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SOCIAL JUSTICE & THE NEW HUMAN GENETIC TECHNOLOGIES

Imagine a world in which well-off people planning to have a baby can buy all sorts of genetic
“enhancements” for their future child—Dbetter memory, perfect pitch, straighter nose, longer legs. Fertility
clinics craft upscale marketing and advertising campaigns with the message that responsible parents must
do whatever they can to give their child an advantage in a competitive world. Of course, only the wealthy
can access these technologies, and the poor fall further behind. Meanwhile, biotechnology corporations
are busy discovering the genes linked to «Jesirable” traits and hurry to develop artificial human
chromosomes and “gene cassettes” as well as to patent lucrative pieces of the human genetic code.

Cloning and Beyond: An Active Agenda

Such a world is not only being imagined, but actively promoted by a group of influential scientists,
biotech entrepreneurs, bioethicists, and others. Their vision of “consumer eugenics” (producing allegedly
superior human beings by means of commercially available reproductive and genetic procedures) is
finding its way into mainstream culture, sometimes accepted and even endorsed by major newspapers,

news magazines, and journals of opinion.
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The prospect of consumer eugenics is particularly threatening for groups that have been historically
targeted or disempowered. The underlying technologies—especially cloning and “inheritable genetic
modification” (manipulating the genes of very early embryos, so that the child that develops from it will
have certain characteristics)—are of special concern to women because they are so closely tied to
reproduction and women’s health. Their use would dangerously transform the lives of women and
children, and exacerbate existing trends toward corporate-dominated “reproduction for profit.”

People of color and people with disabilities were targeted by eugenic practices of the twentieth century, in
which discoveries in genetics were used to justify scientifically dubious and morally indefensible efforts

The Center for Genetics and Society (www. enetics-and-society.org) is a nonprofit information and
public affairs organization working to encourage responsible uses and effective societal governance of
the new human genetic and reproductive technologies. We work with a growing network of scientists,
health professionals, civil society leaders, and others. The Center supports benign and beneficent
medical applications of the new human genetic and reproductive technologies, and opposes those
applications that objectify and commodify human life and threaten to divide human society.
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to “improve” the human gene pool. Then, proponents relied on state-sponsored coercive methods such as
involuntary sterilization.

A resurgence of state-sponsored programs of eugenic sterilization (or worse) is, thankfully, unlikely in
most countries. Unfortunately, we do have to take seriously the prospect of a new commercial eugenics,
ideologically motivated by notions of “genes as destiny” and consumer choice, and economically driven
by life sciences corporations that could decide to develop and market species-aitering technologies to
those who can afford them. The effects would be similar: the poor and disempowered would be deemed
inferior because of their “less fit” or merely “natural” genes, with all too predictable consequences for
their social, political, and economic well-being.

Responsible Policies for Powerful Technologies

A few applications of human genetic and reproductive

science thus open the door to forms of eugenic “The lessons of history have shown us what
engineering more powerful than any envisioned by the | happens wien people are ordered as betier and
state-sponsored eugenics movements of the twentieth worse, superior and inferior, worthy of life and
century. Many other applications are worthy of not so worthy of life....What can huppen when
support. There is no reason that we cannot distinguish the technology used in support of genetic

thinking is not the crude technology of shachles
and slave ships, of showers that pour lethal gas
and of mass oveas, or even the rechnology of
surgical sterilization, but the fubulous, funtastic,
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The United Nations has taken steps to draft a global itself?...My children will not be led 1o generic
treaty banning reproductive cloning, and many technology in chains and shackles, or crowded
countries have already passed legislation that prohibits | into cattle cars. It will be offered to them. i

the production of cloned or genetically modified
children. Other countries, including the United States, -Barbara Katz Rothman, City University of
have no such legislation. And although many people New York I
are now aware that powerful new reproductive and genetic technologies are looming, there is still little
critical understanding of their political and social implications.

between the two, and put in place policies that would
foreclose the profoundly dangerous outcomes while
ensuring universal access to beneficial ones.

| Fortunately, that situation is beginning to change through the

“Humans have long since possessed . ey
efforts of advocates of women’s and human rights, social justice,

the tools for crafting a better world.

Where love, compassion, altruism environmental protection and environmental justice, disability
and justice have failed, genetic rights, and responsible science. It will be far easier to prevent a
manipulation will not succeed.” new eugenic future if we act before inheritable genetic

modification and cloning develop further, either as technologies,
-Gina Maranto, science writer as ideologies, or as business interests.
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THE BASIC SCIENCE
Reproductive Cloning

Reproductive cloning means creating a genetic duplicate of an existing organism. A human clone
would be a genetic duplicate of an existing person. Genes are strings of chemicals that help
create the proteins that make up your body. Genes are found in long coiled chains called
chromosomes. They are located in the nuclei of the cells in your body.
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In sexual reproduction, a child gets half its genes from its mother (in her egg) and half from its
father (in his sperm):
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This combination of genes is a fundamental basis for human variation and diversity.

In the case of clonal reproduction, all of the cloned child's genes would come from a body cell of
a single individual:
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The best known cloning technique, somatic cell nuclear transfer (SCNT), is shown above. The
nucleus from a body cell is put into an egg from which the nucleus has been removed. The
resulting entity is triggered by chemicals or electricity to begin developing into an embryo. If
that embryo were placed into a woman's uterus and brought to term, it would develop into a child
that would be the genetic duplicate of the person from whom the original body cell nucleus was
taken—a clone.

Research Cloning

Research cloning uses somatic cell nuclear transfer to produce a clonal embryo. Sometimes
called “embryo cloning” or “therapeutic cloning,” it would begin with the same procedure that
would be used for reproductive cloning: the nucleus from a body cell is put into an egg from
which the nucleus has been removed. The resulting entity is triggered by chemicals or electricity
to begin developing into an embryo.
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Instead of being implanted in a womb and brought to term as a cloned child, the embryo would
be used for research purposes—for example, to generate embryonic stem cells.
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Most scientists agree that research cloning is not needed as a source of embryonic stem cells for
medical research —these can be obtained from embryos generated by in vitro fertilization.
Rather, researchers have proposed that research cloning may turn out to be useful for producing
“customized” embryonic stem cells that could generate compatible replacement tissues for
individual patients. Replacement tissues generated in this way would presumably not be rejected
by a patient’s immune system, since tl‘leir genetic make-up would be the same as that of the
patient.

Preimplantation Genetic Diagnosis (PGD)

Preimplantation genetic diagnosis (PGD) tests early-stage embryos produced through in vitro
fertilization (IVF) for the presence of a variety of conditions. One cell is extracted from the
embryo in its eight-cell stage and analyzed. Embryos free of the targeted condition can be
implanted in a woman's uterus and allowed to develop into a child.
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PGD allows couples at risk of passing on a serious genetic condition, such as Tay-Sachs disease,
to have a child that is fully genetically related to them and that does not carry genes for the
disease. It does not involve manipulation of genes in embryos; rather, it selects among embryos.



Because it allows the selection of particular traits in future children, PGD can be considered 2
eugenic technology. Disability rights advocates in particular have been critical of its uncontrolled
use. They point out that the definition of “disease” is to some extent subjective, and that people
with disabilities can live full and happy lives. PGD is increasingly being used for less and less
serious conditions, and some US fertility clinics advertise PGD for the selection of a preferred

sex. PGD could also be used in attempts to select a future child’s cosmetic, behavioral, and other
traits.

Inheritable CGenetic Modifications
The terms “human genetic modification” or “human genetic engineering” mean changing genes
in a living human cell.

There are two types of genetic modification. Somatic modifications involve adding genes to cells
other than egg or sperm cells. If you had a lung disease caused by a defective gene, scientists
might be able to add a healthy gene to your lung cells and alleviate the disease. The new gene
would not be passed to any children you may have.

Germline modifications (also called “inheritable genetic modifications”) would change genes in
eggs, sperm, or very early embryos. The modified genes would appear not only in any children
that resulted from such procedures, but in all succeeding generations. This application is by far
the more consequential, because it would open the door to the alteration of the human species.

Genes are strings of chemicals that help create the proteins that make up the body. They are
found in long coiled chains called chromosomes located in the nuclei of the cells of the body.
(See image on the first page.)

Genetic modification occurs by inserting genes into living cells. The desired gene is attached to a
viral vector, which has the ability to carry the gene across the cell membrane.
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Proposals for inheritable genetic modification in humans combine techniques involving in vitro
fertilization (IVF), gene transfer, stem cells and cloning:
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As shown above, germline modification would begin by using IVF to create a single-cell
embryo, or zygote. This embryo would develop for a few days to the blastocyst stage, at which
point embryonic stem cells would be removed. These stem cells would be altered by adding



genes using viral vectors. Colonies of altered stem cells would be grown and tested for
successful incorporation of the new genes. Cloning techniques would be used to transfer a
successfully modified stem cell nucleus into an enucleated egg cell. This “constructed embryo™
would then be implanted into a woman's uterus and brought to term. The child born would be a
genetically modified human.

(Images courtesy of the Association of Reproductive Health Professionals)
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STOP SELECTIVE SEX.ABORTIONS
STOP FEMALE FOETICIDE

o - NGO moves court over MCI'S failure to check foeticide
Appreciation >
Femicide NEW DELHI: Aggrieved by a doctor's alleged admission on a television channel
Lodge Complaint that foeticide was his - and other doctors' - chief source of income, a women's organization
has moved the high court against the failure of the Medical Council of India (MCI) to take
Laws & Acts deterrent steps in this regard.
Programs/Projects p
Articles Seeking directions to the MCI to take action against the Mumbaibased doctor,
Mahila Jagran Samiti also wants the apex medical body to amend its code of ethics in view of
What's New 4 the Pre-Natal Diagnostic Techniques (Regulation and Prevention of Misuse) Act of 1994.
Links/Resources P
The PNDT Act makes the offence of pre-natal sex determination punishable by
Pledge Support removal of the guilty doctor from the register of the council and, consequently, cancel his/her
Our Inspiration . licence to practice. )
Admin The petitioners' grievance is that despite the fact that the Act was enacted eight
Forum years ago, the MCl is yet to incorporate a provision for canceling the licence to practice.
Sear'ch . In 1996, when the National Human Rights Commission (NHRC) tabled its annual
Medical Ethics

report focusing on sex-selective abortions, the MCI had given an undertaking that it would
amend its code of ethics in order to take action against erring doctors. But till date, it has not
done so. Provisions of the Act notwithstanding, Mumbai-based gynaecologist on August 16
last year had openly admitted during a talk show - US Newshour - on PBS Television that he
was a participant in "a widely corrupt system" and that such terminations are his chief source
of income. The programme was on the rampant practice of sex etermination in India.

The petitioner quoted him saying. Unless the government really puls its foot down
and decides to act really tough with the people who are doing this, | don't think there is any
way to curb this procedure.”

"It is abundantly clear that although there is a law prohibiting sex determination, the
enforcement machinery works so slowly, or does not work at all, that doctors are confident
that they will not be penalized," the petition said.

Section 23(2) of the Act makes the offence a non-cognizable, nonbailable and non-
compoundable punishable with imprisonment for five years and a fine of upto Rs 20,000.
Subsequent offences would attract an imprisonment of five years with a fine of upto Rs
50,000.

Once the doctor is convicted under the Act, the MCI is supposed to remove him/her

from its register, thus canceling his/her licence to practice. But MCI has not amended its code
even eight years after the Act was passed.
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i e Sex test law kills off ultrasound by Kalpana Jain
Appreciation »

Femicide New Delhi: As the government, under pressure from the Supreme Court, cracks the whip to
Lodge Complaint implement a law banning sex selection, medical professionals are trying to devise
mechanisms for continuing with the legitimate use of ultrasound.

Laws & Acts )

Programs/Projects » Ultrasound is used for determining the sex of the foetus, but it is an important diagnostic tool
Articles as well.

What's New 4

; The aim of the law, framed in 1994, was to penalize those who assist in the process of female
Links/Resources  » foeticide by determining, medically, the sex of the foetus. However, eagemess to implement
Pledge Support the law has resulted in checking the use of ultrasound even by those clinics which do not offer
Our Inspiration - any maternity services.

Admin Recent interpretations of the law have made routine ultrasound scans for a pregnancy almost
Forum impossible. Doctors are having to give reasons such as "history of aspirin® for an ultrasound
Soarch scan of a pregnant woman. And patients requiring diagnostic services for a heart, kidney or
esdioal Exbins another condition requiring an ultrasound, find doctors unwilling to provide the services.

) iIca |

"Until we get a clarification, even cardiologists are prohibited from taking their portable
ultrasound machines out. All free heart checkup camps too have been stopped for the same
reason,” says the head of a branch of the Indian Medical Association, K K Aggarwal.

Chairperson of the Pre-natal Diagnostic Techniques Act advisory committee of the Delhi
government, Dr Sharda Jain, says that not only are doctors being harassed but foeticide
continues just the way it did earlier.

"If a woman comes to me in her third month of pregnancy and | refuse to abort, then she must
be finding a place to get it done, if she does not come back to me again," says Jain. "We have
been telling the government of places where people are sitting with these ultrasound
machines and termination of pregnancy too is taking place, but nothing happens.”

Undoubtedly, the issues are complex and the problem of foeticide needs to be addressed at
several levels.

Member of the national monitoring board for the PNDT Act, Mira Shiva, agrees that the
sensitization of people responsible for its implementation in various states has not been
adequate.

However, national convener of the IMA's female foeticide campaign committee Vinay
Aggarwal, who tried to get doctors to be sensitive to the issue, is no longer so enthusiastic. "In
the name of implementation 'inspector raj' has taken over, which has done little else, except
getting ultrasound centers sealed."
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Sex Selection: New Technologies, New Forms of Gender Discrimination

By Rajani Bhatia, Rupsa Mallik, and Shamita Das Dasgupta, with contributions from Soniya Munshi
and Marcy Darnovsky

October 2003
Introduction

With the advent of reproductive technologies that made it possible to detect the sex of a fetus
developing in a woman's womb came a new method of discrimination against girls and women.

Developed in the 1970s, prpgggg;l_gjggr_lq,sﬁ,t_iﬂ_c__,itgg;,hgglggi__e:s,,likq ultrasound scanning and :a:mniocentesis
proved profitable when marketed as a method of sex selection. Using prenatal diagnosis to detect sex, a

person could choose not to have a child based on the sex of the fetus and opt for an abortion.(1)

Availability of these technologies and their promotion as tools for sex selection spread fast, primarily in
South and East Asia. Currently, they are the most commonly practiced method of sex selection around
the world.

Where its use is most widespread, prenatal diagnosis for sex selection reveals clear discrimination
against the girl child, leading to severe gender imbalances in the population. In India, for example, the
2001 census recorded a substantial decline in the child sex ratio from 945 to 927 females per 1000
males in just ten years. In urban areas the ratio declined even more dramatically from 935 to 903 girls
per 1000 males.(2) In China, the sex ratio at birth since the mid-1980s is only 100 girls per 107-120
boys.(3)

For decades, women's rights groups in these regions and disability rights groups internationally led the
struggle to expose the discriminatory use of these technologies. They sought, and in many cases
succeeded, in getting laws passed to regulate their use. But, due to poor oversight and implementation,
rampant misuse continues.

The U.S. Context

Adding to this climate, the powerful fertility industry (4) in the U.S. has recently developed and begun
promoting even newer technologies for.sex selection. These include sperm sorting and pre-implantation
genetic diagnosis (PGD), both of which carry the "added value" of not requiring abortion, a politically
contentious issue in the U.S. Both sperm sorting and PGD increase the likelihood of establishing a
pregnancy with a developing child of the desired sex. Because they are applied either prior to
conception of an egg by sperm (sperm sorting) or prior to implantation of a fertilized egg into a
women's uterus (PGD), neither process necessarily involves abortion. However, because neither is 100
percent accurate, some couples using these methods may still resort to use of PND followed by sex
selective abortion.

Both PGD and sperm sorting require the use of expensive assisted reproductive technologies commonly
used in the fertility industry (like in-vitro fertilization or artificial insemination). The overall cost of
sperm sorting and PGD is very high. For example, in 2001 the average couple using MicroSort, one
method of sperm sorting promoted in the U.S. spent nearly $10,000. MicroSort costs $3.200 a try and
most attempted it three times.(5)

Sex selection advocates in the U.S. promote the use of these techniques for what they call "family
balancing" or "gender variety," a notion that presupposes families. ought to have children of both sexes.
In the U arguments for sex selection seem to rest on the assumption that the only thing problematic
about its use is the elimination of females through sex selective abortions in societies where there is a
strong preference for sons, €.2., India and China. This, they say, is unlikely to happen in the U.S.



In recent months, sex selection ads have appeared in leading newspapers like The New York Times. Ads
in the North American editions of Indian Express and in India Abroad have specifically targeted South
Asians living in this country.(6)

The increased use and acceptance of sex selection in the U.S. would likely legitimize its practice
elsewhere and complicate the effort by rights-focused constituencies to develop societal and legal
mechanisms that can prevent current and future abuses, both here and abroad.

It is urgent that the unethical promotion and growth of an industry for sex selection is discouraged in
the U.S. In particular the high social cost, abuse potential, experimental nature as well as limited
efficacy of these methods need to be exposed. The practices of the profit-seeking fertility industry as a
whole require oversight and regulation (currently seriously lacking in the U.S.), in order to ensure
ethical use of all new reproductive technologies.

Sex Selection and Discrimination

Economic and social pressures to raise male children in the U.S. may be less than in other societies, but
they are not completely absent. Furthermore, sex selection is by definition not gender neutral. While we

P

would like to believe that our preference for one sex over another is not influenced by bias, almost all
societies have internalized strong prejudices based on sex from which none of us are completely

immune. A decision to have a girl over a boy, or the other way around, will be based on gender
stereotypes. What if the child does not live up to our "boy" or "girl" expectations? Would the
disappointed parents feel they had not gotten their "money's worth?" What does it mean to think of a
child as a product with a price tag?

Sex Selection and Gender Violence

Son-preference is a by-product of the.ubiquitous patriarchal social system. Unfortunately, this favoring
is hardly a harmless idiosyncrasy, as the valuing of male children is generally accompanied by the
contrasting neglect and mistreatment of daughters. Historically, this degradation of girls has been
expressed in various ways, from female infanticide, to denial of nutrition and health care after birth, to
withholding education and empowerment opportunities to girls and women while they are growing up.
With the advancement in reproductive technology, pre-natal diagnostics followed by sex selective
abortion was added to this list of abuses.

Violence against girls and women often takes the form of deprivation and neglect. But, the dynamic of
domestic violence can also involve control of women's reproductive capacity. This aspect of domination
can become part of a batterer's pattern of abuse.

In the South Asian context, giving birth to a son enhances a woman's status within the family, whereas
her inability to produce a male heir may result in humiliation, contempt, abuse, and abandonment. Men
frequently blame their wives for not giving birth to.a male child. In-laws may also openly threaten their
daughters-in-law with dire consequences if they are unable to produce a son. In abusive situations, a
v f her unborn child, and then coerced to abort

woman may be forced to undergo tests to identify.the sex o

if the fetus is female. Women may be beaten and/or divorced for not giving birth to sons. An abusive

spouse may use the birth of a daughter as a pretext for violence towards his wife, and then be violent
towards the unwanted daughter. Such abuses occur in the U.S. context as well.

Sex Selection is Big Business

Since new techniques of sex selection require the use of assisted reproductive technologies (7) (like in
vitro fertilization and artificial insemination), the fertility industry can use sex selection to expand their
market to fertile couples. Fortune magazine estimates a U.S. market between $200 and $400 million per
year for the sperm sorting method, MicroSort.(8) In spite of their high price tags, invasiveness. and



risks, demand for these methods appears likely to be high. Surveys reveal that 25-35 percent of all
parents or prospective parents in the U.S. would use sex selection if it were available.(9) One fertility
specialist interviewed by the New York Times said he could fund all of his research unti! the day he died
if he honored the requests he got for sex selection.(10)

American companies are already turning profits on sex selection in South Asia. General Electric (GE),
for example, captured the largest market share for ultrasound scanners in India. GE sold a
disproportionate number of these machines in Northwest India where the female to male child sex ratio

is the lowest.(11) Another American company, Gen-Select, recently marketed dubious sex selection kits
in the Times of India.(12)

New Reproductive Technologies Used for Sex Selection

Prenatal diagnosis (PND): Developed in the 1970s, PND through techniques such as ultrasound
scanning and amniocentesis followed by sex selective abortion remains the most common method of
sex selection practiced around the world for the last three decades.

Pre-implantation genetic diagnosis (PGD): First tested on humans in 1990, PGD has found increasing
use during the last 5 years mainly by infertile couples undergoing in vitro fertilization (IVF) who are at
risk of having babies with certain genetic conditions. After fertilization of a woman's eggs by a man's
sperm takes place in the laboratory, genetic testing is performed on the resulting embryos (fertilized
eggs) to determine sex. Only embryos of the "desired" sex are implanted in the woman.

Disability rights advocates have raised concern about whether and where to draw the line on acceptable
uses of PGD. Screenmg out embryos of "the wrong sex" underlines how the method is already used
without reflection about its impact on. h_o_w_gpeople are valued (or devalued) in society. PGD has been
used to screen out embryos carrying a gene indicating an increased likelihood of deafness in future
generations of offspring.(13) Will PGD be used next to screen out undesirable hair and eye color? The
issues of sex selection are strongly related to forms of oppression based not only on gender, but also on

race, ability and class.

Since this method is experimental, it is not known whether the process of removing a cell from the
embryo f for genetlc testmg may result’in long-term health e'd'risequences for the resulting child.(14) For
women, IVF is an intrusive procedure that may have to be repeated a number of times before a
successful pregnancy is achieved, if at all.(15) Risks include ovarian hyper -stimulation syndrome, a
potentlally life threatening condmon and multiple births.(16) Recent studies also suggest that infants
conceived by IVF have a higher risk of low birth weight and birth defects than those conceived

naturally.(17)

Sperm Sorting: Since it is the sex chromosomes of a man's sperm that determine the sex of offspring,
sorting female from male bearmg sperm is one method of sex selection. This is a pre-conception
method because it is used prior to fertilization of a woman's egg, which is accomplished either by
artificial insemination or IVF. There are currently two methods to sort sperm, which were originally
developed to breed livestock of a particular sex. Since both are currently under experimentation for
humans, health risks are not fully known. When sperm sorting is used in conjunction with IVF, the
associated risks must again be taken into account.

Sperm sorting techniques remain unreliable. MicroSort, for example, had an average purity of 88
percent for female bearing sperm and 66 percent for male bearing sperm in 916 sorts conducted

between June 1994 and April 2000.(18)

Legal Status Regulating Sex Selection in Selected Countries



In the UK, stringent guidelines by the Human Fertilization and Embryology Authority (HFEA) regulate
the use of PGD. The HFEA recently held a public consultation to decide whether or not to regulate
sperm sorting.

The Council of Europe's Convention on Human Rights and Biomedicine states in Article 14, "The use
of techniques of medically assisted procreation shall not be allowed for the purpose of choosing a future
child's sex except where serious hereditary sex-related disease is to be avoided."(19)

In Canada legislation was introduced in May 2002 to make sex selection a crime if used for purposes
other than to prevent, diagnose or treat a sex linked disorder or defect.(20)

In India, the use of PND, PGD and preconception techniques such as sperm sorting for sex selection
have all been banned by the Pre-Conception and Pre-Natal Sex Selection/Determination (Prohibition
and Regulation) Act, 2001.

In China, a law was passed in March 2003 to ban PND for sex selection.

In the US, there is currently very little regulation of the fertility industry. The American Society of
Reproductive Medicine (ASRM), a trade association, issues policy recommendations on ethical use of
technologies, but clinics are not required to follow them. The ASRM issued guidelines in 2001 that
considered sperm sorting under certain conditions ethically allowable. Last year the ASRM confirmed
its policy recommendation against the use of PGD for sex selection. In spite of this, some U.S. fertility
clinics, such as the Tyler Medical Clinic in Los Angeles and the Sher Institute for Reproductive
Medicine in Las Vegas, perform and advertise PGD for sex selection.(20)

Rajani Bhatia is Coordinator of the Committee on Women, Population and the Environment
(http://www.cwpe.org). Rupsa Mallik is Program Director - South Asia at Center for Health and Gender
Equity (http://www.genderhealth.org). Other contributors represent Manavi, Inc.
(http://www.manavi.org) and the Center for Genetics and Society (http://www.genetics-and-
society.org).
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‘Sons are rising, daughters setting’
Sex selection is a violation of law and unethical. But our patriarchal society continues to turn a blind

eye towards it or offer perverted excuses to justify its existence. Even the medical community has not
protested against the malpractices of its guilty peers

Infertility Clinic, Colaba, Mumbai, for wolatmg the recently amended Pre-conception and Prenatal
Diagnostic Techniques (Prohibition of Sex_Determination) Act (PNDT Act), 1994 has once again
brought the issue of the doctor's participation in endangering lives of girl children into the lime-light.
Rated as India’s top five infertility clinics, it's website advised _the public.on_how to_select the sex of
their child. Despite the highly reported concerns of the Supreme Court, expressed in a PIL on the
subject for a very long time, the clinic contmued to advertise in defiance of the orders. So far 48 clinics
have been prosecuted for violation of the Act. )

The legacy of continuing declining sex ratio in India has taken a new turn with the widespread use of

—— e e

new reproductive technologies (NRTS) in -the_cities and_ towns of India. NRTs are based on the
principle of selection of the desirable and rejection.of the unwanted (Patel, 2002).

In South Asia, we have inherited the cultural legacy of strong son-preference among all communities,
religious groups, and citizens of varied socio-economic backgrounds. This preference is embedded in
patri-locality, patri-lineage, and patriarchy, and its result is discrimination in property rights and low-
paid or unpaid jobs for women. The Census of india for 2001 revealed that with the sex ratio of 933
women for 1,000 men, India had a shortfall of 3.5 crore women when it entered the new millennium.
According to the Chandigarh-based Institute for Development and Communication, during 2002-2003
every ninth household in the state acknowledged sex selective abortion with the help of ante-natal sex
determination tests. Commercial minded techno-docs and laboratory-owners have been using new
reproductive technologies for femicide for cver two.and.a half decades. Among the educated families,
adoption of the small family norm means a minimum of one or two sons in the family. The propertied
class do not desire daughters because the son-in-law may demand a share in property. The property-
less classes dispose off daughters to avoid dowry harassment (although they do not mind accepting
dowry for their sons). The birth of a son is perceived as an opportunity for upward mobility while the
birth of a daughter is believed to result in downward economic mobility. Though the stronghold of this
ideology was north India, it is increasingly gaining ground all over India.

To stop the abuse of advanced scientific techniques for selective elimination of female foetuses
through sex-determination, the government of India passed the PNDT Act in 1994. But the techno-
docs based in the metropolis and urban centres, and parents desirous of begetting only sons have
subverted the act. Avers Prof Ashish Bose (2001) “The unholy alliance between tradition (son-
complex) and technology (ultrasound) is playing havoc with Indian society”. In several states of India,
sex-selective abortions of female foetuses have increased among those who want small families of
one, two, or maximum three children. Communities, which were practising female infanticide, started
using sex-selective abortions. Many doctors have justified female foeticide as a tool to attain net
reproduction rate (NRR) of one i.e. to attain population stabilisation or, that a mother should be
replaced by only one daughter. There is an evident gender bias here too. To attain population
stabilisation, a fertility rate of 2.1 is envisaged. There is evidence to indicate a sex ratio in favour of
males and a prolonged duration of gender differentials in survivorship in the younger ages results in
the masculining of the population sex ratio.

Sex selection is a covert form of violence while female foeticide is an overt form against women, with
the use of tools like amniocentesis, chorion villai biopsy, sonography, ultrasound and imaging
techniques and assisted reproductive technologies (in which infertile couples are helped to produce
sons).

Socio-legal and ethical issues

Supporters of sex-selection tests for selective elimination of girls/female foetuses apply the law of
demand to validate their stand i.e. “reduction in the supply of girls will enhance their status”. Even
some Western scholars like Prof Dickens (2002), writing in the prestigious Journal of Medical Ethics
aver, “Scon preference has produced, but might also mitigate, the sex ratio imbalance...If sons wish, as
adults, to have their own sons, they need wives. The dearth of prospective wives will, in perhaps a



short time, enhance the social value of daughters, reversing their vulnerability and the force of male
dominance”. This neo-classical logic of the law of demand and supply does not apply to the complex
social forces where patriarchy controls sexuality, fertility, and labour of women without any respect to
her bodily integrity. Hence, the real life experiences speak to the contrary. In fact, shortage of women

in Haryana, Punjab and the BIMARU states have led to a rise in the forced abduction and kidnap of
girls, forced polyandry, gang rape, and child-prostitution. Besides, historical evidence does not support
such arguments. The sex ratio has steadily declined in India since 1901 when it was 972 and now as
per 2001 Census it stands at 933. And, of course, in this one century, the amount of dowry demanded
and the number of women being killed have increased more times than the population has, and
women's health and social status have shown no favourable trends as envisaged by the market
principle. Instead of reversing male dominance, it has only universalised the slogan, so vociferous in
Haryana: “Sons are rising and daughters are setting”!

Is it then a question of giving women a choice to choose the sex of the child they desire, an argument
given by many doctors to justify their sex determination and selection practices? Doctors even refuse

to accept that ethics have anything to with it. For instance, a press report on November 2001 (seven 'ﬁ
years after the government passed the PNDT Act), Dr Aniruddha Malpani, when asked whether it was {
ethical to selectively discard female embryos in his work in providing assisted reproductive services,
asserted, “Where does the question of ethics come in here? Who are we hurting? Unborn girls?” ~
But what choice are we talking about for women who are compelled by the patriarchal system, and its
supporters in the family and the society to produce sons? Alongside are threats of desertion, divorce,
illtreatment, and even Wwife murder for such women. Statistics show that these are not mere threats,
but are often carried out. Under such a situation, women aré not taking decisions autonomously. How
can there be choice without autonomy?The crux of the issue is the question: Can we allow Indian
women to become an endangered species?\We need to counter those who believe that it is better to kill

a female foetus than to give birth to an unwanted female child. Their logic is not only short-sighted but
fatalistic. Their logic regards evils like dowry to be God-given and, therefore, not rectifiable. It is such
thinking that creates advertisement copy like “Better Rs 5,000 now than Rs S lakhs later”. By this logic,

it is better to kill the poor than to let them suffer in poverty. Needless to say, investing in giris’
education, health, and a dignified life to make them self-dependent is far more humane and realistic
than brutalising the pregnant mother and her would-be daughter. A recent series of incidents in which
girls have got their grooms arrested at the time of the wedding ceremony for demand and harassment
for dowry is indeed encouraging.

n
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Integrity and accountability of the medical profession

The struggle by the socially conscious and health activists to stop the misuse of medical skills and
technologies which trigger violence against women is now two decades old. The first strong movement
against doctors’ unethical participation in such violence was started in 1984 in Mumbai, and resulted in
a law against it in Maharashtra and Goa in 1989, and then the national legislation through the PNDT
Act in 1994. However, till the government moved, medical councils dominated by vested interests in
the profession did not come forward to declare doctors indulging in these practices unethical and
making accountable those who were guilty of violating the integrity of the profession. Even after the
enactment of the PNDT Act, they thwarted all moves to enforce it, in connivance with pliable
government medical and civil bureaucrats.

It required public interest litigation in the Supreme Court by CEHAT, (Mumbai), MASUM (Pune), and
Dr Sabu George. The Lawyers Collective (Delhi) fought on their behalf. The Court passed a directive
on 4 May 2001, to activate the state machinery for the enforcement of the law. The court directed all
state governments to take action for effective and prompt implementation, and directed ali bodies
under the PNDT Act, namely, genetic counselling centres, genetic laboratories, and genetic clinics to
have registration and supervision to continue with their services. This directive also triggered off
attempts to plug loop-hopes in the 1994 Act, and recently the parliament amended the law by bringing
sex selection at a pre-conception stage under the scope of the law. They put in place a string of
checks and balances to ensure that the Act was effective. The Brihunmumbai Municipal Corporation
(BMC) has initiated a drive against the unauthorised determination of gender of foetus as per the
directive of the ministry of law and justice. All sonography centres aré required to register themselves
with the medical officer of their wards. The display of registration certificate and the message that
under no circumstances would the sex of the foetus be disclosed is mandatory at the centres.

Another important initiative has been against institutions/agencies whose advertisements, display of
promotional posters, or television serials are suggestive of or invite gestures involving/supporting sex
determination. MASUM registered a complaint with Maharashtra State Women's Commission against



Balaji Telefilms because its top-rated television serial showed a young couple checking the sex of their
unborn child. The Commission approached the BMC and a first investigation report (FIR) was lodged
at the police station. After an uproar created by the commission, Balaji Telefilms prepared an
advertisement based on the Commission’s script that conveyed that sex determination tests for
selective abortion of female foetus is a criminal offence.

A study by Dr Sanjeev Kulkarni for the Foundation for Research in Community Health in 1984
indicated that 84 per cent of the gynaecologists in Mumbai admitted that they were performing
amniocentesis. In comparison, a study by Dr Sunita Bandewar for CEHAT found that 64 per cent of the
abortion service-providers were against sex selective abortions and another ten per cent said that they
were also against it but were compelled to do it. Those who were against it were vociferous in their
opinion: “It should be banned.” “It is inhumane and criminal.” “It is against medical ethics and human
rights.” “It amounts to discrimination against women.”

Interestingly, it took two decades of consistent campaigning by the socially conscious and health
activists using awareness and legislations to make some doctors realise that their act was unethical,
discriminatory, and inhuman. One is still not sure whether such doctors are convinced or are just
momentarily abstaining for fear of the law. Whatever it may be, by being party to the violence, the
profession has compromised its integrity. It is disconcerting, however, that not only does a sizeable
section of its members continue indulging in such malpractices, but the medical councils have not
shown any initiative to take to task doctors whose names have been publicised. The medical
profession cannot be let off as it waits for the police and appropriate authorities to chase violators of

- the law, while its own legally constituted and empowered councils remain a mute spectator to such

gross violation of medical ethics. Till they put their act together, society will condemn the entire
profession for the misdeeds of some errant members.
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Supporters of sex-selection tests for selective elimination of girls/female foetuses apply the law
of demand to validate their stand i.e. “reduction in the supply of girls will enhance their status™.
Even some Western scholars like Prof Dickens (2002), writing in the prestigious Journal of
Viedical Ethics aver, “Son preference has produced, but might also mitigate, the sex ratic
imbalance...If sons wish, as adults, to have their own sons, they need wives. The dearth of
prospective wives will, in perhaps a short time, enhance the social value of daughters.”

84 per cent of the gynaecologists in Mumbai admitted that they were performing amniccentesis

Medical councils dominated by vested interests in the profession did not come forward to
declare doctors indulging in these practices unethical and making accountable those who were
guilty of violating the integrity of the profession. Even after the enactment of the PNDT Act,
they thwarted all moves to enforce it, in connivance with pliable government medical and civil
bureaucrats.
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Chapter I
Introduction

India is predominantly a patriarchal society. The perception that the family line
runs through a male makes men a precious commodity that needs to be protected and
given a special status. The dominance of men is reflected also in our marriage practices.
Dowry is a clear illustration of the same. In many parts of India, the dowries are so
staggeringly high that the parents have to incur their entire savings in getting their
daughters married off. Naturally, the daughters are cursed to an extent that even the birth
of a girl child in a family is sought to be avoided.

The women always have fallen prey to violence like rape, sexual abuse, dowry
harassment, etc. with no mechanism of fighting through effective laws. We are ashamed to
find instances of female infanticide occurring regularly. i“emale infanticide now in most
places has been replaced by female foeticide and more sadly, female foeticide has made
inroads into areas, where earlier there were no instémces of female infanticide. Further, we

find that it has crossed the class-boundaries.

Female foeticide or sex-selective abortion is the elimination of the female foetus in
the womb itself. However, prior to the elimination, the sex of the foetus has to be
determined and it is done by methods like amniocentesis, chorionic villus sampling and
now by the most popular technique ultra sound sonography. Ultra sound sonography is the
least expensive test and can be performed around 12" week of pregnancy. After the
determination of the sex of the baby, if it is not desired, couples go for Medical

Termination of Pregnancy.

Pre-natal Diagnostic Techniques (PNDT) Act

In 1978, the government of India issued a directive banning the misuse of
amniocentesis in government hospitals. Thereafter due to the efforts of activists, a law to
prevent sex determination was passed in Maharashtra, known as Maharashtra regulation of
Pre-natal Diagnostic Techniques Act, 1988. Finally after a public debate all over India,
the parliament enacted the Pre-natal Diagnostic Techniques (PNDT) Act on September 20,
1994. It provides for the regulation of: (i) Use of pre-natal diagnostic techniques for the

purpose of detecting genetic or metabolic disorders or chromosomal abnormalities or
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certain congenital malformation or sex-linked disorders; (ii) For the prevention of the
misuse of such techniques for the purpose of pre-natal sex-determination leading to female
foeticide; and (iii) For matters connected there with or incidental thereto. This act came
into force in 1996. Some amendments in the act were suggested later on. The amended

rules have come into effect from February 14, 2003.

Some important provisions of the PNDT Act:
¢ No genetic counselling centre, genetic laboratory, or genetic clinic (including
clinics or laboratories or centres having ultrasound or imaging equipment), unless
registered under the Act, shall conduct, associate with, or help in conducting
activities relating to diagnostic techniques that can be used to assess the sex of a

fetus.

¢ No person, including specialist in the field of infertility, shall conduct or cause to
be conducted or aid in conducting a pre-conception sex-selection technique on a
woman or man or both or on any tissue, conceptus, fluid, or gametes derived from
either or both of them.

¢ No prenatal diagnostic technique shall be used or conducted unless the person
qualified to do so is satisfied that at least one of the following conditions is
fulfilled: (i) the age of the pregnant woman is above 35 years; (ii) the pregnant
woman has undrgone two or more spontaneous abortions; (iii) the pregnant woman
has been exposed to potentially teratogenic agents such as drugs, radiation,
infection, or chemicals; (iv) the pregnant woman has a history of mental
retardation or physical deformities such as spasticity or other genetic desease; and
(v) any other condition as may be specified by the Central Supervisory Board
designated by the Act.

¢ No person conducting prenatal diagnostic procedures shall communicate to the
pregnant woman concerned or her relatives the sex of the fetus by words, signs,or

in any other manner.

Following bodies are appointed for the supervision of enactment of PNDT act

1) Central Supervisory Board



ii) ‘State Supervisory Board and Union Territory Supervisory Board
iii)  Appropriate Authority and Advisory Committee

The Appropriate Authorities at district/tehsil level are the immediate supervisory

authorities. They have powers in respect of the following matters, namely:

a) summoning of any person who is in possession of any information relating to
violation of the provisions of this Act or the rules made there under;

b) production of any document or material object relating to clause (a);

c) issuing search warrant for any place suspected to be indulging in sex selection
techniques or pre-natal sex determination; and

d) any other matter which may be prescribed.

Every Genetic Clinic/Ultrasonography Centre/ Genet{c Counselling Centre/Genetic
Laboratory has to have a registration with the Appropriate Authorities and shall be
required to pay prescribed -fees. Every such centre has to apply within 60 days of
commencement of the Act. The Appropriate Authorities, after holding an enquiry and after
satisfying itself that the applicant has compiled with all the requirements of the Act, shall
grant a certificate. The certificate shall be displaced in a conspicuous place at the Centre.
Every certificate shall be valid for five years.

There is a prohibition of advertisement relating to pre-natal determination of sex
and punishment for contravention on any person or organisation involved in such
advertisement shall be punishable with imprisonment for a term extending to 3 years and a
fine which may extend to 10,000 rupees. Any subsequent conviction will lead to

imprisonment of 5 years and the fine of Rs. 50,000.

The centre needs to maintain records in terms of different forms to be submitted to
Appropriate Authorities. Form F containing the information on the men/women subjected
to any pre-natal diagnostic procedure, and form G containing the consents of the
men/women need to be maintained by the centre. Appropriate Authorities should maintain
the record of Form H containing the details about the application by centres. The centres

should send monthly report to the concerned Appropriate Authority. Every centre need to



display prominently a notice in English to effect that disclosure of sex of the foetus is

prohibited under law.

There is a code of conduct to be observed by persons working at the centre. It
includes mainly: (i) not engaging oneself or helping in sex determination; (ii) not
employing unqualified people; (iii) not conducting the tests in place other than that

registered to conduct or cause to conduct female foeticide.

The Appropriate Authorities have a power to inspect the centre and seal and seize
any ultrasound machine capable of detecting sex of foetus used by any organisation, if it
has not registered with them. The machines could be released if the organisation pays five
times the registration fees to Appropriate Authorities. However, Retherford and Roy
(2003) observe that, “The law contains loopholes. Government laboratories and clinics
are monitored much more closely, than private laboratories and clinics, which are only
required to register under the Act. Also genetic tests are monitored much more closely

than ultrasound tests”

The law is easy to circumvent for both physicians and clients. The PNDT Act
seems to have little impact on sex-selective abortions. Arnold, Kishor and Roy (2002)
estimate indirectly that more than 100,000 sex-selective abortions, following ultrasound or
amniocentesis, have been performed annually in India in recent years. Even if there are no
data available directly on sex-selective abortions, there are number of indirect indicators
on the basis of which one could estimate the extent of sex-selective abortions. The NFHS-
IT data on use of ultrasound facility and on sex ratio at birth provide useful clues pointing
to existence of substantial number of sex-selective abortions (IIPS and ORC Macro,
2000).

The Census of India (2001) came up with shocking results of decline in sex-ratio,
particularly of children aged 0-6 years and provided more direct evidence of sex-selective
abortions. At the same time, the sonography centres grew like mushrooms all over the
country. In 2002, registration of ultra sound sonography centres became compulsory
under the PNDT Act. However, it might not have affected the conduct of sex-
determination tests. It almost has become a money-making business. The genuine

benefits in treatment and the money coming along with probably tempted the AYUSH
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(Ayurvedic, Unnani, Siddha and Homeopathy) doctors to demand permission to allow
them to use the sonography machines. Number of organisations negotiated with the
MOHFW. Before allowing them to use the sonography machines, it was decided to get
surveys done in selected states, mainly to know the extent of ‘untrained’ ownership and
the purposes for which the sonographies have been carried out. Thus, the present study

was assigned to us with the following objectives:

1) To know how many untrained doctors (allopathic and non-allopathic) are using

ultrasound machines and for what purpose; and

i1) To analyse the secondary data on ultra sound sonography centres available with

the Appropriate Authorities designated under the ACT.

Chapter scheme

The present report is organised in five chapters. The first chapter of the report
briefly introduces the background for the PNDT Act, its salient features and the objectives
of the study. Chapter 2 presents the distribution, type and qualification of the owners and
operators of sonography centres in Maharashtra. The impact of ultra sound sonography
centres on child sex ratio in Maharashtra is analysed in Chapter 3. Chapter 4 presents the
findings of the survey of sonography centres in Maharashtra. Summary of the study and

the recommendations arising out of the study findings are given in Chapter 5.



Chapter 11

Ultrasound Sonography Centres in Maharashtra: Distribution, Type and
Qualification of the Owners and Operators

As on September 30, 2004, Maharashtra had 4345 registered ultrasound
sonography clinics/centres in the entire state and this number is increasing continuously as
the new centres are being registered regularly throughout the state. Getting the total
number of sonography centres registered in the state in one place was a difficult job. The
information was not readily available with the State Family Welfare Bureau (SFWB), the
state Appropriate Authority for implementing the PNDT Act, when we approached them.
This indicates the lack of importance given for maintaining the data related to the
registered sonography centres at one place. Upon our request, the letters were sent by the
State Appropriate Authority to all the district Appropriate Authorities to supply the data on
number of sonography centres with the qualifications of the owner of the centre and the
operator of the sonography machine, and the type of centre. For this purpose the format
supplied by the Ministry of Health and Family Welfare was sent along with the letter to
collect the above data. We have received the necessary data from the district Appropriate
Authorities in September 2004. Five districts (Chandrapur, Bhandara, Washim, Buldana
and Nandurbar) did not send the details till we completed this report in spite of the
reminders by the SFWB. These five districts together have 124 sonography centres (2.9
percent) and also come from the region where the number of sonography centres is very
less in the state. The following section analyses the distribution, type and qualifications of
the owners and operators of the sonography centres in Maharashtra supplied by the district
Appropriate Authorities.

The sonography centres are unevenly distributed in the 35 districts of the state.
Maharashtra’s districts are further grouped into 8 health circles by the Directorate of
Health Services for administrative purposes. Table 2.1 shows the uneven distribution of
the ultrasound centres in the state by health circle. More than three fourth of the centres
(78 percent) are registered in just four health circles (Mumbai, Pune, Nashik and Kolhapur
circles). These four circles form as a contiguous region of Western Maharashtra. These
four health circles together have 16 out of 35 districts of the state. It means that 78 percent
of the sonography centres are located in just 46 percent of the districts of the state, a
highly concentrated distribution. The distribution of the sonography centres shown as dots

in the map clearly shows the concentration of centres in ‘western Maharashtra (see
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Appendix 1). It would be worthwhile to mention here that many of the low child sex ratio
districts of the state come from this region of Maharashtra. Also the decline in child sex
ratio between 1991 and 2001 is higher in this region compared to the rest of the regions of
the state. Mumbai health circle alone has one third of the centres. Mumbai and Pune circle
together have nearly half of the (48 percent) centres. Twenty-two percentage of the
sonography centres are evenly distributed (5 to 6 percent) in rest of .the four health circles
(Nagpur, Akola, Aurangabad and Latur circles) located in central and eastern parts of
Maharashtra. These four health circles together contain 19 districts of the state. It means
that 22 percent of the sonography centres are located in 54 percent of the districts of the

state.

Table 2.1. Number and percent of registered ultrasound sonography centres in
Maharashtra by Health Circles as on September 30, 2004.

No. of districts | No. of registered !
S1ig, | Name offheHealth | ™. o wein ultmasound | Percent | Cumulative
Circle ” - percent
Circle centres/clinics

1 Mumbai Circle 5 1421 32.70 32.70

2 Pune Circle 3 656 15.10 47.80

3 Nashik Circle 5 864 19.88 67.69

4 Kolhapur Circle 3 441 10.15 77.84

5 Narpur Circle 6 229 5.27 83.11

6 Akola Circle 5 220 5.06 88.17

7 Aurangabad Circle 4 238 5.48 93.65

8 Latur Circle 4 276 6.35 100.00
Total 35 4345 100.00 100.00

Source: State Family Welfare Bureau, Pune

Table 2.2 gives the distribution of the ultrasound centres in the Districts and
Corporations of Maharashtra. It shows that in Central and Eastern Maharashtra (N agpur,
Akola, Aurangabad and Latur Circles) the number of centres is far less than the districts in
Western Maharashtra. Also the sonography centres are concentrated in the bigger cities of
the state. In the state as a whole, half of the sonography centres are located within the

Municipal Corporation limits.

The districts are also listed in the descending order according to the number of
registered centres in Table 2.3. It shows that just six districts (out of 35) of the state have
half (49.8 percent) of the sonography centres and all these districts come from western
Maharashtra. The population share of these six districts in the state is 38 percent. In 14

districts of the state the number of centres is more than 100 and 82 percent of the centres
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Table 2.2. Number of registered ultrasound clinics/centres in the districts of Maharashtra as on
September 30, 2004. '

Health SL No Name of the district/ No. of registered Total in
Circle *~ " | Corporation centres | health circle
Mumbai 1 Raigad 106

2 Ratnagiri 56

3 Thane 170

4 Mumbai & Mumbai Suburb M. Corpn. 833

5 Navi Mumbai Municipal Corporation 71

6 Thane Municipal Corporation 86

7 Kalyan Municipal Corporation 77

8 Ulhashnagar Municipal Corporation 22 1421
Nashik 9 Ahmednagar 211

10 Dhule 54

11 Jalgaon 163

12 Nashik 84

13 Nandurbar 15

14 Nashik Municipal Corporation 129 656
Pune 15 Pune 160

16 Solapur ‘ 99

17 Satara 209

18 Pune Municipal Corporation 276

19 Pimpri-Chinchwad Municipal Corporation 45 2

20 Solapur Municipal Corporation 75 864
Kolhapur 21 Kolhapur 107

22 Sangli 106

23 Sindhudurg 47

24 Kolhapur Municipal Corporation 104

25 Sangli Municipal Corporation 77 441
Aurangabad 26 Aurangabad 27

27 Jalna 34

28 Parbhani 36

29 Hingoli 12

30 Aurangabad Municipal Corporation 120 229
Latur 31 Beed 61

32 Nanded 17

33 Latur 67

34 Osmanabad 27

35 Nanded Municipal Corporation 48 220
Akola 36 Akola 64

37 Amrawati 20

38 Buldhana 47

39 Yawatmal 37

40 Washim 14

41 Amrawati Municipal Corporation 56 238
Nagpur 42 Bhandara 19

43 Chandrapur 29

44 Gadchiroli 5

45 Nagpur 24

46 Wardha 23

47 Gondia 10

48 Nagpur Municipal Corporation 166 276
Total 4345 4345

Source: State Family Welfare Bureau, Pune



Table 2.3. Number and percent of registered ultrasound clinics/centres in the districts of
Maharashtra, under PNDT Act, as on September 30, 2004.

S | Name of the No. & % of registered sonography Percent. of QMIe sex
No. | District centres population | ratio (0-6),
Number Percent Cmltive % 2001 2001

1 Mumbai (Suburb) 546 12.57 12.57 8.88 919
2 | Pune 481 11.07 23.64 7.47 906
3 Thane 426 9.80 . 3344 8.40 933
4 | Mumbai 287 6.61 40.05 3.34 898
5 Nashik 213 4.90 44.95 5.16 936
6 | Ahmadnagar 211 4.86 49.81 4.23 890
7 | Kolhapur 211 4.86 54.66 3.63 859
8 Satara 209 4.81 59.47 2.89 884
9 | Nagpur 190 437 63.85 4.19 949
10 | Sangli 183 421 68.06 2.67 850
11 | Solapur 174 4.00 72.06 3.98 897
12 | Jalgaon 163 3.75 75.82 3.80 867
13 | Aurangabad 147 3.38 79.20 3.02 884
14 | Raigarh 106 2.44 81.64 2.28 943
15 | Amarawati 76 1.75 83.39 2.69 947
16 | Latur 67 1.54 84.93 2.15 923
17 | Nanded 65 1.50 86.43 . 2.96 944
18 | Akola . 64 1.47 87.90 1.68 936
19 | Beed - 61 1.40 89.30 223 898
20 | Ratnagiri 56 1.29 90.59 1.75 954
21 | Dhule 54 1.24 91.83 1.77 907
22 | Sindhudurg 47 1.08 92.92 0.89 946
23 | Buldana 47 1.08 94.00 2.30 915
24 | Yavatmal 37 0.85 94.85 2.54 942
25 | Parbhani 36 0.83 95.68 1.54 926
26 | Jalna 34 0.78 96.46 1.67 914
27 | Chandrapur 29 0.67 97.13 2.15 944
28 | Osmanabad 27 0.62 97.75 1.52 927
29 | Wardha 23 0.53 98.28 1.27 934
30 | Bhandara 19 0.44 98.71 1.17 958
31 | Nandurbar 15 0.35 99.06 1.35 966
32 | Washim 14 0.32 99.38 1.05 921
33 | Hingoli 12 0.28 99.66 1.02 935
34 | Gondia 10 0.23 99.89 1.24 964
35 | Gadchiroli 5 0.12 100.00 1.00 974
Total 4345 100.00 100.00 100.00 917

Sources: State Family Welfare Bureau, Pune. Directorate of Census Operations, Maharashtra. 2001.

in the state is located in these 14 districts itself. The population share of these 14 districts
is 64 percent in the state. In all these districts the percent of sonography centres is higher
than the percentage share of population in the state. All the districts in the central and
eastern region of the state have less percentage of sonography centres than their population
percentage. The table also reveals that, broadly, the districts with more than 100

sonography centres are distinctly having lower child sex ratio than the districts with less
9



(table 2.4 is given as a separate document)
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than 100 sonography centres. The mean sex ratio for the districts with more than 100
sonography centres is 901 and for the districts with less than 100 sonography centres it is
937. This is a rough indication of higher availability of sonography centres and the decline
in child sex ratio. Gadchiroli district with the smallest number of sonography centres (five)
has the highest child sex ratio (974) in the state. Further, four districts, Gadchiroli,
Gondiya, Nandurbar and Bhandara, with less number of sonography centres (less than 20)
are having balanced child sex ratio (958 and above). Incidentally, these four districts also
have a higher share of tribal population.

Type of sonography centres

The following section analyses the characteristics of the registered sonography
centres. Type of centre, qualification of the owner and qualification of the operator of
sonography machines are the characteristics analysed. Out of the 4345 sonography centres
in the state, we have got the above information only for 4090 centres (94 percent) from the
district Appropriate Authorities as few districts did not provide this information in spite of
the reminders from the SFWB. Table 2.4 presents the details of type of centres and
qualification of the owners and qualifications of the persons operating the sonography

machines. Tables 2.5, 2.6 and 2.7 are extracted from Table 2.4 for easy readability.

Table 2.5. Type of ultrasound sonography centres in Maharashtra.

NS:)' Type of sonography centres Number | Percent
1 | Genetic Clinic 739 18.1
2 | Genetic Laboratory 32 0.8
3 | Genetic Counselling Centre 41 1.0
4 | Ultrasound Clinic / Imaging Centre 2563 62.7
5 | Private Hospital 528 12.9
6 | Pathology Lab 3 0.1
7 | Not Given 184 4.5

Total 4090 100.0

Sonography centres are registered under different categories in the state (Table
2.5). However, most of these centres (63 percent) are registered as Ultrasound Clinic.
Eighteen percent of centres are registered as Genetic Clinic. Ultrasound Clinic and Genetic
Clinic together account for 81 percent of the centres in the state. Only very small
percentage of the centres is registered as Genetic Laboratory (0.8 percent) and Genetic

Counselling Centre (1 percent). Thirteen percent of the centres are registered as Private
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Hospital. For nearly ﬁve percent .of the centres the information was not provided by the
district Appropriate Authorities. These categories are given by the district Appropriate
Authorities at the time of registration. It appears that the Appropriate Authorities did not
pay much attention at the time of registration to classify the centres in the proper way.
Hence these classifications are not revealing the exact nature of the centres. However, we
feel that Ultrasound Clinic and Genetic Clinic are basically same and known as Ultra

Sonography Centres or USGs.

Qualifications of the doctors/persons owning the ultrasound sonography centres

As per the PNDT Act anyone can own a sonography centre provided that the
persons who operate the machine must have the necessary training in conducting the test.
Qualifications of the doctors/persons who own the ultrasound sonography centres are
provided in Table 2.6. One third of the doctors/persons who own the sonography centres
are Gynaecologists. Radiologists/Ultrasonologists own 21 percent of the centres. Nearly
four percent of the cegu'es are owned by MBBS doctors with training or eg_(perience in
conducting sonography. These four categories together (Gynaecologists; Radiologissts /
Ultrasonologists; MBBS docfor with training or experience) account for the 58 percent of
the centres and can be considered as trained doctors/persons in ultrasound sonography.
One third of the Gynaecologists who own the centres may be mainly using the sonography
machines for obstetric purposes.

Table 2.6. Qualifications of the owners of the ultrasound sonography centres.

SI. | Qualifications of the owners of the ultrasound N

umber | Percent
No. | sonography centres

1 | Radiologist/Ultrasonologist (MBBS+DMRD) 863 21.1
2 | Gynaecologist (MBBS+DGO) 1341 32.8
3 | MBBS doctor with training 39 0.9
4 | MBBS doctor with experience 111 2.7
5 | AYUSH/BAMS doctor employing qualified doctors 231 5.6
6 | Others* 428 10.5
7 | MBBS 146 3.6
8 | Not given 536 13.1
9 | Trust/Govt. Hospital 395 9.7
Total 4090 100.0

*Gastroenterologist, Cardiologist, ENT specialist, Orthopaedics, M.D. Medicine etc. and Non-Medical Personnel

Doctors specialised in various other fields (Gastroenterologist, Cardiologist, ENT
specialist, Orthopaedics, M.D. Medicine etc. and Non-Medical Personnel) own nearly 11
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percent of the centres. Six percent of the centres are owned by the persons/doctors
qualified in Indian system of medicine (AYUSH). Ten percent of the sonography centres
are registered in Trust/Government Hospitals. The district Appropriate Authorities did not
provide the qualification of the registered persons for 13 percent of the centres. We found
that qualification of the owner of the centre was not at all provided in the registration form
itself. Reported qualifications of the owners, as per the categories 1-4 in the table, broadly
reveal that trained and qualified people own most of the centres (58 percent) in the state.
Among the categories 5-8 in the table also some of them may be trained doctors in
sonography. Hence, the true extent of centres owned by the trained doctors/persons will be
slightly more than 58 percent. Similarly, the centres owned by the unqualified doctors
(AYUSH) will also be more than the figures given in the table because, the qualification
of the doctors/persons was not given 13 percent of the centres and 10 percent of the
centres are registered with trusts/hospitals. Private Hospitals may be owned by the trained
as well untrained persons/doctors. Leaving apart the cases with owners’ qualification not

given, it is observed that about 20 percent of the centres are with untrained owners.

Qualifications of the operators of the ultrasound sonography machines

As per the PNDT Act the doctors without any training or experience in the
operation of the ultra sonography machines can register a sonography centre on their
name. But, the person who operates the machine must have the necessary qualification/
training/experience to conduct the sonography tests. We have got the qualifications of the
persons who operate the sonography machine from the Appropriate Authorities. The
necessary data are given in Table 2.7 for the centres owned by the trained (self operated)
as well as untrained (sonography machine operated by a qualified person employed by the

owner) persons.

In the state as whole, 63 percent of the centres are ‘self operated’ i.e., owner
himself operates the machine. The remaining 37 percent of the centres are owned by the
persons who have employed the qualified persons to operate the machine. Out of these 37
centres, a few centres might have a qualified owner but they also employed sonologists.
Leaving these cases, the remaining could be taken as with untrained ownership. Roughly,
it could be estimated that about 30 percent of the centres are with untrained ownership. It
means that the majority of the sonography centres in the state are registered/owned by the

doctors/persons trained in conducting ultrasound sonography.
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Table 2.7. Qualifications of the doctors using the ultrasound sonography machines in the
centres owned by trained (Self Operated) and untrained (Centres Employing Other
Doctors) persons/doctors.

Sonography centre owned by

Sl. | Qualifications of the doctors/persons using Trained Doctors | Untrained Doctors

No. | the ultrasound sonography machines (Self Operated) (EMPJZZ t’:ﬁ )Other
No. % No. %
1 Radiologist/Ultrasonologist (MBBS+DMRD) 813 31.8 1146 74.7
2 Gynaecologist  MBBS+DGO) 1135 44 .4 237 15.6
3 MBBS doctor with training 23 0.9 5 0.3
4 MBBS doctor with experience 103 4.0 17 1.1
5 AYUSH/BAMS 5 0.2 - -
6 Others* 235 9.2 66 4.3
7 MBBS 11 0.4 - -
8 Not given 232 9.1 62 4.0
Total 2557 100.0 1533 100.0
% of trained and untrained doctors/persons 62.5 -- 37.5 100.0

*Gastroenterologist, Cardiologist, ENT specialist, Orthopedics, M.D. Medicine etc. and Non-Medical Personnel

Qualifications ofrthe doctors using ultrasound machine in the centres owned by
trained doctors (self operatéd)

As we have seen earlier the trained doctors own 63 percent (2557 out of 4090) of
the sonography centres in the state. Among the centres owned by the trained doctors forty-
four percent of the doctors are gynaecologists. Gynaecologist mainly use the machine for
obstetric and ante natal purposes. Another one-third of the trained doctors are
radiologists/ultrasonologists. Gynaecologists and radiologists/ultrasonologists together
dominate (76 percent) the ownership of trained “self operated” centres. Five percent of the
trained owners are MBBS doctors with some training/experience in conducting
sonography. Nearly 10 percent of the machines are owned by “other” doctors (other than
gynaecologist and radiologists). Surprisingly 0.6 percent of the centres are owned by the
unqualified doctors (MBBS and AYUSH/BAMS) as per the data given by the district
Appropriate Authorities. This must have happened because of the wrong reporting in the
registration forms. A will be reported in the later chapter, a few AYUSH doctors operating
the machine were already found. Here also we did not get the qualification of the persons
using the machine for nine percent of the centres. The qualifications of the doctors in the
centres owned by the trained doctors broadly reveals that 81 percent of the sonography
machines are operated by gynaecologists, radiologists/ultrasonologists and MBBS doctors

with some training/experience in conducting sonography
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Qualifications of the doctors using ultrasound machine in the centres owned by
untrained doctors/persons (employing other doctors)

The qualifications of the doctors using the sonography machines in the centres
owned by the untrained doctors/persons (employing other doctors) reveal that, in three-
fourth of these centres radiologists/ultrasonologists operate the machines. Another sixteen
percent of the centres have employed the Gynaecologist for operating the machine.
Radiologists and Gynaecologiéts together operate the machine in 90 percent of the centres
owned by the untrained doctors/persons. Four percent of the operators are “other” doctors
and two percent are MBBS doctors with qualification/experience in operating sonography
machines. For the remaining four percent of the centres we did not get the qualification of

the doctors.

Qualifications of the persons using the sonography machines in the centres owned
by trained and untrained persons reveals the following: (i) in the centres owned by the
trained persons gynaecologist own large number of centres (44 percent) compared to the
doctors with other qualifications; énd (ii) in the centres owned by the untrained persons
the radiologists/ultrasonologist are mainly (75 percent) employed to operate the sonography

machine.

District-wise sonography centres owned by trained and untrained doctors/persons

Table 2.8 further classifies the sonography centres according to the qualifications of
the owners for the districts of Maharashtra. The table reveals the following: (1) the
sonography centres owned by the untrained persons are much higher in western Maharashtra
compared to the other parts of the state; (2) the centres owned by the persons specialised in
Indian System of Medicine (AYUSH) is also higher in western Maharashtra compared to the
other regions of the state; (3) almost all the centres owned by the AYUSH doctors are located
exclusively in western Maharashtra; (4) in the areas falling under the municipal corporation
limits, majority of the sonography centres are mainly owned by the trained doctors; (3)
AYUSH doctors mainly own their sonography centres outside of the municipal corporation
areas i.e., AYUSH doctors exclusively operate in the smaller towns and interior areas of the
districts; (6) sonography centres located in central and eastern parts of Maharashtra are mainly
owned by the trained doctors and even among the centres owned by the untrained persons
allopath doctors own most of the centres compared to the AYUSH doctors; and (7) very few
AYUSH doctors own a sonography centres in central and eastern parts of Maharashtra.
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Table 2.8. Ultrasound sonography centres owned by trained and untrained persons

S| District Trained AllopgtllitrameiYUSH NG Total
1 | Pune 56 22 29 53 156
2 | Pune M. Corp. 125 32 - 54 211
3 | PCMC 25 6 1 2 34
4 | Ahmednagar 101 44 41 2 188
5 | Satara 105 26 26 44 201
6 | Raigad 65 17 4 13 99
7 | Kolhapur 24 ] 9 62 102
8 | Kolhapur M. Corp. 75 13 3 2 93
9 | Sangli 67 16 21 - 104
10 | Sangli M. Corp. 57 14 2 - 73
11 | Aurangabad 16 8 2 - 26
12 | Aurangabad M. Corp. 95 13 1 - 109
13 | Solapur 59 16 22 1 98
14 | Solapur M. Corp. 32 5 1 29 67
15 | Nasik 41 18 21 2 82
16 | Nasik M. Corp. 75 29 5 13 122
17 | Mumbai & Mumbai SU 468 115 « 12 119 714
18 | Ratnagiri 41 7 5 2 55
19 | Ulhasnagar 15 1 - - 16
20 | Navi Mumbai M. Corp. 38 9 1 9 57
21 | Thane 112 14 3 25 154
22 | Thane M. C orp. 51 7 - 15. 73
23 | Kalyan-Dombivali M.Corp 54 11 - 2 67
24 | Sindhudurg 14 15 15 - 44
25 | Hingoli 11 1 - 12
26 | Jalgaon 101 16 - 42 159
27 | Dhule 37 6 - 9 52
28 | Nagpur M. Corp. 121 5 - 30 156
29 | Nanded 14 3 - - 17
30 | Parbhani 30 5 - - 35
31 | Beed 32 16 4 4 56
32 | Gondiya 7 1 - 1 9
33 | Yavatmal 29 7 - - 36
34 | Wardha 13 6 - - 19
35 | Osmanabad 15 9 1 - 25
36 | Akola 49 7 1 1 58
37 | Latur 41 20 3 - 64
38 | Amravati M. Corp. 43 8 1 - 52

Total 2354 574 231 536 3695
Total percent 63.7 15.5 6.3 14.5 100.0

Multiple attachments of sonologists

carry their own mobile ultrasound machine or they use the fixed machine owned by the
owner of the centre. This system effectively increases the number and spread of the
registered centres in an area/region. Although this issue is not important at the state-level

and may not have a significant role in influencing the functioning of the centres, it puts

Some sonologists are attached to more than one ultrasound centres. Either they
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forth interesting aspect of the functioning of sonography centres and hence we provide
some information on the same in Table 2.9. It is observed that 46 doctors, in the state as a
whole, are attached to 303 centres with an average of 6.6 attachments per doctor. The
average varies between the districts/corporations. It is also observed that such multiple
attachments are more common in the corporation areas. Truly speaking, the corporations
are expected to have ample number of Sonologists, while in the non-corporation areas,
shortage could be experienced. Thus, the multiple attachments may not be out of shortage
of sonologists. Then the question arises, are these multiple attachments really
functioning? Or is it reported just to fulfil the requirement for registration? This
alternative appears plausible at least in cases where the attachments are in the range of 8,
9, 10, 11 and what not? How is it possible to have attachments at these many places?
During the field work we came across a few cases, where some person was shown as an
appointed doctor for operating the sonography machine, but occasionally, the owner, not
trained in sonography, operates the machine. Another important aspect related to such
= multiplicity of attachment is the quality of work. One sonologist in Pune has his own
centre reporting about 200-300 cases per month and is attached to 6 more places. Can
anyone imagine that the doctor could give justice to his patients? We have a strong doubt
about the genuine ity of functioning of such multiple attachments. We suggest that the

appropriate authorities should investigate into such cases.

Table 2.9. Information regarding doctors attached to multiple (>=4) ultrasound
sonography centres

Place No. of doctors | No. of attachments Average
Greater Mumbai MC 16 96 6.0
Navi Mumbai MC 4 30 7.5
Thane MC 4 34 8.5
Raigarh 1 8 8.0
Kalyan-Dombivali MC 3 15 5.0
Ulhas Nagar MC 1 4 4.0
Nashik MC 5 38 7.6
Nashik (Non-corporation) 2 16 8.0
Ahmednagar 3 24 8.0
Pune (Non-corporation) 2 11 5.5
Pune MC 1 6 6.0
Satara 1 5 5.0
Sangli 1 4 4.0
Latur 1 8 8.0
Nagpur MC 1 4 4.0
Total 46 303 6.6

—
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Chapter III
Child Sex Ratio and Ultrasound Sonography Centres in Maharashtra

Sex ratio is an important social indicator to measure the extent of prevailing
equality between men and women in a society and mainly reflect the sex differentials in
mortality. Contrary to the universal pattern, sex ratio is unfavourable to women in India.
Several reasons are cited for the consistently low levels of sex ratio and their further
decline over the decades in India. Some of the important reasons discussed in the literature
for the decline of sex ratio in India are: (1) neglect of girl child resulting in their higher
mortality at younger ages, (2) high maternal mortality, (3) sex selective female abortions,
(4) female infanticide, and (5) change in sex ratio at birth. The first part of the present
chapter briefly looks at the sex ratio of child population in Maharashtra and the second
part analyses the association/relationship between availability of sonography centres and
child sex ratios at the district level in Maharashtra.

Sex ratio of children in the age group 0-6 in the districts of Maharashtra

During the last deéade (1991-2001), India and all the neighbouring st:cltes of
Maharashtra have shown rise in sex ratio of the total population but Maharashtra has
shown a decline indicating worsening position of women in the state. As per 2001 Census,
the sex ratio of the total population of Maharashtra (922 females per 1000 males) is not
only lower than all India sex ratio (933) but it has been declining from 936 in 1961 to 922
in 2001. It is, however, the sex ratio of the child population which causes more concern in
Ma.harashtra, as this group is not affected by migration. A decline in the sex ratio in the
age group 0-6 points towards the attitude and outlook towards the girl child. Universally,
the sex ratio at birth is favourable towards males and usually falls between 943-952 girls
per 1000 boys (or 105-106 male babies per 100 female babies). As per the 2001 census sex
ratio of the child population of India (927 girls per 1000 boys) is much lower than the
universal sex ratio at birth. In Maharashtra, the child sex ratio has declined by 29 points
from 946 in 1991 to 917 in 2001. It is not only much lower than the universal sex ratio at
birth, it is also much lower than those for the all four south Indian states (Kerala 963,
Andhra Pradesh 964, Karnataka 949 and Tamil Nadu 939) and Madhya Pradesh (931). Of
course, it is much better than the states like Punjab (793), Himachal Pradesh (897),
Haryana (820) and Gujarat (878). The drastic decline in sex ratio of child population
suggests the possibilities of neglect of girl child leading to higher mortality among girls
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than boys and practice of female foeticide (Parasuraman, 2001; Kulkarni, 2001; Premi,
2001; Bhat, 2002).

District-wise sex ratio of the child population shows that the sex ratio varies
between 974 in Gadchiroli and 850 in Sangli (Table 3.1). The districts with higher sex
ratio mainly come from eastern and central regions of Maharashta and most of the low sex

ratio districts come from western Maharashtra. Mainly the prosperous districts/areas of

Table 3.1. Sex ratio of child population in the age group 0-6, Maharashtra, 2001

Sr Sex ratio of child population
N(; District in the age group 0-6
) Total Rural Urban

1 Nandurbar 966 976 895
2 Dhule 907 914 888
3 Jalgaon 867 © 865 871
4  Buldana 915 921 890
5 Akola 936 941 927
6 Washim 921 917 945
7 Amrawati ; 947 953 935
8 Wardha 934 946 898
9 Nagpur 949 964 939
10 Bhandara 958 961 939
11  Gondiya 964 966 946
12 Gadchiroli 974 976 941
13 Chandrapur 944 965 897
14  Yavatmal : 942 948 910
15 Nanded 944 948 929
16  Hingoli 935 938 919
17  Parbhani 926 931 915
18  Jalna 914 913 917
19  Aurangabad 884 886 882
20  Nashik 936 948 916
21  Thane 933 971 915
22 Mumbai (Suburb) 919 - 919
23 Mumbai 898 - 898
24  Raigarh 943 952 914
25  Pune 906 912 900
26  Ahmadnagar 890 892 878
27 Beed 898 897 898
28  Latur 923 926 912
29  Osmanabad 927 933 895
30  Solapur 897 890 914
31  Satara 884 888 857
32  Ratnagiri 954 959 911
33  Sindhudurg 946 948 925
34  Kolhapur 859 870 832
35  Sangli 850 850 851
Maharashtra State 917 923 908

Source: Director of Census Operations, Maharashtra. 2001.
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Maharashtra have worst sex ratios e.g., Sangli (850), Kolhapur (859), Jalgaon (867),
Aurangabad (884), Satara (884), Ahmadnagar (890), Solapur (897), Beed (898), Mumbai
(898), Pune (906) and Dhule (907). The sex ratio of children in the entire Pune region is
very much unfavourable to females (below 900). On the contrary, the backward/tribal
districts like Gadchiroli (974), Nandurbar (966), Gondiya (964) and Bhandara (958) have

higher sex ratios in the state.

District-wise sex ratios of child population in rural and urban areas are also given
in Table 1. It shows that the sex ratio in urban areas of Maharashtra (908) is 15 points
lower than in rural areas (923). Except five districts, in all districts of Maharashtra, the
urban sex ratios are lower than the rural sex ratios. In 15 districts of the state the urban sex

ratio is 25 points lower than the rural sex ratio.

Table 3.2 gives the range of sex ratio for the districts of Maharashtra. As
mentioned above, the child sex ratio in the range of 943 to 952 is considered as ideal
because sex ratio at birth is 105-106 male babies per 100 female babies (100/106 = .943;
100/105 = .952). Anything below this range is considered to be a below normal sex ratio.
The table shows that sex ratio is above 943 only in 11 districts of the state. It means that
only in 11 districts of the state the sex ratio of child population is favourable towards
females and in the remaining districts it is unfavourable. In nine districts, it is below 900
indicating the severe imbalance of girls in these districts. In all, in 69 percent of the

districts the sex ratio is unfavourable to female children.

Table 3.2. The range in child sex ratio in the districts of Maharashtra, 2001

Maharashtra/ Distribution of districts according to child sex ratio | Total no. of
Region Below 900 900-942 943 and above districts

Total 9(25.7) 15 (42.9) 11 (31.4) 35 (100)
Rural 8 (24.2) 10 (30.3) 15 (45.5) 33" (100)
Urban 14 (40.0) 19 (54.3) 2(5.7) 35 (100)

* Mumbai and Mumbai Suburb districts are completely urban.

The range in sex ratio is also given for rural and urban areas of the district in Table
3.2. Rural sex ratio is above 943 in 15 districts (46 percent) whereas only in two districts
(6 percent) the urban sex ratio is above 943. It means that the imbalance of female children
in urban areas is prevailing throughout 'the state. The child sex ratio is below 900 in one-

fourth of the districts in rural areas and 40 percent of the districts in urban areas. The
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classification reveals that in two thirds of the districts the child sex ratio is unfavourable to
female children and it is further worst in urban areas of the districts compared to the rural
areas. The abnormally very low sex ratios in urban areas of Maharashtra goes beyond the
limit as one would normally expect given the higher literacy and awareness in urban areas

compared to the rural areas.

Table 3.3. Change in child sex ratio between 1991 and 2001, by districts.

Sex ratio of child population in the Change

S1. No. | District age group 0-6 between 1991
1991 2001 to 2001

1 Sangli 924 850 -74
2 Kolhapur 931 859 -72
3 Ahmadnagar 949 890 -59
4 Jalgaon 925 867 -58
5 Satara 941 884 -57
6 Aurangabad 933 884 -49
7 Mumbai 942 898 -44
8 Beed 939 898 41
9 Dhule 947 907 -40
10 Solapur : 935 897 -38
11 Jalna 951 914 -37
12 Pune 943 906 -37
13 Parbhani 956 926 -30
14 Buldana 945 915 -30
15 Latur 947 923 -24
16 Chandrapur 965 944 -21
17 Osmanabad 947 927 -20
18 Washim 941 921 -20
19 Yavatmal 961 942 -19
20 Thane 952 933 -19
21 Raigarh 961 943 -18
22 Nashik 954 936 -18
23 Hingoli 953 935 -18
24 Wardha 952 934 -18
25 Sindhudurg 963 946 -17
26 Nanded 960 944 -16
27 Gondiya 978 964 -14
28 Nandurbar 977 966 -11
29 Mumbai (Suburb) 930 919 -11
30 Ratnagiri 961 954 -7
31 Gadchiroli 980 974 -6
32 Bhandara 964 958 -6
33 Amrawati 950 947 -3
34 Nagpur 951 949 2
35 Akola 929 936 +7
Mabharashtra 946 917 -29

Source: Director of Census Operations, Maharashtra. 2001.
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Decline in child sex ratio between 1991 and 2001

Comparison of sex ratios of total population of 1991 and 2001 in the state shows
that 23 districts have registered a decline in sex ratio and 10 districts have registered an
increase (Directorate of Census Operations, Maharashtra, 2001). But the comparison of
sex ratios of child population shows that every single district had experienced a decline
except Akola where it increased by 7 points (Table 3.3). The extent of decline is more than
40 points in 8 districts and in all these districts sex ratio is below 900. The districts which
have experienced higher magnitude of decline already had a lower sex ratio in 1991. The
range between highest and lowest child sex ratio has increased significantly between 1991
and 2001 in the state. The range between highest (Gadchiroli, 980) and lowest (Sangli,
924) child sex ratio in 1991 is 56 points whereas this range has increased to 124 points in
2001 (Gadchiroli, 974 and Sangli 850). Gadchiroli experienced a decline of 6 points and
Sangli experienced a decline of 74 points from 1991 to 2001. The decline in sex ratio from
1991 to 2001 generally goes down if one travels from west t‘o east of the state with few
exceptions (Sindhudurg and Raigad). The developed districts of the state had experienced
higher magnitude of decline compared to the less developed districts. The magnitude of

the decline in the entire Pune region is alarming.

Sex ratio of child population in the Municipal Corporations of Maharashtra
Maharashtra has 15 Municipal Corporations (MC) in the state. Sex ratios of child
population in the MCs are given in descending order in Table 3.4. Out of the 15 MCs only
three (Amravati, Nagpur and Nanded) are from the central and eastern regions of the state
and the remaining 12 are from the western regions. It shows that the child sex ratio for the
MCs is 910, which is lower than the child sex ratio for the entire state (917) and much
lower than the child sex ratio for rural areas of the state (923). Child sex ratio of MCs is
comparable with the urban child sex ratio of the state (908). Except Amravati MC, the
child sex ratio in all the remaining 14 MCs is below 943. In six MCs the child sex ratio is
below 900. Child sex ratio is below 930 in all the MCs from western regions. Child sex
ratios in MCs indicate the severity of the discrimination against female children in the

bigger cities of the state which goes contrary to the expectations.
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explains nearly half (R*: 48 percent) of the variance in child sex ratio. The regression
analysis shows that the two variables representing the availability of the sonography
centres significantly reduce the child sex ratio at the district level in Maharashtra. It means
that the further spread of the sonography centres in the state will reduce the sex ratio
further. The graphs 1 and 2 with the regression line show these results.

Table 3.9. Regression analysis of child sex ratio and availability of sonography centres in
Mabharashtra.

I:Si(g;: s- Dependent variable Independent variable Iée(;ger gfisil;lt t R? N
1 Child sex ratio No. of USGs -0.289%** | 4663 | .43 31
2 Child sex ratio No. of USGs/1000 popn -027.742*%**% | 5465 | 48 35
3 Decline in child sex ratio | No. of USGs 0.174*** | 4.095 | .37 31
4 Decline in child sex ratio | No. of USGs/1000 popn 523.857%** | 4222 | .35 35
5 Child sex ratio in M.Corp | No. of USGs/1000 popn -443.276** | 2.751 | .37 15

Number of sonography centres and decline in child sex ratio between 1991 and 2001
We have seen that the number of sonography centres have significant negative
effect on child sex ratio. This makes us to think that the decline in sex ratio is due the
availability of sonography centres. Hence, in place of child sex ratio we have used the
decline in child sex ratio from 1991 to 2001 as the dependent variable. The relationship
between the number of sonography centres and the decline in sex ratio is positive at one
percent level of significance i.e., the increase in sonography centres has significantly
increased the decline in child sex ratio in Maharashtra. Thirty-seven percent of variance in
the decline in child sex ratio is explained by the number of sonography centres. The
regression result for the effect of number of centres per 1000 population on the decline in
sex ratio is also positive and significant at one percent level. This regression explains the

35 percent variance in decline in sex ratio in the state. The graphs 3 and 4 with regression

line show these effects.

Number of sonography centres and child sex ratio in Municipal Corporations (MCs)
The regression of child sex ratio in 15 MCs of Maharashtra and number of centres
per 1000 population in MCs is also given in Table 12. It confirms the results obtained for
the districts, i.e., the relationship between the number of centres per 1000 population in
MCs and sex ratio in MCs is significantly negative. Hence, the increase in the further

availability of sonography centres in the MCs will contribute for the further decline in sex
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ratio. The sex ratios in MCs are already very low at the level of 910 female children per
1000 male children. The graph 5 shows the regression line. The correlation and regression
analyses at the different levels of aggregation (districts, corporations and tehsils) confirm

the negative relationship between the availability of sonography centres and child sex ratio
in Maharashtra.

Limitations of the analysis of association/relationship between child sex ratio and
number of sonography centres

The above associations/relationships should be treated with caution as the
reference period for the data on child sex ratio and sonography centres are some what
different. Figures for child sex ratio come from the 2001 census. The number of
sonography centres is pertaining to the updated figures for September 2004. We do not
have the data on number of sonography centres in 2001. Obviously some of the
sonography centres were registered after the completion of the 2001 census. Only after the
implementation of the compulsory registration of sonography centres under the PNDT act
in 2002 the data is available with the Appropriate Authorities. In spite of this limitation,
the correlation between the number of sonography centres and child sex ratio in the
districts reveals the negative association between these two variables. Similarly,

availability of sonography centres and the extent of decline in child sex ratio are positively

associated.
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Graph 3.1. ‘The relationship between child sex ratio (total) and number of sonography
centres in the districts of Maharashtra (n = 31).
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Graph 3.2. The relationship between child sex ratio (total) and number of sonography
centres per 1000 population in the districts of Maharashtra (n = 35).
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Graph 3.3. The relationship between decline child sex ratio between 1991 and 2001 and
number of sonography centres in the districts of Maharashtra (n = 31).
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Graph 3.4. The relationship between decline child sex ratio between 1991 and 2001 and
number of sonography centres per 1000 population in the districts of Maharashtra (n=35).
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Graph 3.5l The relationship between child sex ratio (2001) in Municipal Corporations of
Maharashtra number sonography centres per 1000 population (n = 15).
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Chapter IV
Findings of the Survey of Ultrasound Sonography Centres in Maharashtra

As mentioned in the introductory chapter, this survey has been assigned to
Population Research Centres with the objectives of knowing the extent of ownership of
sonography centres by untrained persons and of knowing the purposes for which the
machines have been used. As per the minutes of the meeting held on April 7, 2004 at the
Ministry of health and Family Welfare (MOHFW), it was decided that:

1) The data already available with the Appropriate Authorities (Civil Surgeons/ Chief
Medical Officers) about the sonography centres should be analysed;

1) About 200 centres (run by untrained persons) in a state should be visited and a
small questionnaire be canvassed;

111) For selecting a sample of centres, it was decided that the survey should be
conducted in those dlstncts of the state which account for 75-80 percent of the
registered centres; and

1v) Few AYUSH (Ayurvedic, Unnani, Siddha and Homeopathic) doctors of integrated
medicine may also be surveyed to know whether they are desirous of having an
ultrasound sonography machine for their line of treatment. About 50-100 centres in

a state may be surveyed.

Thus, in brief, about 200 centres run by untrained persons, and about 50-100 non-
allopathic doctors were supposed to be the sample-size for our study. At the outset, getting
the sampling frame for centres run by untrained persons and selecting a proper sample

seemed easier, while there was no sampling frame for selecting AYUSH doctors.

However, even for centres with untrained owners we came across a number of
difficulties in getting the sampling frame for centres run by untrained doctors and selecting

a proper sample. They are as follows:
1) The lists of sonography centres were not available with the state Appropriate

Authority (i.e. SFWB, Pune). Sometimes they were not available even with the

Civil Surgeons, who are the appropriate authority for the district. Occasionally, our
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1i1)

field team had to visit the rural hospitals at tehsil level to get the basic data, which

formed the sampling frame for the survey.

For Mumbai Corporation, which has more than 800 sonography centres, detailed
data were not available with the corporation office. Our field team had to visit 24
ward offices. One who has visited Mumbai, could imagine the amount of efforts
put in by us just to get the sampling frame. Apparently this was not the problem
with other states. The concerned officials stated that since Maharashtra
Government has appointed the tehsil officials as appropriate authorities they are
able to identify sonography centres even in interior areas, but as an effect,
sometimes the records are not sent to the district authorities. On the other hand in

other states the appropriate authority is up to district level and hence the data have

to be with the Civil Surgeons.

For selecting a sample of centres run by untrained persons, we needed information
on qualification of the owner. Surprisingly, the application form to be filled by the
owner does not ask for the qualification of the owner and hence the summarised
information also does not give details needed for sampling. We had to look into
each and every file to see whether any degree certificate of the owner is attached to
the application form or whether his signature carries the stamp revealing his
qualification. Even after doing all this investigation, we have not been able to get

complete sampling frame.

In order to save time and money (which was quite meagre, looking to the number
of centres for Maharashtra (4350 approximately)), we had decided to collect the
basic data regarding centres, select the sample and do the survey in one visit to the
district. However, this could not be done firstly, because of the problems stated
above, and secondly, 'the MOHFW requested us to collect the basic data in the first
round and to conduct the survey in another round. We had communicated to
MOHFW about the difficulties in getting the basic data. We also had appraised the
MOHFW officials about the problems in a meeting held at SFWB, Pune. As a
consequence, the officials at SFWB, Pune were requested to help us in this matter.

The SFWB officials invited the civil surgeons of all the districts; along with the

(%)
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basic data on sonography centres. This helped us in getting data for most (not all)
of the districts. However, by then we had started our field work.

As a proper sampling procedure, the sample size, which was fixed at 200 in the
first place, should have been allocated in proportion to the number of centres run
by untrained persons at the district level. However, the data were not available to
us for all the districts to start with and even if they were available, information on
owners’ qualification was missing in many cases. Thus, a proper sampling
procedure could not be followed. There was one more factor, which disturbed our
sampling plan. As per the e-mail dated July 14, 2004 the MOHFW asked us to do
the survey of 400 centres. Further, as we were proceeding towards the concluding
part of our field-work, we received a communication from MOHFW, saying that
we also should carry out a survey of ‘some’ centres run by ‘trained doctors’. All

these problems have disturbed our sampling plan.

The field-work in Iidumbai was the most difficult part. Firstly, for gett:ing the
information on owners’ qlialiﬁcation and for getting correct addresses, telephoné
numbers etc, a visit to concerned ward-office was necessary. Secondly, the
distances, as is known, are quite large. Thirdly, the doctors, most of them, being
very busy it was difficult to get their appointments and fourthly, some of them did

not give the information readily.

Since the area for field-work was restricted to western Maharashtra (covering 80
percent of the total sonography centres in Maharashtra) and since, as mentioned
above the sample size and composition changed frequently, and further since field
work in Mumbai posed several problems, we were finding it difficult to complete
the target of 400 centres run by untrained persons. We could, at the end, complete
the field work of about 380 centres (including some run by trained doctors). To
repeat, the district-wise number of surveyed centres is not in proportion to the total

number of centres in the district.

Some of the surveyed centres were run by cardiologists and ideally should not have

been brought under the PNDT Act. However, since they are registered under the
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Act‘and since according to the definition the ‘cardiologist’ is not trained, the

centres came under ourisurvey. We have excluded them from the analysis.

ix) Some of the surveyed centres are run by doctors with MBBS degree and some
training (not necessarily recognised) or little experience. We have clubbed them

under a separate category called “not properly qualified or trained’.

As mentioned previously, there was no sampling frame available for a survey of
‘AYUSH’ and other untrained doctors, desirous of using a machine. The MOHFW had
suggested that the field team should, on their own, enquire about such people and visit
them. However, we found that this may not be a proper procedure. Altemnatively, we tried
a different approach. In Pune, we have the office of the National Integrated Medical
Association (NIMA), Pune Branch. We came to know that this association of Non-
allopathic doctors had played an active role in the negotiations with the MOHFW
regarding the demand for permission to operate sonography machines. We contacted the
chairman and vice-chairman of this association (NIMA) and obtained a list of AYUSH
doctors registered with NIMA. The Pune branch of NIMA has 400 AYUSH doctors
registered with it. From this list we prepared a list of about 100 hospitals of ISM &
Homeopathy. This became the sampling frame for the survey of desirous doctors. We
tried to contact them through personal visit, telephonic contact or by post. The response
was not bad. Out of about 100 doctors, about 80 doctors could be contacted and out of

them 52 are desirous of using the machine. A small schedule was filled for these people.

Findings of the Survey of Ultrasound Sonography Centres run by Untrained Doctors

As per the guidelines of MOHFW, a schedule was supposed to be administered to
the doctors. The questionnaire contained questions on type of machine, registration
number, qualification of the operator, number of referrals by both allopathic and non-
allopathic doctors, the purpose (obstetric/non-obstetric) of sonography, the classification
of obstetric sonographies by trimesters, etc. With a purpose of assessment of observance
of PNDT act, we had prepared a check-list about maintenance of records, sending timely
reports, supervisory visits, etc. The field work for the study was carried out during the
months of August-November 2004.
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We stt;rt with the sample composition. Table 4.1 gives the same. As mentioned
previously, the sampling frames could not be prepared accurately and hence no statements
about the sampling fraction can also be made. However, roughly it could be estimated that
there were about 1100 centres run by untrained doctors in Western Maharashtra (including
Mumbai, Konkan, Khandesh, Pune division and Aurangabad) and we have tried to cover
about 300 in our sample survey. It is broadly observed that in the corporation areas, the
proportion of centres with untrained owners is lower, while in the non-corporation areas,
the same is higher. For instance, in the district of Pune, it is about 20 percent, while in the
Ahmednagar district, it is about 46 to 50 percent. This trend is in the expected direction,
since generally, the proportion of untrained doctors (untrained in sonography) is expected

to be higher in rural areas/small towns.

Table 4.1 Classification of centres by district and training status of the owner of the centre

Sr. o Training Status of the owner

No. Dastict | Trained Untrained q&:ﬁ%‘;&?ﬁg& d Total
1 Mumbai e 37 2 43
2 | Thane 2 27 - 29
3 Raigad 1 5 1 7
4 Sindhudurg - 5 - 5
5 | Nashik 6 26 1 33
6 | Jalgaon 5 13 4 22
7 | Ahmednagar 4 27 1 32
8 | Pune 15 48 - 63
9 Satara 11 14 + 29
10 | Miraj - - 1 1
11 | Sangli 7 22 5 34
12 | Solapur 6 19 5 30
13 | Kolhapur 5 17 4 26
14 | Aurangabad 3 15 - 18

Total 69 275 28 372

Table 4.2 gives the information on the status of the centre, type of machine and
year of installation and cost of the machine. Out of 372 centres, 297 i.e. about 80 percent
of the centres are attached to hospitals. This information is important in the context of
access to the facilities. If ‘sonography’ has an important role in current pattern of
treatment, the attachment of the centre to the hospital is beneficial both to doctors and
patients. On the other hand, for the general practitioners, particularly from ISM and
Homeopathy, individual centres are essential, since centres attached to hospitals do not

generally accept referrals and provide the services only to their own clients. In this
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context, it is observed that for the cities like Mumbai and Pune the proportion of
independent centres is higher. For instance, in Mumbai, the proportion of independent

centres is 65 percent, while the same for districts with no big city, say Satara, is 3 percent.

Table 4.2. Classification of ultrasound sonography centres by its functional status, kind of

machine, year of installation of machine and cost of machine.

Classification of Training Status of the owner .
ultrasound centre Trained Untrained qs:ggzzg:i 4 Tot
Functional status
Attached to hospital 50 219 28 297
Separate Unit/centre 17 54 - 71
Not Given 2 2 - 4
Total 69 275 28 372
Kind of machine
Fixed 63 207 28 298
Mobile 3 40 - 43
On-call 2 25 - 27
Not Given 1 3 - 4
Total 69 275 28 372
Year of installation '
1980 1 - - 1
1987 1 - - 1
1988 - 1 - 1
1989 - 2 - 2
1990 1 - - 1
1991 2 - 1 1
1992 - 5 - 5
1993 1 4 1 6
1994 - 2 - 2
1995 - 6 2 8
1996 4 6 - 10
1997 3 6 2 11
1998 2 15 4 21
1999 10 23 - 33
2000 6 29 4 39
2001 21 43 3 67
2002 13 61 5 79
2003 3 36 3 42
2004 3 17 1 21
Not Given - 19 2 21
Total 69 275 28 372

In the second panel of the table, we find the classification of centres by type of
machine (fixed, mobile or on call). It is observed that about 80 percent of the centres are

having fixed machines, while about 12 percent of the centres function with ‘mobile’
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machines. It is further observed that when the owner is trained, the mobile/ on call
machineé are least used (7 peréent) while, with ‘untrained’ owner, the use increases to 25
percent. Is it an indication of the situation that ‘untrained’ owners (some of them being
ISM & H doctors in small towns) are not in a position of investing in the machine and
hence have accepted the alternative of an operator with a ‘mobile’ machine on fixed days.
If this practice increases, we might face a situation described as ‘Doctors are carrying the
machines to interior areas and the villagers are having the benefits’. One would have liked
to see this dream come true, if it was for provision of general health services. But it has
happened only for sonography. What could be the reason? The obvious answer is ‘money’.
The money involved in the practice of ‘sonography’ is definitely much much higher. For
instance, the simplest sonography is done at the cost of Rs. 300. Further, the practice is
very clean and safe; no infections, no risk, no emergencies, and no tensions. It is just a

little space and an appointed qualified doctor that would fetch a fair amount of monetary
benefits.

The information on year of installation could be helpful in assessing the trend of
‘untrained ownership’. The third panel in Table 4.2 gives this information. Few

interesting observations emerge from this table.

1) Before the Act in 1994, 12 centres (out of 275) were functioning with an untrained
owner, while among the 69 centres with trained owners, there were 4 centres
functioning even before 1994. This indicates the untrained ownership is not a new

phenomenon.

ii) After the compulsory registration initiated in 2002, the number of centres with
untrained owner is 114 (i. e. 40 percent), while the same proportion for centres
with trained owner is 19 out of 69 (i.e. 30 percent). Although, the proportions are
based on not necessarily random samples, the findings are indicative of
strengthening of the untrained ownership. What will be the consequences of such
atrend? Firstly, in case of untrained ownership, the sonography services are made
available through appointed operators and hence will be limited. Secondly, in
absence of the operators, the owners may use the machine. During our field-work
we have got some evidence in support of the above statement. As far as the

untrained Allopathic (doctors) owners are concerned, we expect that their training
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as medical graduates or postgraduates gives them adequate grounding so as to be
able to carry out the sonography tests. But there could be reservations about
AYUSH doctors owning the centres. In fact, our field team had come across a
couple of AYUSH doctors owning and also operating the machine. By law,
AYUSH doctors are not allowed to use the machine. But thanks to the Appropriate

Authorities, the concerned doctors are using the machine openly.

Type of ultrasound sonography machine and cost of machine
Being non-technical persons, we do not intend to say anything about the type of the
machine in specific terms. However, just to have an idea, we give hereby the different

types of machines used by the respondent. Table 4.3 gives the information.

Table 4.3. Distribution of ultrasound machines by their make.

Machine Make Frequency Machine Make Frequency
GE & Wipro 94 Acuson 5
L&T 67 Esaote 5
Toshiba 47 Schimatzu 5
Aloka 35 BPL 4
Medison 19 Toshbro 3
ATL & Ultra Mark 17 NA 4
PMS India 15 NG 11
Siemens 11 Other 22
Fukuda 8 Total 37

The figures clearly show that the machines manufactured by GE or Wipro and
L&T seem to be the more commonly used machines. Table 4.4 gives the classification of
the machines by the approximate cost reported by the owners. It is observed that the
median cost is around 4-5 lakhs. Thirty two respondents (9 percent) own machines costing

more than 10 lakhs. In short, having a sonography machine is definitely a costly affair.

As the next panel of Table 4.4 shows, the cost of the machine has increased over
time, as expected. How do we interpret these facts? One obvious implication is that unless
the owner is able to use it frequently, it might not be possible to recover the cost. But
surprisingly, the performance at least of the untrained owners is very poor like one
sonography a day on an average. It implies very weak chances of recovering the cost. In
our opinion doctors cannot take chances like this. Thus, either the performance is under
reported or the buyers of the machine do not find the cost heavy. The third alternative is

the recovery through the exorbitant charges, which could be demanded in case of sex-
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determination. Although PNDT act is being implemented and we can not have direct
evidence of sex-determination there is enough indirect evidence to show that sex-
determination is being done. The proof of decline in child sex-ratio is a very convincing

reflection of the sex-determination tests.

Table 4.4. Approximate cost and year of installation and average cost of the machine

Approximate cost of the machine Frequency Percent
<1 Lakh 10 2.7

1 -2 Lakh 21 5.6
2 -3 Lakh 22 59
3 —4 Lakh 67 18.0
4 — 5 Lakh 63 16.9
5—6 Lakh 47 12:6
6 - 7 Lakh 21 5.6
7 — 8 Lakh 16 43
8 — 9 Lakh 2 0.5
9-10 Lakh 1 0.3
10— 15 Lakh 11 2.9
15 —20 Lakh 11 2.9
20 —25 Lakh 6 1.6
25 -30 Lakh 4 1.1

Not Given 71 19.0
Total 373 100.0

Year of Installation Average cost of machine (in Rs. Lakhs)

1980 - 90 4.71

1991 —95 4.41

1996 — 00 5.60

2001 5.72

2002 4.25

2003 7.51

2004 6.64

In this context, it could be worthwhile to look into the classification of the owners
by system of medicine. It is observed that 113 out of 275 (i.e. 40 percent) are AYUSH
doctors (Table 4.5). Further, it is also observed that out of the 152 untrained allopath
owners nearly 100 are postgraduates in allopathic medicine. Just because they are not
qualified by definition, they are designated as ‘untrained’ owners. In brief, about 40
percent of the ‘untrained’ ownership comes from AYUSH doctors and the proportion may
increase in future. Looking into its consequences, the authorities have to decide firstly,
whether to allow the AYUSH doctors to operate the machine and secondly, whether to
give them the training before allowing them to use the machine. Among a few

gynaecologists, whom we tried to contact, there is a difference of opinion. One group
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opines that there will be chaos if the AYUSH doctors are permitted to use the machine,
while the other group opines that, there is no harm in allowing them to use; unofficially, a

few of them are using it.

Table 4.5. Classification of centres by system of medicine studied by the owner

System of medicine studied by Training status of the owner

the owner Trained | Untrained Natywoperky Total
qualified/trained

Allopath 68 150 28 246

Non-Allopath - 113 - 113

Both Allopath & Non-Allopath |~ 1 - - 1

(A Group of 12 doctors own)

Trust Hospital - 1 - 1

Non-Medical - 8 - 8

Not Given - 3 - 3

Total 69 275 28 372

Purposes for sonography — Availability of data

One of the objectives of this study is to know the main purposes for which
sonographies are being carried out. This would be revealed by the survey. As far as the
availability of data is concerned, it is observed (Table 4.6) that in case of 21 centres, no
data were available, in 190 cases, data were available for both i.e. ANC and Non-ANC
purposes, in 100 cases only ANC data were available, while in 61 cases only non-ANC
data were available. The proportion of not getting any data was higher (6 percent) in case
of untrained owners compared to 3 percent for the trained owners. Similarly, the
proportion of the centres with non-ANC data available is much higher (16 percent) for
untrained owners compared to the trained owners (1-2 percent). This might be due to large
number of MSs/MDs among the ‘untrained’ owners, needing sonographies only for other
non-ANC purposes, while the sample of trained owners is overweighed by gynaecologists,
needing sonographies for ANC purposes.

Table 4.6. Classification of centres by purposes on which data are available

Availability of data on Training status of the owner - '
purposes of sonography Trained | Untrained qgﬁ;ﬂg‘ﬁ od = .
ANC 27 68 4 100 26.9
Non-ANC 1 45 15 61 16.4
Both ANC & Non-ANC 39 146 5 190 51.9
None 2 16 3 21 5.7
Total 69 275 28 372 100.0
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Another interesting information is provided in Table 4.7 which gives the data on
different kinds of problems for getting partial data. Out of a total of 100 cases, 53 cases
relate to sonography centres dealing with non-ANC cases only. Incidentally in this case, a
question arises as to why are these centres made to register under PNDT act? A serious

thought needs to be given.

Table 4.7. Classification of centres by reason for incomplete data

. Training Status of the owner

Reasons for incomplete data Trained | Untrained qmgzm . Total
No ANC cases and other data not available - 5 2 7
Non-obstetric data not available/ maintained 1 7 - 8
Both ANC and non ANC data not available - 2 = 2
Only pre surgery diagnosis/cardiac cases - 9 8 17
Only last three months data available 1 2 ~ 3
Don’t keep records/ copies - 4 1 5
Recently Started 3 6 1 10
Trimester-wise data not available 1 8 - 9
Only non-ANC cases are done 1 30 N 7 38
Under renovation - 1 - 1
Total ) 74 19 100

Annual Performance: Obstetric ultrasound sonography tests

The performance is reported for both last three months and last one year. Here we
analyse the annual performance for the year, July 2003 to June 2004. The performance can
be classified into obstetric sonographies and non-obstetric sonographies. It is observed that
63 centres owned by trained doctors have conducted about 20000 obstetric sonographies,
while the number of sonographies for centres with ‘untrained’ owner is 31000. The

average number of sonographies for the three categories of sonography centres is as

follows:
; ; ; Not properly
Obstetric sonography tests Trained Untrained apalifiedliiied
Average obstetric sonography tests 325.3 153.5 73.5

It is observed that the performance of centres with trained owner is more than
twice that of the centres with ‘untrained’ owner. The difference could be due to the
difference in the extent availability of the operator doctor, difference in the regional
composition etc... Before we look into the reasons, let us examine the situation regarding

non-obstetric cases. It is observed that the centres with trained owner have carried out
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about 19000'sonographies, while the centres with untrained owners have carried out about

45000 sonographies. The averages are as given below.

Annual performance: non-obstetric ultrasound sonography tests

) : . : Not properly
Non-obstetric sonography tests Trained | Untrained qualified/tnstned
Average non-obstetric sonography tests 534.5 248.8 290.4

Here again we find that the centres with untrained owners lag behind the centres
with trained owners and the lag is of the order similar to that found for obstetric
sonographies. One would like to know about the proportion of obstetric cases carried out
by a centre. The above figures tell about the overall performance. It would be interesting
to know about the proportion of obstetric cases at centres which conduct both types of
sonographies. It is observed that it is about 50 percent for the ‘trained’ category of centres,
and 46 percent for the ‘untrained’ category of centres. If we consider the overall
performance it is observed that the centres with ‘trained’ owners are carrying out 2-3
sonographies per day, while the centres with ‘untrained’ owners are conducting only one
(or slightly more) sonography per day. Is it not an indication of the machine lying idle,
particularly for the centres with untrained owners? One could identify the reasons for the
lower performance. However, it should be remembered that reporting biases also exist.
Before coming to this conclusion, one could have a look at the distribution of the centres
by performance. Table 4.8 gives the data on obstetric cases and Table 4.9 gives the data on
non-obstetric cases. It is observed that out of 62 centres owned by trained persons, about
60 percent have reported annual obstetric performance less than 100, while the same
proportion for the centres with untrained persons is 80 percent. Similarly, for non-obstetric
sonographies, 48 percent of the centres of ‘trained’ category report annual non-obstetric
performance less than 100, while the same for ‘untrained’ category of centres is 33
percent. Thus, it is clear that for obstetric sonographies the lag between the averages is
reflected also in the distribution, while for non-obstetric cases the lag appears not due to
the overall distribution but mainly due to 4 centres showing abnormal performance (more
than 2000). This implies that the performance in obstetric sonographies depends upon the
ownership of the centre, while performance in non-obstetric sonographies is not sensitive

to the ownership.
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Table 4.8 Classification of centres by number of obstetric sonography tests carried out
during July 2003-2004 by training status of the owner and trimester (T1, T2, T3).

Number of Centres

Isiilcr:b? (1)1f Trained Untrained ot grapery
e P G firame qualified/trained

T1 T2 T3 Tl | T2 T3 T1 T2 T3
0-24 23 12 16 131 76 88 7 3 5
25-49 19 9 9 32 50 44 3 5 2
50-74 6 12 9 12 20 19 - 2
75-99 3 5 4 i 14 12 - - -
100-199 8 12 13 9 27 27 - 1 -
200-399 2 8 8 3 11 9 - - -
400-599 - 2 2 - 2 3 - - -
600-799 1 1 5 - - - = = -
800-1000 1 1 - - - - - - =
1000+ - - 1 - - 1 - - -
N.G. - - - 3 3 - = - -
No. of centres 63 62 62 197 203 203 10 9 9
Average 73.1 | 142.7 | 123.0 | 294 | 63.3 | 61.5 19.9 347 25.1
Median 36.2 70.8 | 66.7 18.8 37.8 | 32.7 Not Calculated

Table 4.9 Classification of non-obstetric sonography tests carried out during July 2003-
2004 by training status of the owner

Number of Centres
Number of sonography
tests Trained Untrained Notproperly

qualified/trained

0-24 E 33 -
25-49 3 12 1
50-99 12 20 3
100-299 7 61 6
300-499 4 30 5
500-1000 5 21 3
1000-2000 2 5 -
2000+ 4 - -
No. of centres 41 182 18
Average 534.5 248.8 290.4
Median 121.4 142.6 Not Calculated

Coming back to the reasons for lower performance of centres with untrained

owner, we present here some information about the availability of doctors/operators at the

‘untrained’ category of centres.

Limited availability of the doctors at ‘untrained’ category of centres could be
directly examined by examining the frequency of visits of appointed doctors. However,

the question regarding this was not incorporated in the original questionnaire. During the
46



field work ii was thought that this is an important information and hence a question was
added. For centres with trained owner, this question was not asked, assuming that the
services are available on daily basis. Because of the reason given above the information is
not available for the entire sample. However, the sample for which the information is
available is adequate (164 out of 277) enough. Table 4.10 gives the relevant data. It is
observed that only about 29 percent of centres have a daily visit, while about 11 percent of
the centres have one/two visits in a month. If we call less than thrice a week as rare visit,
it is about 45 percent of the centres have a rare visit of the operator. Thus, lower
performance of the ‘untrained’ category of centres could be partly explained by the limited
availability of the facilities. Apart from the explanatory nature, one has to think about the

utility of such centres.

Table 4.10. Frequency of the operator’s visit for centres with untrained owner

Sr. No. | Frequency of the operator’s visit No. of centres Percentage
1 Daily ; 47 28.66

2 Five days in a week 1 0.61

3 Thrice in a week 9 5.49

4 Twice in a week 9 5.49

5 Once in a week 46 28.05

6 On call 33 20.12

7 Twice in a month 13 7.93

8 Once in a month 6 3.66
Total 164 100.00

Role of AYUSH doctors.

Earlier it was observed that the performance of the centres with untrained owner is
much lower in comparison to the centres with trained owner. Limited availability of
operator doctor and limited need of the hospitals are some of the reasons for lower
performance. In this context, it is worthwhile examining the performance of centres owned
by AYUSH doctors as against other allopathic doctors untrained in sonography. Table
4.11 gives the relevant information, for obstetric cases for the three trimesters. The median

performances of the two types of centres are given below.

Median Performance
Trimester Centres owned by AYUSH Centres owned by allopathic
doctors untrained doctors
First 16.1 19.6
Second 28.4 49.5
Third 233 44.0
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The figures clearly imply that among the centres run by untrained doctors, those
owned by AYUSH doctors have lower performance pointing towards the limited use of
centres owned by AYUSH doctors. Table 4.12 gives the distribution of non-obstetric
sonographies carried out in the centres owned by AYUSH and other non-allopathic
untrained doctors. There is significant difference between the median performances the
two categories of centres. Thus, if in future, the AYUSH doctors are permitted to operate
sonography machines, the performance of such centres is not going to contribute

significantly to the total sonography performance.

Another factor which could explain the differentials is the functional status of the
centre such as ‘attached to hospital’ or ‘independent centre’. Table 4.13 gives the
performance classified by training status of the owner and functional status of the centre.

Median performance of these centres classified by above-mentioned characteristics is

given below.

Functional and training status of the owner Median Performance
Centre owned by trained person, attached to hospital 156.5
Centre owned by trained person, separate centres 750.0
Centre owned by untrained person, attached to hospital 156.0
Centre owned by untrained person, separate centres 300.0

The above figures clearly indicate that a separate centre owned by a trained person
has the highest performance, as explained. At the same time it is also revealed that the
lower performance of ‘untrained category’ is partly due to the fact they have higher

proportion of centres attached to hospitals and these centres have a lower performance.

Trimester-wise sonography tests at the level of the centre.

In the last section, the data on the performance regarding obstetric and non-
obstetric sonographies were analysed on overall basis. For instance, among obstetric
sonographies, the number of them carried out during the three trimesters were examined
for the entire sample of centres with trained and untrained owners. It showed that,
compared to the second and third trimester, number of sonographies carried out during the
first trimester are smaller in proportion. According to the doctors, the sonography during
the second trimester enables them to identify for the first time, deformities if existing, in
the baby and hence is very essential. However, it should be remembered that it is this
sonography which also could detect the sex of the baby. The sonography during the third
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Table 4.11. Classification of obstetric sonography tests by size and type of untrained
doctors.

First Trimester
: Type of Doctor
iﬁ;‘zp%fy ?ebsstt:t“c Ayush/BAMS/BUMS/BHMS Other Untrained Total
= Number Percent Number Percent
0-24 69 77.53 65 58.04 134
2549 11 12.36 22 19.64 33
50-74 6 6.74 6 5.36 12
75-99 1 1.12 6 5.36 7
100-199 1 1.12 8 7.14 9
200-399 1 1.12 2 1.79 3
1000 + 0 0.00 3 2.68 3
Total 89 100.00 112 100.00 201
Median 16.1 - 19.6 - -
Second Trimester
. Type of Doctor
Is‘i‘;ff!’f;pfy OO | Ayus/BAMS/BUMS/BHMS Ofiacs Unitrzinied TFotsl
= Number Percent Number Percent
0-24 43 45.74 34 30.09 77
2549 29 30.85 23 20.35 52
50-74 6 6.38 14 12.39 20
75-99 4 426 10 8.85 14
100-199 10 10.64 18 15.93 28
200-399 2 2.13 9 7.96 11
400-599 0 0.00 2 1.77 2
1000 + 0 0.00 3 2.65 3
Total 94 100 113 100 207
Median 284 - 49.5 - -
Third Trimester
. . Type of Doctor
1:0‘;‘2;‘: ‘;lf ‘t’:sstt:mc Ayush/BAMS/BUMS/BHMS Other Untrained Total
graphy Number Percent Number Percent
0-24 52 53.61 37 33.04 89
2349 19 19.59 25 22.32 44
50-74 9 9.28 12 10.71 21
75-99 6 6.19 6 5.36 12
100-199 7 7.22 20 17.86 27
200-399 2 2.06 8 7.14 10
400-599 2 2.06 1 0.89 3
1000 + 0 0.00 3 2.68 3
Total 97 100.00 112 100.00 209
Median 23.3 - 44.0 - -
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Table 4.12. Classification of non-obstetric sonography tests done by untrained doctors by type

Number of Type of Doctor

non-obstetric Ayush/ BAMS/BUMS/BHMS Others Total
sonography tests Number Percent Number Percent

0-24 19 29.23 13 11.30 32
25-49 7 10.77 5 4.35 12
50-74 5 7.69 7 6.09 12
75-99 1 1.54 7 6.09 8
100-199 18 27.69 26 22.61 44
200-399 7 10.77 33 28.70 40
400-599 6 9.23 8 6.96 14
600-799 1 1.54 8 6.96 9
800-999 1 1.54 3 2.61 4
1000 + 0 0.00 5 4.35 5
Total 65 100.00 115 100.00 180
Median 102.5 162.2

Table 4.13 Classification of sonography tests by functional status and training status of the
owner

Functional status of the centre

Number of sonography tests Attached to Separate . Total
Hospital Unit/Centre Not Gisen
Trained fy
0-24 3 - - 3
25-49 2 - - 2
50-99 7 1 1 9
100 —299 23 4 - 27
300 — 499 6 1 1 8
500 — 1000 5 5 - 10
1000 — 2000 3 2 - 5
2000 + 1 4 - 5
Total 50 17 2 69
Untrained
0-24 32 8 2 42
25-49 22 5 - 27
50-99 35 6 - 41
100 — 299 72 8 - 80
300 — 499 30 7 - 37
500 - 1000 19 15 - 34
1000 — 2000 9 5 - 14
Total 219 54 2 275
Not qualified and not properly
trained
0-24 ; J - ;
25 - 49 : - ) 3
50— 99 . - ) <
100 —- 299 - ] ) 5
300 - 499 H ) ) 3
500 — 1000
Total 28 ) ) 28
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trimester is to assess the growth of the baby. If one wishes to examine whether the
sonographies are done timely, it could be better to examine the trimester-wise proportions
at the level of centre rather than on overall basis. Table 4.14 gives these the data for both
trained and untrained owners. The medians for the percentage shares of the three

trimesters are as follows:

Training status of the Trimester

owner I 11 111
Owner Trained 20.1 42.1 35.0
Owner Untrained 16.0 41.2 39.4

There is no significant difference between the distributions of sonographies carried
by trained and untrained categories of centres. However, it should be remembered that the
medians are based on independently tabulated distribution of centres. The sonographies of
a centre during first/second/third are not analysed as a package. It may be interesting to
observe the patterns examined at the level of individual centres. Since a three way
tabulation is a complicated exercise and since the performance during 2™ and 3™ trimester
are close to each other, we have presented the cross-classification of sonographies carried
out during 1% and 2™ trimester in table 4.15. If sonographies are done observing the proper
time-schedule, one would observe the diagonal cells in table 4.15 filled. However, in
absence of the proper time-schedule, one would observe figures not necessarily only in the
diagonal cells. The panel for trained owners shows mainly the diagonal cells filled with a
few exceptions. However, the panel for untrained owners shows the left triangle, and not
necessarily the diagonal, filled. These observations indicate that some of the untrained
owners have not followed the time-schedule properly. For instance, there are 13 centres
which have conducted less than 20 percent sonographies in the second trimester. As
mentioned previously, sonography in the second trimester is an important component in
antenatal case. This irregularity can also be assessed by looking at the trend of proportion
of sonographies carried out in the second semester against the rising proportion of
sonographies in the first trimester. If we locate the intervals with a median, they could
serve as the trend values. The last column of the table gives the medians in terms of
intervals. Ideally, if proper time-schedule is observed, the medians should go down
against rising proportions of sonographies in the first trimester. First panel of the table for
trained owners shows that the trend is smooth. However, the trend for the centres with

untrained owners does not show a smooth trend. For instance, the median does not go
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Table 4.14. Percent sonography testes done by training status of the owner and trimester

Training status of the owner

Trained Untrained Not qualified gnd Total
not properly trained
Percent sonographies done in first trimester
0-10 14 (24.1) 58 (33.0) 3 (50.0) 75 (31.3)
11-20 15 (25.9) 50 (28.4) - 65 (27.1)
21-30 18 (31.0) 31 (17.6) - - 49 (20.4)
31-40 6 (10.3) 21 (11.9) 1 (16.7) 28 (11.7)
41-50 3 (5.2) 7 (4.0) 1 (16.7) 11 (4.6)
51-60 - - 3 (1.7) - - 3 (1.3)
61-70 1 1.7) 3 1.7) - - 4 (1.7)
71 -280 1 (1.7) 1 (0.6) - 2 0.8)
81-90 - - - - 1 (16.7) 1 (0.4)
91-100 - - 2 (1.1) - - 2 (0.8)
Total 58 (100.0) 176 (100.0) 6 (100.0) 240  (100.0)
Percent sonographies done in Second trimester
0-10 1 (1.7) 7 3.9 1 (12.5) 9 3.7
11-20 2 3.4 7 3.9 - - 9 3.7
21-30 7 (12.1) 19 (10.7) 2 (25.0) 28 {11.5)
31-40 15 (25.9) 49 (27.5) 2 (25.0) 66 (27.0)
41-50 19 (32.8) 60 (33.7) - - 79 (32.4)
51-60 6 (10.3) 22 (12.4) 2 (25.0) 30 (12.3)
6170 - 6.9) 11 (6.2) 1 (12.5) 16 (6.6)
71 -280 2 (3.4 3 1.7 - - 5 (2.0)
81 -90 1 (17 - - - - 1 (0.4)
91-100 1 (1.7) - - - - 1 0.4
Total 58 (100.0) 178 (100.0) 8 (100.0) 244 (100.0)
Percent sonographies done in Third trimester
0-10 2 (3.6) 9 (5.0 1 (12.5) 12 4.9)
11-20 6 (10.9) 15 (8.3) 1 (12.5) 22 9.1)
21-30 11 (20.0) 22 (12.2) 3 (37.5) 36 (14.8
31-40 17 (30.9) 47 (26.1) - - 64 (26.3)
41 -50 11 (20.0) 49 (27.2) 1 (12.5) 61 (25.1)
51-60 5 9.1) 20 (11.1) 2 (25.0) 27 (11.1)
61-70 2 (3.6) 12 6.7) - - 14 (5.8)
71-80 - - 3 1.7 - - 3 (1.2)
81 -90 - - 1 (0.6) - - 1 0.4
91-100 1 (1.8) 2 (1.1) - - 3 (1.2)
Total 55 (100.0) 180 (100.0) 8 (100.0) 243  (100.0)
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(table 4.15 is given as a separate document)
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Table 4.15 Percent sonographies done in first trimester cross-classified by percent sonographies done in second trimester

NC : Not Calculated

. Percent Sonographies done in Second Trimester Median
Eralnibgintatis ol OwHer 0-10 | 1120 | 21-30 | 31-40 | 4150 | 51-60 | 61-70 | 71-80 | 8190 | 91-100 | T°@ | Interval
Trained Owner
Percent Sonographies done in First
Trimester 0-10 1 - - - 3 2 4 2 1 1 14 |60
11-20 - 1 3 2 d 2 - - - 15 | 40-50
21-30 - - - 10 5 2 - - - - 17 | 30-40
31-40 - - 3 2 - - - - - 5 30-40
41-50 - - 2 - - - - - - - 2 20-30
61-70 - 1 - - - - - - - - 1 NC
71-80 - - 1 - - - - - - - 1
Total 1 2 6 15 17 6 4 2 1 1 55 | NC

Untrained Owner

Percent Sonographies done in First

Trimester 0-10 3 1 5 10 17 12 4 1 - - 53 | 40-50
11-20 - 2 4 8 22 5 4 1 - - 46 | 40-50
21-30 - 1 - 13 10 2 3 1 - - 30 | 40-50
31-40 1 1 3 9 5 1 - - - - 20 | 30-40
41-50 - - 1 3 3 - - - - - 7 30-40
51-60 1 1 1 - - - - - - - 3 10-20
61-70 - - 1 1 - - - - - - 2 20-30
71-80 - - 1 - - - - - - - 1 NC

91-100 2 - - - - - - - - - 2 0-10

Total 7 6 16 44 57 20 11 3 - - 164

Not properly qualified/trained

Percent Sonographies done in First

Trimester 0-10 - - - 2 - - 1 - - - 3 NC
31-40 - - - - - 1 - - - - 1 NC
41-50 - - 1 - - - - - - - 1 NC
81-90 1 - - - - - - - - - 1 NC
Total | - 1| 2 - 1 1 - - - 6 NC




down for the first three intervals (0-10, 10-20, 20-30), indicating the lack of observance of
proper tirﬁe— schedule. One should bear in mind that whenever own clients are there, one
could expect observance of time-schedule, but in case of referrals, the observance would
depend upon the doctors referring the patient and not on the centre. However, in our
sample, majority of the centres (80 percent) are attached to hospitals and hence we can
very well expect that the distribution of obstetric sonographies should have somewhat
fixed pattern. Contrarily, we find that there is some kind of deviation from regularity as
far as the untrained owners are considered. ~What could be the reasons for this
phenomenon? One reason could be in the lack of expertise on the part of the owner
reflected in lack of timeless in the schedule of antenatal sonographies for the patients.
Another reason could be traced in the emphasis of the ‘untrained’ owners mainly on non-
obstetric cases. Whatever be the reasons, it is to be noted that the utilisation of the
sonography facility by the untrained owners lacks both in quantity and quality as far as the

obstetric cases are concerned.

Referrals by Allopathic and Non-allopathic (ISM & H) Doctors
| In order to know the extent of referrals by allopathic and non-allopathic doctors, a
question was included in the questionnaire asking for whether the patients are referred or
are own clients and if they are referred, their classification by type of doctor referring the
patients. It is observed that during the last year 76513 sonographies were of own clients
while 63984 were referred cases. Fifty centres have reported the data on referrals while
285 centres have reported the data on own clients. It is observed that the overall
percentage of referrals by allopathic doctors is 77.85. For ‘trained’ category of centre, the
percentage is 84.50 while for ‘untrained’ category it is 70.14. The figures indicate that the
referrals by allopathic doctors are relatively lesser for the ‘untrained’ category centres.
However, as observed in Table 4.16 there are 15 out of 38 centres (untrained category),
where the percentage of allopathic doctors are about 70 percent. Since majority of
‘untrained’ category of centres are from non-corporation non-city areas and since the non
allopathic doctors mainly practice there, we find a higher amount of referrals from ISM &

H doctors for “untrained’ category of centres.

As far as ‘own clients’ are concerned, once again it is found that the numbers are

smaller for the untrained category of centres (Table 4.17). The reason mainly lies in the



small size of hospitals in non-corporation areas, where the ‘untrained’ category of centres

are mainly found.

Table 4.16. Percent referred by allopathic doctors

Percent referred by Training status of the owner

allopathic doctors Trained Untrained Total
0-10 - 2 2
21-30 - 2 2
31-40 - 6 6
41-50 4 7 11
51-60 1 4 5
61-70 - 2 2
71-80 - 7 7
81-90 2 5 7
91-100 5 3 8
Total 12 38 50

Table 4.17. Number of own clients by training status of owner
Training status of the owner
Number of own clients Trained Untrained th proper:ly Total
qualified/trained
0-100 11 86 8 105

101-200 11 53 4 68
201-300 12 23 2 37
301-400 < 23 4 31
401-500 5 9 2 16
501-600 2 7 - 9
601-700 1 6 1 8
701-800 3 5 2 10
801-900 - 1 - 1
Total 49 213 23 285

Some observations about the maintenance of records, sending reports, supervisory
visits etc.

Along with the questionnaire administered to the centres, we also had prepared one
check-list in order to assess the observance of provisions of PNDT act in administrative

matters. The following extract gives some observations to start with.

The violation of the Act seems to be maximum in case of maintaining the records.

It is to be noted that majority of the doctors had not kept the copies of the form ‘F’ which
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reveals the performance and form ‘G’ which is a consent form. In fact according to section
29 of the act, ‘All records, charts, forms, reports, consent under this Act and they shall be

preserved for a period of two years or for such period as may be prescribed?

Sometimes our field team had to scan through the original papers and in some
cases information was not at all available. In some cases data on obstetric cases only were

maintained. In short, the system of data maintenance needs some improvement.

Observance of provisions of PNDT act by the centres No Yes
Sonography centre functions in the same registered place 11 361
Change of place intimated to authorities 2 9

Operator is same as reported at the time registration 43 329
Change of operator intimated to authorities 15 28

Centres maintains form ‘F’ . 62 303
Centres maintains form ‘G’ - 62 303
Centres sends monthly report regularly 43 318

Supervisory visit by the Appropriate Authorities

Lastly, the information on supervisory visit of the appropriate authorities needs an
examination in order to evaluate the role of the authorities. Table 4.18 gives the data. It is
surprising to observe that in 66 cases, i.e. in about 18 percent of the cases, the visit was
rare, in 36 i.e. about 10 percent cases, no visit was paid, in 50 cases (i.e. about 13 percent),
the visit was paid once in six months and in six cases, it was once a year. In short in case
of 45 percent of the centres only, supervisory visits were somewhat regular. The regularity
of frequency of visits does not change according to the status of ownership. However, as
per the observations of our field team, the supervision in the corporation areas was better
than that in the non-corporation areas. It was told that conveyance charges for supervisory
visits are not reimbursed. But, this could be a stray observation. Whatever the reasons, the
fact remains that, supervision is not regular and strict and hence the authorities need to

give a serious thought to the same.
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Table 4.18 Frequency of Supervisory Visit by Appropriate Authority

Frequency of supervisory visit Training Status of the Owner

by Appropriate Authority Trained | Untrained | Notqualified and Total
not Properly Trained

Never visited - 2 - 2

Rare visit 16 46 4 66

Not a single visit since one 3 27 6 36

year/date of registration

Once in a year 1 4 1 6
Once in a six months 6 37 7 50
Once in three/four months 8 33 1 42
Once in two months 16 66 7 ' 89
Once in a month 12 24 1 37
Frequent visit 2 3 1 6
Not Applicable - 1 - 1
Not Given 5 33 - 38

Findings on the opinions of the AYUSH doctors desirous of having the sonography
machine

As mentioned in the introductory chapter, it was proposed to contact 50-100
doctors, unqualified at the moment, but desirous of having the sonography machine.
Again as mentioned earlier in this chapter, it was impossible to get a proper sampling
frame for this category of respondents. Further, although the study was proposed for both
non-allopathic and allopathic doctors, we thought that for allopathic doctors, the training
facilities are available and hence they have no difficulty in translating their desires into
action. The real problem is with the non-allopaths. Therefore, we tried to use the
sampling frame for non-allopaths, which was available with Pune branch of NIMA. In all
100 doctors were contacted, either through a letter, actual visit or a telephonic call. Out
of these, in 32 cases, there was no response, 53 doctors showed interest, while 15 of them
were not interested in having the machine, thus, leading to an extent of 72 percent

willingness to use the sonography machine. A few details about these doctors are given

below in Table 4.19.

It appears from the table that although the proportion of desirous doctors is good
enough, the other aspects are not that encouraging. For instance, only one-third of the
respondents intend to operate the machine by themselves. Further, their use also is

limited. Nearly half of the respondents have referred only 17-18 cases per month. It is
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generally observed that doctors of hospitals with larger bed-strength seem to refer cases in
large numbers. Although, these findings are based on a small sample, they do indicate that

hospitals with adequate bed strength only could utilise the machine properly.

Table 4.19. AYUSH doctors desirous of having the sonography machine

AYUSH doctors desirous of having the
; Number Percent
sonography machine
Willing to have sonography machine
Yes 38 71.7
No 15 28.3
Type of attachment
Hospital 44 83.0
Dispensary 7 132
N.G. 2 3.8
Mode of operation
Self 17 32.1
Operator 21 39.6
Both 15 28.3
Cases referred during last three months
0-49 24 453
50-99 8 15.1
100-149 6 11.3
150-199 3 5.7
200+ 1 1.9
N.G. 11 20.8
Purpose of use
Obstetric 10 18.9
Non-obstetric 5 9.4
Both 36 67.9
Not Given 2 3.8
Total 53 100.0
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Chapter V

Summary and Recommendations

The Ministry of Health and Family Welfare (MOHFW) has assigned us the present
study and we got a good opportunity to examine the situation, although in a small way,
regarding a currently most important issue of tremendous expansion of sonography centres
and its consequences. There is an additional dimension to this study. The organisations of
doctors of non-allopathic medicine were constantly demanding permission, from
MOHFW, to use the sonography facilities. At present they are not allowed to use the
machine under the PNDT Act. They have to appoint a sonologist for their clinics. The
organisations of non-allpathic doctors have been negotiating with MOHFW on the
grounds of a Government Resolution which allows them to use modern testing procedures.
They also argue that since in interior areas, more than the allopathic doctors, these doctors
are practicing in large numbers and hence if the rural populace is to benefit from modern
medical procedures, the non-allopathic doctors should be permitted to use the sonography .

machine, may be after undergoing training in sonography.

As a consequence of these persistent demands, the MOHFW decided to obtain the
information about the current use of sonography machines by untrained doctors, mainly
consisting of non-allopaths and the main purpose for which sonography is being carried
out. Subsequently, a meeting of the representatives of the Population Research Centre was
held at the MOHFW and the present study was assigned to PRCs of selected states, where
the number of sonography machines was adequate. This chapter presents the summary and

the recommendations of the study.

Distribution of ultrasound sonography centres in Maharashtra

As on September 30, 2004, Maharashtra had 4345 ultrasound sonography clinics/centres
in the entire state. These centres are unevenly distributed in the 35 districts of the state.
Maharashtra has eight health circles. More than three fourth of the centres (78 percent) are
registered in just four health circles (Mumbai, Pune, Nashik and Kolhapur circles) or in 16

districts located in the contiguous region of western Maharashtra. It means that 78 percent

of the sonography centres are located in just 46 percent of the districts of the state, a




evenly diStributed (5 to 6 percent) in rest of the four health circles (Nagpur, Akola,
Aurangabad and Latur circles) located in central and eastern parts of Maharashtra.

The concentration of sonography centres in the bigger cities of Maharashtra is very high.
In the state as a whole, half of the sonography centres are located within the Municipal
Corporation limits. Further, just six districts of the state have half (49.8 percent) of the
sonography centres and all these districts come from western Maharashtra. It is a clear
indication of a combination of higher aspirations of sonologists and higher capacity to pay
on the part of the people. The population share of these six districts in the state is 38
percent. In 14 districts of the state the number of centres is more than 100 and 82 percent
of the centres in the state is located in these 14 districts itself. The population share of
these 14 districts is 64 percent in the state. In all these districts the percent of sonography

centres is higher than the percentage share of population in the state.

All the districts in the central and eastern region of the state have less percentage of
sonography centres than their population share. The districts with more than 100
sonography centres are distinctly having lower child sex ratio than the districts with less
than 100 sonography centres. The mean sex ratio for the districts with more than 100
sonography centres is 901 and for the districts with less than 100 sonography centres it is
937. This is a rough indication of higher availability of sonography centres and the decline
in child sex ratio. Gadchiroli district with the smallest number of sonography centres (five)
has the highest child sex ratio (974) in the state. Further, four districts, Gadchiroli,
Gondiya, Nandurbar and Bhandara, with less number of sonography centres (less than 20)

are having better child sex ratio (958 and above).

Type of sonography centres

Sonography centres are registered under different categories in the state. However,
most of these centres (63 percent) are registered as Ultrasound Clinic. Eighteen percent of
centres are registered as Genetic Clinic. Ultrasound Clinic and Genetic Clinic together
account for 81 percent of the centres in the state. Only very small percentage of the centres
is registered as Genetic Laboratory/Genetic Counselling Centre (1.8 percent). Thirteen
percent of the centres are registered as Private Hospital. For nearly five percent of the
centres the information was not provided by the District Appropriate Authorities. It

appears that the Appropriate Authorities did not pay much attention at the time of
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registration to classify the centres in the proper way. Hence these classifications are not
revealing the exact nature of the centres. With our field-work experience for the study, we
feel that Ultrasound Clinic and Genetic Clinic are basically same and are popularly known

as Ultrasound Sonography Centres or USGs.

Qualifications of the doctors/persons registered the ultrasound sonography centres
As per the PNDT Act any untrained persons in sonography can register an
ultrasound clinic provided that the person who operates the machine must have the
necessary training in conducting the test. One third of the doctors/persons registered the
centres are Gynaecologists. Radiologists/Ultrasonologists have registered 21 percent of the
centres. Four percent of the centres are registered by MBBS doctors with training or
experience in conducting sonography. These four categories together (Gynaecologists;
Radiologissts / Ultrasonologists; MBBS doctor with training or experience) account for
the 58 percent of the centres and can be considered as trained doctors/persons in

ultrasound sonography.

Doctors specialised in various dther fields (Gastroenterologist, Cardiologist, ENT
specialist, Orthopaedics, M.D. Medicine etc. and Non-Medical Personnel) registered
nearly 11 percent of the centres. Six percent of the centres are registered by the
persons/doctors qualified in Indian system of medicine (AYUSH). Ten percent of the
sonography centres are registered in Trust/Government Hospitals. The District
Appropriate Authorities did not provide the qualification of the registered persons for 13

percent of the centres.

Qualifications of the operators of the ultrasound sonography machines

As per the PNDT Act the person who operates the sonography machine must have
the necessary qualification/training/experience to conduct the sonography tests. In the state
as whole, 63 pércent of the centres are ‘self operated’ i.e., owner himself operates the
machine. The remaining 37 percent of the centres are owned by the persons who have
employed the qualified persons to operate the machine. It means that the majority of the
sonography centres in the state are registered/owned by the doctors/persons trained in

conducting ultrasound sonography.
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Among the centres owned by the trained doctors forty-four percent of the doctors
are gynaecologists and one-third of them are radiologists/ultrasonologists. Gynaecologists
and radiologists/ultrasonologists together dominate (76 percent) the ownership of trained
“self operated” centres. Five percent of the trained owners are MBBS doctors with some
training/experience in conducting sonography. Nearly 10 percent of the machines are
owned by “other” doctors (other than gynaecologist and radiologists). The qualifications
of the doctors in the centres owned by the trained doctors reveal that 81 percent of the
sonography machines are operated by gynaecologists, radiologists/ultrasonologists and

MBBS doctors with some training/experience in conducting sonography

The qualifications of the doctors using the sonography machines in the centres
owned by the untrained doctors/persons (employing other doctors) reveal that, in three-
fourth of these centres radiologists/ultrasonologists operate the machines. Another sixteen
percent of the centres have employed the Gynaecologist for operating the machine.
Radiologists and Gynaecologists together operate the machine in 90 percent of the centres
owned by the untrained doctors/persons. Four percent of the operators are “other” doctors
and two percent are MBBS doctors with qualification/experience in operating sonography
machines. For the remaining four percent of the centres we did not get the qualification of

the doctors.

Qualifications of the persons using the sonography machines in the centres owned
by trained and untrained persons reveals the following: (i) in the centres owned by the
trained persons gynaecologist own large number of centres (44 percent) compared to the
doctors with other qualifications; and (i1) in the centres owned by the untrained persons
the radiologists/ultrasonologist are mainly (75 percent) employed to operate the sonography

machine.

District-wise sonography centres owned by trained and untrained doctors/persons
Analysis of district-wise qualifications of the owners of the sonography centres reveals
the following: (1) the sonography centres owned by the untrained persons are much higher in
western Maharashtra compared to the other parts of the state; (2) the centres owned by the
persons specialised in Indian System of Medicine (AYUSH) is also higher in western
Maharashtra compared to the other regions of the state; (3) almost all the centres owned by the

AYUSH doctors are located exclusively in western Maharashtra; (4) in the areas falling under
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the muni_cipal”corporation limits, majority of the sonography centres are mainly owned by the
trained doctors; (5) AYUSH doctors mainly own their sonography centres outside of the
municipal corporation areas i.e., AYUSH doctors exclusively operate in the smaller towns and
interior areas of the districts; (6) sonography centres located in central and eastern parts of
Maharashtra are mainly owned by the trained doctors and even among the centres owned by
the untrained persons, allopath doctors own most of the centres compared to the AYUSH
doctors; and (7) very few AYUSH doctors own a sonography centres in central and eastern
parts of Maharashtra.

Multiple attachments of sonologists

Some sonologists are attached to more than one ultrasound centres. Either they
carry their own mobile ultrasound machine or they use the fixed machine owned by the
owner of the centre. This system effectively increases the number and spread of the
registered centres in an area/region. It is observed that 46 doctors, in the state as a whole,
are attached to 303 centres with an average of 6.6 attachments per doctor. The average
varies between the districts/corporations. It is also observed that such multiple attachments

are more common in the corporation areas.

The sex ratio of child population in Maharashtra

In Maharashtra, the child sex ratio has declined by 29 points from 946 in 1991 to
917 in 2001. It is not only much lower than the universal sex ratio at birth (943-952), it is
also much lower than those for the all four south Indian states (Kerala 963, Andhra
Pradesh 964, Karnataka 949 and Tamil Nadu 939) and Madhya Pradesh (931). Child sex
ratio in the districts of Maharashtra varies between 974 in Gadchiroli and 850 in Sangli.
The districts with higher sex ratio mainly come from central and eastern regions of
Maharashtra and most of the low sex ratio districts come from Western regions of the
state. Mainly the prosperous districts/areas of Maharashtra have worst sex ratios e.g.,
Sangli (850), - Kolhapur (859), Jalgaon (867), Aurangabad (884), Satara (884),
Ahmadnagar (890), Solapur (897), Beed (898), Mumbai (898), Pune (906) and Dhule
(907). The sex ratio of children in the entire Pune region is very much unfavourable to
females (below 900). On the contrary, the backward/tribal districts like Gadchiroli (974),
Nandurbar (966), Gondiya (964) and Bhandara (958) have higher sex ratios in the state.
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The child sex ratio in urban areas of Maharashtra (908) is 15 points lower than in
rural areas (923). In 15 districts of the state the urban sex ratio is 25 points lower than the
rural sex ratio. Rural sex ratio is above 943 in 15 districts (46 percent) whereas only in two
districts (6 percent) the urban sex ratio is above 943. It means that the imbalance of female
children in urban areas is prevailing throughout the state. The child sex ratio in rural areas
is below 900 in one-fourth of the districts whereas in 40 percent of the districts the urban
sex ratio is below 900. The child sex ratio for the 15 Municipal Corporations of the state is
910, which is lower than the child sex ratio for the entire state (917) and much lower than

the child sex ratio for rural areas of the state (923).

Decline in child sex ratio between 1991 and 2001

Decline in child sex ratio from 1991 to 2001 shows that every single district had
experienced a decline except one (Akola) where it increased by 7 points. The extent of
decline is more than 40 points in 8 districts and in all these districts sex ratio is below 900.
The developed districts of the state had experienced higher magnitude of decline

compared to the less developed districts.

Sex ratio of child population in the tehsils of Maharashtra

Out of 353 tehsils in the state only in 37 percent of the tehsils, the child sex ratio is
in the normal range of 943 and above. In the remaining tehsils it is below 943 and in one-
fourth of the tehsils it is below 900. The sex ratios of the rural and urban areas of the
tehsils reveal a shocking picture for urban areas. In 41 percent of the tehsils the rural sex
ratio is 943 and above whereas only in 17 percent of the thesils the urban sex ratio is
above this level. In half of the tehsils the urban sex ratio is below 900. The sex ratio of
child population in the urban areas of the tehsils reveals that not only the sex ratio is lower

in urban areas of the state it is lower even in smaller towns in most parts of the state.

The association between the number of sonography centres and the child sex ratio at
the district, corporation and tehsil levels.

It is generally believed that the recent sharp decline in child sex ratio is a result of
the rapid spread in the availability and use of the ultrasound sonography for sex
determination. This association is tested with the data we have collected for the study on
number of sonography centres at the district level. The correlation coefficients between the

number of sonography centres in the district and child sex ratios in the district (total, rural
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and urban)‘ are negative and significant at one percent level - a very clear negative
association between the availability of sonography centres and child sex ratios in
Maharashtra. The sex ratio of the child population in Maharashtra has declined by 29
points from 946 in 1991 to 917 in 2001. During this decade the sonography centres have
mushroomed in many parts of the country including Maharashtra. The correlation between
the number of sonography centres and decline in child sex ratio is positive and statistically
significant at one percent level i.e., higher the number of sonography centres in the
districts higher the decline in child sex ratio in the districts.

The alternate variable, the number of sonography centres per 1000 population (as
per the population in 2001) in a district helps us to capture number of centres in proportion
to its population size. The correlation between number of centres per 1000 population in
the districts and child sex ratio is negative and significant at one percent level for total,
rural and urban areas. Similarly, the same variable has a significant positive correlation
with decline in child sex ratio from 1991-2001. The number of centres per 1000
population is also negatively associated with the child sex ratios in the fnunicipal
corporations at one percent level of significance. Tehsil level data also broadly indicate
that the higher availability of sonography centres at the tehsil level has a negative impact
on the child sex ratio of the tehsils. The tehsils with very high sex ratios in the state are
having a less number of sonography centres whereas the tehsils with the lowest sex ratios

in the state are having higher number of sono graphy centres.

We have done the bivariate regression analysis by taking the child sex ratio
variables (child sex ratio and decline in child sex ratio between 1991 and 2001) as the
dependent variables and availability of sonography centres (number of sonography centres

and number of sonography centres per 1000 population) as the independent variables.

Number of sonography centres and child sex ratio

The regression analysis shows that the effect of number of sonography centres on
child sex ratio is negative and statistically significant at one percent level. This single
independent variable alone explains 43 percent of variance in child sex ratio. Similarly, the
number of sonography centres per 1000 population exerts a significant negative influence
on the child sex ratio at the district level. The explanatory power of this variable on child

sex ratio is greater than the earlier variable. Centres per 1000 population explains nearly

65



half (R*: 48 percent) of the variance in child sex ratio. The relationship between the
number of centres per 1000 population in MCs and child sex ratio in MCs is significantly
negative. The regression analysis shows that the two variables representing the availability
of the sonography centres significantly reduce the child sex ratio at the district level in
Maharashtra.

Number of sonography centres and decline in child sex ratio between 1991 and 2001

The relationship between the number of sonography centres and the decline in sex
ratio is positive at one percent level of significance i.e., the increase in sonography centres
has significantly increased the extent of decline in child sex ratio in Maharashtra. Thirty-
seven percent of variance in the decline in child sex ratio is explained by the number of
sonography centres. The regression result for the effect of number of centres per 1000
population on the decline in sex ratio is also positive and significant at one percent level.
This regression explains the 35 percent variance in decline in sex ratio in the state. The
correlation and regression analyses at the different levels of aggregation (districts,
corporations and tehsils) confirm the negative relationship between the availability of
sonography centres and child sex ratio in Maharashtra. The analyses also indicate that the
further increase and spread in the availability- of sonography centres in the
districts/corporations will contribute for the further decline in sex ratio. The sex ratios in
Maharashtra and MCs are already very low at the level of 917 and 910 female children per
1000 male children respectively.

Findings of the survey of ultrasound sonography centres

The survey was carried out in 372 sonography centres during August — November
2004. The questionnaire supplied by the MOHFW was canvassed for the survey and it
contained questions on type of machine, registration number, qualification of the operator,
number of referrals by both allopathic and non-allopathic doctors, the purpose
(obstetric/non-obstetric) of sonography, the classification of obstetric sonographies by
trimesters, etc. With a purpose of assessment of observance of PNDT act, we had
prepared a check-list about maintenance of records, sending timely reports, supervisory
visits, etc. In all, the survey was conducted in 69 sonography centres owned by the trained
doctors/persons, 275 centres owned by untrained persons and another 28 centres owned by

‘not properly trained/qualified persons’.
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: Al;:hough, ‘the prescribed objectives of the survey and the questionnaire did not
contain anything related fo sex—detemiination, we have analysed the available data to look
for the relationship of sonography centres and the significant declines in child sex-ratios in
selected districts of Maharashtra. During the survey, one could not ask openly about the
~ sex-determination tests, since there is a ban on the same. However, we used to address a
simple question, ‘Do couples come to you asking for the sex-determination?’ and the reply
always would be, “Yes, they come, but I do not do the test. There are many, who do the
tests”. This indirectly hints at the possibility of sex-determination tests being carried out in
non-negligible proportion.

The information regarding type of machine, cost of machine, performance, referral
etc. enabled us to have an assessment about the functioning of the sonography centres.
Type of machine and cost of machine tell us about the investment incurred by the owners.
It is observed that 80 percent of the owners have a fixed machine. Only 12 percent are
using the mobile machine. Although, a small proportion, its variation between ‘trained’
and ‘untrained’ category of centres provides an interesting observation. For ‘trained’
centres, it is just 7 percent, which increases to 25 percent for ‘untrained’ centres,
indicating the untrained owners’ tendency to make use of the ‘mobile’ facility in absence
of capacity to invest. In this context, it is further more interesting to observe the trend in

‘untrained ownership’.

The data on ‘year of installation’ show that the untrained ownersh1p has increased
remarkably after 2002 It means that these people must be operating even before
registration and new people must have taken the benefit of the ‘mobile’ facility and
registration with the help of an appointed person. For untrained owners, many of them
being AYUSH doctors with limited earnings, the cost of machine could be unaffordable
and hence the ‘mobile’ facility becomes helpful. At the same time, those ‘untrained’
owners, who have bought the machines at the rate of 5-6 lakhs must have done so, looking
to the treatment benefits and monetary benefits emerging from this investment. It should
be noted down that 40 percent of the sample of ‘untrained owners’ came from AYUSH
systems of medicine. The returns to this investment would be substantial if the utilisation
of the machine is adequate enough. In this context it is necessary to examine the data on

. performance of these centres.
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Performance of the Centre is collected in terms of both obstetric (three trimesters)
and non-obstetric cases. It is observed that 63 ‘trained’ centres have carried out on an
average 620 sonographies in an year, while the performance of untrained centres is 380 in
an year. Assuming 300 working days in an year, the average turns out to be around 2 for
‘trained’ centre and around ‘one’ for untrained centres. Is it not an indication of ‘under
utilised capacity’? Yes, if the figures are to be believed. In fact the experience of our field
team does not suggest such low averages. For ‘untrained’ centres, there are reasons to
believe in the reported figures for example limited availability of operators, majority of the
centres being attached to hospitals and hospitals having limited needs and dominance of
AYUSH doctors with still lower needs of sonography facility. However, what about the
‘trained’ centres? Attachment to a hospital has affected this category of centres also. Our
actual field experience and our expectation lead us to conclude that the performance is
underreported. Then the question arises, ‘what could be the reason for underreporting?
Does it smell of ‘sex-determination cases’? It seems plausible, because by not reporting,
chance of getting caught is nil and with exorbitant fees forthe same, the centre runs in
spite of inadequate performance. One remark by a busy sonologist is worth noting down.
While discussing about sex-determination he said, “Sometimes, when a women with 3-4
daughters comes to me asking for sex-determination, I.am tempted to satisfy her demand.
However, I know that, if I do it, I shall not be able to have a sound sleep and as far as
money is concerned, why should I do it for money? For a simple case of ‘Thrombosis’, I
get Rs. 1000. Why should I bother? But I know, there are many doctors, who are doing
sex-determination”. The money mindedness has overpowered the moral values. Less said

the better.

Improvement in obstetric care is one of the significant advantages of sonography.
A number of gynaecologists reported that sonography has brought revolution in the
treatment of the pregnant women. They themselves wonder as to ‘how they could treat
pregnancy-related problems when sonography did not exist’. If the doctors do this
religiously, one is willing to accept the possible impact of the sonography facility. How to
test this? One way is to examine observance of some broad norms regarding the
sonographies in the three trimesters. It is understood that there is no norm regarding the
number of sonographies needed during pregnancy. It depends upon the need of the case.
Howéver, we came to know that sonography in the second trimester is essential, since it,

for the first time, reveals deformities, if any, with the foetus. Similarly, sonography during
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the third trir;lester reveals the growth of the baby and retardation, if any. Generally, the
first trimester sonographies are relatively less in proportion. Assuming that there should be
some time-schedule in carrying out obstetric sonographies, we tried to examine the
schedule followed by the centres and we observed that the sonographies carried out by the
‘untrained’ category of centres do not follow the time-schedule. Thus, the centre with
‘untrained’ owner fails both in quantity and quality.

In order to assess the need of the centres of different type, a question was
addressed about the referrals by allopathic/ non-allopathic doctors. As expected, more than
three-fourths of the referrals are by allopaths. Further, It is observed that for centres with
untrained owner, the proportion of referrals from allopathic doctors is slightly lower (70
percent). This indicates that particularly, the AYUSH doctors still not that conversant with
the utility of sonography and hence do not refer patients for sonography. This
phenomenon is also reflected in the responses of 53 AYUSH doctors desirous of using the
machine. Only one-third of them want to use the machine by themselves. They have on an
average referred only 17-18 cases per month. In short, it appears that those who were
negotiating with MOHFW were the selective ones. Community of AYUSH doctors as a

whole does not seem to be that keen on having the facility.

As mentioned in the main text, we had attached a check-list along with the
questionnaire in order to assess the observance of the PNDT act. There are few lapses in
some matters. But the worst situation is about the maintenance of records. Nearly 15
percent of the éentres have failed in this. Similarly, at the level of Appropriate Authorities,
the lapses are observed and they are more serious. In only 45 percent of the cases, the

supervisory visits are regular.

Private doctors have literally no check. PNDT act is one such tool to have a check.
If it is implemented properly, misuse of sonography could be avoided and the doctors will

not be able to use it only as a money-making machine.

Recommendations
1. An important finding has emerged from this study. There is a strong correlation
between availability of sonography centres and decline in child sex-ratio during 1991-

2001. This is a clear revelation of the sex-determination tests being carried out in spite
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of the PNDT Act, 1994. It is further observed that the districts with sharp declines in
the child sex-ratio and higher availability of sonography are mainly from Western
Maharashtra, particularly, the sugar-belt of Pune division. Clearly, the declining sex-
ratio is the consequence of availability of sonography centres, persistent son-
preference and capacity to pay. As the well-known demographer- Dr. Ashish Bose-
has said, ‘The unholy alliance between tradition (son-complex) and technology
(ultrasound sonography) has played havoc in Indian society. One recommendation,
naturally emerging from this type of scenario is “stop the expansion of sonography
centres’’. However, this may not be a practical suggestion. One way-out could be a
recommendation in terms of disallowing registration to an untrained owner (AYUSH
doctors or MBBS doctors with no experience or training). Further, it is also suggested
that expansion in Western Maharashtra should be discouraged. Our study has observed
that the performance of centres with untrained owners is quite low — one sonography a
day - implying that there is ample idle capacity. In this connection, one thinks that

there is no need of increasing this idle capacity.

. The ‘F’ Form supposed to be submitted by the centres has a column on sex-
composition of the children. The data should be analysed along with the information
on MTPs. It would definitely help identifying centres where sex-determination tests

are being carried out.

. Column on owner’s qualification should be added to the application form. In absence

of this it becomes difficult to assess the extent of untrained ownership.

. Our study has pointed out to the lapses in supervision. The condition in non-

corporation areas is worse. Appropriate Authorities should look into it seriously.

. In spite of the provisions in the act, records are not maintained by the doctors. The

Authorities should appraise the doctor about the legal provisions.
. We have doubt about the reporting of performance. Appropriate Authorities have to

have some machinery to avoid underreporting. From the point of view of utilisation of

the machine, new machines should not be allowed, if the performance is poor.
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7.

10.

L.

There should be standardisation in training. Sometimes registration is given on the

basis of a certificate given by some doctor.

The functioning of doctors with multiple attachments should be carefully examined.

Sometimes this attachment could only be for completing the formality for registration.

The centres owned by cardiologists, logically, should not come under PNDT act. A

serious thought needs to be given.

In spite of the PNDT Act, there is evidence of sex-determination test being carried out.
This makes us think about the supervision, not only in quantitative terms, but also
about ‘who should supervise?” A slight doubt arises regarding the supervision of a

doctor by doctor only.

Our study does not come out with any finding, which is favourable for AYUSH
doctors. Therefore, the authorities should think twice before allowing them to use the
facility.

ok ok ok ok ok ok ok ok sk ok ok
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Appendix I : Map showing the distribution of sonography centres in Maharashtra



Appendix II

Data used for the analysis in Chapter 3

i No. of

Distri Child sex | Child sex Dechne_m Number of sonography

istricts . ” sex ratio. [ sonography
ratio, 1991 | ratio, 2001 centres per 1000
1991-2001 centres .

population

Gadchiroli 980 974 -6 5 0.005
Nandurbar 977 966 -11 15 0.011
Gondia 978 964 -14 10 0.008
Bhandara 964 958 -6 19 0.016
Ratnagiri 961 954 -7 56 0.027
Nagpur 951 949 -2 190 0.046
Amarawati 950 947 -3 76 0.029
Sindhudurg 963 946 -17 47 0.045
Chandrapur 965 944 =21 29 0.013
Nanded 960 944 -16 65 0.023
Raigarh 961 943 -18 106 0.047
Yavatmal 961 942 -19 37 0.016
Akola 929 936 +7 64 0.039
Nashik 954 936 -18 213 0.041
Hingoli 953 935 -18 12 0.012
Wardha 952 934 -18: 23 0.019
Thane 952 933 -19 426 0.052
Osmanabad 947 927 -20 27 0.018
Parbhani 956 926 -30 36 0.024
Latur 947 923 -24 67 0.032
Washim 941 921 -20 14 0.013
Mumbeai (Suburb) 930 919 -11 546 0.063
Buldana 945 915 -30 47 0.021
Jalna 951 914 -37 34 0.022
Dhule 947 907 -40 54 0.032
Pune 943 906 -37 481 0.067
Bid 939 898 41 61 0.028
Mumbai 942 898 -44 287 0.086
Solapur 935 897 -38 174 0.044
Ahmadnagar 949 890 -59 211 0.052
Aurangabad 933 884 -49 147 0.050
Satara 941 884 -57 209 0.075
Jalgaon 925 867 -58 163 0.044
Kolhapur 931 859 -72 211 0.060
Sangli 924 850 -74 183 0.097
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Female foeticide: The collusion of the medical establishment

By Lalitha Sridhar

The PCPNDT Act prohibits sex selection by any means, before or after conception. But, as one
survey in Chennai of 29 ultrasound clinics found, for the medical fraternity it's business as usual

“Women patronise scan centres; they want to know the sex of the child. So many of them come
without any pressure from their husbands or mothers-in-law. Doctors who promote scanning to
determine the sex of the foetus are only fulfiling a demand in society.” So says Dr K R
Balasubramaniam, president of the Tamil Nadu Medical Council. His blatant defence is only one
aspect of the collusion between the medical lobby and Indian legislators in not preventing the
death of that most vulnerable being in India — the female foetus.

The Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex Selection) Act and
Rules 1994 (as amended up to 2002) (the PCPNDT Act) mandates that sex selection by any
person, by any means, before or after conception, is prohibited. Then there is the legally binding
Code of Medical Ethics, constituted by the Indian Parliament in the Medical Council Act, 1956,
that many doctors conveniently ignore.

Doctors are legally bound to report medical malpractice. Says Dr Puneet Bedi, a Delhi-based
foetal medicine specialist and anti-foeticide activist: “In medical practice, by the very nature of the
profession, everything which is unethical is also illegal.”

To the contention that the medical fraternity is colluding in the practice of female foeticide, Dr
Balasubramaniam says: “Doctors are not a special tribe removed from society. Therefore, the
faults of society will also be found among them.”

“Clearly,” says a visibly angry Mina Swaminathan, gender activist, “Dr Balasubramaniam neither
knows law nor medicine. Given that he represents doctors in Tamil Nadu and speaks for them,
we can have a fair idea of the degree of medical malpractice that exists.”

“Female foeticide is a crime against humanity,” says Bedi. “Doctors as a community are involved.
The only surprise for people like us who have been talking about the problem for some time is
that people are surprised. Statistics, with all their limitations, ultimately reflect social realities. The
zeal with which female foeticide has been pursued in the last few decades had to get reflected in
the national census.”

The 2001 census registered a decline in the child sex ratio in 80% of the districts in India. The
juvenile sex ratio, which stood at 976 in 1961, fell to 927 in 2001, for the country as a whole.
Twenty of the 30 districts in Tamil Nadu have a sex ratio at birth lower than the biological sex
ratio.

According to government statistics, there are 2,379 registered scan centres in Tamil Nadu alone.
This, in a country that critically lacks medical health infrastructure. In Chennai itself, 147 private
nursing homes are allowed to carry out medical termination of pregnancy and sterilisation.

Seizure of equipment/machines for non-registration usually results in the release of machines
after payment of a fine. After that, it's business as usual. There is virtually no monitoring of the
other requirements of the Act. Ninety per cent of deliveries in Tamil Nadu are institutional. Yet,
the sex ratio of children at birth is not registered or made available in the public domain.

In a surprise survey of 29 ultrasound clinics in Chennai, by activists from the Campaign Against
Sex Selective Abortion (CASSA), staff at one prominent hospital said they were unaware that any
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forms had to be filled out by patients. Of the 29, only one maintained the required records.

The PCPNDT Act mandates that any person conducting ultrasonography or any other pre-natal
diagnostic technique must maintain proper records. The Act requires the filling up of a written
form, duly signed by the expectant mother, as to why she has sought diagnosis. Violations are
punishable by imprisonment and a fine.

But one doctor said that during her three-year career she had never mentioned the MTP (Medical
Termination of Pregnancy) Act to any of her patients, as she is legally required to when an
abortion is performed. A register giving reasons for termination of pregnancy and the period
thereof also has to be maintained. But it rarely is.

At another facility, the reception desk claimed abortions were being performed. But the
gynaecologist said they were not.

One practitioner is on a National Monitoring and Reporting Committee for violations in the Code
of Medical Ethics, but receives numerous ‘standard’ referrals for ultrasonography every day.
Another facility had the 4D TV screen facing the patient for a full view of the examination.

One reputed hospital said 99% of its patients wanted to know the sex of the child. All denied

revealing it. Only one ultrasonologist boasted that he could determine the sex of the foetus at 45
days! :

Near the one-room clinic of a medical graduate, in a residential suburb of Chennai, a banana-

seller told visitors from a non-governmental organisation (NGO): “Abortion? Go there (pointing to
clinic).”

The National Health Policy makes no mention of gender, women's health or monitory systems.
The Tamil Nadu government has not constituted a supervisory board, as mandated by the
PCPNDT Act, to monitor the implementation of the Act and Rules. Legislation has, for years,
lagged behind technology.

Already, the abortion pill (part of the state-initiated family welfare programme) makes surgical
termination of pregnancy redundant. New non-invasive drugs like antiprogestogen-mifepristone
derivatives, which, studies have shown, are 85-97% effective, are available over the counter.

The pressure to enforce the PCPNDT Act seems to have resulted in the opening out of abortion
options. The MTP Act offers protection to registered medical practitioners against any legal or
criminal proceedings arising out of harm or injury to women seeking abortions, unless the
contrary is proved.

Studies indicate that the risk of death is seven to ten times higher for women who wait until the

second trimester to terminate their pregnancies. Sex selective abortions are all second trimester
abortions.

Dr Saradha Jain, secretary of the Indian Medical Association, warns that the risk of maternal
morbidity/mortality needs to be given as much attention as the negation of women's rights to
better health. Says P Phavalam, state-level convenor of CASSA: “The female foetus is
considered a disease and elimination is done as a service to mankind.”

The three chief pre-natal diagnostic tests that are being used to determine the sex of a foetus
(sexing) are amniocentesis, chronic villi biopsy (CVB) and ultrasonography. Amniocentesis is
meant to be used in high-risk pregnancies, in women over 35 years. This embryonic pre-natal test
requires the removal of 15-20 ml of amniotic fluid. The cells have to be cultured for three weeks,
or else there is an inaccuracy rate of 10-20%. CVB is meant to diagnose inherited diseases like
thalassaemia, cystic fibrosis and muscular dystrophy.

Ultrasonography is the most commonly used technique. It is non-invasive and can identify upto
50% of abnormalities related to the central nervous system of the foetus. But sexing has become
its preferred application. Depending on the ultrasonologist's expertise, chances of a correct
prediction are 95-96%, with greater accuracy as the pregnancy advances. If the foetus is female,
a second trimester, even a third trimester abortion is carried out either by a doctor or a quack.
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of Salem, Dharmapuri, Madurai, Namakkal and Theni. But we have strong evidence to prove that
the practice is not restricted to these districts alone. Keeping IMR gender differential as the
indicator, female infanticide is observed in districts like Trichy, Perambalur, Thiruvannamalai,
Karur, Villupuram, Vellore, Erode and Dindigul. So, from the core area it is now spreading to the
peripherals. But the state is not keeping pace.

We are against schemes like the Cradle Baby Scheme. It implies that the government is
encouraging parents to dump unwanted girl-babies. Is that a correct message? Cradle Baby
centres exist in all 30 districts of Tamil Nadu - even in areas where there is no infanticide! Think
of the implications.

Also, the abortion law is liberal and there are no mechanisms to monitor the enforcement of the
MTP Act (Medical Termination of Pregnancy Act, 1971). The state’s indirect sanction to use the
MTP Act as a tool to reduce population size implies that sex selective abortion indirectly enjoys
legitimate sanction from the state. The official machinery and the law concern themselves solely
with female infanticide, which is actually not as alarming as foeticide now is. Foeticide committed
with the assistance of ‘ultrasound’ clinics is spiralling even in hitherto unaffected areas like
Perambalur. Scan centres are supposed to be registered but this is not done comprehensively.
Laws exist on paper only. We have agitated and provided authorities with lists of unauthorised
scan centres. They are pulled up, they pay a fine, get their machines released and go back to
business!

The PNDT Act (Pre-Natal Diagnostic Techniques [Regulation and Prevention of Misuse] Act
1994) was inadequate. It never once mentioned ‘sex selection’. The law was concerned only with
the foetus from conception to delivery. But sex selection is possible prior to conception, in a
laboratory, using genetic means. We filed a case against a doctor in Madurai who openly
advertised that he could make male embryos by selecting the required chromosomes. |t is two
years now, but the case has not yet even come to trial. The judicial process reacts too slowly.
Indeed, sex selection is done even in western countries. We are hopeful that the new law, the
Pre-Sex Selection and Pre-Natal Diagnostic Techniques (Prohibition of Sex Selection) Act 2002
will overcome some of these drawbacks. As its name suggests, it is more comprehensive in its
coverage. Its impact is still to be analysed.

We found in our discussions with doctors and sonologists that prenatal diagnostic techniques are
widely used to confirm, monitor and manage pregnancies — almost all pregnant women resorting
to institutional deliveries are subjected to ultrasonograms at least four times during their
pregnancy, as directed by doctors. Even registered genetics labs, counselling centres and clinics
do not maintain records, as specified in Form G of the rules. Registration of abortions beyond 12
weeks should be universalised, including in private hospitals. The specific cause of termination
should be mentioned clearly — be it congenital malformation, genetic abnormalities or metabolic
disorders. The definition of ultrasonography should be made more explanatory to include all
imagery techniques such as ultrasonograms, Doppler scans, CT scans and MRIs, etc. If the
purpose of these prenatal diagnostic techniques is to detect abnormalities, then considering the
negligible prevalence of such disorders, this kind of rampant application amounts to abuse of
medical practice.

It is not only legislation and judicial pronouncements that play a significant role. As | explained
earlier, there are overwhelming social ground realities to be reckoned with. The practice of female
infanticide has been around for generations. It is a matter of grave concern that modern society,
which has emancipated women in so many ways, is yet to come to grips with the issue of female
infanticide and foeticide.

(Lalitha Sridhar is a Chennai-based freelance journalist )

InfoChange News & Features, August 2004
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PREIMPLANTATION GENETIC DIAGSNOSIS FOR GENDER PRE-SELECTION IN INDIA: A
COUNTER ARGUMENT TO THE ARTZCLE BY MALPANI AND MALPANI

The authors emphasize that =3D, which is "technology used for pre—conceptional.sex'
selection", should not be ccnasidered on par with "post-conceptional sex determination
technigues (which are actually sex deselection technigues, since they involve termination
of fetuses of the undesired sex)". The authors are of the opinion that since PGD does not
involve embryo destruction, there should be no "emotions" involved. This may not be true
for Indians where the Law o the land permits medical termination of pregnancy (MTP),
irrespective of the sex of the unborn. The issue is not about destruction of ?etuses or
embryos but rather about gender selection! MIP following sex-determination, either by
amniocentesis or ultrasound scanning, is illegal in India.

Indeed, Indian population censuses during the past few decades clearly indicated that in
contrast to other countries of the Western world, the number of females is far lowgr than
that of males ( http: //gendsrstats. worldbank.org). UNICEF has widely publicized this
anomalous situation as 'the case of missing females' ( http: //gendericide. org). PGD for
gender selection cannot be --nsidered mere destruction of embryos but selective gender
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discrimination. Gender discrimination already occurs at various levels -- fetuses,
infants, young girls and women. Law in India prohibits ail such discrimination. Do we now
need to enlarge the list of sex discrimination to XX emnbryos containing a bunch of
pluripotent cells and cells surrounding them? There cannct be any difference in laws
governing sex-selection, whether it be by amniocentesis, ultrasonography or PGD.

Arguing against the concerns for the misuse of PGD for ron-medical reasons by ESHRE Task
Force on Ethics and Law, the authors give an analogy to cosmetic or re-constructive
surgery for non-medical reasons. This analogy is misplaced and irrelevant because these
surgical procedures do not in any way affect the social matrix as gender pre-selection
does. Society therefore has a right to express deep concern against procedures that would
discriminate against one half of its social structure.

The authors state: "The hidden message is that Indians ~nd Indian doctors cannot be
trusted to use this technology responsibly, and while i:- can be safely used in the West,
its use in India should be policed". One wonders what privileged insight the authors' had
to read this 'hidden message' which has escaped the attention of most of us?

To quote the authors once again: "The basic purpose of technology is to give Man more
control over his destiny than he has had in the past. ¢0f course, how he will use this
technology is difficult to predict". It is surprising that the authors find it difficult
to predict how Man may utilize the technoclogy of PGD for gender pre-selection. It is quite
obvious that considering the preference for a male child in several sections of Indian
Society, individuals would be misusing it for selecting male embryos and promoting gender
discrimination against the female, albeit at a much eariier stage in human existence.

The authors have treated 42 cycles for 36 patients with PGD for family balancing in their
clinic but they do not state how many of these came in for a male embryo selection? This
would itself explain whether couples would be opting fer this technology for gender
palancing or for rejecting the birth of a female child! %

The authors have misused statistics and figures for their hypothetical example stating
that couples who already have one female child and undergo a sex determination procedure,
abort the female fetuses so that the sex ratio will be more balanced in the selected group
of families. This is the most distorted argument stating that abortion of female fetuses
would in fact 'balance' the gender ratio in the select aroup of families. The data from
the Census of India, 2001 clearly show that the sex ra .o, which is already skewed against
women in the northern Indian states of Punjab and Haryana, have been further skewed in
children under 6 years of age ( http: //www. censusindia. net). In Punjab, there are 874
females per 1000 males in the whole population but only 793 girls per 1000 boys below the
age of six. In Haryana, there are 861 females per 1000 males in the whole population but
only 820 girls per 1000 boys below the age of six. Thi:s clearly indicates a possible
misuse of technology such as ultrasonography or amnioc-ntesis and that it could be
responsible for this distorted sex ratio. With such da‘ta staring at us, how can one argue
that 'aborting' female fetuses will bring gender balance?

It is absurd to presume that the affluent couples who go in for PGD "make excellent
parents because they have taken the time and trouble tc plan their family". Parenting

involves much more than planning the family and providing to the materialistic
requirements of a child. Affluent parents need not necc=sarily make good parents! The
children of the patients treated by Malpani and Malpani (2002) would not be more than a

year old and it is premature to conclude that these couples make "excellent parents" and
thereby promote this technology.

The authors' concluding statement "Haven't the politicizns interfered in our lives enough
already? Do we want to invite them into our bedrooms =5 well?" is in very poor taste.
India is a democracy and legislation passed by our par!iament meets the approval of the
elected representatives of the country after intense debate and following guidance of
expert professionals from a given field. If personal views do not subscribe to those of
the majority, this is no reason why legislation, whicl a majority of our elected

representatives feel is for the good of Society, shouid not be passed.

Today, there may not be many clinics offering gender sclection through PGD but it may not
be long before this technology is marketed for so-call:d 'gender balancing' which in
reality would be gender pre-selection for a male chilc. Should we not take action now and

prevent furtherance of gender discrimination by PGD ratner than wait for 10 years until
Census 2011 and then panic on seeing an already distorted sex ratio skewed even further?
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the Government of India to take legislative measures to prevent
selective abortions o7 female fetuses. This seems to be a losing
battle. Many organizations concerned with this problem are of
the view that the only solution is social education, rather than
legislation. Changes in socictal perceptions occur very slowly
in a democratic soviety. Female feticide must therefore be
considered to be a reality until this change takes place.

1 had written on the subject of gender pre-selection earlier
(Anand Kumar, 1995) and suggested ihat the development of a
reliable, simple method for gender selection of offspring would
be an interim solution for the masses who have not as yet
reconciled to having a female child, so they could avoid female
feticide. Now 1 would like to consider the ethical issues of
gender pre-selection in the Indian context. Discrimination
against females from the fetal to the adult stage is a concept that
is not in consonance with modemn social trends. Women
compete very effectively for jobs that were earlier considered 10
be in the male domain- and, strikingly, women most often do
much better in Certain jobs than men. Despite this, there is still
a gender prejudice against women. and this is not exclusive (0
India: women in Western socictics also continue to experience
such discrimination in public life, as well as in offices and
univensities. A reduction in the number of females is therefore
an unacceptable proJosition. not only ta India but all over the
workl. There is reason to believe that India, while still
upholding traditionsl beliefs in their cthos and culture. would
also tike to be modem in their outlook. Reduction in the

Commentaries - PGD for gender seiection

number of females is not a concept of modemn societies and
therefore would not be acceptable by a very large section of
Indian socicty.

The article by Malpani and Malpani (2001) suggests that
prenatal genetic diagnosis for selecting the sex of the embrya
before implantation is a solution to the problem.
Preimplantation genetic diagnosis (PGD) requires sophisticated
laboratory facilities that are not available in rural India. The
technique is expensive and affordable only by the rich, who are
few and far between compared with other. economically
weaker. sections of Indian Society. Malpani and colleagues’
suggestion of PGD offering @ solution for the masses is
therefore impractical. Their contention that PGD offers a
medical technological solution ta a societal malaise is
presumptuous. Reproductive biomedicine. like all other
medical technologies, aiins to alleviate personal illness and not
attempt to offer solutions to societal problems.

If these are technical and ethical weaknesses of the article. onc
wonders what purpose the-aticle serves?
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The authors emphacize that PGD. which is “technology used
for pre-conceptional sex selection”, should not be considered
on par with “post-conceptional sex determination techniques
(which are actually sex deselection techniques, since they
involve termination of fetuses of the undesired sex)”. The
authors are of the opinion that since PGD does not involve
embryo destruction, there should be no “emotions” involved.
This may not be true for Indians where the Law of the land
permits medical termination of pregnancy (MTP), irrespective
of the sex of the unsorn. The issuc is not about destruction of
fetuses or embryos but rather about gender selection! MTP
following sex-determination, either by amniocentesis or
ultrasound scanning. is illegal in India.

Indeed. Indian popu:ation censuses during the past few decades
clearly indicated that in contrast to other countries of the
Western world. the number of females is far lower than that of

males (hup:/igenderstats.worldbank.org). UNICEF has widely
publicized this anomalous situation as “the case of missing
females” (http://gendericide.org). PGD for gender selection
cannot be considered mere destruction of embryos but
selective gender diserimination, Gender discrimination already
occurs at various levels - fetuses, infants, young girls and
women. Law in India prohibits all such discrimination. Do we
now need to enlarge the list of sex discrimination to XX
embryos containing a bunch of pluripotent cells and cells
surrounding them? There cannot be any difference in laws
goveming sex-selection, whether it be by amniocentesis,
ultrasonography or PGD.

Arguing against the concerns for the misuse of PGD for non-
medical reasons by ESHRE Task Force on Ethics and Law. the
authors give an analogy to cosmetic or re-constructive surgery
for non-medical reasons. This analogy is misplaced and
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irrelevant because these surgical procedures do not in any way
affect the social matrix as gender pre-selection does. Society
therefore has a right to express deep concern against procedures
that would discriminate against onc half of its social structure.

The authors state: “The hidden message is that Indians and
Indian doctors cannot be trusted to use this technology
responsibly, and while it can be safely used in the West, its use
in India should be policed”. One wonders what privileged
insight the authors™had to read this *hidden message™which has
‘escaped the attention of most of us?

To quote the authors once again: “The basic purpose of
technology is to give Man more control over his destiny than he
has had in the past. Of course, how he will use this technology
is difficult to predict”. It is surprising that the authors find it
difficult to predict how Man may utilize the technology of PGD
for gender pre-selection. It is quite obvious that considering the
preference for a male child in several sections of Indian Society,
individuals would be misusing it for selecting male embryos
and promoting gender discrimination against the female, albeit
at a much earlier stage in human existence.

The authors have treated 42 cycles for 36 patients with PGD for
tamily balancing in their clinic but they do not state how many
of these came in for a male embryo selection? This would itself
explain whether couples would be opting for this technology
for gender balancing or for rejecting the birth of a female child!

The authors have misused statistics and figures for their
hypothetical example stating that couples who already have one
female child and undergo a sex determination procedure, abort
the female fetuses so that the sex ratio will be more balanced in
the selected group of families. This is the most distorted
argument stating that abortion of female fetuses would in fact
*balance’ the gender rutio in the select group of families. The
data from the Census of India. 2001 clearly show that the sex
ratio. which is already skewed against women in the northern
Indian states of Punjab and Haryana, have been further skewed
in children under 6 years of age (hup://www.censusindia.net).
In Punjab, there are 874 females per 1000 males in the whole
population but only 793 girls per 1000 boys below the age of

six. In Haryana. there are 861 females per 1000 males in the
whole population but only 820 girls per 1000 boys below the
age of six. This clearly indicates a possible misuse of
technology such as ultrasonography or amniocentesis and that
it could be responsible for this distorted scx ratio. With such
data staring at us, how can one argue that “aborting’ female
fetuses will bring gender balance?

It is absurd to presume that the affluent couples who go in for
PGD “make excellent parents because they have taken the time
and trouble to plan their family”. Parenting involves much
more than planning the family and providing to the
materialistic requirements of a child. Affluent parents need not
necessarily make good parents! The children of the patients
treated by Malpani and Malpani (2002) would not be more than
a year old and it is premature to conclude that these couples
make “excellent parents™ and thereby promote this technology.

The authors® concluding statement “Haven't the politicians
interfered in our lives enough already? Do we want 1o invite
them into our bedrooms-as well?” is in very poor taste. India is
a democracy and legislation passed by our parliament meets the
approval of the elected representatives of the country after
intense debate and following guidance of expert professionals
from a given field. If personal views do not subscribe to those
of the majority. this is no reason why legislation, which a
majority of our elected representatives feel is for the good of
Society, should not be passed.

Today, there may not be many clinics offering gender selection
through PGD but it may not be long before this technology is
marketed for so-called ‘gender balancing” which in reality
would be gender pre-sclection for a male child. Should we not
take action now .and prevent furthcrance of gender
discrimination by PGD rather than wait for 10 years until
Census 2011 and then panic on sceing an already distorted sex
ratio skewed cven further?
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Reproduictive Technologies in India

Confronting Differen

inevitable and often indispensable part of women's lives.! On the one hand, the increased

knowledge and availability of a wide range of RT options has redefined ‘traditional’ notions
of conception and procreation. On the other, the introduction of each new device or tech-
nique has served to renew a growing flux in the way reproductive choice is understood. The
right to bodily integrity — defined as the inalienable right of women to have control and
autonomy over their bodies - has been central in the feminist understanding of choice.
Women's expanded access to reproductive technologies (RTs), including abortion, is an
essential corollary to this argument. Access to certain types of RTs have indeed saved
women's lives and often provided them with expanded choice with regard to reproductive
decision-making. However, there is a continued need to evaluate the role of RTs in gendered
terms and examine their role in providing women with real choice. This need becomes parti-
cularly acute in the face of the growth of the non-medical use of RTs to satisfy individual and
sociocultural needs.

Women's bodies, in particular her reproductive functions, are increasingly being sub-
jected to technomedicat interventions to satisfy non-medical aspirations with regard to con-
ception and procreation. The case of sex selection and sex selective abortion in India is a
classic example of both the non-medical use of RTs and of the misappropriation of the defi-
nitions of reproductive choice. In light of this, and numerous other RT-elated ‘events’ in
India, there is need for an urgent reassessment of the way bodily integrity is defined in the
Indian context. This is imperative in order to be able to frame adequate norms and stan-
dards for RT use in ways that do not limit women's access to RTs and at the same time find
ways to limit the gendered context within which they often find use. In this article some of
these issues will be examined in an India specific context in an attempt to illustrate a con-
ceptual path that might serve to build bridges between different constituencies that are
increasingly positioned on opposite sides of a growing chasm.

In the last two decades the use of reproductive technologies (RTs) has become an

Contextualising the Reproductive Rights Discourse

The feminist discourse on reproductive rights rests on the notion of procreative liberty
defined as the right to reproduce (positive right) and the right to avoid reproduction (nega-
tive right). Both these rights carry with them an implicit assumption of first, bodily integrity
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— the right to control and autonomy over one’s body - and second, an implicit assumption
of the use of varied RTs. For example, the negative right to avoid procreation can be
attained through access to abortion. However, this right based claim cannot be univer-
salised and needs to be examined in a relational context (Menon 1995; Steinbock 1998).

In India, women's health and rights activists have often emphasized the need to define
reproductive rights and choice in gendered terms so that its fulfilment is not only dependent
on the availability of technical choice and information. It is indeed important to argue that
RTs cannot be viewed as a magic bullet that will help alleviate women's reproductive ‘bur-
dens’. When this is done with little or no effort to change the often oppressive arrangements
for reproduction, the result can be a reinforcement of gender based inequality. The misap-
propriation of prenatai obstetric diagnosis and abortion, by families and medical community
alike, to systematically efiminate female foetuses is one example. The introduction of hor-
monal and other provider-controlled contraceptives has also been the site of controversy.
Besides questions concerning the safety of these methods, the government's efforts to
achieve its demographic goals by using women as the vehicles for population control, while
disregarding their safety and well-being, has been harshly criticised. v

Unfortunately, controversies surrouding the use of RTs have resulted in the consolida-
tion of opinion, in line with moral and legal absolutes, rather than producing a constructive
dialogue between the different constituencies. As Birke pointed out, the “problem with
moral absolutes is that they do not take [us] far, they te<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>