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Abstract 

It is essential we understand the 

relationship between health and education and its 

effects on economic development in the India. 

Human Capital in its broadest sense encompasses 

the levels of education and health of the 

population. Education increases productivity, 

speeds technological advancements, and increases 

the probability of more healthy productive 

children, all of which promotes economic 

development. Growth, in turn, incentivizes 

investment in human capital. Objectives of the 

study are (i) to examine the education and health in 

India. 

I. INTRODUCTION 

Access to food, health care and education 

is recognized as a basic human right. This right is 

enshrined in the Millennium Development Goals 

(MDG’s) through which all member states of the 

United Nations have committed themselves to 

attaining universal primary education and 

eradicating hunger.  Despite the high profile given 

to education within this international agenda to 

eradicate poverty, UNICEF (2006) reports that in 

the poorest countries as many as 29% of boys and 

35% of girls are out of primary school and 70% of 

boys and 74% of girls are out of secondary school.  

These children are excluded and invisible.   

Children’s access to education and to 

learning is affected by the availability and quality  

 

of schooling and by family characteristics such as 

socio-economic status and parental attitudes to 

schooling. Access can also be influenced by child 

characteristics, such as aptitude, motivation and 

behaviour, which can be negatively affected by 

poor health and nutritional status. It is therefore of 

some concern that a quarter of all children eligible 

to be in school are malnourished (Galal et al., 

2005) and that children in developing countries 

frequently carry an additional burden of infectious 

diseases.   

It is estimated that 60 million school-age 

children suffer from iodine deficiency disorders, 85 

million are at risk for acute respiratory disease and 

other infections because they are deficient in 

vitamin A, and 210 million suffer from iron 

deficiency anaemia (Jamieson et al., 1993). 

Parasitic worms (including hookworm, 

roundworm, whipworm, and schistosomiasis) are a 

major source of malnutrition with an estimated 880 

million school-age children infected (Partnership 

for Child Development, 1997; Montresor et al., 

1998).   Malnourished children become even more 

malnourished when they are infected with worms, 

which interfere with nutrient uptake and are a 

major cause of anaemia.    

Furthermore, over 38 million adults and 

children worldwide are living with HIV and 15 

million children have already been orphaned by 
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AIDS (UNAIDS, 2006).  Millions more children 

live in families affected by HIV and are at risk of 

being both pushed and pulled out of education 

(Pridmore and Yates, 2005) .     

Given the magnitude of the health and 

nutrition problems affecting children and the drive 

to reach the MDGs it is surprising that scarce 

attention is paid to the health and wellbeing of 

school children in education sector planning (Galal 

et al., 2005). One exception is HIV prevention 

education (and increasingly deworming), which is a 

recognized international agenda with a high 

research focus. Policy makers and planners need to 

know more about the effect that malnutrition and 

infection can have on children’s access to 

education, scholastic performance, age of 

enrollment, concentration in class, attendance and 

achievement in different socio-economic contexts, 

and what interventions are most effective and 

efficient.  This knowledge is important to inform 

policy development and practice to help children 

reach their potential to become productive citizens, 

and support the poverty alleviation and 

development agenda that could be achieved 

through education.   

Methodology 

 This research is a descriptive study in 

nature. The secondary data was collected from 

various journals, magazines, and websites. 

II. OBJECTIVES 

  Objectives of the study are  

1. To examine the education and health in India 

Education  

Only 66% per cent of the Indian people 

are literate (76% of men and 54% of 

women).While close to 90 per cent children in the 

6-11 age group are formally enrolled in primary 

schools, nearly 40 per cent drop out at the primary 

stage. The enrolment ratios of Scheduled Caste 

(SC), Scheduled Tribe (ST) and Muslim children 

(especially girls) still remain far lower than the 

national average..  

1.36 crore (40 per cent) children in the age 

group of 6-14 years remained out of school as on 

March 2005, four years after the launch of the 

Sarva Shiksha Abhiyan.. Half of India’s schools 

have a leaking roof or no water supply, 35% have 

no blackboard or furniture, and close to 90 per cent 

have no functioning toilets.. 

 The official teacher-student norm is 1:40, 

yet in some states classes average is one teacher per 

80 children. The prescribed norm of a school being 

available within the radius of one kilometre is still 

not being fulfilled., Malnutrition, hunger and poor 

health remain core problems, which 

comprehensively affect attendance and 

performance in classes. The added burden of home 

chores and child labour influence a large number of 

children, especially girls, to drop out of school. 

Health 

India accounts for more than 20 per cent 

of global maternal and child deaths, and the highest 

maternal death toll in the world estimated at 

138,000.1. United Nations calculations show that 

India’s spending on public health provision, as a 

share of GDP is the 18th lowest in the world. 

Nearly 67 per cent of the population in India do not 

have access to essential medicines.. Kerala heads 

the progress made so far with an IMR of 15/1000 

births. Uttar Pradesh has the worst IMR in the 

country of 73/1000 births. 

Maternal Mortality Rate (MMR) is 

currently 4 deaths per 1000 births. India accounts 

for the largest number of maternal deaths in the 

world.  79 per cent of the children between the age 

of 6-35 months, and more than 50 per cent of 

women, are anaemic, and 40 per cent of the 

maternal deaths during pregnancy and child-birth 

relate to anaemia and under-nutrition.  There are 

585 rural hospitals compared to 985 urban hospitals 
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in the country. Out of the 6,39,729 doctors 

registered in India, only 67,576 are in the public 

sector. The ratio of hospital beds to population in 

rural areas is almost fifteen times lower than that 

for urban areas 

III. CONCLUSION 

               Poorest areas of the country should be 

commensurate with the standards and norms 

envisaged by the National Development Goals at 

the very least, and encourage further improvisation 

and enhancement through active local participation, 

information sharing and accountability. the human 

capital requirement in the health and education 

sectors may be a severe constraint, at least in the 

short to medium-run. Further, our estimation shows 

the importance of clean water supply and 

sanitation, which affects IMR and through that 

education attainment. A more holistic approach 

may hence essential to improve health and 

education status.  
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