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DEMOGRAPHIC AND HEALTH STATISTICS RELATING TO
URBAN AND RURAL AREAS

I. INTRODUCTION

In undertaking a study of urban and rural differences in demographic patterns

or in health conditions in various countries, or even for setting out relevant

tabular statistical information on an international basis, the chief difficulty

is the lack of a uniform definition of what constitutes an "urban area ".

Although it is usual to classify an area as urban if the population size of the

agglomeration exceeds a certain minimum, the minimum itself varies from one country

to another. For instance, in Iceland a population unit is clasified as urban if

the agglomeration exceeds 300 inhabitants. while the corresponding limit for the

Netherlands is 20,000 inhabitants. The minimum prescribed for Switzerland is

10,000. The most frequent practice, however, is to classify places of 2,000 or

more inhabitants as urban. Ly choosing such diverging levels, each country

therefore tries to classify the population into a dichotomy in its own way. But

since there is usually no fixed point in the scale ranging from small clusters to

large agglomerations at which "rural" ends and "urban" begins, the classification

is an arbitrary one. It must also be noted that in many cases a classification

into urban and rural is based on official boundaries that demarcate towns, cities,

or municipalities for administrative reasons, such as, for instance, for purposes

of local government, taxation, police protection, etc. The boundaries of such

areas may generally differ from what we would get by considering the minimum size

prescribed for classifying agglomerations as urban and in many cases exclude

closely settled and clearly urban populations of the suburban fringe.

Some idea of the variations in practices of classifying the population into

rural and urban may be had from the last column of Table I which gives a brief

statement of the criterion used for this purpose in different countries. A fuller

discussion of the bases adopted by different countries in recent years is given in

Chapter III, Data on Urban and Rural Population in Recent Census: UN Statistical

Office Document ST /SOA /Series A: Population Studies No. 8 (1950).



A7 /Technical Discussions /5
page 3

For these reasons the figures and discussion given in this note are intended

merely to provide, in a rough way, certain broad indications of the differences in

urban and rural life. The percentage of the total population'clássified as urban

is used. as a measure of the degree of urbanization.

In the statistically -advanced countries, vital statistics are usually published

separately for urban and rural areas. On the other hand, many predominantly rural

countries are generally the ones with poor collection of statistics, and therefore

separate figures for urban and rural populations for these countries are not easy to

obtain. Even if the figures were available, a relatively higher degree of incom-

pleteness in recording vital statistics for rural areas would introduce a material

bias which would tend to invalidate comparisons based on recorded differences

in the indices for urban and rural areas. Another important point to note is

that owing generally to lack of hospital and health facilities many births among

mothers from rural areas may occur in hospitals in nearby towns and so also the

figures of cases admitted or deaths occurring in urban hospitals may be inflated

if patients admitted to city hospitals were drawn from the surrounding rural areas.

In the statistically -advanced countries a correction for residence is usually

carried out but this is not necessarily done in less °developed, predominantly rural

countries.

rural areas,

The age and sex distributions of populations also differ in urban and

and unless proper regard is paid to such differences the figures may

not be comparable.

II. PERCENTAGE OF URBANIZATION

In Table I are shown separately for each country the percentage of total

population classified as rural and urban at the most recent census date for which

informatioñ is available. If the percentage of the urban population to the total

-is regarded as a measure pf the degree of urbanization for each country, very

considerable differences are noticed from one country to another. Almost all

countries in Western Europe are predominantly urban; the percentage of urbanization

being relatively lower for the eastern European countries. Countries in Asia,

Africa and South America show low. rates of urban_-,ation, while those in North America

and Oceania are relatively highly urbanized.
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Table I. Urban -Rural Distribution of Population by Countries

(Taken from Demographic Yearbook of the United Nations, 1952)

Country Census ?

Year

Total
Population

Percentage

Urban Rural

AFRICA

Egyp 1947 18,966,767 30.1 69.9

Union of,South Africa 1951 12,646,375 42.4 57.6

Algeria 1948 7,787,091 23.6 76.4

Belgian Congo 1947 lo,804,761 15.8 84.2

French Morocco 1947 78,617,000 24.2 75.8

Nigeria 1931 19,131,000 8.5 91.5

Tunisia 1946 3,231,000 32.o 68.o

f Definition of urban
I areas

Governorates and chief
towns of provinces and
districts.

All towns and villages

having some form of
urban local government,

e.g. Municipal Councils,
Village Management
Boards or Health Commi-
tees. Suburbs inclu-
ded in 1951.

Agglomerations of
2,000 or more inhabi-
tants that are the
administrative centres
of communes having
local self -government.

Agglomerations contain-
ing 100 or more non -

indigenous population

and all indigenous
population living out-
side the regular
districts.

Localities constituted,
as municipalities and
other agglomerations
with 2,000 or more
inhabitants.

The 40 largest towns.

Centres with the status
of communes.
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Country Census

Year

Total
Population

Percentage
Urban Rural

i10RTH AMERICA

Canada 1951 13,648,013 62.1 37.9

Cuba 1943 4,778,583 49.6 50.4

El Salvador 1950 1,855,917 36.5 63.5

Guatemala 1950 2,787,030 31.6 68.4

Haiti 1950 3,111,973 12.5 87.5

Mexico 1940 19,653,552 35.1 64.9

United States 1950 150,697,000 63.7 36.3

Porto -Rico 1950 2,211,000 40.5 59.5

Definition of urban
areas

Cities, towns and villages
of 1,000 or more inhabi-
tants, regardless of whether
incorporated or not,
including the suburban
parts of the major urban
agglomerations ( "metro-

politan areas "). Incor-
porated cities, towns and
villages of all sizes.

Populated centres
(poblaciones) of 1,000
or more inhabitants.

Capitals of departments,
administrative centres
of districts and munici-
pios.

Administrative centres of
municipios.

Administrative centres of
communes.

Populated centres
(localidades) of more than
2,500 inhabitants.

Incorporated and unincor-

porated places of 2,500
or more inhabitants,
including the urbanized
zones around cities of
5'.,000 or more inhabitants.

Cities, towns and villages
of 2,500 more inhabi-
tants.



A7/Technical Discussions/5
page 6

Country

ISOUTH AMERICA

Argentina

1

' Bolivia

Brazil

Chile

Colombia

Ecuador

Peru

Venezuela

;Census

Year

Total Percentage Definition of urban
Population Urban Rurald areas

1947

1950

15,893,827 62.5 37.5

3,019,031 33.6 66.4

1950 52,645,479 36.5 63.5

1940

1938

1950

1940

1950

5,023,539

8,701,816

3,076,933

52.4 47.6

29.1 70.9

30.3 69.7

6,207,967 35.4 64.6

4,985,716

Cities, towns or villages
of 2,000 or more inhabi-
tants.

Administrative centres of
departments, provinces
and cantons.

Administrative centres of
municipios and centres of
population of districts,
including suburban zones.

Cities and towns of 1,000
or more inhabitants.
Data for 1940 include
administrative centres of
less than 1,000 inhabi-
tants.

Centres of more than 1,500
inhabitants which are seats
of municipios or districts.

Administrative centres of
provinces and cantons.

Capitals of departments,
provinces and districts

and other populated centre
(centros poblados) the
number of whose inhabitant
exceeds the average for
the capitals, provided
such centres do not have
typically rural charac-
teristics.

49.8 50.2 Administrative centres (of
municipios) having 1,000
or more inhabitants.
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Country Census

Year

Total
Population

Percentage

Urban Rural!

ASIA

Burma 1931 14,667,146 10.4 89.6

Ceylon 1946 6,657,339 15.4 84.6

India 1951 ' 356,829,485 17.3 82.7

Japan 1950 83,199,637 37.5 62.5

Korea 1949 20,188,641 19.6 80.4

Philippines 1948 19,234,182 24.1 75.9

Turkey 1950 20,934,670. 25.2 74.8

Federation of Malaya 1947 4,908,086 26.5 73.5

Definition of urban
areas

Municipalities and
towns (see India).

Municipalities, Urban
Council areas and Local
Board areas.

Municipalities and towns,

i.e. places of 5,000 or
more inhabitants, possess
ing definite urban

characteristics. A few
places of less than 5,000
are also included. 1951
definition not yet
determined.

Municipalities ( "shi ")

most of which contain an
agglomeration of 30,000
or more inhabitants.

Incorporated cities of
40,000 or more
inhabitants.

Chartered cities and
administrative centres
of municipalities.

Places with a municipal
organization, i.e.
administrative centres of
provinces and districts
regardless of size, and
other agglomerations of
2,000 or more inhabitants.

Towns and villages with
1,000 or more inhabitants.
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EUROPE

Austria

France

Germany

Greece

Iceland

Italy

Country

Belgium 1947

Denmark, ex. Faeroe
Is.

Finland 1950

Ireland, Rep. of

Census Total

Year Population

1951 6,918,959

1950

1946

1939

1940

1950

1951-

1936

8,512,195

4,281,275

4,032,538

39,829,838

69,317,000

7,344,860

144,293

2,959,000

42,993,602

Percentage Definition of urban
¡Urban Rural areas

49.1 50.9

62.7 37.3

67.3 32.7

32.3 ..67.7

52.9 47.1

69.9 30.1

47.2 52.8

71.7 28.3

40.5 59.5

44.6 55.4

Communes (Ortsgemeinden)
of more than 2,000 inhabi-
tants.

Communes of 5,000 or more
inhabitants.

Towns, including suburbs:
other agglomerations of
250 or more inhabitants.

''Places legai1.y established

as towns or boroughs
(kaupungit, kauppalat).

Communes having more than
2,000 inhabitants in the
administrative centre.

Cotir. l es (Gemeinden) with

more than 2,000 inhabi-
tants.

Municipalities and communes
having 2,000 or more
inhabitants in the largest
centre of population.

Towns and villages of more
than 300 inhabitants.

Boroughs, urban districts,
administrative towns and
other agglomerations of
1,500 or more inhabitants.

Communes with less than
50 per cent of the econo-
mically active population
engaged in agriculture.
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Country Census
Year

Netherlands 1947

Norway 1950

Portugal 1940

Spain 1950

Sweden 1950

Switzerland 1950

United Kingdom
England and Wales 1951

Scotland { 1951

Yugoslavia 1948

Total

Population

Percentage

Urban Rural
Definition of urban

areas

9,625,499

{ 3,277,000

7,722,152

27,976,755

7,044,039

4,714,992

43,744,924

j 5,095,969

115,751,935

54.6 45.4 Communes or municipalities
(Gemeenten) of 20,000 or
more inhabitants.

50.5 49.5 1900 -1920: Cities and
towns with urban status
(kgpateder, ladesteder).
1930 -1950: Including
suburbs and other agglo-
merations of 100 or more
inhabitants (or 20
dwelling units).

31.1 68.9

6o.5 39.5

56.3 43.7

36.5 63.5

80.7 19.3

82.9 17.1

16.2 83.8

Agglomerations of 2,000
or more inhabitants.

Agglomerations of 2,000
or more inhabitants.

1900 -1920: Cities (stb,der)

i.e. places with urban

status. 1930 -1950:

including boroughs
(kapingar) and urban
districts (municipals -

amhallen).

Communes of more than
10,000 inhabitants.

Places with urban status

regardless of size: county
boroughs, municipal borough
urban districts, London
Administrative County.

All cities, burghs and
villages of 1,000 6r
more inhabitants.

Administrative units that
are governed by City
Peoplets Committees.
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Country Census
Year

Total
Population

Percentage
Urban Rural

Definition of urban
Areas

OCEANIA

Australia 19+7 7,560,755 68.9 31.1 Capital cities of states
and territories, other

cities which are
separately incorporated
and other ag6iome4.ations

within boundaries deter-

mined for census purposes
and classified as urban.

New Zealand 1951 1,933,59+ 61.3 38.7 Cities and boroughs
regardless of size.

USSR 1939 170,467,186 32.8. 67.2 Localities having an urban
form of government

III. RATES OF URBANIZATION

Over a period of several past decades the movement of population has been from

rural to urban areas. The rate at which the degree of urbanization has changed

from one period to another can be studied by examining the percentage of urban

population over a period of several past years for each country, Relevant infor-

mation as far as available from 1900 onwards up to the most recent date is set out

in Table II. In studying these rates of urbanization a presumption is made that

each country has maintained a reasonably uniform definition of urban population through-

out the period under consideration. In the last column the geometric rates of

increase in the proportion of urban population have been given. The countries are

arranged in decreasing order of the proportion of urban population at the last census.

This Table indicates that, in general, the rate of urbanization has been faster

in countries of low levels of urbanization and vice versa. For instance, the

proportion of urban population for England and Wales increased by only 3.7

percentage points (from 77.0 to 80.7) in the 50 years from 1901 -1951, the annual
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rate of change being of the order of only 0.04 during the 20 -year period 1931 -1951.

On the other hand, in the recent past such annual rates of change have been

recorded as 1.79 for Egypt, 1.61 for Tunisia, 2.51 for Finland, 2.94 for Puerto

Rico, 2.75 for Venezuela and 3.16 for the Union of South Africa.

During the decade of the 1930s most countries showed a diminution in the

rate of urbanization, presumably because of the severe world -wide economic depression.

In a large number of cases the period since 1940 is characterized by an increase in

the rate of urbanization.
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Table II. Rates of increase in the percentage urban:
selected countries

(taken from UN Demographic Year Book 1952)

Country Year Annual rate of
urban ! change

England and Wales

Germany . . .

New Zealand

United States

Canada

France

1901 77.0 .

1911 78:1 0.14

1921 7903 0.15

1931 80.0 0.09

1951 80.7 0.04

1900 56.1 ..

1910 617 0:96
1925 64.6 0:32

1933 67.3 0:51
1939 69.9 0.64

1901 43.1 ..

1911 47;9 1.15

1921 53.9 1:19

1926 56.4 0.91
1936 56.8 0.07

1945 60.3 0.63

1951 61.3 0.29

1900 39.7
1910 45.7 1044

1920 51.2 1.18

1930 56.2 0.91

1940 56.5 0.05

1950 59.0 0.43

1901 37.5
1911 45.4 1.90
1921 49.5 0.87
1931 53 ;7 0.82
1941 54.3 0.11

1951 57.4 0.56

1921 46.4 .

1926 49.0 1,10

1931 51:2 0.88

1936 52.4 0.46

1946 52,9 0.10
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Country Year %

urban
Annual rate of

change

Venezuela 1936 35:0
1941 39.0 2.23

- 1950 49.8 2.75

Cuba 1907 . 43.9
.

1919 44.7 0.15

1931 47.1 0.44
1943. 49.6 0.44

Union of Sluth Africa. 1904 23.2
. 1911 24.7 0.89

1921 25.1 0:16
1936 31,4 1.50
1946 36.3 1.46

1951 42.4 3.16

Ireland,. Republic of 1926 31.7 .

1936 35.8 1.22

1946 37.9 0057
1951 40.5 1.36

Puerto Rico . . . .. . . . . .. . . . .. . 1899 - 14.6 .

1910 20.1 3:12
1920 21.8 0:84

1930 27.7 2.36
1935 29.7 1.24
1940 30.3 0.46
1950 40.5 2.94

Japan . . . 1920 18.1
1925 21.7 3.69
1930 24.1 2.12
1935 32.9 6.42
1940 37.9 2.87
1945 27:8 -6.29
1950 37.5 6.29

USSR 1926 17.9 .

1939 32.8 5.14

Finland 1900 10.9 .

1910 12.8 1.62

1920 13.9 0.83

1930 3.12
1940 , 25.2 2.65
1950 32.3 2.51
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Tunisia

Egypt

;Algeria

eylon

Country Year
urban

Annual rate of
change

1931. 24.9

1936
; 27.0

1946 32.0

1937
i 25.1

1947 ! 30.1

1906
.1926
1931

1936

1948

1.63

1.61

1.79

16.6
20.2 I 0.99

21.1 I 0.87

22.0 i 0.84

23.6 0.56

1901 11.7
1911 13.2 1.21
1921 14.2 0.73

1931 13.9 -0.22
1946 ! 15.4 ; 0.68

For six countries, viz., England and Wales, France, Denmark, Norway, Sweden and

USA, figures for urbanization are shown in Table III at ten-year intervals extending

over a century. In each case a steady shift of population from rural to urban areas

is clear.

.The figures given for the year 1950 in Table III differ from those in Table I

because while Table I is based on the recent definition oftheterm !' urban", the

definition used for the purpose of comparability in the case of Table III is an

older one.

Table III. Percentage of urban population from 1850 or 1851 (Awards
in certain. countries

Year England and France Year Denmark : Norway Sweden USA

Wales

¡

1851 50.6 25.5 I 1850 , 21.1 11.7 10.1 15,3

? 1861 : 54.6 28.9
I

1860 23.4 ; 14.2 11.3 ± 19.8
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Year England and
. Wales

France Year Denmark Norway Sweden USA

1871 61J 31,1 1870 24,8 17,0 13,0 2597

1881 67.9 3498 1880 2890 2195 15,1 2892

1891 72,0 3794 1890 3392 23,7 18.8 3591

1901 77.0 4099 1900 39.1 28.0 21,5 3997

1911 78 1 4492 1910 40,3 2898 24,8 45e7

1921 79,3 46.4 1920 4304 29 &6 29.5 5192

1931 800 51,2 1930 43..9 28,5 32.5 56p2

1941 .a, 52;4 1940 4794 2890 3794 56,5.

1951 8007 5209 1950 49,2 322 46,6 59.0

IV, SEX RATIOS IN URBAN AND RURAL AREAS

Table IV shcws separately for urban and rural areas within each country the

number of ' males per 100 femalw, In this Table the countries are listed in decreasing

order of the degree of urbanization, i., e, countries with higher degree of urbanization

appear at. the head of the table. A striking feature brought out by this Table is that

in the countries of Western Europe, America, and in Australia and New Zealand, the

prepertion cf males is l;_?wsr in urban than in rural areas. On the ct :her hand, in

tether parts of the world, especially in countries in A:ricaç Asia, and some countries

in Europe, the difference is in the opposite direction., Althugh countries with a

high proportion of males in the urban population are generally those in relatively

early stages of urbanization, it would be wrong to conclude that an increasing degree

of urbanization per se bring~ übeut such a change. For instance, in Sweden even as

far back as the year 1800 when the urban population constituted only about 10% of the

total, the proportion cf.rriales in urban areas was significantly lower in urban than

in rural parts of the same country. It is a generally well. recognized phenomena that

in western countries the rural to urban migration is predominantly feminine, whereas

in countries-Which show the opposite pattern, rural to urban re_graticn is predominantly

of the male population.
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Table IV. Sex ratios of the urban and rural population: selected countries

(Taken from UN Demographic Year Book 1952)

Country and year
Males per 100

females Excess of
rural over
urbanUrban Rural

Scotland, 1931 93.1 98.2 5.1
England and Wales, 1951 90.5 101.8 11.3
Israel, 1951 101.5 111.9 10.4
Federal Republic of Germany, 1950 87.6 89.6 2.0
Australia, 1947 94.1 114.6 20.5
Denmark, 1945 91:2 112.0 20.8
United States, 1950 94,1 105:7 11.6
Belgium, 1930 95.6 102.2 6:6
Argentina, 1947 97.2 119.7 22:5
Canada, 1951 95.8 114.1 18.3
New Zealand, 1951 93.4 112.3 18.9
Sweden, 1950 93.0 107.7 14.7
Netherlands, 1947 95.5 103.6 8 ;1

Northern Ireland, 1951 88.4 103.1 14.7
France, 1946 86.3 94.4 8.1
Chile, 1940 86 :0 113.8 27.8
Norway; 1950 91.8 105.3 13:5
Union of South Africa, 1946 125.6, 92.7 - 32.9
Ireland, Republic pf, 1946 85:5 114:2 28;7
Puerto Rico, 1950 92.9 104.3 11.4
Japan, 1950 96.9 95.7 - 1.2
Brazil, 1940 91:8 103.9 12.1
El Salvador, 1950 86.9 104.9 18.0
Poland, 1949 85.8 92.5 6.7
Hungary, 1949 88.0 95 ;0 7 :0

Finland, 1950 81 ;1 96;8 15.7
Honduras, 1950 94.5 103.3 8.8
Portugal, 1940 89.1 94.2 5:.1

Ecuador, 1950 90.5 103.9 13.4
Egypt, 1947 101.8 96.5 - 5.3
Zanzibar and Pemba, 1948 122.3 107.6 - 14.7
Korea, 1945 104.5 101.6 - 2.9
India, 1941 122.8 104.8 - 18.0
Yugoslavia, 1948 93.2 92;7 - 0.5
South West Africa, 1951 120 ;4 97.6 - 22.8
Ceylon, 1946 139.0 108.9 - 30.1
British N. Borneo, 1951 128.1 103:5 - 24.6
Sarawak, 1947 115.0 104.9 - 10.1
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V. FERTILITY IN URBAN AND RURAL AREAS

It is a well -- recognized fact that fertility is lower in predominantly urbanized

industrial countries than in rural countries, and further, that fertility is generally

lower in urban than in rural parts of the same country, whether the country is

industrially advanced or not. Separate figures for urban and rural areas for a large

enough number of countries are not available, but it is possible to study the fertility

pattern .of countries at different stages of urbanization. For this purpose an

examination has been made by the UN Statistical Office of the crude birth rates for

the year 1950 for 60 different countries in relation to the percentage of population

living in urban areas and is shown in Table V. The relationship between the degree

of urbanization and crude birth rate is shown in Table V

Table V. Distribution of 60 countries in respect of crude birth rate in 1950
and the percentage of urban population in each country

Crude birth rate Percentage of Urban Population
per 1,000 in 1950 Below 20.0 20,0 49,9 150 or over

Under 20
20.0 - 29.9
30.0 and over 5

Î

_
4 l 10 j

9
¡

10

1'7 5

The 60 countries included in this Table were not by any means representative of

the world's population, but they were studied because of availability of relevant

information. The coverage is biased in favour of the more statistically advanced

countries in Europe, America, and Oceania. Thûse countries in which the registratiun

of vital statistics is stated to be incomplete were excluded.

Table V indicates that for the great majority of the highly-urbanized countries

the crude birth rates are relatively low, while the reverse is true for the predominant-

ly rural countries. For instance, out of the 2.5 countries with high urbanization (50%

or more of urbanization); 20 countries (801,) have crude birth rates below 30 per 1,000

population. On the other hand; out of the 35 countries with low per t cf urbanization

(below 50 %) the countries with birth rate less than 30 constitute only 37 %O
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Another method of studying differences in urban and rural fertility patterns

is to compare the number of children under five years of age per 1,000 women aged

15 -49. Data for 21 countries are given in Table VI, in which the countries are

arranged in three groups, roughly indicative of the degree of economic development.

Countries included in the Group I had 60 per cent or more of all economically active

males engaged in agriculture and related occupations; in those included in Group

II, 35 -59 per cent were engaged in agriculture, and in those in Group III less than

35 per cent were engaged in agriculture,, The different ratos at which the force of

mortality may have operated on children in rural and urban areas would invalidate

the comparisons to some extent. But the advantage in making this study is that major

differences in age structure of urban and rural population which cannot be allowed

for in a discussion by means of crude death rate, do not upset these comparisons

materially.

Table VI shows that the ratios of children to women in the child -bearing ages

are in all cases higher in rural than in urban areas. Further, the difference

between the urban and rural areas is greatest in the group of countries which are

mast highly agricultural and lowest in the group of highly industrialized countries.

It would seem that when industrialization and urbanization are far advanced, the

marked difference between urban and rural areas tended to disappear.
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Table VI. Children under five years of age per 1,000 women
15-49 years old: selected countries

(Taken from UN Demographic Year Book 1952)

Country and year

Ratios of children
to 1,000 women Difference

rural -urban
Urban Rural

I. Agricultural countries

$ulgaria, 1934 ... ... 332 520 188

El Salvador, 1950 .... ... 493 714 221

Panama, 1940 ... ... 380 761 381
Roumania, 1930 ... ... 321 597 276
Turkey, 1945 ... ... 365 599 234
USSR, 1926 ... ... 411 626 215

Venezuela, 1941 ... ... 441 671 230

II. Semi -industrial countries

Ceylon, 1946 ... ... 453 558 105

Finland, 1940. ... ... 195 370 175

Iceland, 1930 ... ... 440 535 95
Ireland, Rep. of, 1946 ,.. 366 461 . 95

Japan, 1947 ... ... 434 503 69

Union of S. Africa, 1936 ... 404 647 243

III. Industrial countries

Australia, 1947 ... ... 353 506 153

Canada, 1951 ... ... 422 637 215

Denmark, 1948 . ... ... 372 457 85

Norway, 1930 ... ... 194 386 192

Sweden, 1945 V. ... 301 368 67

United Kingdom, 1951' ... 332 358 26

United States, 1950 ... ... 383 505 122

# Excluding Northern Ireland
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For studying the relationship of fertility and the degree of urbanization, we

may also examine the crude birth rates for the country as a whole with the crude

birth rate recorded in its principal cities. From the statistical' point of view,

such comparisons are not free from errors, because in the first place the distribution

of the female population in large cities may be quite different from the rest of the

country. Further, births occurring in large city hospitals, among women drawn from

adjoining rural areas, may not be referred back to the rural area concerned. Also,

the cities for which rates are available may not be representative of the other rural

areas of the country. A further consideration is that in countries where birth

registration is not complete, reporting is likely to'be more in defect in rural than

in urban areas. If, however, the figures for 27countries where registration is

believed to be fairly complete are examined, it is.found that in 22 of these countries

the crude birth rate for the cities within each country is lower than the corresponding

national crude birth rate; in nine cases the city . rates falling short of national

rates by more than 20'per cent. For 19 countries the crude birth rates are, 10 per

cent or more below the national rates. In three 'countries, city rates are less

than 10 per cent below national rates. In another three countries, namely Scotland,

Sweden and Yugoslavia, the city rates are about the same order as the national rates.

In the case of Yugoslavia, the equality of.the city and national rates may presumably

be explained by the lack of adjustment required to exclude births to women not

resident in the city. In England and Wales, the city birth rates are a little

higher than the national rates, while in the.case.gf Ireland the birth rate for

Dublin exceeds that for all Ireland by about'10 per cent. These figures nevertheless

serve to bring out the point that the fertility in urban areas is generally of lower

order than in rural areas of the same country.

A further comparison of the rural and urban crude birth rates per 1,000 population

is provided in tables VII to XI for USA, Ceylon, Denmark, Norway and Sweden

respectively.
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Table VII. United States of America: Specific Birth Rates by
of Mother, and Population -size Groups: Whites 1940

Area
All
ages

10 -14

years
15 -19

years

20-24125-29
years years

30 -34

years'
35 -39

years

40-44

years
45-49
years

50 -54

years

ities of 100,000
or more 4202 0.,:1 28,3 98,2 103.6 68.0 30.7 8,0 0.6 000

ities of 25,000
to 100,000 4706 0.2 37.7 113,1 112,3 72.8 34.5 98 0a7 0.0

ities of 10,000
to 25,000 49,8 0,2 39.5 119,3 116.,0 76.2 36.8 10.7 009 0.0

ities of 2,500
to 10,000 5700 003 51.4 139,o 125,8 81.7 43.1 13.5 1.1 0.1

ural 5708 003 50.2 145,5 128.0 89.7 5504 21,2 2,2 0.1

It will be noted that for cities of 10,000 persons or more (the first
three rows of Table VII) the specific birth rates at all age groups are lower
than the corresponding rates for rural areas.
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Tab VIII, Ceylon: Crude birth rates per 1,000 population in
urban and rural areas 1951

Total Urban
(among residents

Rural

in urban areas)

Live births, 1951

Birth rate per
1,000 population

313,662

4005

51,181

38.8

262,481

40.9

Table IX. Denmark: Crude birth rates per 1,000 population,
1921 -1950, by urban and rural areas

Live births per 1,000 population
Urban Rural

1921 - 1930 19.1 22.0

1931 - 1940 17,7 18.1
1941 - 1945 23,1 19.8
1946 - 1950 19.8 21.4

1950 17.4 19.7

Since 1945 by residence of mother

Table X, Norway: Crude birth rates er 1,000 population by rural
districts and towns

Year Rural districts Towns

1916 - 1920 25.5 22.5
1921 - 1925 23.8 18.4

1926 - 1930 1909 13,2

1931 - 1935 16,8 11.1

1936 - 1940 16.9 11.9

1941 - 1945 19.9 15.6

1946 23,2 21.2

1947 2203 19.1
1948 2107 17.5

1949 20,9 16.0

1950 2005 15.7
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Table XI. Sweden: Live births per 1,000 population for
urban and rural areas, 1841 -1950

Year Rural Urban

1841 -50 31.3 29.4
1851 -60 32,8 32.6
1861 -r70 31,2 33.0
1871 -80 30.2 32.1
1881 -90 28,7 31.1
1891 -00 27.2 27.1
1901 -10 25.7 25.9
1911 -15 23.4 22.2
1916 -20 22.0 19.1

1921 -25 20.3 16.5

1926 -30 17.2 13.1
1931 -35 15.2 11.9

1936 -40 15.4 13.8

1941 -45 18.0 19.9

1946 18.7 21.1
1947 17.8 20.4

1948 17.5 19.5

1949 16.8 18,1
1950 16.0 16,9

VI. MORTALITY IN URBAN AND RURAL AREAS

It is a well- recognized fact that the so- called industrial revolution in many

European countries and in North America during the 19th century resulted in congested

and unhygienic conditions in urban areas, leading to high death rates for urban areas

as compared to those for the countryside. This pattern persisted until such time as

improvements in health and living conditions in urban areas took place, but after the

provision of necessary sanitary facilities and better health services is the cities,

such differences between urban and rural mortality were reduced, and in many cases a

reversal in the picture has already occurred.

An interesting illustration of this phenomena is provided by the annual figures

of crude death rates for Sweden, studied from the year 1821 onwards. In Table XII

the figures are shown for decennial periods from 1821 to 1910, and thereafter for
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Table XII. Sweden; Rural and Urban Death Rates Eer
12000 2ulation

Years Rural Urban
Urban minus

rural

1821-1830 ' 22041 3466 + 12025

1831-1840 21,62 33,67 + 12.05..

1841-1850 1969 28.83 4 9,?.4

1851-1860 20057 31.22 + 10.65

1861-1870 19,33 2617 + 6.84

1871-1880 17332 2405 + 573
1881-1890 16,36 1974 + 3.38

1891-1900 /6,11 ' 17.37 + 1.26

1901-1910 14.89 ' 14.89 0

1911-1915 1426 '
13.39 - 0.37

1916-1920 1496 ' 13050 - 1,46

1921-1925 12.46 11.13 - ?.,33

1926-1930 12,48 ' 11,20 - 1.28

1931-1935 12,04 10.85 - 1.19

1936°1940 12023 10.74 - 1.49

1941-1945 11<,23 9474 - 1.49

1946 11,19 9060 - 1.59

1947 1161 9,79 - 1.82

1948 10.45 9.08 - 1037

1949 10.72 9.04 - 1.68

1950 10,89 . 8.99 - 1.90
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quinquennial periods. There is indication that in the earlier period the death rate

for urban areas was relatively much higher than the death rate for the rural districts.

Further, the decline in the death rate for urban areas has occurred at a faster rate

so that some time during 1900 -1910 the urban curve for crude death rate crossed the

rural curve, and thereafter it has consistently followed a lower level than the

rural crude death rate. This evolution is so marked that one may well ask whether

the countryside has not been somewhat neglected for sanitary and social improvements

as compared to the towns.

A study of such trends by means of crude death rates is not altogether satis --

factory, because as the crude death rate tends to decrease there is generally a

change in the age structure. of the two types of population due to the ageing of

the population. Unless proper adjustment is made for the age and sex distribution

of the two populations, conclusions based on a study of crude death rates may not

be fully valid. In a later section of this note,, however, similar trends are traced

for infant mortality rates, which also bring out the same point that in Sweden there

has been relatively a greater improvement in health conditions in towns than in

rural areas.

Another method of comparing mortality pattern of urban and rural areas would be

to study the level of crude death rate separately for countries with a high degree of

urbanization versus the rate for countries with a relatively low degree of urbaniza-

tion. As a matter of fact, in countries showing high urbanization it is well-known

that the age structure lends an upward bias to the rates owing to the inclusion of

a large proportion of old persons, whereas, on the other hand, in predominantly rural

countries the age structure introduces a downward bias in the rates. In spite of

these limitations, an association between low mortality and a high degree of

urbanization is seen when the crude mortality rates of 62 countries in 1950 are

studied in relation to the population living in urban areas.
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In the following Table, death rates below 10 per 1,000 are more common among the

highly urbanized countries than among those predominantly rural;

Table XIII. Distribution of 62 countries with respect to the crude
death rate in 19 and theelercentage urban 'at the last

census

(Taken from UN Demographic Year Book 1952)

Crude death rate in
1950 (per 1,000)

all

countries

Number of countries with specified
percentage urban at last census

Under 20.0 - 30.0 - 40.0 - 50.0 or

20.0 29.9 39.9 49.9 more

All classes 62 5 9 15 8 25

Under 10.0 19 1 2 1 3 12

10.0 -12.4 23 1 3 7 4 8

12.5 -14.9 13 2 3 3 1 4

15.0 -19.9 5 1 1 2 - 1

20.0 or over 2 - - 2 - -

Out of the group of 25 countries with 50 per cent or more of urbanization, aJm et

half have rates below 10 per 1,000. On the other hand, in countries with less than

40 per cent urbanization, only one country in seven has a rate as low as 10 per 1,000.

Of course, Table XIII shows that the large majority of countries have crude death rates

ranging between 10 -15 per 1,000 in different stages of development. The explanation

for this concentration of rates is that some highly developed countries, because of

their relatively aged population, have crude death rates exceeding those for some of

the comparatively under -developed areas. Further, it is not unlikely that death rates

for some countries are under -stated because of deficiencies in registration.

VII. INFANT MORTALITY IN URBAN AND RURAL AREAS

As stated in the previous paragraph relating to crude death rates, in order to

make a proper comparison of urban versus rural patterns of mortality conditions, we
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should make due allowance for differences in age and sex structure. To some extent

this is achieved by a comparison of infant mortality rates, which indeed is regarded

as a relatively more sensitive measure of health conditions than is the crude death

rate.

In Table XIV the infant mortality rates for 61 countries for the year 1950 are

distributed in broad groups according to the level of infant mortality, cross- classifiec

according to the proportion of populations in urban areas at the most recent census.

Table XIV. Distribution of 61 countries with res ect to the infant mortality rate
in 1950 and the percentage urban at last census

(Taken from UN Demographic Year Book 1952)

Infant mortality
rate in 1950
(per 1,000)

all
countries

Number of countries with specified
percentage urban at last census

Under 20.0 - 30.0 - 40.0 - 50.0 or
20.0 29.9 39.9 49.9 over

All classes 61 5 11 14 7 24

Under 50.0 19 1 1 2 - 15

50.0 - 74.9 15 - 2 2 6 5

75.0 - 99.9 17 3 6 5 1 2

100.0 or 10 1 2 5 - 2

over

This Table brings out the association between high degree of urbanization and low

infant mortality rate. For instance, five countries out of eight with at least

50 per cent urbanization recorded infant mortality rates lower than 50 per 1,000 live

births. On the other hand, almost two- thirds of the countries with less than 40 per cent

of urbanization had infant mortality rates exceeding 75 per 1,000 live births.

It is of interest to compare the infant mortality rates in the principal cities of

each country with the infant mortality rate for the same period, calculated for the

country as a whole. Such comparisons for the year 1949 were made for 26 countries and
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their principal cities by the UN Statistical Office (Demographic Yearbook, 1952).

The statement given below shows the countries in which the city rates were higher or

lower than the national average infant mortality rates. In case the city rates are

lower than the national rate three categories are provided, namely:

(i) city rates more than 20 per cent lower than the national average;

(ii) city rates 10 per cent to 19 per cent below national average;

(iii) city rates less than 10 per cent below national average, or about the same.

Table XV. Countries classified according to the difference between infant

mortality rates for the cities and for the cauYitry as a whole: 19+9

City rates higher
than the national

average

City rates less than
10 per cent below
national average or

about the same

City rates 10 -19

per cent below
national average

City rates 20 per cent
or more below national

average

Mexico England & Wales Canada Belgium

Ceylon New Zealand United States Spain
Ireland (Rep.) France Japan Italy
Northern Sweden Austria Norway

Ireland
Scotland Denmark Switzerland
Hawaii Finland
Federal Rep.

of Germany

Netherlands
Portugal
Yugoslavia

Australia

An interesting example of the adverse effects or urban development at a time when

the nature of infectious diseases was unknown and adequate sanitary measures non -existent

is given by the figures of infant mortality rate for Sweden. The evolutions of infant

mortality rates separately for Stockholm and the rest of Sweden were compared by

Stowman (1934) and in the following chart the same information has been brought up to

date. In 1801 the rate for Stockholm was as high as 351 per 1,000 live births, and

remained almost constantly about 300 during the following 50 years. While there was
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no improvement in Stockholm up to about 1860, infant mortality decreased steadily in

the remainder of Sweden. The excess of infant mortality of Stockholm over that of

the remainder of Sweden increased from 74 per cent in 1801 -1810 to 126 per cent in

18,51 -1860, and was still 122 per cent in excess in 1871 -1880. This excess was

reduced to 46 per cent in 1901 -1910 and further to 19 per cent in 1911 -1920. During

the following decennium the infant mortality of Stockholm became lower by seven per

cent than that of the remainder of Sweden, and this favourable position further

improved to the extent that in 1931 -1933 the Stockholm rate was 26 per cent below the

rate for the rest of the country and it has remained lower since then.

It is presumable that a similar evolution is going on in most of the other large

towns. In most of the towns of central European countries the infant mortality is

now lowerf or towns than in rural districts. The same is true for the towns in the

United States of America where, for instance, in 1917 infant mortality rate for towns

was 99.4 as against 87.8 for the rural districts. In 1930 the position was reversed,

the urban Crate being 61.9 as compared with the rural rate of 64.7.

Among the more advanced countries, England and Wales is one in which the infant mort-

ality ram for urban areas is still higher than the rural rate. In order to examine

at what age group the difference between the urban and rural is the largest, the

following table is presented showing for separate sections of infant life the death

rates separately in county boroughs (excluding Greater London) and rural districts:

Table XVI. Mortality in Infancy and Early Childhood in Urban
and Rural Districts of England an WalesL 1949

Age County Boroughs. Rural Districts
Percentage excess
for county boroughs
over rural districts

Under 4 weeks 20.3 19.0 6.8

4 creeks to 3 months 6.3 4.4 43.2

3 -6 months 5.5 3.9 41.0
6 -9 months 3.1 2.1 47.6
9 -12 months 1.7 1.3 30.8

1 -2 years 3.2 2.7 18.5
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The interesting point revealed by this Table is that in so fares the risk of death

immediately at birth is concerned, both urban and rural areas show about the salve

mortality. During the first four weeks of life there is practically no difference

between urban and rural mortality. Thereafter there is a consistent exo:ss of

mortality in county boroughs as compared with rural districts, and this excess increases

to 43 per cent during the second and third months of life, and remains almost at that

level from the third to the ninth month.

Infant mortality rates by population groups of varying sizes for USA are given in

Table XVII. from 1931 to 1949. It is interesting to note that while the infant

mortality rate for cities of 10,000 population or more was consistently lower than the

rate for rural areas, the same was not true for small -sized urban agglomerations.

Table XVII. Infant Mortality Rates among whites by Population -size Groups:
USA, 1931 -1949

Year
Cities of
10,000 or

more

Cities
under
10,000

Rural

1931 56.8 Sg:4.:.. 58,1

1932 52.5 55.7 53.3
1933 52.4 54. 5

_
. . . . 52.7

1934 53.4 57.7 54.2
1935 50.5 56.1 52.0
1936 51.3 57.4 52.8

1937 48.3 54.2 .

. 51.9
1938 - 44.5 52.0 49.1

1939 41.1 50.1 46.1
1940 39.0 50.2 45.9
1941 36.5 46.6 45.0
1942 34.3 41.9 39.7
1943 35.8 42.1 38.3
1944 35. 2 42.2 37.6
1945 33.8 41.1 36.4
1946 30.7 36.3 31:8
1947 29.0 33.8 30:4
1948 28.1 34.3 30.8
1949 26.7 32.4 30.4
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VIII. EXPECTATION OF LIFE IN URBAN AND RURAL AREAS

For a proper study of the difference in urban and rural life, by means of

expectation of life, the basic requirement is the availability of separate life tables

constructed for urban and rural populations. For the great majority of countries these

are not available. As a matter of fact, even for the total population life tables are

available only for a limited number of countries in the world. The distribution of 29

countries for which data for life expectancy at birth and the proportion of population

living in urban areas is shown in the following table:

Table XVIII. Distribution of 29 countries by the expectation of life at

birth (mule) and th ercentage urban at the. last census

(Taken from UN Demographic Year Book 1952)

Expectation of
life at birth for
males (in years)

All
countries

Number, of countries by percentage urban
at last census

Under 30% 30.0% - 49.9% 50.0% or over

All classes

Under 40
40.0 -49.9

50.0 -59.9

60.0 or more

29

4

3

10

12

5

1

1

3

-

9

2

1

5

1

15

1

1

2

11

For comparative purposes the expectation of life refers to the male population only.

It will be seen that out of the 15 countries with 50 per cent or more urbanization, 13

show life expectancy of 50 years or more. On the other hand, for the predominantly

rural countries, average life expectancy ranges from 32 years to 57 years. The same

trends as are discernible, for instance, in the case or urban and rural infant mortality

rates, are also believed to be in operation in the case of life expectancy, although

historic series are not available. In the United States, life expectancy at birth was

10 years longer for rural than for urban white males in 1901. This difference declined

to 7.8 years in 1910 and to 2.6 years in 1939.
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IX. MEDICAL FACILITIES IN URBAN AND RURAL AREAS

The information available in respect of medical institutions, numbers of medical,

public -health, or auxiliary staff in urban and rural areas in several countries of the

world is given in later Sections of this paragraph. It is well- known.that medically

qualified staff have a tendency to concentrate in urban areas, with the result that in

almost all countries of the world the rural population is relatively much less served

by qualified doctors. In countries where the number of qualified physicians in

relation to the total population is small, the rural population may therefore be almost

completely ignored. A rough idea of the number of physicians in relation to the

total population of each country is given by the following table, in which different

countries of the world have been classified according to the number of inhabitants per

physician. The greatest paucity of physicians is noted in the countries of Africa,

the. East and Far East regions.



Table XIX Inhabitants per Physician

(Taken from UN Preliminary Report on -Torld Social Situation)

(Under 2,000 2,000 to 4,999 5,000 to 9,999 10,000 to 49,999 50,000 and over

Argentina Egypt Algeria Belgian Congo Ethiopia

Canada Union of South Africa Madagascar. Fr. Eq. Africa Liberia

United States Zanzibar Tunisia Morocco Nigeria

Japan Bra :il k: n Rhodesia Angola British Somaliland

Lebanon Ecaudor Bolivia - Mozambique Ruanda- Urundi

Cyprus Nicaragua Guatemala Bechuanaland Indochina

Israel Panama Peru Kenya Indonesia

Austria Paraguay Martinique Uganda Papua -

Belgium Dominican Republic Jamaica N. Rhodesia New Guinea
Denmark El Salvador Ceylon Sierra Leone
f7 rance Venezuela Iraq Fr. Togoland

Greece Puerto Rico Syria Tanganyika
Iceland j British Guiana Federation of Malaya Pakistan
Ircand Trinidad and Tobago Aden
Luxembourg Jordan British Borneo
Norway

Netherlands
Turkey

Hong Kong
Portugal Singapore
Sweden Finland
Switzerland Poland
United Kingdom Yugoslavia
Australia
New Zealand
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Brazil (1948)

Although in Brazil there are about 18,000 physicians, i.e. one physician per

2,500 inhabitants, 20 per cent of the "municipios" and b0 per cent of the " distritos"

have no resident physician. Thus, about 4,600,000 inhabitants live in "municipios"

having no physician and about 16,600,000 inhabitants live in "municipios" having

one physician for more than 7,500 persons.

In the whole country, the proportion of beds in general hospitals is as

follows:

whole country:

capital cities:

"interior" country:

1 bed for 553 inhabitants

1 bed for 165 inhabitants '

1 bed for 848 inhabitants.

Capital cities in which 14 per cent of the population live, have 45 per cent of

the total available beds, whereas "interior" country (86 per cent of the popúlation)

is served by the remaining 55 per cent available beds.

Ceylon

Table XX. Health Personnel in Ceylon, 1951

General Hospitals Urban - Rural

Number of Provincial and
District hospitals 105

Number of beds 11,976

Number of Cottage hóspitals 14

Number of beds 255

Number of Rural hospitals 116

Number of beds 2,228

Number of inhabitants per
1 bed 110 2,586
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Iran

In 1950 there were 1,700 graduate physicians in Iran, of whom two were with

Master's Degree in Public Health.

The ratio of graduate physicians to inhabitants outside the city of Teheran

was 1 : 20,000.

The ratio of graduate dentists to rural population was 1 : 100,000.

Iraq

In 19+5 there were only 569 physicians in the country, of whom 308 were

located in the capital city of Baghdad, which has less than 10 per cent of the

population of the whole country.
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Table XXI. Health Personnel in Japan, 1948

Total Urban Rural

Population - Estimates 1948 79,500,000 27,825,000 51,675,000

(Distribution Urban /Rural computed

on the basis of average percentage
found at 1947 and 1950 censuses,

100 35 65

1948: Urban 35 %: Rural 65 %)

Number of physicians, 1948 72,521 38,194 34,327

Number of inhabitants per 1 physician 1,096 729 1,505

Number of dentists, 1948 27,715 14,788 12,927
Number of inhabitants per 1 dentist 2,868 1,882 3,997

Number of pharmacists, 1948 44,142 31,292 12,850
Number of inhabitants per 1 pharmacist 1,801 889 4,021

Number of midwives, 1948 70,354 25,975 44,379
Number of inhabitants per 1 midwife 1,130 1,071 1,164

Number of clinics (but not hospitals):

In- patient clinics (number) 12,175 5,238 6,937
Number of beds 67,287 30,742 36,545

Number of inhabitants per 1 clinic 6,530 5,312 7,449
Number of inhabitants per 1 bed 1,182 905 1,414

0utEatient clinics 32,622 13,857 18,765

Number of inhabitants per 1 clinic 2,437 2,008 2,754
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Table XXII. Health Personnel in Norway, 1950

Rural Urban

Health personnel,
1950

Number Number of
inhabitants

per one

professional

Number Number of

inhabitants
per one pro -

fessional

Physicians 1078 2062 1784 591

Dentists 518 4292 1015 1038

Midwives 1121 1985 276 3818

Nurses 862 2579 628 1678

Pharmacists 310 7171 494 2134

Table XXIII. Health Personnel in Sweden, 1951

Health personnel,
1951

Rural Urban

Number Number of
inhabitants

per one

professional

Number Number of
inhabitants
per one
professional

Physicians

Dentists

Pharmacists

627

529

248

5,981

7,089

75,121

4,481

2,922

652

747

1,146

5,137
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Venezuela

For a total rural population of 2,700,000 persons in Venezuela there are 418

rural physicians, giving a proportion of one physician for 1,900 inhabitants among

the "grouped" population, and one physician for 5,250 inhabitants among the

"disseminated" population. The annual income of a rural physician ranges from

Bs. 1,500 to 2,300, according to his working conditions (hard conditions, lack of

communications, etc.).

For the country as a whole (5,200,000 population) there are 2,165 physicians,

i.e. one physician per 2,400 inhabitants.

The total number of general hospitals in the country is 239 with 17,983 beds,

which gives a proportion of one bed for 289 inhabitants.

In the rural areas there are 44 hospitals having from six to 70 beds each,

representing a total of 1,065 beds, plus five rural maternity hospitals with a

total of 35 beds (five to 15 beds each). In addition there are 500 dispensaries

for the "disseminated" population (about 1,400,000 inhabitants). In 1950 there

were 384 rural medical centres (medical centres having at least one physician: and

one nurse) for the rural population "grouped" in localities (about 800,000

inhabitants).

India

Before the partition of the country into India and Pakistan a survey of medical

relief and preventive health work was undertaken by a special committee appointed

by the Government of India, called the Health Survey and Development Committee, 1946.

The information given below is taken from Chapter III, Volume I of the Report of

this Committee, and relates to India bore the partition.

For India as a whole the Committee estimated that there was one medical

practitioner to 6,300 persons, with considerable variation existing from one

province to another. For example, Bombay had one doctor for 2,218 persons, whereas

United Provinces had one doctor for as ma--y as 13,586 persons. The Committee was

not able to secure comparable information separately for the rural and urban

population for all the provinces. Rural population for India is eight or nine
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times that of urban areas. They estimated, however, that in Bengal the doctor -

to- population ratio in urban areas was about 3 -1/2 times that in rural areas. In

Sind, the corresponding proportion between urban and rural areas was as high as

49 to one. Taking this into consideration, the Committee observed that 70 or 75 per cent

of the total number of available doctors in the country must have been practising

in urban areas. Therefore, the medical care which the inhabitants of rural areas

obtained from doctors practising modern scientific medicine was very much less

than that which the urban population received.

The following quotation from the Committee's Report is also relevant:

Medical Institutions

In the following table the number of medical institutions in individual

provinces is shown in relation to their respective populations:

Table XXIV.

Provinces

Hospitals and Dispensaries Average urban
population
served by one
medical
institution

Average rural
population
served by one

medical
institution

, Urban Rural Total

Assam 59 229 288 4,756 43,337
Bengal 304 1,511 1,815 19,730 37,996
Bihar 125 528 653 18,630 62,744

Bombay 316 442 758 17,127 34,927
Central Provinces

and Berar 184 223 407 11,379 66,008
Delhi 21 13 34 33,128 17,096

Madras 276 972 1,248 28,496 42,672
North -West Frontier

Province 59 123 182 9,359 34,053
Orissa 21 160 181 15,276 52,548

Punjab 287 778, 1,065 15,188 30,925
Sind 73 154. 227 12,215 23,658
United Provinces 388 456 844 17,668 105,626
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"In every province the population to be served by a single medical institution

is definitely more in rural than in urban areas. Another striking feature of the

table is the disparity between different provinces regarding the ratio of insti-

tution to population in respect of both rural and urban areas. The number of

medical institutions at present available is, in every province, far too small

to provide a reasonable standard of medical service to the people, particularly in

the rural areas. It seems fairly certain that an appreciable proportion of those

living in rural areas may, throughout their lives, receive no medical aid from

either a hospital or a dispensary.

"Apart from the actual number of institutions we shall now consider the bed

accommodation available in them to serve the needs of the people.

Table XXV

Provinces
Total number
of beds

Ratio of bed
to population

No. of beds to
1,000 of the
population

Assam 1,469 1 to 8,729 0.115

Bengal 10,905 1 to 5,530 0.181
Bihar 6,025 1 to 6,031 046.6.. _._ _..- . ...._...

Bombay 7,979 1 to 2,613 0.383
Central. Provinces and Berar 2,738 1 to 6,140 0.163

Delhi 1,382 1 to 664 1.506

Madras 14,776 1 to 3,339 0.299
North -West Frontier Province 1,868 1 to 1,626 0.615
Orissa 1,386 1 to 6,298 0.159

Punjab 12,307 1 to 2,309 0.433

Sind 2,057 1 to 2,205 . 0.454
United Provinces. 11,219 1 to 4,500 0.222

The above figures may be compared with the corresponding rates of bed strength

in certain other countries, which are shown below:
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Table XVI.

Ratio of beds
per 1,000 of
population

Remarks
(year)

United States 10.48 (1942)

United Kingdom 7.14 (1933)
France 3.72 (1929)

Germany 8.32 (1927)

USSR 4.66 (1940)

British India 0.24

"We may now turn to the dispensary, which should play an important part in

the provision of medical relief to the rural population. Rural dispensaries, too,

are, in many cases, functioning quite unsatisfactorily. The building, in which they

are housed are often inadequate to serve the purpose for which they are intended

and their staff and equipment are also unsatisfactory. A single doctor, struggling

with the help of a compounder, to deal with some hundreds of patients, faces an

almost impossible task. We noted, during our tours in the provinces, that the

average time devoted to a dispensary patient may be as short as three quarters to

one minute. In such circumstances any reasonably correct diagnosis of the patient's

condition would appear to be impossible. In most cases the supply of drugs and

dressings is quite insufficient to meet the needs of the patients.

Nursing Staff

The position regarding the nursing staff is even worse. The number of nurses

employed in public medical institutions in the different provinces is given below:
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Table XXVII.

Province

Nurses employed in medical institutions

Rural Urban

European
and

Anglo-
Indian

Indian Total

European
and

Angib-
Indian.

Indian Total

Bengal 13 29 42 392 536 928
Bihar . 17 26 43 97 196 293

Bombay 2 42 44 211 957 1,168
Central Provinces and Berar 4 25 29 31 177 208

Madras 655

North -West Frontier

Province 1 12 13 5 94 99
Orissa 3 4 7 11 27 38
Sind 103

United Provinces r 257
Assam - 48 48 14 - 14

Delhi - - - I 104 200 304

The position in regard to nursing personr.l indicated above is extremely

unsatisfactory. Taking into consideration the fact that proper nursing is an

essential part of modern medical practice, the numbers now employed in individual

provinces reflect a state of affairs which will not be tolerated in any country in

Europe or America. In those countries the optimum proportion of nurses to hospital

beds is taken as 2.5 : 1. On this basis the total number employed in certain

provinces is hardly sufficient to provide adequate nursing staff for even a single

hospital of five hundred beds. Examples are Orissa, Sind and North-West Frontier

Province. In the United Provinces with a population of over fifty millions, the

total number of nurses employed is 257.

State Aid and Voluntary Effort in the Provision of Medical Relief

In the organization of medical relief for the people, voluntary agencies have

played a large part in most countries. In India, on the other hand, the State has

undertaken the major share in making such provision The following table gives the

number of medical institutions (latest available) in the provinces classified

according to the agencies responsible for maintaining them:



Table XXVIII. Medical Institutions in the Provinces

R = rural U = urban

State
Public, State Special

Local
and

Municipal

Private
aided from
public

Hinds

Private
non-

aided

Railways Sub-
sidize.

Total Grand
Total

Police! Canal, Othar.

R U R U R U R U R U R U R U R U R U R

Assam 26 13 12 15 .. .. 6 ., 155 22 3 3 7 2 9 4 11 . 229 59 288

Bengal 12 13 1 29 .. . 7 6 1,201 139 111 26 130 56 42 35 7 .. 1,511 304 1,815

Bihar 14 11 1 14 2 ..;.. .. 367 60 15 3 52 17 24 16 53 4 528 125 653

Bombay 5 33 1 3 .. . 2 . 127 182 6 16 13 45 12 33 276 .. 442 316 758

Central Provinces
and Berar 2 4 .. 21 .. .. 4 5 133 109 14 14 53 14 10 17 7 .. 223 184 407

Madras 78 98 3 5 1 .. 13 .. 380 99 46 19 48 30 26 25 377 .. 972 276 1,248

North-West Frontier
Prcvince 52 4 5 12 2 .. 38 4 19 20 1 1 5 13 .. 5 1 .. 123 59 182

Orissa 38 6 .. 4 0. 1 1 .. 96 7 4 2 6 .. 7 1 8 ., 160 21 181

Punjab 1 63 .. 32 69 4 14 11 570 106 11 25 4 6 1 40 108 ., 778 287 1,065

United Provinces 56 12 ,. 48 3 .. 4 57 246 146 10 48 45 20 7 55 85 .. 456 38 844

Sind* 1 8 .. .. .. .. 1 .. 71 48 19 , 1 13 2 10 .. .. 95 88 183

Delhi .. 5 .. 1 .. .. .. .. 7 18 .. 6 + + 2 .. ., 7 3 39

Figures for Sind relate to the year 1937

+ Not know:,
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It will be seen that, of the total number of 7,441 medical institutions in

the provinces, only 566 or 7.6 per cent are maintained wholly by private agencies.

Of the remaining 6,875 institutions, 94.5 per cent constitute entirely a charge

on public funds (provincial and local body) while the remaining 5.5 per cent

receive grants -in -aid from such funds. The share that public revenues have borne

in the provision of medical relief to the people is therefore very high.

Preventive Health Work in the Provinces

The following tabular statement sets out the public -health staff employed

in the different provinces and Centrally Administered Areas:



Table XXIX. The staff employed for preventive health work in rural and urban areas
for the different provinces

R = rural U = urban.

Medical Officers on Preventive Health Work

)) Medical graduates Medical licentiates Medical graduates Medical licentiates
Provinces Population holding holding -,r,- :a without

in millions public health public health public health public health
qualifications qualifications qualifications qualifications

Rural Urban Whole time Part time W.h-le tiret Part time Whole time Part time Whole time Part tim

R U R U R U R U R U R U R U R U
North-West

Frontier
Province 2,485,874 552,193 .. 1 1 .. .. ,. 5 .. 2 -. 2

Punjab 4,059,855 4,358,964 28 13 .. 4 ... .. .. .. .. 1 .. 39 9 1 4 27

United
Provinces Á8,i65,349 6,855,268 47 22 1 .p 97 13 , .. ,. . .. .. ,. ..

Bihar 4,383,932 1,956,219 17 7 ! 3 ,. 1

21q1

, . 2 ,. ,. .. 1

Orissa 8,407,743 320,801 5 1 .. 1 ,. 1

Ben gal 54,367,749 5,938,776 27 27 .. 1 8 1 ., .. .. 4 .. .., 62 7 .. ..

Central

Provinces

and Berar 14,719,817 2,093,767 .. 3 .. 1 . .. .
Bombay 15,437,671 5,412,169 2 12 .! ,. !. 1 0! .! cc a. .. .! 1 .. ..

Sind 3,643,305 891,703 .. 7 !! .. 0, 1 ., 1 J. .. 2 .. ..

Madras A1,476,927 7,864,883 39 ! 35 ., .. 10 .. . 55 .
Assam 9,924,111 280,622 5 ., .. " 9 .. 3 ! .. 82 47

Delhi 222,253 695,686 2 5 , 2 .. .. .. .. .. .. 5 ,! ..

Georg 157,5;:.'8 11,218 .. .. .. .. .. 1 .. . .. .. .. .. ., .. ..

Baluchistan 401,168 100,463 .. 1 .. . . . . .. . .
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The staff employed for preventive health work in rural
and urban areas for the different provinces (continued)

Provinces'

Sanitary
Health Inspectors

and Vaccinators. Midwives. Trained
daisr Males Females

R U R U R. U R U' R U

North -West

Frontier
Province - 11 36 18 - 1 - 2 53 10

Punjab 67 185 370 160 - 5 + + + +

United Provinces 223 208 762 195 -- - 160 199 54 80

Bihar .186 1422 - - , - - 1 1 -

Orissa ' 56 15 303 10 5 2 ' 2 4 10 16

Bengal 691 112 2176 145 53 30 53 88 3317., 728

Central Province,:

and Berat - 63 286 94 - - - 104 76 608

Bombay 12 132 281 59 - - + + + +

Sind 11 45 88 27 - 6 7 12 33 18

Madras 514 ' 300 679* 229* - - 176 285 4 -

Assam 95 45 - - - - - -

Delhi 8 29 22 18 17 - 8 1 17 39

Coorg 2 2 - - - 4 2 - -

Baluchistan 4 5 7 1 - - - 2 - 6

*
Includes males and females

No figures available
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In 1935 nearly half the districts and three quarters of the municipalities in

British India had no qualified health officers. Between 1935 and the period to

which the figures given above relate, the number of whole -time health officers, who

are graduates in medicine and possess a public -health qualification, increased only

by six and the corresponding number of health officers who are licentiates increased

by 18. It will be seen that the progress made since 1935 in providing qualified

whole -time health officers to rural and urban areas in the provinces has been very

small. During the same period the number of sanitary or health inspectors employed

in the country as a whole increased by 656, making a total of 2,976. A special

Committee recommended that one qualified sanitary Inspector should be appointed

for every group of 25,000 people. Therefore, on the assumption that the population

of British India is 300 millions, the number required is 12,000 as against the

existing number of about 3,000."

United States of America

The information given below is quoted from Mott and Roemer (1948).

Table XXX. Number of persons per effective physicians by
rural -urban character of the counties in 1940

All
counties

Metro-
politan

Bordering

Type of county

Not bordering and largest urban place
All

counties
10,000
or more

5,000 to

9,999

2,500 to

4,999

No. urban

place

All States

674 1,221 1,397 1,054 1,383 1,607 1,964876

Based on information covering 167,879 non - federal physicians of known age, of
whom 141,521 were under 65 years of age and 26,358 were over 65. Totals of effective
physicians were obtained by adding the totals of those under 65 years of age and
one -third of the totals of those 65 and over.
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Population of all counties - 131,669,275.

Distribution of specialists Metropolitan and
bordering counties

Per 100,000 population:
Full -time specialists

General practitioners
with special interest

Dentists

All other counties

30.4 9.5

40.4 22.1

Table XXXI. Number of male dentists
*

and number of persons
per effective male dentists by States in urban -,

rural order, 1940

Number of
effective*
dentists

Number of persons per
effective dentists

All States 66,029 1,994

States with population under 30°áo rural 26,422 1,443

" 30 to 39% " 12,562 1,892
" 4o to 49% 9,690 1,882
11 11 5o to 59% " 8,196 2,178
It It 6o to 690_. "

5,485

*
Census data not av lJ able for female dentists4 but...the inclusion of such data

would not materially affect these figures.

**
Based on non -federal male dentists, with those over 65 years of age counted as

one -third effective.

Number of persons per dentist, 1941 -42:

Metropolitan counties 1,368 persons
Bordering " 2,471
Non -bordering with places 5,000 -

10,000 2,847

Non -bordering with places 2,500 -

5,000 3,277
Non- bordering with places - 2,500 4,235
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Negro Dentists

In the Southern States, where negroes are in predominantly rural areas, the

Negro- dentist -to -Negro population ratios in 1940 were as follows:

Number of Negro population
per 1 Negro dentist

South Atlantic region 11,812
East -South Central region 18,057
West -South Central région 14,156

Average annual net income of dentists (1941):

in rural communities - 1,000 . $2,470

in cities + 25,000 $4,000

Nurses

Number of graduate trained nurses in 1940 was 284,022 of whom only 18.3 per cent

were located in rural communities with less than 2,500 population, which include

43.5 per cent of the total population.

The number of trained nurses (excluding those employed in emergency work and

85,156 student nurses) is shown below:

Table XXXII.

State - Number of

trained nurses

Number of persons
per trained nurse

All States - total 284,022 453.6

States with population under
3v. rural 124,774 305.6

States with population
30 - 39% rural 52,573 452.2

States with population
4o - 49% rural 37,067 492.0

States with-population

50.- 59% rural 29,889 597.1

States with population
60 - 69% rural 23,389 771.2

States with population

70% and over rural 16,330 957.6
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In 1941 the average net income of rural nurses (working on a private duty

basis) was:

In communities of less than 10,000 population - $1,000 per year

In cities 4- 500,000 population - $1,400 per year

Midwives

The exact number of midwives in the USA is not known. The number of midwives

and "practical nurses" together is about,91,000.

Midwives are mostly concentrated in highly-rural Southern states, where they

attend births principally among the low -income population. In 1938 there were over

25,000 practising midwives in nine Southern states.

Midwifery has been mainly a custom of expediency developing among impoverished

and poorly -educated sections of rural population.

Midwifery is generally a part -time occupation. Average annual income less

than $100 ($10 per delivery).

Pharmacists

The number of male active pharmacists in 1940 was 79,000 of whom only 19 per cent

were located in rural communities comprising 43.5 per cent of the total population.

The number of active pharmacists and laboratory technicians and assistants, and

number of persons per professional worker, by regions in urban -rural order, in 1940

is shown below:

Table XXXIII.

Region
Pharmacists

Laboratory technicians
and assistants

Number Number of persons

per pharmacist

Number Number of persons
per lab. worker

North -east - 23.4% rural

West - 41.5% rural
North Central - 41.6%

rural
South - 63.3% rural

25,233

11,255

24,127

18,732

1,426

1,234

1,664

2,224

23,905

7,985

18,981

12,127 .

1,505

1,738

2,115

3,436
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X. CAUSES OF DEATH IN URBAN AND RURAL AREAS

Even though in certain predominantly rural areas registration of deaths

may have existed for some time, it is admittedlÿ true that the recording of

specific causes of sickness and mortality in such areas is highly inaccurate

because of the paucity of qualified medical personnel to diagnose each case of

sickness or death. All the same, figures of hospitals and dispensaries

located in different regions of the world do serve to indicate in a broad manner

what the major diseases of predominantly rural areas are. Naturally, the dis-

tribution of such major diseases depends on climate, topography, and several

other factors. However, it is well -known from data available from hospitals,

dispensaries, and other treatment centres that over large parts of the rural

world malaria is the most widespread of all diseases, causing the largest amount

of sickness. Some estimates,' oven though highly unreliable, place the annual

sufferers from malaria in the world at 300 million people. Even though this

estimate may be far out of the true figure, such a figure does give an idea of

the magnitude of the problem. The disease prcvils widely in countries of the

Far East, East, Middle East, Africa and Central and South America.

Several diseases arise in rural areas due to poor environmental sanitation.

Gastro -intestinal diseases are, for instance,'responsible for high sickness

mortality. Among other diseases largely affecting rural areas and widespread

in the world are bilharzia, prevalent largely in countries of the Far East, such

as China, Japan, 'Philippines, in large parts of the African Continent and in

some northern regions of South America. Hookworm is another major disease of

widespread nature in rural areas.

Tuberculosis, although generally regarded as a disease associated with

urbanization or industrialization, is also known to be widespread in several

parts of the rural world. Trachoma, yaws and venereal diseases affect heavily

certain rural regions. Nutritional deficiency diseases also affect large

parts of the rural population.

More specifically, the Regional Director of the WHO Eastern Mediterranean

Region states that "although in many areas of the Region malaria has been checked

and from certain isolated regions almost entirely eliminated, the village popu-

lation in most areas is still burdened by a combination of such chronic illnesses
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as malaria, trachoma, bilharziasis, hookworm and venereal disease." A survey

carried out by Weir et al (1952) in a typical rural area in Egypt revealed, for

instance, that almost 95 per cent of the population had schistosoma haematobium

infection, 89 per cent had trachoma, ascaris was present among 60 to 80 per cent,

70 per cent of them had agglutinins to the typhoid -paratyphoid group of organisms

(12.5 per cent being carriers), 80 per cent had become tuberculin positive by the

age of 20 years and 1.9 per cent had active pulmonary tuberculosis.

According to the Director, WHO Western Pacific Region "malaria still ranks

as a major public health problem in many countries of the Region ". During 1948

the Rockefeller Foundation sponsored a trip of Balfour et al (1950) to the Far

East. Their Report of the Survey Trip refers to the major diseases in individual

countries. In Japan, for instance, they state that "Of the major epidemic

diseases, smallpox, plague and cholera were under control up to the war period.

Typhus, both in epidemic 'and endemic forms, and other. rickettsial diseases had

become localised and were Of small importance. The incidence of malaria was

minimal except for imported wartime, infections. The dysenteries and typhoids,

Which were common, still constitute a major problem. Diphtheria has been

extremely prevalent. Venereal diseases were considered common, but prewar

records are inadequate. In recent years communicable disease mortality,

exclusive of tuberculosis, was reduced to about five to six per cent of total

deaths. Tuberculosis remains the outstanding cause of mortality and morbidity

among the preventable diseases. Mortality rates have varied from 160 to 280 per

100,000, the latter figure representing conditions in 1945, but tuberculosis is

still the reported cause of 12 to 14 per cent of all deaths ".

In Taiwan "Tropical diseases are common, malaria in particular ", while

in Korea "intestinal diseases have been and still are common. Tuberculosis

and venereal diseases are reputed tote of high incidence. Leprosy is prevalent

and malaria exists, although its incidence is lower than in southern latitud:s ".

For the Chinese mainland factual data on morbidity and mortality covering

the entire country are not available. But one may depend on a few samples of

urban and rural study areas. Balfour et al state that "The epidemic diseases,
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cholera, smallpox and plague, are not uncommon. They occur endemically and

occasionally as epidemics, but the occurrences are intermittent and more

localized than in India where the toll is greater, In general the impact of

tropical diseases on China is important, These include typhus, schistosomiasis,

kala -azar, as well as others, but in relation to total population the tropical

diseases appear less of a total burden than in India or the Netherlands East

Indies. Malari.2. constitutes a major problem in the southern half of the country:,

Tuberculosis is regarded as a primary cause of morbidity and mortality; limited

survey data suggest that three to eight per cent of the young adults are actively

infected. The incidence of leprosy extends to hundreds of thousands of cases.

Among urban and rural children trachoma is prevalent, and 50 per cent incidence

is not unusual: Figures on blindness have been listed at 500,000 totally blind

and up to 15 million partially affected. The incidence and effects of venereal

diseases are unknown. No doubt an important fraction of the mortality can be

attributed to water -borne diseases and unsatisfactory excreta disposal, All

natural water resources in China are considered unsafe and only a few cities

have piped supplies. Fortunately, the use of boiled water and tea is universal

even in villages. However, a breakdown of this practice may result from lack

of fuel and economic stress. Sewerage is limited to a few principal cities,

Aght soil as a fertilizer is an important commercial commodity, and its handling

and distribution add to the health hazards ".

As regards the Philippine Islands, they state that f 'Malaria has been the

principal endemic disease with one to two million cases occurring annually,

Since the war an energetic campaign has been undertaken. About 12,000 lepers

live mostly in segregation. Tuberculosis and venereal diseases constitute

major health problems and special postwar programmes of survey and control are

in process. Gastro -intestinal diseases have always played an important though

diminishing role in morbidity and mortality ".

In Indonesia ITalaria is considered the principal cause of rural deaths,

Intestinal diseases, including the typhoids and dysentery, are presumed to play

an important part in infant and general mortality. Yaws is widespread, millions

of cases having been treated in the past 30 years. Partial control was e- ceom --

plished by the arsenicals but a postwar recurrence is reported. Hookworm
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infection has always been widespread but hookworm disease is reputedly uncommon.

Up to 1936, 10,000 cases of leprosy were known. Tuberculosis is assumed to be

a major health problem but there are few or no survey records ".

In many other countries of the WHO South -East Asia Region malaria is the

major cause of sickness- and mortality. In India and Pakistan, for instance,

out of an average of six million deaths (1937 -1941) almost 3.6 million were

registered under the heading "fevers" (which largely includes deaths from

malaria), about half a million due to "respiratory diseases" and about a

quarter million due to "dyse..tery and diarrhoea." In a survey carried out in

the rural area of Singur Health Centre near Calcutta (Lai t al 1949), out of

a total number of 2,561 recorded cases of sickness, malaria alone was responsible

for 1,659 cases, and dysentery and diarrhoea for 240 cases.

In the Region of the Americas diarrhoea and enteritis and infective and

parasitic diseases rank high in several countries in the South.

In a study by Romero et al (1949) diarrhoea and enteritis occupy the first

rank as causes of mortality in Venezuela, Mexico and Brazil, the second rank in

El Salvador, Guatemala, Costa Rica, and third rank in Colombia and Peru.

Scanty data avail.a.ble in regard to countries in Africa indicates that in

several territories the largest amount of sickness arises from yaws, malaria,

eye diseases, hookworm, or bilharzia.

In order to study broad differences in the two types of populations,

Table XXXIV has been prepared in which figures for two groups of countries,

namely, predominantly urbanised countries (Australia, Canada, Denmark, Norway,

United Kingdom, and USA), and predominantly rural countries (Ceylon, Ireland,

Egypt, Colombia, Mexico, El Salvador) have been tabulated by cause of death

(Abridged List, 1938 Revision), For each of these two groups of countries

proportional mortality rates are worked out. In the last column is shown the

difference between the proportional mortality rates for urban and rural groups

of countries, a positive sign indicating that the urban rate was higher than

the rural rate. This comparison is by no means a comparison of representative
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urban and rural areas in the world. But it does serve to show that certain

diseases such as diarrhoea and enteritis, certain infective and parasitic

diseases and also respiratory diseases affect the rural population relatively

more adversely than the people living in predominantly urbanised countries.
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TOLE XXIV (Continuation)

Causes o.

International Abridged 1938g a list 1 93

Predominantly  urbanized..cpuntrios Predominantly rural countries
___..............., ..._W- ..__...._.__._.__N_ ..

Proportional

mortality
rate Urban

minus
Rural

Australia

1949
Canada

1949

.Denmark

1949

United
Kingdom
1949

United
States

. 1948

Total

. .....

% of all

causés

Ceylon
1949

Egypt
1949

Colombia
1949

Mexico
1945

El

Salvador
1949

Total
of all

causes

28 Other diseases of the res-
piratory system 999 1,083 285 8,278 11,054 21,699 1 1,828 2,271 1,152 1,136 276 10,063 1.1 - 0.1 28

29 Diarrhoea and enteritis 385 2,226 241 3,920 8,831 15,601 0.7 5,069 72,547. 15;991 76,470 4,231 175,008 19.5 -18.8 29

30 Appendicitis 194 409 126 1,484 4,171 6,384 0.3 53 129 126 665 15 988 0.1 + 0.2 30

31 Diseases of the liver and
biliary passages 814 1,441 636 3,444 24,646 30,981 1.1 424 843 2,556 12,151 445 16,619 1.9 - 0.5 31

32 Other diseases of the
digestive system 1,648 2,371 900 11,610 .25,671 42,200 1.9 1,164 879 3,299 14,765 866 20,973 2.3 - 0.4 32

33 Nephritis 3,191 6,815 518 12,652 '77,377 100,553 4.4 1,228 4,314 3,683 5,379 143 14,767 1.6 + 2.8 33

34 Other diseases of the
urinary and genital
systems 1,005 1,387 923 8,626 13,172 25,113 1.1 244 1,398 1,199 1,196 93 4,130 0.5 + r.6 34

35 Puerperal infection 51 89 9 194 995 1,338 0.1 419 58 173 1,177 61 1,888 0.2 - 0.1 35

36 Other diseases of pregnancy,
childbirth and the puer-
perium 169 447 65 696 3,127 4, 504 0.2 " 1,487 537 1, 505 2,756 162 6,447 0.7 - 0.5 36

37 Diseases of the skin, cel-
lular tissue, bones and
organs of movement 151 177 109 1;251 1,700. 3,388 0.1 641 484 328 923 64 2,440 0.3 - 0.2 37

38 Congenital debility and mal-
formations, premature bir
and diseases peculiar to
the first year of life 3,446 9,364 1,640 18,978 80,789 114,217 5.0 13,703

'

21,368 7,068 21,786 1,034 64,959 7.3 - 2.3 38

39 Senility, o1d. age 2,168 1,496. 1,148 15,413 9,209 29,434 1.3 7,770 19,721 3,143 23,486 593 54,713 6.1 - 4.8 39

40 Suicide 773 1,027 1,051 5,076 16,354 24,281 1.1 487 1 172 451 56 1,167 0.1 + 1.0 40

41 Homicide 72 172 52 203 8,536 9,0 15 0.4 100 378 3,285 10,815 854 15,632 1.7 - 1.3 41
42 Automobile accidents (all

motor -driven road vehicles) 1,444 2,251 377 4,390 32,259, 40,721 7.8 221 Y',.8 526 542 31 1,878 0.2 + 1.6 42

43 Other violent or accidental .

deaths (suicide, homicide,
and automobile accidents

.

.

excepted) 2,541 5,940 1,364 12,041 65,8601 P7,746 '. 9 2,237
. 4,088 ?,527 9,970 465 20,287 2.3 + 1.6 43

44 Caùses of death unstated or
ill -defined 226 1,022 180 1,103 18,082' 20013 0.9 6,490 7,690 38,934 28,153 6,784 88,251 9.9 L - 9.0 44

i
1

`Total 75,260 124,047 37,793 589,13111 444 937 2,27(,568 100 91,889 187,049 1ç4 6621433 694 28,339 895,633 100--- 4_'
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Causes of death,
International ',bridged list 1938

1 Typhoid and paratyphoid fevers
2 Plague

-. -3 Scarlet fever.

4 Whooping cough
5 Diphtheria
6 Tuberculosis of the res-

piratory system
7 1.11 other forms of tubercu-

losis
8 Malaria
9 Syphilis

10 Influenza
11 Smallpox
12 Measles
13 Typhus fever (including

typhus -like diseases due

to Rickettsiae)
14 Other infective or parasitic

diseases
15 Cancer and other malignant

tumours
16 Non - malignant tumours or

tumours of undetermined

nature
17 Chronic rheumatism and rout
18 Diabetes mellitus
19 Chronic or acute alcoholism
20 Vitamin -deficiency diseases,

other general diseases,
diseases of the blood and
chronic poisonings

21 Non- meningococcal (simple)
meningitis and diseases of
the medulla and spinal cord

22 Intra -cranial lesions of
vascular origin

23 Other diseases of the nervous
system and sense organs_

24 Diseases of the heart
25 Other diseases of the circu-

latory system
26 Bronchitis
27 Pneumonia and broncho-

pneumonia

Predominantly urbanized countries

:ustr2l i a
1949

Canada
1949

Denmark j

1949 I

5 47

3 13

73 ``
213

76 I 84

1,800 3,586

164 709
2 1

375 527
119 1,101

56 233

5 1

526 716

9,930 16,732

386 409
181 169

1,473 2,749
119 '74

990 1,814

255 549

8,611 10,593

718 .1,463

24,118 35,536

594 398

3,419 5,917

4

1
137

7

672

89
161

19

343

6,634

523

44

856
45

692

177

2,891

424

10,386

. 1, 207

1`-5

2,601

Predominantly rural countries

United
Kingdom
1949 .

U ".ited

States
1948

Total
of .11

c auses

Ceylon
1949

Egypt

1949

Colombia

1949.

Mexico

E 1945

El

Salvador
1949

To tal
of all

causes

38 233 327 0.0 872 693 1,956 5.553 68 9,142 1 0

- 3 - 3 0.0

24 68 109 0.0 9 185 1 195 0.0

66i 1,146 2,233 0.1 75 46 3,427 10,504 563 14,615 1.6
108 634 909 0. 0. 128 430 476 97 5 25 2,034 0.2

21,123 40,420 67,601 ,3.0 3, 866 3,533 3,874 11,407 742 23,422 2.6

2,882 3,41 3 7,279 0.1 270 482 419 1,0^7 37 2,245 0.3

170 178 0.0 2, 403 23 2,610 29,461 2,247 36,744 4.1

2,275 11,616 14,882 0.7 .. 88 210 590 3,236 305 4,429 0.5

6,153 5,068 12,602 0.6 976 46 1,654 5,119 455 8,270 0.9

5 5 10 0.0 2 199 1,054 1.255 0.1

33 7 888 1,533 0.1 26 2,301 1,719 6,876 538 11,460

177 183 0.0 2 25 7`0 1,471 2,248 0.3

2,9`37 9,178 13,750 0.6 5,888' 1,130 6,396 15,424 1,518 30,356 3.^

92,217 197,042 322,555 14.2 996 1,589 3,518 5,429 392 11,944 1.3

2,264 5,344 8,926 0.4 63 27 607 941 57 1,695 0.2
1,718 1,830 3. 942 0.2 45 66 702 1,6/2 386 2,841 0.2
4,044 38,638 47,780 -2.1 522 632 260 811 31 2,256 0.3

75 2,A33 2,746 0.1 7 1 50 1,809 135 2,002 '0.2

6,807 18,076 28,379 1.2 9,111 4,266 5,855 9,683 749 29,667 3.3

1,493 4,425 I 6,899 0. 292 163 1,867 1,797 72 4,191 0.5

68,976 131,036 222,107 9.8 2,295 2,737 2,248 3, 894 208 11,392 1.3

5,769 10,073 18,447 09 8,324 ..330 1,043 8,929 3 56 18,982 2.1

178,306 171,469 719,81' 31.7 3,015 g41 6,825 13,271 554 28,326 3.2

24, , 45 _.. .-3C; 2:4.--- --F,,4;8C1... 2.8- _.. 564 .1,185 2, 43 5 100 6,172 0.7

33,207 3,150 37,794 .
1.7 1, 02 5 16,987 7,286 10,851 896 37,045 4.1

23,830 51,425 87,192 t` 3. f? 7, 248 7,415 12,449 64,359 1,031 92,502 10.3

Proportion-
mortality
rate Urban

minus
Rural

- 1.0

0.0

0.0

- 1.5
- 0.2

+ 0.4

0.0
- 4.1

+ 0.2

- 0.3

- 0.1

- 1.2

- 0.3

- 2.8

+12.9

- 2.1

- 0.2

+ 8.5

- 1.3
+28.5

+ 2.1
- 2.4

- 6.5

for continuation of Table XXXIV, see following page.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16
17

18

19

20

21

22

23
24

25
26

27
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