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Population Education Unit II 
 

Age Structure 
India’s population is characterized by a typical age structure prevailing in the 
developing countries. The distribution of India’s population in broad age groups as 
per the census 2001has been categorized into different age groups. The census 
reported that children in the age group ‘below 15 years’ account for as high as 35% 
per cent of the total population. Population in the age groups ‘0-9 years’ alone 
accounts for over 23 percent. It is interesting to note that the proportion of children 
in the population has recorded a decline by nearly 2 percent between 1991 and 
2001. This fall in the share can be attributed to decline in the levels of birth rate in 
the country during the 1990s.  
 The rural areas report a higher share of children in its population. This 
reflects a generally higher birth rate in the rural population than its counterpart in 
the urban areas. In addition to a higher birth rate in rural areas, out-migration of 
population, which generally takes place in the working age groups, is also 
responsible for a higher share of children in the population in the rural areas. The 
percentage share of population in different age groups declines sharply as one 
move up in the age hierarchy. 
Elderly people, i.e., persons aged 60 years and above account for more than 7 per 
cent of the population. A relatively higher death rate and a resultant lower 
expectancy of life in the developing countries result in a very small share of 
population in the higher age groups. Strikingly, the rural areas in country report 
higher share of population in the age group 60 and above than its counterpart in the 
urban areas.  
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 In 2014 U.N in its report titled titled 'The power of 1.8 billion', said 28 per 
cent of India's population is 10 to 24 year-olds, adding that the youth population is 
growing fastest in the poorest nations. Global number of youths is highest ever.  
 As per United Nations (July 2016), the population of India stood at 
1,326,801,576. India is the second most populated country in the world with nearly 
a fifth of the world's population.  India is projected to be the world's most populous 
country by 2022, surpassing the population of China. It is expected to become the 
first political entity in history to be home to more than 1.5 billion people by 2030, 
and its population is set to reach 1.7 billion by 2050. Its population growth rate is 
1.2%, ranking 94th in the world in 2013. The Indian population reached the billion 
mark in 1998. India has more than 50% of its population below the age of 25 and 
more than 65% below the age of 35. It is expected that, in 2020, the average age of 
an Indian will be 29 years, compared to 37 for China and 48 for Japan. 
 

Sex Ratio 
Sex ratio is used to describe the number of females per 1000 of males. Sex ratio is 
a valuable source for finding the population of women in India and what is the 
ratio of women to that of men in India. In the Population Census of 2011 it was 
revealed that the population ratio in India 2011 is 940 females per 1000 of males. 
The Sex Ratio 2011 shows an upward trend from the census 2001 data. Census 
2001 revealed that there were 933 females to that of 1000 males. Since decades 
India has seen a decrease in the sex ratio 2011, but since the last two of the decades 
there has been in slight increase in the sex ratio. Since the last five decades the sex 
ratio has been moving around 930 of females to that of 1000 of males.  
 The major cause of the decrease of the female birth ratio in India is 
considered to be the violent treatments meted out to the girl child at the time of the 
birth. The Sex Ratio in India was almost normal during the phase of the years of 
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independence, but thereafter it started showing gradual signs of decrease. Though 
the Sex Ratio in India has gone through commendable signs of improvement in the 
past 10 years, there are still some states where the sex ratio is still low and is a 
cause of concern for the NGO organizations. One of the states which is showing a 
decreasing trend in the population of women 2011 and is a cause of concern is 
Haryana. The state of Haryana has the lowest rate of sex ratio in India and the 
figure shows a number of 877 of females to that of 1000 of males.  
 There are also states such as Puducherry and Kerala where the number of 
women is more than the number of men. Kerala houses a number of 1084 females 
to that of 1000 males. While Puducherry and Kerala are the only two states where 
the number of female is more than the number of men, there are also states in India 
like that of Karnataka, Andhra Pradesh and Maharashtra where the sex ratio 2011 
is showing considerable signs of improvement. The main cause of the decline of 
the sex ration in India is due to the biased attitude which is meted out to the 
women. The main cause of this gender bias is inadequate education. Pondicherry 
and Kerala houses the maximum number of female while the regions of Daman 
and Diu and Haryana have the lowest density of female population. 
 

Sex Ratio in India 2011 Census 2001 Census 

Rank State 
 

Sex Ratio 
 

Sex Ratio 

1 Kerala  1084 1058 

2 Puducherry 1037 1001 
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3 Tamil Nadu 996 987 

4 Andhra Pradesh 993 978 

5 Chhattisgarh 991 989 

6 Meghalaya  989 972 

7 Manipur 985 974 

8 Odisha 979 972 

9 Mizoram 976 935 

10 Goa 973 961 

11 Karnataka  973 965 

12 Himachal Pradesh 972 968 

13 Uttarakhand 963 962 

14 Tripura 960 948 

15 Assam 958 935 

16 West Bengal 934 934 

17 Jharkhand 948 941 
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18 Lakshadweep 946 948 

19 Arunachal Pradesh 938 893 

20 Nagaland 931 900 

21 Madhya Pradesh 931 919 

22 Maharashtra 929 922 

23 Rajasthan 928 921 

24 Gujarat 919 920 

25 Bihar 918 919 

26 Uttar Pradesh 912 898 

27 Punjab 895 876 

28 Sikkim 890 875 

29 Jammu and Kashmir  889 892 

30 Haryana 879 861 

31 Andaman and Nicobar Islands  876 846 

32 Delhi 868 821 
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Rural-Urban Composition: 
The division between rural and urban areas is significant in terms of geographical 
distribution of population. The percentage of rural population is higher in farm-
based agricultural countries, while industrially, developed regions have higher 
share of urban population.  In 2001 India had 35 cities which were having more 
than million populations each. There was an increase of 18 more cities in 2011 and 
the total cities increased to 53 cities with each city having million plus population. 
These cities accounted for 43% of India’s urban population. The census of 2011 
also noted that the number of towns in India increased from 5161 in 2001 to as 
many as 7935 in 2011. Most of this increase was in the growth of census towns 
rather than on statutory towns. A large number of towns are born in the vicinity of 
existing cities with million plus population. India’s urbanization, however is in 
smaller proportion as compared to other large developing countries such as China 
(45%), Indonesia (44%), Mexico (78%) and Brazil (87%). (Source - 12th Five year 
plan – Planning commission of India). 
 For the first time since Independence, the absolute increase in population is 
more in urban areas than in rural areas.  The rural population in India at present is 
68.84% & the urban population forms 31.16% of the total population of India. 

33 Chandigarh 818 777 

34 Dadra and Nagar Haveli  774 812 

35 Daman and Diu 710 710 
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Level of urbanization has increased from 27.81% in 2001 Census to 31.16% in 
2011 Census. The proportion of rural population declined from 72.19% to 68.84%. 
Urban Population : Out of 1027 million (or 102.7 crore) population of India, as per 
Census 2001, 742 million live in rural areas and 285 million in urban areas 
comprising of 72.19% and 27.81% of the population respectively. The highest 
percentage of urban population is in Delhi (93.0%) and the lowest in Himachal 
Pradesh (9.8%). In eight States/UTs in India the percentage of urban population 
exceed 40% level. These are Delhi, Chandigarh, Pondicherry, Goa, Mizoram, 
Lakshadweep, Tamil Nadu and Maharashtra. 
Rural Population: The population in rural areas was 74.3 in 2001. The rural 
population has witnessed an increase 9 crore  population in rural areas as per the 
census 2011. Out of the total population of India,  83.3 crore  of the total 
population lives in rural areas. As per the census records of 2011 there are 6,40,867 
inhabited villages constituting the 72.2%  percent of the total population residing in 
villages. Of them 145,000 villages have population size of 500–999 persons; 
130,000 villages have population size of 1000–1999 and 128,000 villages have 
population size of 200–499. There are 3,961 villages that have a population of 
10,000 persons or more. 

Population (in Crores) 

 2001 2011 Difference 
India 102.9 121.0 18.1
Rural 74.3 83.3 9.0
Urban 28.6 37.7 9.1
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Growth Rate of Population (in Percentage %) 1991-2001 2001-20 

 
• From 1991 to 2011 the growth rate of population in India was 21.5%, while 
the growth rate reduced to 17.6 % which indicates a decline of 3.9% in the 
population growth rate between the two said periods. The rural population during 
the period of 1991-2011 was 18.8%, while as the growth during 2001-2011 was 
12.2% which again indicated the decline of 5.9% in the growth rate during the two 
said periods. As far as the urban population is concerned, the growth rate during 
1991-2001 and 2001-2011 was 31.5% and 31.8% respectively, with an increase 
+0.3% during the stated period.  The slowing down of the overall growth rate of 
population is due to the sharp decline in the growth rate in rural areas, while the 
growth rate in urban areas remains almost the same.  
• During 2001-11 the growth of Rural Population has been 12.18%. Growth in 
Rural Population in India is steadily declining since 1991. Meghalaya (27%) & 
Bihar (24%) witnessed largest growth among States in 2001-11. Four States 

 1991-2001 2001-2011 Difference 
India 21.5 17.6 -3.9 
Rural 18.1 12.2 -5.9 
Urban 31.5 31.8 +0.3 
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recorded decline in Rural Population during 2001-11. These are Kerala (by 26%), 
Goa (19%), Nagaland (15%) & Sikkim (5%). 

 
National Family Welfare Programme 

 India launched the National Family Welfare Programme in 1951 with the 
objective of "reducing the birth rate to the extent necessary to stabilize the 
population at a level consistent with the requirement of the National economy. The 
Family Welfare Programme in India is recognized as a priority area, and is being 
implemented as a 100% Centrally sponsored programme. The national family 
planning program was launched in 1951, and was the world's first governmental 
population stabilisation program. By 1996, the program had been estimated to have 
averted 16.8 crore births. 
 Evolution of Family Welfare Program  
The approach under the programme during the First and Second Five Year Plans 
was mainly "Clinical" under which facilities for provision of services were created. 
However, on the basis of data brought out by the 1961 census, clinical approach 
adopted in the first two plans was replaced by "Extension and Education 
Approach" which envisaged expansion of services facilities along with spread of 
message of small family norm. In the IV Plan (1969-74), high priority was 
accorded to the programme and it was proposed to reduce birth rate from 35 per 
thousand to 32 per thousand by the end of plan. 16.5 million couples, constituting 
about 16.5% of the couples in the reproductive age group, were protected against 
conception by the end of  IVth Plan. The objective of the V plan (1974-79) was to 
bring down the birth rate to 30 per thousand by the end of 1978-79 by increasing 
integration of family planning services with those of Health, Maternal and Child 
Health (MCH) and Nutrition, so that the programme became more readily 
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acceptable. The years 1975-76 and 1976-77 recorded a phenomenal increase in 
performance of sterilisation. However, in view of rigidity in enforcement of targets 
by field functionaries and an element of coercion in the implementation of the 
programme in 1976-77 in some areas, the programme received a set-back during 
1977-78. As a result, the Government made it clear that there was no place for 
force or coercion or compulsion or for pressure of any sort under the programme 
and the programme had to be implemented as an integral part of "Family Welfare" 
relying solely on mass education and motivation. The name of the programme also 
was changed to Family Welfare from Family Planning. In the VI Plan (1980-85), 
certain long-term demographic goals of reaching net reproduction rate of unity 
were envisaged. The Family Welfare Programme during VII five year plan (1985-
90) was continued on a purely voluntary basis with emphasis on promoting 
spacing methods, securing maximum community participation and promoting 
maternal and child health care. The Universal Immunization Programme (UIP) 
was launched in 1985 to provide universal coverage of infants and pregnant 
women with immunization against identified vaccine preventable diseases and 
extended to all the districts in the country The approach adopted during the 
Seventh Five Year Plan was continued during 1990-92. For effective 
community participation, Mahila Swasthya Sanghs(MSS) at village level was 
constituted in 1990-91. MSS consists of 15 persons, 10 representing the varied 
social segments in the community and five functionaries involved in women's 
welfare activities at village level such as the Adult Education Instructor, 
Anganwari Worker, Primary School Teacher, Mahila Mukhya Sevika and the Dai. 
Auxiliary Nurse Midwife (ANM) is the Member-Convenor. From the year 1992-
93, the UIP has been strengthened and expanded into the Child Survival and Safe 
Motherhood (CSSM) Project. It involves sustaining the high immunization 
coverage level under UIP, and augmenting activities under Oral Rehydration 
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Therapy, prophylaxis for control of blindness in children and control of acute 
respiratory infections. Under the Safe Motherhood component, training of 
traditional birth attendants, provision of aseptic delivery kits and strengthening of 
first referral units to deal with high risk and obstetric emergencies were being 
taken up. To impart new dynamism to the Family Welfare Programme, several 
new initiatives were introduced and ongoing schemes were revamped in the 
Eighth Plan (1992-97). Realizing that Government efforts alone in propagating 
and motivating the people for adaptation of small family norm would not be 
sufficient, greater stress has been laid on the involvement of NGOs to 
supplement and complement the Government efforts. Reduction in the 
population growth rate has been recognized as one of the priority objectives 
during the Ninth & Tenth Plan period. The strategies are: i) To assess the needs 
for reproductive and child health at PHC level and undertake areas specific micro 
planning. ii) To provide need-based, demand-driven, high quality, integrated 
reproductive and child health care reducing the infant and maternal morbidity and 
mortality resulting in a reduction in the desired level of fertility.  
Contraceptives 
 The National Family Welfare Programme provides the following contraceptive 
services for spacing births: a) Condoms b) Oral Contraceptive Pill c) Intra Uterine 
Devices (IUD) Whereas condoms and oral contraceptive pills are being provided 
through free distribution scheme and social marketing scheme, IUD is being 
provided only under free distribution scheme. Under Social Marketing Programme, 
contraceptives, both condoms and oral pills are sold at subsidized rates. In 
addition, contraceptives are commercially sold by manufacturing companies under 
their brand names also. Govt. of India does not provide any subsidy for the 
commercial sale. COPPER-T Cu-T is one of the important spacing methods 
offered under the Family Welfare Programme. Cu-T is supplied free of cost to all 
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the States/UTs by Govt. of India for insertion at the PHCs, Sub-centres and 
Hospitals by trained Medical Practitioners/trained Health Workers. The earlier 
version of Cu-T 200 ‘B’ (IUDs) has been replaced by Cu-T 380-A from 2002-03 
onwards which provides protection for a longer period(about 10 years) as against 
Cu-T 200 ‘B’ which provided protection for about 3 years only.  
 
Emergency Contraceptive Pill (ECP)  
This programme was introduced under Family Welfare Programme during 2002-
03. The emergency contraceptive is the method that can be used to prevent 
unwanted pregnancy after an unprotected act of sexual intercourse (including 
sexual assault, rape or sexual coercion) or in contraceptive failure. Emergency 
Contraceptive is to be taken on prescription of Medical Practitioners. 
 Terminal Methods 
 Under National Family Welfare Programme following Terminal/ Permanent 
Methods are being provided to the eligible couples.  
A) TUBECTOMY i) Mini Lap Tubectomy ii) Lapro Tubectomy Laparoscopic 
sterilization is a relatively quicker method of female sterilization. 
 B) VASECTOMY i) Conventional Vasectomy ii) No-Scalpel Vasectomy It is one 
of the most effective contraceptive methods available for males. It is an 
improvement on the conventional vasectomy with practically no side effects or 
complications. This new method is now being offered to men who have completed 
their families. The No-Scalpel Vasectomy project is being implemented in the 
country to help men adopt male sterilization and thus promote male participation in 
the Family Welfare programme. 
Family Welfare Schemes 
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The Ministry of Health and Family Welfare has a number of schemes to cover the 
under-privileged sections of society and help them with maternity, post and neo-
natal healthcare and family planning. These include the Janani Suraksha Yojana, 
Rehabilitation of Polio Victims and several financial assistance schemes for 
surgery and other health problems. Counseling centres are also available across the 
country as part of the government sponsored family welfare schemes. 
Some of the Important Family Welfare Schemes Are Listed Below: 
• National Family Welfare Programme:  India launched the National 
Family Welfare Programme in 1951 with the objective of "reducing the birth rate 
to the extent necessary to stabilise the population at a level consistent with the 
requirement of the National economy. The Family Welfare Programme in India is 
recognised as a priority area, and is being implemented as a 100% centrally 
sponsored programme. 
• National Population Policy: The National Population Policy, 2000 affirms 
the commitment of government towards voluntary and informed choice and 
consent of citizens while availing of reproductive health care services and 
continuation of the target free approach in administering family planning services. 
• National Rural Health Mission: The National Rural Health Mission (2005-
12) seeks to provide effective healthcare to rural population throughout the country 
with special focus on 18 states, which have weak public health indicators and/or 
weak infrastructure. The mission aims at effective integration of health concerns 
with determinants of health like sanitation and hygiene, nutrition and safe drinking 
water through a District Plan for Health. 
• Urban Family Welfare Schemes: This Scheme was introduced following 
the recommendation of the Krishnan Committee in 1983. The main focus was to 
provide services through setting up of Health Posts mainly in slum areas. The 
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services provided are mainly outreach of RCH services, preventive services, First 
Aid and referral services including distribution of contraceptives. 
• Sterilization Beds Scheme: A Scheme for reservation of Sterilization beds 
in Hospital run by Government, Local Bodies and Voluntary Organisations was 
introduced as early as in the year 1964 in order to provide immediate facilities for 
tubectomy operations in hospitals where such cases could not be admitted due to 
lack of beds etc. But later with the introduction of the Post Partum Programme 
some of the beds were transferred to Post Partum Programme and thereafter the 
beds were only sanctioned to hospitals sun by Local Bodies and Voluntary 
Organisations. 
• Reproductive and Child Health Programme: The Reproductive and Child 
Health Programme was launched in October 1997 incorporating new approach to 
population and development issues, as exposed in the International Conference in 
Population and Development held at Cairo in 1994.The programme integrated and 
strengthened in services/interventions under the Child Survival and Safe 
Motherhood Programme and Family Planning Services and added to the basket of 
services, new areas on Reproductive Tract/Sexually Transmitted infections 
(RTI/STI). 
 

FERTILITY 
Fertility (technically, births/population rate) is the total number of live births per 
1,000 of a population in a year. The rate of births in a population is calculated in 
several ways: live births from a universal registration system for births, deaths, and 
marriages; population counts from a census, and estimation through 
specialized demographic techniques. The birth rate (along 
with mortality and migration rate) are used to calculate population growth. 
Measures of Fertility 
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i. Crude Birth Rate: 
 Crude Birth rate is a measure of fertility-defined as  Births in year 

                                  CBR= Births in a year          × 1000 
                                          Population at mid-year 

 
For example, an estimated 3,689,000 in a total population of 76,398,000 for 
a particular country, the CBR will be: 

                                                       
     3,689,000    x 1,000 
                                                   76,398,000      
                                                 = 48.3 per 1,000 
ii) General Fertility Rate (GFR): 

General Fertility Rate expressed as:  
                             GFR  =  Births during year                × 1000 
                                          women 15-44 or 49age at mid-year 

For example, if births during the year were 3, 689,000 and women 15-49 were 
14,952,000 for a country in a particular year, gives a GFR as: 

                                                          
                          GFR =   3,689,000       x 1,000 
                                        14,952,000   
    =   246.7 per 1,000  
 
 
iii) Age-Specific Fertility Rate (ASFR): 

Age- Specific Fertility Rates expressed as: 
ASFR = Births in year to women aged x(e.g 15-19)       × 1000 

                        women aged 15- 49 as ‘x’  at mid-year 
 
ASFRs are expressed per 1,000 population 
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Births for each five year age-group, for example, 15-19,20-24, and so on are 
usually used to calculate the ASFRs 
 

iv)Total Fertility Rate (TFR): The average number of children that would be 
born to a woman by the time she ended childbearing if she were to pass through all 
her childbearing years conforming to the age-specific fertility rates of a given year 
i.e 15-19, 20-24, 25-29,30-34,35,39,40-44,45-49. 

Factors/ Determinants of Fertility 
1. Biological Factors 2. Physiological Factors 3. Social Factors 4. Economic 
Factors 5. Family Planning.   
1. Biological Factors: 
Biological factors like age and sex are very important in affecting fertility. 
Fecundity depends on the woman and her age. It is only the woman who can bear a 
child with the onset of menstruation. This process stops when menopause begins. 
Thus the onset of menstruation and menopause are the biological limits to fertility 
in the case of a woman. The start of the first menstrual period, known as menarche, 
depends on climate, health, food, etc. 
In cold climate, it may start at the age of 15 years whereas in hot climate at the age 
of 10 years. It may start earlier in the case of a healthy girl and late in a weak and 
ailing girl. The reproductive span of females is 30-35 years. But it is not uniform. 
In the early years, their fecundity is low. 
It is the highest between 20 to 25 years. After that, it starts declining slowly up to 
38 years and then rapidly till the age of 49-50 years when it totally stops. There are 
no such limits in the case of a male who can beget children even in old age. So 
fertility depends upon biological factors like age and sex. 
2. Physiological Factors: 
There are physiological factors which affect the fecundity period of women. They 
are in fact, the periods in the reproductive pattern of a woman when she is not able 
to conceive and is sterile. Sterility in a woman may be due to a number factors. In 
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societies where a girl is married at an early age, the interval between cohabitation 
and the birth of the first child is longer because the girl is not developed physically 
to bear the child. 
This is called adolescent sterility. Besides, there are certain periods when a woman 
does not conceive after the birth of a child. She is temporarily sterile. It takes a few 
months for a woman to resume the menstrual cycle without which she cannot 
conceive. Where breastfeeding is practised, the birth of the other child is delayed 
during that period. 
Some couples may have primary sterility. They may not have any child throughout 
their lives either by choice or due to their inability. There may also be secondary 
sterility when due to an accident, infection, disease or any other impairment, the 
couple is unable to give birth to a child. Fertility is also affected by abortion, 
deliberate or natural, and still births. 
Bogaarts and Potter have listed seven proximate determinants of fertility. They 
“are the biological and behavioural factors through which social, economic and 
environmental variables affect fertility.” They are “marriage (marital disruption); 
onset of permanent sterility; post-partum infecundability (when menstruation is not 
resumed); natural fecundability; frequency of intercourse; use and effectiveness of 
contraception; spontaneous intrauterine mortality (still birth); and induced 
abortion. The first two of these seven determinants determine the length of 
reproductive span and the other five determine the rate of child- bearing.” 
3. Social Factors: 
Social factors like religion, caste, race, family system, education, status of woman, 
etc. also influence fertility in a country. 
They are discussed as under: 
(1) Religion: 
Religion affects fertility in many societies. In Asian countries, marriage is a social 
institution and a religious duty. Hence, it is universal. Religion expects every 
couple to have at least a son and a daughter. The birth of a son is essential for the 
salvation of Hindu parents and the marriage (Kanyadan) of a daughter is a religious 
and social obligation. Certain religions permit polygamy, as in the case of 
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Muslims, whereby a man can marry more than one wife. This naturally increases 
fertility. 
 
(2) Caste System: 
In societies where the caste system dominates, fertility is high as compared with 
those where it is not prevalent. In India, the birth rate is high in the case of lower 
castes, while it is low among high caste Hindus. This is because the former marry 
girls at an early age due to their depressed economic condition. On the other hand, 
the upper castes prefer to educate girls both in rural and urban areas before 
marrying them. 
(3) Racial Groups: 
There are differences in fertility among racial groups in certain societies. In many 
African countries where other races like the whites, Asians, etc. live among the 
locals, the locals have high fertility than the other races. Similarly, in America the 
Negroes and Red Indians have higher fertility than the white community. This is 
also because of better educational level and economic conditions of the white 
Americans. 
(4) Customs: 
Customs in various societies also affect fertility. Fertility is high in societies where 
widow remarriage is allowed, as in the case of Christians and Muslims. There is a 
custom among the Hindus that the first child be born at the married girl’s parental 
home. 
 
Or she should go to her parents after the birth of a child and stay there for some 
time. There is also a taboo on sex for long periods during the lactation of the child. 
Customs require abstinence on the part of couples among Hindus and Muslims on 
a number of religious days. In all such cases, fertility is adversely affected. 
(5) Family System: 
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Family system affects fertility in different ways. In societies where the joint family 
system prevails, whether fertility is high or low depends upon the economic 
condition of the family. If the family is rich and has ample accommodation for the 
couples, fertility is high. Reverse is the case in a poor family with little 
accommodation. This is the position in all Asian countries where the joint family 
system is prevalent. 
On the other hand, in a single family system where the couple lives alone, fertility 
is low because it is difficult to bring up many children. It is still low in those 
societies where both husband and wife are employed. Such a situation exists in all 
the developed countries and in a few cases in developing countries. 
(6) Education: 
Education plays an important role in influencing fertility. In countries where the 
percentage of literates is high, fertility is low. That is why the birth rate is low in 
developed countries. The educated couple prefers a very small family. 
It understands the use and importance of various family planning devices. 
Moreover, the span of child-bearing is reduced considerably in the case of a girl 
who receives education for a number of years and marries at a ripe age. 
(7) Status of Women: 
Fertility is also affected by the status of women in a society. In India before 
Independence, women who produced more children were held in high esteem. 
Even in the present, this is so in certain communities in rural India. In all such 
cases, the women are confined only to household work. 
But in countries where the growth rate of population has a tendency to decline, 
women are encouraged to have more children and they are held in high esteem. 
This was the case during the Stalin regime in Russia where women with large 
number of children were rewarded and their children were given many facilities by 
the State. 
In Japan, the latest studies reveal that the average Japanese woman has 1.33 
children. But in Tokyo, this figure has declined to 1 child. To halt this trend and 
encourage Japanese women to produce more children, the Japanese Government 
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has announced that every woman who gives birth will receive the equivalent of 
$1,700 and more than $15,000 worth of help with childcare. 
Some car manufacturing companies are offering employees a car when they have a 
child. Other firms are giving extra monetary rewards to staff who have more 
children. Thus by raising the status of Japanese women, the country is trying to 
increase fertility. 
4. Economic Factors: 
Economic factors like urbanisation, occupation of the family and overall economic 
conditions have much affect on fertility. 
They are discussed below: 
(1) Urbanisation: 
Urbanisation affects fertility of the people differently as compared with rural areas. 
Fertility declines with urbanisation. This is caused by lack of accommodation and 
high cost of living in the case of those who migrate from rural areas. 
They are not able to bring their wives. But this does not mean that fertility is low in 
the case of wives of migrant workers. Prof. Dandekar’s study observes in this 
connection: “Our study found that the fertility of wives of migrant workers who 
were absent for a large part of the year was not adversely affected, in fact in the 
younger age group it was enhanced.” Those who bring their wives live in shanty 
towns or slums. 
They have high fertility because children start earning at an early age and thus 
augment family income. Those engaged in white- collar jobs want to educate their 
children but cannot afford to have many due to the high cost of living. 
The better-off also want fewer children to maintain their standard of living. When 
both husband and wife are employed, they cannot have more than one child, if 
there is nobody to look after the child in their absence. Even the cost of keeping 
children in creches and of baby-sitters in big cities dissuades them to have another 
child. 
(2) Occupation: 
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Occupation determines the economic condition of a family which, in turn, affects 
fertility. Manual workers have high fertility because to supplement the family 
income, they want more working hands in the form of children. But those engaged 
in business, trading and in white-collar jobs have low fertility. 
Where women are also employed along with men, fertility is low, as is the case in 
developed countries. But farmers in rural areas have high fertility as compared 
with non-farm population. Both farmers and farm workers have high fertility 
because the farmers being rich can afford more children, whereas the farm workers 
need more children to help them in farming operations in order to earn more. But 
artisans, petty traders, etc. in rural areas have comparatively low fertility because 
of their low earning capacity. 
(3) Economic Conditions: 
The economic conditions of a country influence fertility considerably. In 
developed countries, per capita income and standard of living being high, fertility 
is low. People prefer to maintain their high standard of living instead of having 
more children which involve high costs in bringing up and educating them. But the 
poor in developed countries have high fertility because they want more children to 
support the family. 
The same is the case in underdeveloped countries both in agricultural and 
industrial sectors. The cost of bringing up a child is much less than the benefit to 
the family from a child when he or she starts earning at a very young age. 
Similarly, the fertility among rich farmers is high because they can afford to have 
more children. But in cities, except in the case of the poor, the fertility is low. The 
industrialist, the businessman, the salaried class all want to maintain their 
respective standard of living, rather want to raise it. With high cost of living, they 
find it difficult to bring up more children. So fertility is low among them. 
5. Family Planning: 
One of the important factors affecting fertility is family planning. Among other 
factors, developed countries have been able to bring down their fertility rates by 
voluntarily adopting family planning devices. But in underdeveloped countries, 
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both men and women are reluctant to use contraceptives due to social taboos and 
restrictions, ignorance, poverty, proper education, etc. 
 
 

MORTALITY 
Mortality is the condition of being mortal, or susceptible to death; the opposite of 
immortality. Mortality rate, or death rate is a measure of the number 
of deaths (in general, or due to a specific cause) in a particular population, scaled 
to the size of that population, per unit of time. Mortality rate is typically expressed 
in units of deaths per 1,000 individuals per year; thus, a mortality rate of 9.5 (out of 
1,000) in a population of 1,000 would mean 9.5 deaths per year in that entire 
population, or 0.95% out of the total. 
Measures of Mortality 
i) The Crude Death Rates: 
The Crude Death Rate (CDR) is simply the deaths in a population at mid-year and 
multiplied by 1,000, that is: 
                                       CDR =   Deaths in year   ×  1,000 
                                                   Total Population at mid-year 
 
ii)Age Specific Death Rate:   
Age Specific death is defined as the as the occurrence of deaths in the specific age 
group e.g 15-20yrs. 
The age specific death rate can be expressed as: 
 
 
ASR =   No. of deaths in age group 15-20yrs the during the year  ×1000 
   Mid year population 
 
iii) Disease Specific Death Rate: 
Disease Specific Death Rate is defined as the deaths occurring due to the particular 
disease E.g Specific death rate due to tuberculosis. It can be expressed as: 
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DSR =  No. of deaths due to tuberculosis the during the year    × 1000 
   Mid-year population 
 
iv) Maternal mortality rate(MMR): the number of maternal deaths per 1,000 
women of reproductive age in the population (generally defined as 15–44 years of 
age). 
 
v) Infant mortality rate (IMR):  the number of deaths of children less than 1 year 
old per 1,000 live births. 
 
vi) Child mortality rate (CMR): the number of deaths of children less than 5 
years old per 1,000 live births. 
 
vii) Standardized mortality ratio (SMR): a proportional comparison to the 
numbers of deaths that would have been expected if the population had been of a 
standard composition in terms of age, gender, etc. 
 

Factors/ Determinants Affecting Mortality 
(1) Disease Control Medicines: By importing drugs from developed countries, the 
developing countries have been able to control such mass killers as typhoid, 
malaria, small pox, pneumonia, plague, etc. The World Health Organisation, in 
particular, has been helpful in eradicating malaria, small pox, polio, TB, etc. to a 
considerable extent. 
(2) Public Health Programmes: Developing countries with the assistance of 
WHO have been adopting public health programmes for keeping the environment 
clean and free of pollution. Governments have been following strict pollution 
control measures. Consequently, deaths due to respiratory diseases have declined. 
(3) Medical Facilities:Medical facilities have not only increased but also 
improved in such countries. The number of doctors and trained nurses has 
increased considerably. Besides the spread of government hospitals in urban 
centres and primary health centres in rural areas, private hospitals and nursing 
homes are fast coming up which provide the best of medical facilities comparable 
to those in advanced countries. As a result, the number of deaths are on the decline. 
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(4) Spread of Education: With the spread of education, people are becoming 
rational. They are giving up superstitious and fatalist attitude towards life. They 
have started taking keen interest in their own health and that of their children. They 
have become health conscious. They take nutritive and balanced diet, do exercise, 
go for a walk and even to a gym. All these have brought down the death rate. 
(5) Status of Women: In almost all the developing countries, the status of women 
in society has increased with spread of literacy among them. Women now 
understand the importance of cleanliness and hygiene and take better care of their 
children’s health. Consequently, the infant mortality rate is on the decline. Early 
marriage of girls has been banned in the majority of developing countries, thereby 
reducing the death rate at the time of the first child. 
(6) Food Supply: With the increase in food supply in the majority of developing 
countries and through imports of food grains from developed countries like the 
USA and Australia, famines have been controlled. This has resulted in reduction of 
death rates in such countries. 
(7) Life Expectancy: Over the years, life expectancy has increased in developing 
countries due to increase in economic growth rates, rise in per capita incomes, 
improved health, medical, sanitation facilities, etc. Consequently, the death rate is 
on the decline and the percentage of population in 60 plus age group is on the 
increase. 
 


