a disparity in the actual place of residence of the
deceased and that reported in the death certificate*' The lat-
ter could occur if persons from rural areas who are admit-
ted to hospitals in urban areas give a local (urban) address,
which then becomes the basis for classification of mortal-
ity data according to residence.

The differences between urban and rural mortality levels .

are not necessarily the same in all parts of any country. In-
fant mortality rates for 17 states in India in 1970 and 1971,
for example, show that in each state in both years the ur-
ban rates were lower than the rural, but that there was a
large area of overlap between the urban and rural rates (ta-
ble 1V.19). The urban rates varied from 11 to 134 while
the rural ones ranged from 27 to 173. The accuracy of
these figures, particularly the lowest ones, is uncertain,
and this may exaggerate the area of overlap. The overlap
between the urban and rural rates can be explained, at least
in part, by the fact that in many Asian countries, certain
areas may be designated urban according to criteria such as
population size or density, whereas in fact only a fraction
of the population of the area benefits from such urban
amenities as a clean water supply and sanitation and health
services.

The same general features are evident in data for Indo-
nesia (table IV.15). Urban mortality, as measured by the
proportion of children who died during the first five years
of life, was consistently lower than rural mortality in each
part of the country, and, as in India, the range of urban
and rural figures overlapped, but the amount of overlap
was much smaller in Indonesia. The Indonesian data also
provide some indication of time trends in both urban and
rural areas. Between the late 1940s and the mid 1960s
there were substantial declines in mortality in all regions.
However, in three of the five regions having urban and ru-
ral components (West and Central Java and Sumatra), ur-
ban mortality declined more rapidly than mortality in the
rural hinterland, thus widening the gap between urban and
rural mortality in these regions.

% Sri Lanka, Department of Census and Statistics, World Fertility Survey-
Sri Lanka, 1975, First Report (Colombo, 1978).

* Economic and Social Commission for Asia and the Pacific, Popula-
tion of Sri Lanka, Country Monograph Series, No. 4 (ST/ESCAP/30)
(Bangkok, 1976), p. 143.

4rS. L. N. Rao, ‘‘Mortality and morbidity in Sri Lanka’’, in Univer-
sity of Sri Lanka, Demogmphic Training and Research Unit, Population
Problems of Sri Lanka (Colombo, 1976), p. 32. v

TABLE IV.19. INFANT MORTALITY IN INDIA BY STATES AND URBAN AND
RURAL AREAS, SAMPLE REGISTRATION SCHEME, 1970 AND 1971

(Infant deaths per 1,000 live births)
Urban Rural
State 1970 1971 1970 971
Andhra Pradesh-.............. 79 64 123 113
Assam (including Meghalaya) . . . 83 73 142 131
Bihar ........... ...l 69 ... e cen
Gujarat .................... 134 109 160 145
Haryana .................... 57 52 9 64
Himachal Pradesh ............ 69 69 138 115
Jammu and Kashmir .......... 58 49 85 74
Kerala ..................... 41 45 56 58
Madhya Pradesh ............. 106 76 142 141
Maharashtra . ................ 9 82 100 107
Manipur .................... 26 11 32 27
Mysore .................... 65 R 96 .
Orissa ..................... 103 9 135 133
Punjab ..........oiviinn.... 84 yv) 107 109
Rajasthan ................... 87 74 144 113
Tamil Nadu ................. 82 91 127 127
Tripwra .................... 61 m 96 100
Uttar Pradesh .. .............. 113 121 162 173
WestBengal ................ 59 69 . ce

Source: India, Office of the Registrar General, Sample Registration Bul-
letin, vol. VH, No. 1 (January-March 1973).

2. Socio-economic differentials in mortality

Table IV.18 shows urban and rural infant mortality rates
for three subgroups of the population of Peninsular Malay-
sia. The Chinese have the lowest infant mortality rates in
all three regional categories. In the metropolitan area, the
Malays have the second lowest infant mortality rate and
the Indians have the highest, while in the ‘‘other urban”
and rural areas, the Malays have the highest rates. The fig-
ures for the Chinese are of interest because the range of
rates in the three types of areas is quite small. The Chinese
are, on average, better educated and occupy a higher
socio-economic stratum than either of the other two sub-
groups. In these facts lies the key to understanding the ur-
ban/rural differentials, for, from all the available data, it
would seem that such differentials are largely, if not exclu-
sively, reflections of differences in the socio-economic
composition of each population. When infant mortality or
child survival rates, for example, are calculated for groups
differentiated according to the educational attainment of
the parents, the urban/rural mortality differentials often all
but disappear.

The relationship between socio-economic and urban/
rural mortality differentials is discussed at some length in the
chapter on Latin America. For the present, the only illus-
tration for Asia that can be offered is from Indonesia. In
table IV.20 mertality is measured in terms of deaths to
members of the 1965-1967 birth cohort. The number of
children who died before reaching the age of 5 years, out
of every 1,000 born alive during 1965-1967, is shown for
each of three categories of mother’s educational level and
father’s economic status. With two exceptions, both of
them in Java, the highest childhood mortality occurred in
the lowest educational and economic status categories. The
lowest mortality, on the other hand, was consistently
found in the highest educational and economic categories.
In many cases, the difference between the urban and rural
proportions of children dying for a given geographical re-
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TasLe IV.20. PROPORTION OF CHILDREN DYING BEFORE AGE 5 YEARS OUT OF EVERY 1,000 LIVE BIRTHS BY
MOTHER'S EDUCATIONAL STATUS AND FATHER’S ECONOMIC STATUS, INDONESIA, BIRTH COHORT OF 1965-1967

Java
Sulawesi Sumatra West Central East Bali
Place of residence and education
of mother
Urban
None ................ 215 165 133 153 128
Some primary ......... 153 149 151 145 115
Completed primary and
above ............. 105 122 59 84
Rural
None ................ 210 184 194 162 128 207
Some primary ......... 158 182 193 157 109 181
Completed primary and
above ............. 126 136 149 ' 134 108 85
Place of residence and father's
economic status (based on
‘‘economic score’’)*
Urban
05 . i 195 185 . 165 108
614 ................. 154 112 .. 131 120
1536 ........0ennnnn, 73 48 N 40 58
Rural
05 ... 183 220 e 192 131 202
614 ... ............. 180 156 R 144 108 174
1536 ................ 37 124 b b 53

Source: Universitas Indonesia, Fakuitas Ekonomi, Lembaga Demografi, ‘‘Preliminary report, Indonesian

Fertility-Mortality Survey 1973"* (Jakarta, 1974) (mimeo.).

* The economic score is based on the possession of selected items by the household, each itern receiving an
assigned weight, e.g., electricity in the house, 5; piped drinking water, 4; ownership of land, 4; bicycle, 1.

* Fewer than 50 births.

gion and socio-economic status was slight. However, in
the highest educational category, infant and early child-
hood mortality in the rural areas greatly exceeded that of
the urban areas. The reason for such large differentials be-
tween what are presumably groups with the same educa-
tional level may be that within that category, the most
highly educated are concentrated in the urban areas.

The concept of socio-economic status is often a rather
elusive one and only a few studies of Asian countries have
attempted to classify the socio-economic status of individ-
‘uals and families by a composite index which might permit
a refined analysis. One of the earliest to do so was the My-
sore Study, which found that infant mortality rates varied
inversely with a family’s socio-economic status.*> Among
the more recent studies that have investigated the relation-
ships between mortality and socio-economic variables, the
following may be singled out for discussion. In a survey of
Greater Bombay in the early 1970s, the socio-economic
status of households was assessed by interviewers on the
basis of their observations of, among others, general living
conditions, type of housing, household possessions, and
occupation of the head of household. The households were
then classified as belonging to one of three socio-economic
groupings, and the resulting infant mortality rates showed
a strong inverse relationship to group status.*®

Important factors in the high mortality among the lowest
classes, in addition to poverty and privation per se, are

42 The Mysore Papulation Study (United Nations publication, Sales No.
61.XH1.3).

4 L. T. Ruzicka and Tara Kanitkar, ‘‘Infant mortality in Greater Bom-
bay"', Demography (India), vol. 2 (1973), pp. 41-55.
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culturally determined attitudes with respect to health and
medical care. Often there is lack of knowledge and aware-
ness of health problems among these groups;, but beyond
this there is also a reluctance to seek medical assistance
that is deeply rooted in the history of oppression and neg-
lect of the poor, which has generated feelings of mistrust
that are difficult to overcome.

Mortality often varies among ethnic, racial and religious
groups within the same country, with higher than average -
mortality prevailing among members of groups which have
been relegated to the lower strata of society. Earlier in this
subsection, differences in the infant mortality rates for the
three principal ethnic groups in Peninsular Malaysia were
discussed. Mortality at other ages, as reflected in the ex-
pectation of life at birth, shows the same general features,
as can be seen from the text table below. Life expectancy
at birth was highest for the Chinese and lowest for the
Indians.

Expecxaion of B ot birth, 1971,
(Years)

Ethnic
growp Males Females
Malays ..........o0iiiinnin 63.0 65.2
Chinese .......c.coveveinanns 64.6 72.2
Indians ...............000.nn 58.8 61.6

Source: Malaysia, nt of Statistics, Vital Statistics, Peninsular

Malaysia, 1972 (Kuala Lumpur, 1974).
The high life expectancy of the Chinese population in Ma-
laysia may not only reflect their relatively favourable eco-
nomic position but also the impact of the cultural patterns
emphasizing cleanliness and attention to the preservation



of good health. The better education of Chinese mothers
may also contribute to lower infant and child mortality as
may the fact that the Chinese women have lower fertility
and therefore a smaller proportion of high-order births.
Such births carry a greater than average risk of mortality.

A review of Indian data for the late 1960s found an in-
verse relationship between infant and child mortality, on
the one hand, and socio-economic status, income, educa-
tion and occupation, on the other. Some of these findings
are presented in table IV.21. Of particular interest is the
way in which mortality levels, with a single exception,
varied inversely by caste among the Hindu population, and
the varying position of Muslim mortality relative to that of
the Hindu castes. However, interpretation of these data is
complicated by the lack of information on additional char-
acteristics of the groups in the sample, such as mean edu-
cational attainment and average standard of living, which
might have a significant bearing on the observed differen-
tials in mortality.

TABLE IV.21. DIFFERENTIALS IN INFANT MORTALITY AND PROPORTIONS OF
CHILDREN DEAD BY SOCIAL AND ECONOMIC CHARACTERISTICS OF THE
FAMILY, TWO INDIAN SURVEYS

Shadnagar Survey, 1966-1968 Lucknow Survey, 1967-1968

Percentage of Percentage of

Infant children dead Infant children dead out
mortality rate out of total mortality rate of total ever born
Social or (per 1,000 ever born to women (per 1,000 to women aged
economic category live births)  aged 45-49 years  live births) 45 years and over
Religion and caste
Hindus
Upper castes .. 119 28 59 27
Middle castes . 111" 33 69 52
Low castes ... 118 34 136 62
Muslims ....... 70 30 94 40
Occupation of father
Cultivator (owner
and tenant) ... 104 31
Agricultural and
casual labourer 101 35
White-collar
worker ...... 100 37
Blue-collar
worker ...... 150 28
Income (rupees per
month)
Under 75 .... 136 37
75-150 ...... 87 51
151-300 ..... 80 27
Over 300 18 26

Source: K. E. Vaidyanathan, ‘‘Some indices of differential mortality
in India’’, in K. E. Vaidyanathan, ed., Studies in Mortality in India
(Tamil Nadu, India, Gandhigram Institute of Rural Health and Family
Planning, 1972), pp. 145-160.

A series of World Health Organization surveys of family
formation and health conducted in the early 1970s in five
Asian countries offers further evidence of mortality differ-
entials by socio-economic characteristics (table 1V.22). Of
the four religious groups surveyed in rural India, the great-
est losses during the first five years of life were experi-
enced by Hindu children born into the Scheduled Castes.
For each of these groups, however, the death rates for the
low- and middle-class families differed only slightly. Of
the other four areas shown in table IV.22, childhood mor-
tality was higher for the low social status samples than for
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TaBLe IV.22. NUMBER OF CHILDREN DYING BEFORE AGE 5 YEARS OUT OF
EVERY 100 LIVE BIRTHS BY SOCIAL CLASS OF THE FAMILY, FIVE COUN-
TRIES OF ASIA

Social status

Coumiry and culture or
residence categories Middle Low
India

Muslims .......................... 17.8 19.8

Hindu Scheduled Castes® ............. 25.2 24.3

Hindu Kongu Vellalas® .............. 18.8 21.8

OtherHindus® ...................... 20.5 221
Iran

Muslims ..................covuunn, 13.9 17.3

Armenians ..................c..... 7.7 11.2
Lebanon

Shiites ..........cccvvvriiiiianiann. 5.2 6.7

Maronites ..................iiia.. 4.1 4.2
Philippines

Rural ............ ..., 6.3 9.4

Uban ...........cooiviiiiiinin... 7.6 14.9
Turkey

Rural ............ ..o, 18.9 20.1

Semi-urtban ........................ 15.0 12.9

Source: M. R. Bone, C. C. Standley and A. R. Omran, ‘‘Family for-
mation and childhood mortality’’, in A. R. Omran and C. C. Standley,
eds., Family Formation Patterns and Health (Geneva, World Health Or-
ganization, 1976), pp. 201-255.

Note: Data are based on sample surveys conducted in the five coun-
tries in the early 1970s. The study areas were as follows:

India—34 villages in Tamil Nadu State

Iran—3 sections in north-eastern Teheran

Lebanon—3 communities in the saburbs of Beirut

Philippines—an urban area (Metropolitan Manila) and a rural area (Ri-

zal Province)
Turkey—Etimesgut District (83 villages and 2 towns).

® Mainly agricultural labourers.
® Mainly landowning cultivators.

the middle-status groups for all but the semi-urban popula-
tion of Turkey. The differences were greatest in the Philip-
pines and smallest in Lebanon. Ethnic group differences in
mortality of children were large in Teheran, Iran, with
mortality among Muslim children greatly exceeding that of
the Armenians. In Lebanon childhood mortality among
Shiites was somewhat higher than among Maronites.

One of the most important factors contributing to high
mortality among the disadvantaged groups is high fertility
and its concomitant, the close spacing of births. This com-
bination often results in premature deliveries and low
birth-weight infants, both of which increase the risk of in-
fant deaths. Frequent pregnancies also have adverse effects
on the health of women, undoubtedly contributing to the
anaemias which are widespread among Asian women and
increasing the risk of maternal deaths. Ignorance of the
population with respect to matters of health and hygiene
contributes further to high mortality. The importance of a
knowledge of health matters is seldom measured directly,
but can be inferred from the inverse relationship usually
found between educational attainment, or some other mea-
sures of socio-economic status, and the mortality level.
Thus, in the Republic of Korea, infants born to mothers
with no formal education were found to be twice as likely
to die during their first year of life as those born to
mothers who had completed high school.* The differential

“H. J. Park, ““A study of infant deaths in Korean rural areas”, The
Seoul Journal of Medicine, vol. 3, No. 4 (1962).



in infant mortality rates between Philippine women with
no formal education and those with more than one year of
college was even greater—approximately 100 and 30
deaths per 1,000 live births, respectively.*

Analyses of socio-economic mortality differentials gen-
erally include an examination of occupational mortality
when the requisite data are available. Occupational death
rates, in addition to reflecting the general levels of living
of persons in various occupational groups, reflect also the
specific hazards associated with the occupations. Only one
study has attempted to analyse such data for a country in
Asia: a study of 1970 data for Singapore,* which, to be
sure, is demographically atypical of Asian countries. The
main findings of the study were that men in the work force
who were under 50 years of age had higher mortality rates
than those not working, but at ages 50 years and over the
mortality of the working men was lower. In contrast,
women in the work force had lighter mortality than non-
working women at all ages except 10-19 years. It was sug-
gested, in explanation, that the higher mortality of the
working men at the younger ages was due to occupational
hazards. At the older ages, however, selectivity had oper-
ated whereby men with impaired health had withdrawn
from the work force, thereby increasing the proportion of
such persons in the non-working population. Regarding the
low mortality among working women, it was suggested
that, as most of these women were single or divorced, they
were not exposed to the health risks associated with child-
bearing. However, such risks would be very low in Singa-
pore, and not sufficient to explain the differential. Among
the employed males, age-standardized death rates ranged
from 2.5 per 1,000 in the professional, technical and re-
lated occupations to 5.0 per 1,000 among craftsmen, pro-
duction process workers and labourers. Aside from educa-
tional and life style differences between these two groups,
the occupational hazards of the latter group are much
greater.

On the basis of data on child survivorship collected in
the 1973 National Demographic Survey in the Philippines,
values of expectation of life at birth were estimated, and
the estimates tabulated by occupation of mother. It was
found that children born to mothers in the professional, ad-
ministrative and managerial occupations had an estimated
life expectancy at birth of about 68 years. Children of
mothers in the white-collar occupations had a life expect-
ancy of 61 to 68 years, and those of mothers who worked
on farms had a life expectancy of around 54 years. In sum,
according to this analysis, children bomn into high-status
families could expect to live about 15 years longer, on av-
erage, than those born into the poorest families.*

Data on trends in mortality differentials by socio-
economic variables are virtually non-existent for the coun-

45 Adelamar N. Alcantara, ‘‘Differential mortality among population
subgroups,”’ (Manila, Population Institute, University of the Philippines,
1975) (mimeo.).

46 Saw Swee-Hock, *‘Occupational mortality variations in Singapore,
1970°", Journal of the Royal Statistical Society, vol. 139, No. 2 (Series
A, 1976), pp. 218-226.

47 Adelamar N. Alcantara, ‘‘Differential mortality among population
subgroups’’, Research Note No. 63 (Manila, Population Institute, Uni-
versity of the Philippines, 1975) (mimeo.).
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tries of Asia, so it is not known whether these differentials
are contracting or increasing. However, there is some evi-
dence that the proportion of the population living below
the “‘poverty line’” in some parts of Asia is increasing.*® It
has been observed, with respect to the more developed
countries (see chap. II), that in the early stages of the tran-
sition from high to low mortality levels, mortality differen-
tials between the classes increased as the upper classes
benefited first from various health and medical innova-
tions. Eventually these benefits filtered down to the lower
classes, and the gap narrowed. Some of the less developed
countries, including those in Asia, may be at a stage where
mortality differentials are increasing, and efforts to raise
the income and educational levels of the poorest classes,
among other measures, should have a favourable effect on
their mortality.

D. MORBIDITY AND CAUSES OF DEATH

The structure of mortality in a population is determined
not simply by the incidence and prevalence of various dis-
eases but also by the differential fatality rates of those dis-
eases.* Fatality rates, in addition to reflecting the inherent
severity of the diseases, are greatly influenced by the envi-
ronment in which a population lives, by social and eco-
nomic factors and by the general health condition of the
population. In the less developed countries, a complex of
factors is responsible for the high levels of morbidity and
mortality. These factors are associated with underdevelop-
ment and include illiteracy, ignorance and prejudice due to
very low educational levels; poor housing and sanitation;
inadequate diets with respect to both quantity and quality;
scarcity of pure drinking water; and shortcomings in the
delivery of health care.

Reliable data on causes of death in Asia are available for
only three territories which have fairly accurate and com-
plete vital statistics registration. The territoriess—Hong
Kong, Singapore and Peninsular Malaysia—have high life
expectancies and are therefore not representative of the
mainland of Asia. Although death registration is also virtu-
ally complete in Sri Lanka, the classification of deaths by
cause is not satisfactory. As can be seen from table IV.23,
nearly 25 per cent of all deaths fall into the category of
‘‘symptoms and ill-defined conditions’’ and a further 25
per cent are classified in the residual category ‘‘all other
diseases’’, an unusually high proportion.

The reporting systems in other countries of Asia are of-
ten limited to deaths occurring in urban areas or in hospi-
tals only, so the distributions of deaths by cause are not at
all representative of the country as a whole. Moreover, the
cause of death is frequently not reported at all, or the de-

“8 On India, see Joginder Kumar, ‘‘Recent demographic transition in
India and a viable population policy’’, paper presented at the Seventh
Summer: Seminar on Population, East-West Population Institute, Hono-
lulu, June-July 1976. Some evidence on the deterioration of the nutri-
tional status of the population in Bangladesh is presented in A. K. M. A,
Chowdhury and L. C. Chen, ‘‘The dynamics of contemporary famine’’,
in Proceedings of the International Population Conference, Mexico City,
1977 (Liege, International Union for the Scientific Study of Population,
1977), pp. 409-426.

“? The fatality rate, or case fatality rate, is the proportion of fatal cases
among the reported cases of a specified disease.



TABLE IV.23. PERCENTAGE DISTRIBUTION OF CAUSES OF DEATH IN ASIAN COUNTRIES WITH
*‘COMPLETE"’ DEATH REGISTRATION

Peninsular

Cause of death de Honk fors: Magyse.  Siggpore. S L.
Cholera, dysentery and other diarthoeal dis-

BBSES ...\ttt 1,34 0.1 3.2 1.0 1.8
Tuberculosis ..........covvvnurvinnenen. 5,6 54 42 38 0.6
Other infectious and parasitic diseases........ 2,7-18 1.0 3.7 1.7 8.1
Neoplasms ...............coviinvan, 19,20 214 8.3 16.1 1.3
Cardiovascular and cerebrovascular diseases .  25-30 240 19.0 26.0 83
Influenza, pneumonia, bronchitis etc. ....... 31-33 14.8 6.9 11.6 59
Other diseases of digestive system .......... 34-37 27 22 2.6 6.1
Complications of pregnancy ............... 40,41 0.0 0.4 0.1 1.3
Congenital anomalies and diseases of early in-

fancy ............. vt 42-44 42 16.3 5.6 10.9
Symptoms and ill-defined conditions ....... 45 9.2 13.3 11.4 24.4
All other diseases .................c..ounn 21-24,38,

39,46 9.5 13.9 11.9 24.8
Total, natural canses .................... 1-46 92.3 91.4 91.7 93.5
External causes (accidents, sucide, homicide,
other violence) ...................... 47-50 1.7 8.6 8.3 6.5
TorAL (percentage) 100.0 100.0 100.0 100.0
Number of deaths . ...................... 21251 22275 11920 94903

Source: Demographic Yearbook, 1974 (United Nations publication, Sales No. E/F.75.XIIL.1), table 27.

_Nore: “‘Complete’’ death registration refers to coverage of at least 90 per cent of deaths. For Peninsular Ma-
laysia, data are for medically certified deaths only, comprising about one third of all deaths.

* Numbers refer to the abbreviated (**B’’) list of 50 causes of the International Classification of Diseases, 1965

Revision.

tails of the deaths that are reported are vague or insuffi-
cient to classify them appropriately. As a result, a large
proportion of all deaths are included in the category
“‘symptoms and ill-defined conditions’’ (as in Sri Lanka)
while deaths in other categories are correspondingly under-
stated. For these and other reasons, such as the age and
sex selectivity inherent in the under-reporting of deaths,
very little that is quantifiable can be said about the struc-
ture of mortality in Asia outside the three territories men-
tioned above.

The pattern of causes of death in Hong Kong and Singa-
pore is very close to that found in the more developed
countries, with their very low proportions of deaths from
infectious and parasitic diseases and high proportions from
the chronic, degenerative diseases. Peninsular Malaysia
has a cause of death structure that is somewhat less
‘‘Western’’ than the other two territories, which is not sur-
prising in view of its somewhat lower life expectancy. As
can be seen from the first three cause-of-death groups
listed in table IV.23, the percentage of total deaths from
infectious and parasitic diseases was 6.5 in Hong Kong
and Singapore, and 11.1 in Peninsular Malaysia. While
these percentages were still high compared with the more
developed countries as a group—where deaths from the in-
fectious and parasitic diseases averaged only 1 per cent in
the 1970s—they were far below those of countries with
higher mortality. The cardiovascular (including cerebro-
vascular) diseases and neoplasms have become the princi-
pal killers in Hong Kong and Singapore, where they ex-
ceeded 40 per cent of total deaths. In Peninsular Malaysia
the proportion was much lower, only around one quarter of
all deaths. These proportions compare with an average of
some two thirds of all deaths in the more developed coun-
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tries. It should be noted that differences in age structure
between the three territories and the more developed coun-
tries tend to exaggerate the differentials in the percentages
being compared.

The available information on the cause-of-death struc-
ture of mortality in the medium- and high-mortality coun-
tries of Asia is, for the most part, too questionable in qual-
ity to afford a satisfactory basis for discussion. Certain
qualitative aspects of morbidity and mortality in these
countries are well known, however. One relates to the per-
vasiveness of nutritional deficiencies and their role in ill-
ness and death. It has been reported, for example, that 80
per cent of the families in Java consume grossly inade-
quate diets that do not provide minimal daily energy re-
quirements.™ In the Philippines, it was found that 80 per
cent of children under 6 years of age suffer from malnutri-
tion and that one in 14 suffers from severe, third-degree
malnutrition. Malnutrition was found to be as great a prob-
lem in urban squatter settlements as in rural areas -of the
Philippines.>! High percentages of deaths from the infec-
tious, parasitic and respiratory diseases are invariably asso-
ciated with widespread malnutrition.

An alarming aspect of the relationship between poverty,
malnutrition and high mortality is that the situation in
many countries seems not to be improving, or to be doing
so only at a disappointing pace. The failure of India to at-

30T, H. Hull and J. E. Rohde, Prospects for Rapid Decline of Mortal-
itv Rates in Java, Universitas Gadjah Mada, Population Institute, Work-
ing Paper Series, No. 16 (Yogyakarta, 1978), p. 42.

5'M. B. Concepcién and Peter C. Smith, The Demographic Situation
in the Philippines: An Assessment in 1977, Papers of the East-West Popu-
lation Institute, No. 44 (Honolulu, East-West Center, 1977), p. 17.



tain even a medium level of mortality (i.e., an expectation
of life at birth of at least 50 years) by 1970-1972 is almost
certainly related to the increasing proportion of the popula-
tion living below the poverty line. It has been estimated
that, by the late 1960s, some 250 million Indians—about
half of the country’s population at the time—were living
in abject poverty.>? The author of a detailed study of In-
dian development between 1961 and 1971 concluded that:

*““currently the three largest causes of death are gastro-
enteric disease, tetanus, and tuberculosis. Infant mor-
tality, although greatly reduced, is still around 140
per thousand live births . . . . India now faces a situa-
tion where further death rate reduction depends on ba-
sic improvements in nutrition, sanitation, hygiene,
and education. And this reduction does not now ap-
pear to be occurring. Previously it has been possible
to argue that socio-economic conditions could not

%2 Joginder Kumar, ‘‘Recent demographic transition in India and a via-
ble population Eicy", paper presented at the Seventh Summer Seminar
on Population, East-West Population Institute, Honolulu, June-July 1976.
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have been worsening as the expectation of life was
rising. But that argument cannot currently be used.”"*

The situation is much the same in Bangladesh and Paki-
stan, and undoubtedly in other parts of Asia, and ought to
be considered as very grave. To solve the health problems
of these countries requires a multifaceted approach. It is
not sufficient only to raise income levels. The appalling
health conditions in which the urban and rural poor live
must be improved by, inter alia, providing the populations
with a basic education, an adequate food supply, and the
minimum public health provisions of safe drinking water
and sanitation services. Finally, improvements in the sys-
tem of health care delivery, to make services and facilities
available within easy access of the population, particularly
the large numbers of rural dwellers who are often inade-
quately served, would further contribute to mortality
decline.

3 Robert Cassen, ‘‘Welfare and population: notes on rural India since

1960, Population and Development Review, vol. 1, No. | (September
1975), pp. 33-70. ‘





