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Population Policy

¥hat went wrong?

Devaki Jain
18th July 1984

Reply to Dr.Ashish Bose Indian Express 17th July 1894.

The 1issue at stake is not whether Devaki Jain does not
understand Population Science or the English language;
or did not have ideam; or whether Dr.H.8.Bwaninathan 4ms .
pro poor, pro woman, and pro nature. The issues are two:.

one: the serious discriminatory effects of legislations
which bar entry into powerful and elite positions and
privilegdes such a8 selected positions, orgdanised
industry, official services to those who are poor, fronm
socl culturally traditional categories hemmed in by
economic 8and social insecurity. It will also hurt
females &8s a whole as in son-preference cultures, 2-
child formula will lead to killing of females till a son
is born. Thus by applauding legal strictures, as in

page 40 vpara 13.1,the expert group 1is launching an
attack on the poor SC/ST women.

Two: By moving away from agreed approach which was
ethical and practical - the energies of a whole
community of organisations engaged in Brassroot work
will be turned from implementation to resistance.

If the document had stuck to the approach that in
view was agreed upon, then all the hands - officpml,

grassroot could have gone into action putting it on the:
ground. Instead it has now wasted nine months August -
Hay of deliberations and consenus building. Further it

has put the organisations working with the poor, -and;

ny
PRI,

women who could have put a "decent” policy on the grOund'L»m b

into taking adversantial roles; and put poor women andl

SCs & STs into & mnode of defending themselves, - rather
than enabling themselves.. I

It 1is not only tragic, it is reprehensible. Our verbal
battles in mewspapers are trival, against this great

cost - namely loss of productive constructive time.
This is my deepest anguish. '

At a private level, there is of course . anguish as
persons like Dr.Ashish Bose, and even mnore
Dr.M.S.Swaminathan are personal friends for about forty;
vears and throughout the working of the group were the' -
strongest supporters of the principles of justioce, and
the reasoning against a narrow approach, the approach of!
incentives/disincentives targets, legal sanotions.



Dr.Bose says 1 ceased to be a member of the group when I
went abroad - and 1 am truly relieved to hear this. We
could have completed the document before 1 left, if not

for Dr.Bose. He and I were to bring complete drafts of
the final document to an "Akhand-Path’ meeting in Delhi

290 h - 30tLh  Where we weoere to wrangle over our
differences, smoothen the corners and bring out a final
agreed draft for the Chairman and then the group. I

did. He didn t.

Certainly if I was around in April-Hay, I would not
have agreed to the inclusion of the objectionable

paragraphe nor to the kind of analysis, emphasis and
fragemented nature of the document,

The pity 1is that we had in fact a freshly designed,
cogent and enlightened draft - even if it was in the
form of inputs from members. We could have stayed with
that and given ourselves the pride of place in India and
abroad that we in India, with our ability tq review and
critique ourselves, can present to Parliament and Public
a really just and practical policy on Population,

Here are some of the basic elements of our . pre-Hay
agreed approach; ;

(1) that population policy as a means of ensuring

people’'s well being 1is not synonymous with Family
Planning.

(2) emphasising macro-economic policies .which ensure

public expenditures to provide basie ‘social and
economic socurity,

(3) taking. & non contraceptive approach to population

size-reducing strategies: based on the principle of
self-determination. '

(4) making social and economic development a community
based activity, articulated through the PRIs. :
(5) providing health care as 8 basic service through a
high quality wide spread net work of PHC's - thus

merging the various health departments into an
integrated sorvico.
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(6) making the birth control programme male addressed
and  all of this built around an understanding that
poverty eradication was the firest step, and should

be the single most important effort of "the country
for moral)l and material reasons.

And here‘are the noxious paras; Page 40, Para 13.1

Rajasthan and Haryana have enacted laws which debar
prospectively persons who do not adopt the 'two child
norm from contesting elections for Panchayats, Zilla
Parishads and Nagarapalikas. This reflects political
commitment. Even 1{f such legislation does not exist,
there should be a code of conduct which enjoins on‘ all
elected representatives of the people, from parliament
to panchayat, to adopt voluntarily the. small fanmily
norm. Elected people s representatives will then become
role models for the public to emulate. Future
legislation in this area at central or state level
should however safeguard the interests of women,
particularly those belonging to the socially and

economically underprivileged sections of society. L3
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Devaki Jain/26th March
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NATIONAL POPULATION POLICY
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Introduction : Goals ‘ » ‘:'f..-ﬂ”'

Population 1is about people and their :well- being. LHhetherﬁ;

I
populations are fast growing or slow growing,‘ 1ncreasin9ﬁy*1‘

BN
1L is being seen as an fssue that contains within it all the%?
major concerns of the world today., Thg sustainabi]it;‘ Oft‘
gconomic growth, the re\evance of 1ife styles, consumpt.'lon«2
levels, the role of science and technology, the exeroise. of
human rights; the participation of d1sadvantaged/subord1nat~*
ed groups in decxsnun making and the quest for a just rworld

order. Thus a policy on population offers the best framework

for ggpg]e-lgg §g§jgl enyineering for economic ggyangﬂg_§,7
A
with the strong underpinning of ecological susta1nab111ty.

Purpose of population policies is not Just family 11m1tatioqiai

or survival but a satisfactory quality of . ltfe for all (Mss)?%:

Y g(

The policy will be such that all three elements; of..

building will be incorporated.

- a pattern of economic arewth which is enabling




"’ . ,.-yu A
T 1 = xed
provides 1ivelihood and food security to the poor ~and

6

safeguards the natural resources base and the environ~-

ment. C Lo

- a pattern of social development which builds bridgesp

across divides based on class, caste and gendef. re- . ; iy i}»
gional imbalances and urban - rural divides. : 2 2 é &
: AR ‘; 425 ;o
| N B i ;5’“
- and a pattern of political manage gg; wh1ch responds to sie KE
g ;
v’z'.‘f:

& ?
AN Ay

the aspirations of the neglected communities and ‘un- f";u
£
{-.

reached groups and respects -our' deeply 1n-gra1ned

principles of democracy. - 1 S LR .rﬁu

1.3 1t will based on an understanding of poverty and within 1t

poor women, the characteristics of their 1ife situation,

their deprivations and capabilities.

\
\

[t also has to shed any myths and prejudices such as . thatc’
ignorance and superstition are responsible for large fami=:

.. p
lies, that therefore the poor especially women have « to be? :

"motivated” through reward and punishment, and scares= 11ke

the Malthusian argument or the popu\at1on bomb; - or ‘1t
! 4 vfl‘
reverse - that a small family is a happy family.'"and t

Yoo

money can buy or more aptly dry ueploductive capacity.I ﬁ%ﬁj:f

e

1.4 Thus (NPP (or the Populat1on Policy)/ or "it is” /recommende%%ﬁdﬂ_”'

&

that] recommend investment in social and economic security{

services for the poor as the key to reach the goal of' peo—u

ples well being, balancing people with resources. .




Today's concerns {n Population policy recognises the econom="'

ic interdependence between macro and micro, and within that

the organisation of production and trade and social and 4
o =

political organisation. Social organisation has to take note y&'i=3
of individual, family, household and societal, - aspirations ERRE 2 g 4

and political organisation support self-government with” a

strong place for the interest of women and other;subordinqtzy

ed groups. - R R

Twi

L ;.5445’; g e
Today's concern is for women's role in decision making not\gﬁli*?
only within the family but also 1in other,arenas ofp publi ,

REEK Y u
policy. Not {nvolving women enough im. the . planning and

implementation process has been responsible for distortions

and wastage of efforts.

V]

It is for method more than goal = (the Gandhian aporoech).

that means are _as important as ends, means determine ends.

R Ryt .,7‘,"_:“ oy

This mora] approach has gained new legitimacy. as. 1t 18 being”

found to be more efficient, in that self determined and self
designed programmes through being more appropriate haye
built 1in the strength for effective - implementation.::Thut; ¢

community based programmes, programmes which: begin with
%:

local involvement, response to a locally articulated issu

<= institutions which bring together self interesteigroup,;-

] & 3
R
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11ke rural youth in sports clubs are being found effective.c
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It is for youth - especially the adolescent girls and boys,

their well Dbeing, their knowledge and their asp1ra§idhs,

their sense of security., Following the SAARC region’'s theme
of the girl child population policy recommends rearranging

. . N N e
public policy to provide the girl child with security : with b fff .

food and education, her parents with livelihoods and insti-

tutional mechanisms to safeguard their interests - whether

disadvantaged because of gender, caste or class.

1.9 It is for moving out of targeting birth control , the demo7é
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graphic approach to user - induced responses, to choice free. . ’3f?

e e

i
ER I

of coercion,

The adoption of a small family norm with a consequent de-.

cline 1n total fertility should not be viewed only in demo-

graphic -terms. It means that peopie, and part1cu1ariy women,;
are empowered to take control of their fertility and the
planniﬁg of‘kheir lives. Information and education us1n94511 
the products of the information age are 1mportqntzfofr proéf'.
moting a change in the mind set of the society, Thé conéept 
of equity has to be extended to the generations yet toA'bgr

K
o

born, 1.e. inter-generational equity.(MSS) ) : ! A
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A shift from a contraceptive approach to concurrent and

integrated attention to services, technologies and govern=.
- ' A : ]

[

ment policies, with a view to providing the substrate cqndijfi, jﬁ;f‘
tions essential for success, Diversity in culture,, langdage ' 'in‘ g
, A o B fpiink:
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and religion and national assets. It is

-amidst this diversity, there is unity of purpose in -achfqy-
fng a balance between population and “natural resources,

particularly land and water and equity in gender and econom-

1c terms, (MSS)

It s for emphasising the greater participation of mgn;;

~
-
~—a

for the strengthening of techniques to be available to.
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and male youth and not only to mothers and girls.
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It emphasises linkages in delivery of development 1mpulse .

to other service programmes;

to social & political 1ns;itu

..-.

tions - not only institutions of self-government but corpo-‘
. - dl r
& culturan

md-

rate, worker, cooperative, technnical, social

organisations. -:; Q*fi'
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Indfa's Experience - Positive aspects

The Indian political and development environment offers 7an | P L f;

unusually creative opportunity for putting on the ground the* ’ !?
kind of wholesome population policy that is suggested in the ;

global,' and regional discourse on population and ‘develop-gh,:hﬁa{»: o 54

- B e A A G

ment, ¢ fys 4l Elg iy

. S SR

The traditional democratic framework, multi-party system gqqéﬁ : A 5, :;§

‘ 3 Ry &

freedom - of association and speech has encouraged. free andg%; f?%%

. ) ’ g ; ?%‘,i : v

frank debate on population policy and - programmes ,between%l

government and the “public” as well as between Lvar1ous;ﬁ

interest groups. Further from the very beginning there ;has ©

been freedom for women to choose to intercept birth-.the/f

Fight to abortfon, MTP etc. Anti poverty programmes have :;
. , e }

been another feature of the development policy, = targetted -

’

programmes of food and work especially for the below boverty"

households and further within them special programmes for : '

the women,

e
cemr

Indian experience in improving the quality of life of the

people, equity building and population stabilisation prOff

Rmwrivamoal e o

vides a rich basket of ideas and practices for the new;f'

?

directions/for the future.

& 1° j“y
S

Between 1951-61 to 1992, there has been a dramatic, approxi-

mately 50% fall in death rate (22.8 to 10); in infant ﬁpr-;i

O ¢ g
6 AT,
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million, the

tality rate (IMR) a 30% fall from 110 p.1000 to 79, Crude

Birth Rate (CBR) has shown a fall of 25% from 41,7 to 29.0,

and TFR has also fallen by about 40% from 5.97 to 3.6.

There has been a remarkable increase in life expectancy, one

of the most widely used qQuality of 1ife indices, from 32 to
58.6. "

rural and urban areas. States like Kerala and Tamjl Naduhf

o U P S of 1 §

with crude birth rates of 17.5 and 20.7 in 1992 respect1ve i)

@? "/ ,b

ly, have performed very well, On the other hand, the cgude

S N

birth rates in Assam (30.6), Bihar (32.2), Haryana (31 9).

Madﬁya Pradesh .(34.4), Rajasthan (34. 7) and Uttar Pr‘adest'll
] Yoogee b LY B
(36.2) are higher than the national average of 29,0 per

Tl e

thousand population in 1992, Similar inter-State variations.

N )

are seen in respect of the infant mortality rates. Kerala i

‘..

has an INR of only 17 per thousand live births whereas 1t 18

(

4

4

fertility rates in Bihar (4.4), Haryana (4.0) Madhya Pradesh;
RN S b1 & 4 ny

as high as 104 in Madhya Pradesh and 114 in Orissa. Iotal

(4.6), RaJasthan (4.6) and Uttar Pradesh (5 1) are signifi-‘,

s LAY
cantly higher than the all-India average of 3 6 (SRS 1991) i
R O i.“u}] 0{ :

(>; o *1§i~ﬁud‘l ;:
The Fertility Rate is ]OHG( in u:ban areas than 1n [ura

A

afeas. In Urban India with a total population of over 21

total fertility rate has decljned;to, 2.7
1991,

- 4
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2.8 Kerala State with a population of 29 million in 1991 has .

already achieved a total fertility rate of 2.0; and allowing '2 | .;;;
for mortality, its fertility has dropped below the réplace- A
ment level. In other words, fts NRR 1s below 1, with ﬁn vig‘ir:‘ > : ;;
infant “mortality rate of below 20 and a 1ife expectancy At %nf f&%i'??

birth of over 70 years. The state Goa with a small populaﬁ'

tion of 1,2 million in1991 has also achieved a below-

replacement level of fertility along with low mortality. Inj
! g

Tamil Nadu state with a population of nearly 56, m1111on
1991, the TFR in 1990 was 2.5, the gross reproduct,iow rate_;.’-
was 1.2 and with an infant mortality rate of 67, the NRR ﬁggf
; . . ECEL t
1.0,

‘

2.9 The Jlong-term goal of. the country is to achieve a total:
fertility rate of about 2.1, with an infant mortality rate

of Dbelow GO and a crude birth rate of 21 and a crude death

rate of 12 per thousand.

e
8 - ¢ f g ] ‘,:l 2
i S
R
+10 These changes are significant achievements and reflect the W, AP
SIREIN
effort made in all directions : the thrust towards povertyi e K

removal; investment in 1nfrastructure economic and social

S ot 2t U
bt 0 PR e
- N b Ve

the spread of extension: services. as well as diffusion ov;ff

information, and the role of 1nstitutions, social and GCOr

et o eed
-

LEgA

b 0

nomic and political including the role of non

organisations,
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What this experience reveals s that the goals of pollcy,ﬁ
can be reached through the democratic process namely witﬁout
coercion. That the “"routes” of approaches need. not be fhe
same in every place. That a supportive environment of"je- e)
proved social amenities, information about them, educaﬁfeh
and capability to access them, a hope of economic securiﬁy‘v
and a sense of equality between people, especially classes'
and sexes s the critical mass for people to voluntary opt ﬂ

3R

for smaller familijes,

;
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However in Indfa there is w1desp:ead recognition that these‘*
approaches, though legitimate in themselves have not de]iv-fu'
0

ered the results - either in removal of poverty and hunger. -3

or improving the socfal quality of 1i{fe. .-~ﬂ

The Government and civic society in their search for more

effect1ve approaches have r ecogn1se “that there 1s need to

provide the framework for an even more democratic method of

Ly st X —-m_'.g

economic and social development - and this has led to the'

73rd & 74th Amendment to the Constitut1on which mandates,hﬁ »
rYf;," ;

elected - bodies at the sub district and district level with y

’l'

33-1/3% reservation of seats for women.,

space to reflect and accommodate the heterogeneity of Indian « B
i ok .54

{

society and the Indian economy - regional diversity,’ apart %i;
il

from ethnic and religious diversity, It will also‘ provide %~

what is critical in any quest for Justice within unequal
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and mortality,

to Dbe

societies and relationships, namely a system of redre;sal.

which in turn depends on accountability. In a multi party

system with perfodical national and subnational eiect1onsv

the power to remove from power, that 1s offered through :
f

regular elections provides the best instrument for such,;

redressal, ;é

» —%%;J

Indfan development planning has also been built on- thaq;

/.

concept of area planning - the

mmmi_g_al

area as in silk, or dairy; wheat or

area, , the

product sugarcane, or

the social backwardness of area. By using area planning w1th

the power to design, given to a locally e]ected body, many

of the needs of inter-sectoral balance, 1nter—sectoral

dependence, or ‘Integration, plus heterogeneity of base.

/

culture and opportunity can be accommodated

of NGOs undertaking

A number innovative

community-based
programmeé specifically targetted to the poor»and% djsadyan-
taged,

have demonstrated dramatic reductions in fertility

The experience of health service provision through NGOs: fis.

often cited as an example of correct approaches.

emphasized here is that these pProgramnes.

successful because they have had an organic growth and. have {j A

not been preconceived programmes. It is likely . that thé‘

ble; but the lesson to Le drawn fis precisely that we need. a

10
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The . point .

.have Dbeen ;
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specifity of each successful approach makes it less replica=- "
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.18

focus

system that permits and contains diversity, It is also

worth emphasizing that a programmes which is "handed over"

Lo an NGO for implementation s missing out on the first and ;.;féx ?{
i £2 ;‘7‘(;". : f,f:

5 E

flecessary condition, that the programmes be developed from b
£l fa

.

bottom up, B . 5 t?%

An important lesson that the NGO experience has to offer 1isg

that socia) change, especially where it affects gender, ;f “iH

NETVS S

class and caste groups fs a slow process and must . be ap= v ' :,:; ;

proached gradually. while grassroot NGO experiments have,

R AT S

not led to major monolithic movements 1n people’s part1c1pa-
tion and self-relfance and the voluntary sector cannot hopeuf;
Lo play a major quantitative role in the national .scene,: the
relative advantage of NGOs has been in the qua]itative field
by providing a test- bed for new {deas and mgthodologies and .

a sounding board for government policies and proggam@es
(Sundary 1993)

SR W .
N ye e
LTI \

The experience of NGOs has also drawn attention . to the

ey

> W AT

BPRANAN S
Ly s

importance of quality of care in the design and 1mp]ementa— 2

B S 8T S

tion of pProgrammes. NGO experience shows that attention to

quality of services, particularly from the perspective of

the user, can significantly enhance service utilizatIOn.;

of government programmes has largely been on service

delivery and on the service provider. The user’ S perspec-':

tive has not received much attention in government pro- ;
grammes.  Quality of care issues from the user’s ‘perspec- j;

X% 4 " ™ 1° - -
R e 53 oA
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tive, have vyet to be understood, particularly by those ﬂk’
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2.20 NGO's have

involved in policy formulation and programme

fn the public sector (Pachauri, 1993). ; {.-am_

recorded the fact that women generally . do notﬁy
wish for larger families but are .coerced by social custom

and the blind preference for sons. Such coercion can only

be countered when safe motherhood, child survival and - gegdg[

Justice prevail.

Male involvement in family planning is a.
e<

desxderatum but remains at a low level due to attitudes, andn{

also to the fact that there are fewer male

LE
choices. The popularisation of the condom may raise .thatwb

.‘-‘

4‘.\4.

level, especially as protection against diseases and AIDS,V{

but male attitudes and behaviour still remain rooted An )

backward traditions and a disavowal of women as equal part-fﬂ

p 8 i
ners., ! :
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INDIAN EXPERIENCE‘- Negative Aspects
Evaluations and studies that not only assess the programmes

especially as they affect womens' fertility and health - but

also analyse the 1inks betwoen changes 1n the birth rate, in

fertility and variables such as income, education,. autonomy

and so on seem to converge in the view that the approaches

and the pfogrammes have not been able to engineer popu]at1on

stabilisation evenly and wholesomely in a sustainable _man-

.q. TR

,ui
ner, .
' v ?f
' ¥y
4 . f‘:f Lk
K §
Reasons for this lack of success can be divided 1into two
classes; one, those internal to family planning and health
programmes and two, those external to 1t even if deeply
connected to it. Q;
Internal: One important reason 1s traced to the deliyery
systems - the instruments used such as the 1nst1tut10na]

\
\.

arrangements at the ground level, the PHC the MCH outposts,

.",)
#

the functiohary, namely the ANM and so on.

L

The method: that the programme 1s cut off from other pro-

grammes addressed to the same client group. That there is

N

no commitment to local needs, conditions : no pertiquatign

of "users” - etc. iy
y'l,'
The technologies and the way they are provided and of course

-t £

the basic flaw of target setting in contraceptive use/and
R
cover and implicit coercion & corruption -

incentives and disincentives
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ExLlernal The inadequacy of public 1nve§tment in

of basic amenilies including food and Hvo]illoud %e'mity

such as  elementary cducation, primary health, apart

reduction in inequality of access to moving assets. o
el
o

The population of India is evpe~ted to cross the one\bfllionﬁ
mark by 2001 as per the p'ogections made by the Standing'

I
Committee of Expelts on Population Projectlons. The Commit-

tee also estimated that the population of the countly would

G ; ."5'.

g e =
be about 2006, e oW

1082 million in

Al

; "'r

v : | §'> .
India’ S population rose from 36,1 milljon in 1951, when JtW3°:',,.

planned devolopment ef fort started, Lo 846.3 million as per,
] /s

the 1991

Census. On 2.4 per cent of the world's land :: area, =

India supports more than 16 per cent of the world's -popula=

froma

ratio stood at 1079 males per 1000 females Ln

1891. 37 per cent of the population was aged be]owild,;yeans;

and 6,6 por cent s currently -estimated Lo Le over: 60 years .o

of

29

per

(TFR) 3.6 in

age.

The death rate

The Infant Mortality Rate (IMR) is

thousand live births in

1991,

is estimated to be

1992 and Total

10 and birth raté-

estimated to be 79

i l

provision»hf-;

Fertility Rate " :

vth.

tion, and the population is increasing by about lf/:millionﬁ §j“£5
every year. The growth of population has gathered . momgn%wnftf{
in the last few decades, Howevel, the average annual - 8Xpo=, - j‘
.nhential’ growth rate has fallen, for the first time¢ agter-'-
Independence in 1947m, to 2.14 per cent, during 1981-91.

Lata gathered annually on sample basis also show a decrease

in  the annual natural increase rate, to 1,90 per: ent ‘%

1992, The sex

as SO A
ARt e e




3.8

3.9

The country has also the unenviable position of being one

The country has the dubious distinction of being .the ffirggﬁ i

fn the world In terms of the absolute number of pcrson§

added to its population each year,

with a very unfavourable sex ratio (929 females :, 1000 meq;-

H

1991 census). o I h

The current patterns of development are first,'eqbauc1n9:t&0ﬂ,

rich-poor divide, with increasing marginalisation of the :

' i %
poor, second joblessness is increasing, i.e. jobless Skonom ;}fj
R L e %
¢ growth, third, damage to the life support system of ]angf-"“ﬁ'a 2
: > LA, A R T P

water, flora and fauna and the atmosphere isAjncreasing_ﬁaqq ;ﬂ3f"

fourth, there is growing violence in the human.heartgjeaéing

L4 =

L owm oy
7

to a situation where there is disproportionate attentfon . to {;,'7;-i

the security of a few than to the misery of the_many.

The national level of IMR and female literaéy and thexjétégégjfi
state differences in them are high and need attgntiép; :
the birthrate does not drop simultaneously, thej:r&tg-
natural incrqase in population can rise above thg

cent reported for 1992,

.



Women & Population/or Women-led approach/gender dimensions %;,.

'

It is now widely recognised(or recognising that) the * Hide

,.".“ %
disparities between men and women in all the hey indices'-afj""”

well

being and progress - starting with Nutrition,

“through ™" -

death, to wage

Fates - inhibits the capability of women to''* -

freely make

their own reproductive choice, to adopt and.'

access the services. It is lecommended that this gap has' to

be bridged and this Liridging requires special attention toi

reach

females

from

birth to death wfth the

serv1ces

i:-‘”

4

N d[(!

Inil aziste b

specially designed and funded packages, ft | o

:','z ,

However, this is not enough. Hor it js always perceived 1n1

ways which lead to autonomy. Women must DbLe pe:ceived asa

active agents

-

production

in leadership and change in the spheles‘ off

& trade as well as spheres.'_Mm
! " 2
‘must be recognised as holding views on the definit1on 3
; ;4“
and goals of a population policy; on its plactioe and p:o--

social & political
They

.;A- l‘{

economic and ;

; u' ~;=‘=‘§y '?

. : v .
: o v g 4
| t L

. gramme and not only as recepients of social,

political services.,

: - G
J. Poor women, as also olher women, want to have reproductivez

freedom, the power to make their reproductive choice, :want:

I o e e

,‘Z' ¥
t . e

! o

i

the well being families and themselves, : fleedomd

ol their

from the “drudgery” of child bearing (and would 'like ‘tO"“

Timit  their family size). It must be rechniqu that the

4A~

women are best equipped to determine the elements and the"

s
this

nstruments of

a programmes that helps them towafds

goal.

16



fem.a.l.es

5,

[ALN SR

) ‘4'/&
Women's groups, formal as in Mahila Mandals, and in Panclmy-

ats; informal as in non-governmental organisations, = wheth-

er Joined together for economic or social purpose, are the

safeguatding '*‘ ‘

\rs" g

repuoduc-'

most effective and sensitive vehicles for

women's interest in developing and implementing a’

tive health and fertility management programmes.

4
bt b akgna
the distribution of powel’ between men

y

and women in a society and pa:ticula:ly within a family 1

Gender relations,or

...‘_A-a

is a critical factor in enabling women's status, It is. . now
well established that women's access to decision making aqd rai

capability to exercise her interest in the social group,:has

strong links to social well being, especially leploductive

'» ul.”a
health and cholice.

It fs also recougnised that where there is ' a measute qf 3
o ;I Kot
equality Letween men and women, whether because of equglity 4 e
.'.-p. ‘.:i> 2k ;.(;‘
' i .5
N education and income (kerala) or ~culture and custom Lz
R 44
(tribal communities) or because the programmes have been ! 5
equally directed to the two sexes, - fertility has shown'ga : 7
: vk %
8 -7
greater and more sustainable decline. VE

between the sexes is in turn traced to educatiou.wﬂiucomg,&$§ﬁu1

entitlement Lo resources and also the prevailing culture.

Processes that

lead to this <ituation where women have a

control over their lives, is called empowerment. Empower-

"



leads to reorganisation of the productive and.

ment - repr0~’i“:}iﬂw?}?_
ductive roles not only within the family, but 'leO'-yithin

the society. 1ﬂ}.3‘ | .;é

It is recognised that there is a need to address 'mgg 'not' ¥ 2
only through health extension,not oﬁ]y through IEC and C;

&

soclual markeling of contracoptives, but Lo onablo mon;;o nnd’

-

8
\\'
-
-
3

o

-
B '<\~_ Ay Al
e ,.;_.t-.qn" TR
. (AR
R | - arns Sty

—
)
R

understand and accommodate their role in fetti]ity manage-"

ment, its psychological and social 1mplications. ,wIt

increasingly being recognised that decisions on reproduc-”il‘

tion, whether taken Ly the male or the femalé.have 1mplica-

tions for self image and status,according to the cq]tural;:‘ i

and the economic context. Thus extension work has to address.

ftself Lo Lhese implicalions ff ft wishes to have',QUrablejé;fJ‘{
effect, _
Another important recognition is the need to address

ru

programmes to the whole life cycle of the wumnn,:,(and

man) especially at the stage of ch11d and adolescent -

'\‘I\»_’

not only at the reproductive age, o W

Allending” Lo the women unly at the MCH Gtage often is

late even from the limited goal of ramlly size

oty {a‘:{ v ‘-?‘g‘/

xample most of.. 'the

apa:t from :
PR _' gf\.

the wmore humane goal of wellbeing. For

e

irreversible contraception used by women has.been of;gwomen”q T

Vil
over 30 years with already 3.6 children. '

From the conception of a qirl in the womb to her death there

are many threats both to life itself and to

health, Thi‘
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£ %

discrimlﬂation affects not only health status - but . powergg

relations, the ability to take decisions, to negotiate. and L

protect herself. ;j f. ;ff' i t;}i’
Wy i 715 3 B o 2

Thus today the concern is for the HARDSHIP that womén‘:%qu :E: £ z;" 5y
fer,  from birth to death, through undernutritiodig.dar};x ; ,J'gi,t;aﬁ";
narriage, unsafe child birth and inadequate hea]tﬁ %erﬁgc ééfj h gzﬁgjzggaiég
to follow up morbidity. Population policy. thus’ addrﬁfsﬁéf';?} 'égéé;;;gggﬁgj
ftself to women's wellbeing of which her ent1t1ement:t05?ooai?: Zé;"“;?jzg
health and the capability to choose her rebroductige i;agﬁff} ‘éé;‘ :;fii,
becomes the critical mass, , .V  , i 3; i,g?. 4 ‘i:??:
i el et

AN RS LR

Nulrition, food, and not only for pregnant and "u281"9 f% ;¥
mothers but for children, to build the base of a hea]thy ﬂri@;
body has been recognised as basic = whether one looks at ‘1CJJ ‘.f‘;:,
as a basic human right or a need., Thus Food. Secu:ity};has ;:'“ '?fffi
been closely linked to population issueg anqlpolicies.lé ?;;'1: -;,  géz
R R | L

(=

Education i1s another critical element that has been pointed ;”vfﬂ, f

. i

. : 1

out as having an impact in a variety of’ ways.,Less educated.,i; : ,i
ke a5, 3

poor and physically exhausted mothers are likely to pass, on :N ) i f
l v - ”' "

poverty to their children, while better educated motheqs isd1: '3;
< ii

one of the key factors for improving the situation, Stud- j

—

fes have shown that women with scven yea:s oI more uf odqpa-"

N s N

3 R MRy sl T B T LN Y
- VoL N ¥ ALY
> Ry Xty T
o - e N ORI,
N M e .. <4 5 2a 3 . )
I LK R ) N Ne T . . vy
o - i R RN .\ 3 y
- 10 KR T T DR DR UEN S o>
et LY RO R R R D L T Rt
R s R > s S MU i
By N Lle - . N .

tion tend to marry on average four yeaxs later, and have 2.2

$§'

fewer children statistically than women with no schooling.

Education levels out power between men and women both. _in

and outside the household (In analysing Kerala;'what is not
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16.4

often
lovaols
But ed
macro
school,
support
other u
income

time

fuel for the home

emphasised fs the equality

~in educational

bolwoon mon and womon,
ucating 1little girls also has majof démands Qh the?-f?
" "' : :1,’
economic system.  Poor little girls cannot go £Q¥f
“¥i
unless they have not only the “usually 1dent1f1ed»__u
of creches for their younger sib]ings. or also tha» '
i Q'uxﬂiﬁ?ﬁﬁf
sually identified element, that fs, better household
o b m
through higher wage for the adults but

f"\\-

relief «fro%“

consuming domestic chores such as fetching water and

The gender perspective on population policy then can be‘
translated into the following recommendat ions, falling 1nto
3 categories: ; {
APCHC '~Lﬁ‘1g;g§
(A) Organisational i b 4
(B) Programme content s 'é
‘ _ ; ,¢§‘ ﬁﬁg
(C) Macro-imperatives USRS i
' R
(A) Organisational; | v N T 3
% L-;'.‘ :
Health and Family Planning

health - both in Central government and in the

:t1ons 0

Health deliveries

higher

quality of services, client .oriented, plovider g
oriented towards integrating traditional wisdom into vset 7;
1ces, Health

new 1nstitu-

U

f local self government 1{.e - one window for health.

to be community derived and managed wlth

e

2

stations to Le capable of dealing with. "males,:

‘

Ay
I_v-,.
O

20
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and  females from birth to death as with health education.f'
e 1
especially information on the body and its care as part . o

tho sdrvico,

o v ',_ iy

This health package to be integrated to the Panchayat RaJ
Institutions with open ended guldelines. This apploach wlLJ

naturally build in the sensitlvity to regional divers%ty ,%'v ~i; y
‘ . SR | e
India. Differentiating both in expenditure and Pr°9Vammelg.

‘,‘,‘

A
S

T
Q!

AR TR {
AR ks
DT = Jasta X
"t NS p? h
N N R wae 3 ot < Wyt
R T UL NOAY LW Y LTI, A N SR
2 s 18 ghr ar el - T -
N ‘l PN ¢ - % § ". . - 3 .

A‘

elements according to the situation of life and q;;th_fn,'

particular place.

part of Public Expenditure.

-.:;':_':“"r‘
]

N\,
D T

(B) Programme Content nﬁ ‘*fa:f

‘i
{

1)~ Upgrading of primary health gentres to have . faciliti

—_s (]

including OTs, prevent1ve curative "and . reproductiii
i ' ! oY

: : f
tract including SID treatment services. - %

. .
) .
"" .'; Y ik
4 s : »4'.
Y
<AL P )
B e ¢ TIE 3
: ‘ R B
5 NP ‘ .
] . ’ ) .
s '
) ‘ ”
: i K2 4 ¥e
A
‘.
%
.

respond to clients - men & wonmen.,

7 ]

!

i

Orienting IEC Lo strengthen Pnowledge base ou

reproduct ive heath and cuntlaceptives.

,‘ i . iy

i1) Universalising elementary education - andi .

O 1 -

strengthening literacy drive both for Mal&s‘

females. To enable girls to participate provide reliq{

from the 3 =-C's child care, from domestic chores i ek ,j
. 13 : A
i ; ‘
2 Af T




9.

(water fuel fetching, cookling, g¢leaning), by pfovlslqn&; ‘"“
of infant creches as a social basic amenity; . making,«
water and fuel accessible through intense investmant in. 3¢

water, wood and other energy provision for domes;icﬁuse}

R
. %y A R A
on a crash programme scale. . Do 8
," ",i'. A
?‘: | ;.1 ‘?‘
c Ty A1
Contraceptives & Birth control g

) (372

\ .%‘4}m

:‘ " F 3 '| '

Women's groups are of the view that : ! ¢ -{
Do

a) there should be equal emphasis-on birth control_devjces:f:

y "

LG
for men and women - in provision, promotion,;%pd
.

.
’
o

2
research o

b) that a wide range of safe contraceptives ;to 3 bg,fé

PA

available - but safety ensuied. The "safety depends-‘on”

BN e, 3

quality of clinical services and 1nformation available .,

vt ew

to recipient. The health centres quality is key to

R

>

contraceptive adoption

o & s ¥
i o W At

NN i

¢) that education is to be on the understanding of ,the.;'

'

body, reproductive processes for men and women. from

et

early years. T
R R N
g bl
e,

.
R ~
Doy

Local level planning and implementat1on‘ of 'Employmcnt}

XL

Do 1
generation/livelihood safeguarding district and othenﬂ;]opa]i} &
, b3, S i
o LY g <f .
level Planning for full employment often requires: . I
. ::
{
", < ‘{;:'
J

e P £ e s AT
..A.\..T‘,,_sm:: SR

o
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These require both ibentification/advocacy and investment. f

20.

a)

b)

c)

(C)

B T |
e

- MRk
" ',a
t.

safeguarding existing livelilood strategies..éVen' morgf

than generating "new” employment;

skill training/credit - markets., . i

2 B
programmes but hard core food production and’ ﬁ;,ffg*'

Ko

Food Security = not only the PDS and the nqtﬁ1ﬁ1o

policies; land use, crop selection policies to be - rez,
_— i i\ 1t o
o { ¢ b ) "‘ . '.
oriented for food security,. ' PR R o S
y x“'i? - }}%

BN A M

Accountability and Monitoring indices |, i :§j3 &.;g-
: S D )

The arrangements being designed for development managej

, 1 g

ment by the local self government bodies would - provide,

8 2
accountability if the powers of supervision over teachst

igh

-~

”

ers and health and other functionaries ' is ‘given toj

; .g'ni
these bodies.  Further the elected representat1veg,
‘ - b
themselves would Le accountable to the electorate on

; ‘ § I~y
the basfs of some performance {ndices. It- has -beeny

suggested that these indices cou]d be ‘-"' Ahf

- infant mortality especially female infant

) V B S
] ;

Ly

, ]
- Attendance at schools of students/ and teachers,.

especially girl students
= marriage registration and other basic need§ §hdulg‘ “
e ? '.- Y Y

be goaled and the auditing of progress déué*@g;h.

"3
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publicly at the grama sabha as well at the Z11JP'

Parishad and Mandal Panchayat meetings so that tl_l(oj
; i | S
representatives be held responsible for. achieyer"

ment of people's well being. This means a hgﬂlﬁf

from CPR, IUD insertions etc as; indices t ndipes'z‘
of social progress, ‘ (g
1:"'
i t

-

&
%
P
' ok AR

women's active involvement in development. Combing as: tﬁgy
: ‘ ) S RS 12

=3 %0

It is noteworthy that India's decentralisatiq_q §ys_t.em;fl'3r;i§ﬁ‘*".
T4th Amendments) has recognised the crucial 1mpor;angevi%a;

'L.'v '-v ¢
% .
.

do concerns for equity, economy and environment.1k,uT%g
AN Y

37

constitute a much needed and indispensible social forcewun%iﬁ':v {E -
i Vo A A %
development. The constitutional Amendment has grasped;athjf e

fact and provided for a good start to generation:qu;ﬁthts

LR |
v ' l!l
social force, SRR g

%
INi®e ‘
2 pRS

One third of elected seats in Panchayats (which means :about

10 Takh. seats) have been reserved for women. This places

HIOLE

boods

them initially itself, in a vantage position (and 1nf.fa1r125:/
good strength) to influence patlern and priorities of devpl;}
opment. What is need are initiatives/programmes to.strQngt”%éﬂiﬂ
en the capability/tesolve of women to influence decision:f

making processes in panchayats as well as enhance..: the

(women's) self-confidence.

24 DR L
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» ¢I. Think Locally Act Globally

'i,
Reviews of population and development programmes, attempted cin

the past over three decades by the Planning Commission and 1ndependgpt-
{2 '\"

researchers, have highlighted the following as the foremost necessary

g ok
steps to convert past experience into capital for vastly improvedijend.-"'
s A

durable results in the future.

B s, 1} VRO 3 Q3 dames
Yol a ey Y A R AL w3k H = N . ey
SAUMARR TR e N R

1. Accountable Local Institutions

The establishment of democratic decentralisation

at institutions - which are accountable to the

where the people have the choice to replace their ' represen=*f
MR )

tatives periodically - must be regarded as the first and thef”h“"

decision-making centres which is the dire need of

for stimulating equitable and sustainable rural dev

TUETANS 8 b
These institutions will provide for local participation

and |
'} 0

A

o

O b

local contribution - imagination, ideas, 1nformatiohg‘about‘”f“?
3 PR 44 %

local situation, priorfties and most of all: stake. 1n

socio-economic advancement of their own-area and popu]ap?on.f‘

A responsible role assigned to the local populationf would}f
A | "

also improve the prospects of raising local resources ‘qndxfif

P v

' é

7

provide for better care of natural resources of soi],;wa%er,f?
LI (R 2
~ : i : IERN YR
forests for sustainable growth, N
P , ity

The 73rd Amendment of the Constitution has now provided .the “}

basis and assurance that there will be an orderly network ofi?T‘.wwa“‘

‘l'



elected panchayats extending from village

district levels with a harmonious division of functions, -

v ;

Simultaneously, the 74th Amendment has mandated correspond=:¥

.-

. ‘.
ing democratic institutional wunderpinning in the urban J =,
areas :?f R
it
e ——— "
2 Micro-level planning and implementation

Ao NS
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The Planning Commission's review of the working of popula-

'.

tion and other development programmes has also cpnc)udeg

the imperative need for micro level planning without which.i

'6
economic and social services which are vital from the popu-é

P4t s

lation view point cannot be made to converge in a systematlcé
!

3
’

and fruitful manner. R

! oan

"Analysis clearly underscores the need of a decentla11sed,-

area specific district level planning based on critical and
in-depth disaggragated analysis of a constellation of socio-

biological indices.” (Planning Commission, Dec, 1991).

Local area development plans, starting at the micro (vil-

lage) level, should be the unit and basis of p]anning. Fq(’

o this, the present planning process which is top down must be. :
ielas £X L

-v-

re-modeled to accommodate  and as sxmilate local area plans ini

--'—.

the overall State/National plans., The integration of area;--”
plans with the State/Hational Plans is fundamental tp theg

3*
transference of poverty alleviation from the peliphery to

Jh
the core of national development strategy.

nh
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THE INDIAN POPULATION "PROBLEM=- ’

%

In India the rate of natural increase has Pemainedi@rgund % B e
ercent now for almost three decades (since 1941)., However, the provi-
sional data faor 1991 (birth rate 29.3; ‘and aeath rate : 9.3) suggesst

4 decline in the rate of Nnatural increase to a little below z
Percent. (1) £ "

Azcording to the international Bxperiencs, we espect  that tnis
Process of a faljl 1n the qrowth rate will CONTiNnue andg accelerate in
the vyears ahead, even though the numo=r of couples!.gn reproductive
ages  15-44 g Expected to increase from about 141 mldion in 1990 to
170 million in 200G, It is necessary to PeCogriize that the stability
of  the growth rate is itself an important ach;evement; 1% 1% a grave
mistake to misinterpret jt 235 eithee stagnatiocn oe fa1lure  of tre
family Planning Programme. (Visagria alse Amicughk Jair and Juditn giruca
1993) (2)

111 - INDIAN DEMOGRAFPHIC DIVERSITY : 175 LESSONS

' the natignal Dirth rate remalnsg v TNErs are zire—
1le inzer-state ditizrences winicnh Nave nigri tre mzsg to 2ame-

LR sepacately the TsItors of T@rtilitv anng Pty dnderliving a MRF
of i. For 2rample sgart from Farala wi oo YEE gaaulation b A in
1991, TFR of 2.0 and NRR D2low 1 thnere 1= Tam:l maguy W1EN & DGELET oA
BT nNearly 56 miilise ana LR o7 1.0: Oog WiTn & QODULIST10N  OFf onls
1.Zm, alsc NRR 253 tnan .,
Tha Siversity TEDIOas s
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facilitating discussion. August 1993
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70 districts of a total of 452 districts in India have ' been
ldentified as requiring focussed attention. In these districts IMR and
MMR is high. (Jairam Ramesh) (4)

India wishes to launch a programme to reduce this harsh phernome-
na. It hopes to achieve a NRR of 1 by Z0GO A.D. with an effactive
couple protection rate of 40% and an infant mortality rate of below &0
and  this would imply a crude birth rate of i and a crude death rate
at 12 per thousand (Fravin Visaria) (S). It is not the casze that India
‘has ~ failed’ there 1is a plat=au and wvarioue demographic analysis

(Vasant Gowariker (&) predict that there will be a sdr,ng z=zlf perpet-
Jdated downward trend even if no narsh measures are takern

Iv WOMEN 'S AUTONOMY/STATUS

It cannot be a simple linear argumsnt thnat Kerals s litzracy rats
Tor  women of $&8%, and woren ‘s lagour Torce particination of 5%, re-
veExls rnat women have nigh "status" in Hserals and that reveals fzmals

Lancmyy ~Nch 10 Suen yi2lds the remarkably low TFR and  MNRFE (Sita
2=n) {7} is & result of high iitaracy.

Woma2n s autonomy cannot be sesn az = pendent variavle. It is
Fotwnltion oY Ehe degras of equality betw E0AND WOmEn 1N & Tamily
QT Endee relatnion a4 housenold., Mores o on oF evan legal 3Tatus
o oavan YsdvEnced" economy, does not : ly ceternlne  ceproduc-
TivEoogeisions. If b ware so them would the womsn of [talv  'vresist
Wwals  Coamination by refusing to provide "reproduction't . Or wouls
Swedlsh  women refturn o nigher fEPtlllty rabze once bthe men begun to
zhare the nuiuring roles?..

g 1S gender  2zlance o7 J0WEr That L3 the cey TRZSCr  —  this
A 07T ONlYy PErmItE WOMEen TS Make ChAoLCE:E SUT LT ALS0 MAarss  mar
@ Ssycnologicaliy capable of acceprting “roipaTd Zecisigns, [t - alsn
mesns  Eharsc spaces ano rasponsibillities in family o~ partnercshiz  of
crLla care.

. THE INDIAN DEBATE:
Fzpulabion Palicy 1ssues arse DRiMNy ~Ll st activel s, anag ntenstive—

!y oebatead anc formulates 1n India toca,.

15 2merging in ori=2T Trom th2 Incdian clscourse s o

(4) Ramnesh,Jairam : Soccial backwardrness : Criteria and ranking of
dl:tPlCtS in Ing:a.

(3) Visaria, Fravin : A Fopulation Foli icy of India : A dratt for
facilitating discussion. August 1997.

(6) Gowariker, Vasant : The inevitable billior plus. New Delhi. July

- . v -
(7) Sen, Gita : Women, Foverty and Fopulaz:on
cerned environmentalist. 19292.
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. Symposis of "Women's Health and Familyv wall-Beino” Meeting. New
Delhi, Feb. 1-2, 1333,

o International SYmposium on Research on £na m2zulacion of  human
artilit,. Stogckhnolm, 3wadan., Seb, (6§37
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Fopulation Policy is not to be women centered - but women led.
There is a world wide tendency Spreac across all disciplines to
over—-associate womens fertility with tne bivrth rate, with repro-

,/ duction and thus make all efforts at populaQion management

entirely womb focussed. For example the measure, TFR (Total
Fertility Rate) which is measured from the births per women of
reproductive  age, which 1s widely used 1in demographi; discourse
tends to also focus on woman ‘s organs’ only. :

Women do not hold the key to their fertility.Men and women hold

it and thus it is wrong to make the measures and policies ~ womb
focussed,

(b)  EBirth Control, reproductive health needs tg be_"iequally male
daddressed. Malz alseo to Se responsible for reprodustion and  what
follows. '

—
it
~

Azalth, well being of pecpulation to pe Goal and rot obopulation

control. Health, Life (as different from death) must be the

impartant issue wihich means & Foncern for all elemsnts of sup-

Porting life, (&, . Sexmy

§i InTormation, Nign gquality service, zhoica, ~lght to choose, arg
Hey lssues in Dirth zonterol servi.casz, ' '

—
M1

In ooor arsas t-o
1

2 orimary goal should 5e “h€ raduction of IMR and
Matzrnal mortalis
AL SIOAL

i1ty and not fertility control.
T "hera  should D= no target setting, ana rfo intentives. Thess are
both ifdefficient ang HnJust.  No small family mess

292 wlthous
JacH up. ’

b} Ardagsn ]

i
~

al

F&1TNn services, tg LATEGrate  all nmesltn s2rvice
gelivery 1mto %00d FHC ‘s g deliver. poinss Unto  the village
Burouts”, Incresse -AVESTMENtT 14 Health.,

My To 1dy  emphias:is on Draocess rather than &0al, to give EC3ce tg
1sten, build =217 Titicence, to intraduca  tne traditional,
1Ndilganous wisdom inm nealtn care,

‘i T2 take a life cycla approacn and deal With men and women i a

lde spectrum not only in reproductive staga,

VI - .INDIAN WOMEN'S APPROACH

It i3 now widely understood and largely agreed that Tadian Women,
lncluding those who &2 poor, not educated, unemoloved., rural and €0
On, would like to nave the power to centrol their Tertility. That
they would like to have faw children and at thne =zame t:ime ensure good
health &nd longevity for their children and ¢ 2mselves,

The problem arises only when the discussicn moves from what women

viant, to how this desire or need 15 met.
v

Those who work With woman, especially with +hose who are poar,
tiving 1m vary inadequats RAD1Tats, with ~o wa.omr aEanitation,  with
dncertsin economic bpaze ENQw that for women Yo nave repraoductive
cheoice, it is now not only 1nsuffic1ent, Cuk inerficient, to ofrer
nly a cafeteria or wige range cf contraceptive =

ot

vives,

—r
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holding this view arises from : X W

AL 34

Their reasons for

that the choice of how many children to bhave
- external to the availability of contra-
ceptives. For example; the survival of children, the need for
hands of labour, the need for a son, the self image of the male
partner whose virility 1is substantiated by the women'’'s pregnancy

and s0 0ONn.

p Their knowledge
depends on many tactor

understanding of the dangers of some of the new invasive
especially whan implanted into malnourished
to medical care in case ot

2 Their
contraceptives
bodies, in bodies which have no access
trouble, and 1N health service structures where there 1is the
danger oOf infections. This makes them wary OT’ ‘needles’ anc
‘wnives’ - especially 1in view of the entry of AIDS as an =pidem—
ic. '

Their understanding that womens fertility 1s not a fumction  ©F

Ll
only her  bogy but the power of uwsn ANC that gender relations
5 £ 7

il

gesarmine fre=domn OF choice; and that nese relations have alsc
ts undergo change for cholce to D2 sreErclsE0.

4. Their 2.perienc?2 GOt Khe Jureent Tafl bl Tlannlng sErvicss Throug”
the States, wh=2re incentives and targets have mads  poar  Womal
sictims of co=arcion and ne2glaect.

Thay o ashk Dol by and the State to tare & wislesome view of  this

problen anc to address themselves by thie wruomder needs as weell as T

Lhe focuss2ad needs.

VII THE NEED FOR SOLIDARITY

—hera 13 urgent need for convergence, Tor An agreed Approz-
Which Could proviage a hroad based p.atform Tor advocacy Tfrom ENSE
imvelvad  with paar women anG EaowiecgedAoldT on rEproductive neals
matbars. ’

above, I would’}ike to make,

Feasponding to the issues raised
to Japan and egpe=cially

conterence, =2spa2clally

prapoasal to this -
Japan’'s influence on the UNFFA.
ravealing that broadly *r

World wWwide Consultations Dy women are
North or the South bh-

women s  movement whether it is placed 1n the
the following concerns, and the foldow:ing proposals.

First, as 3said earlier,
environmental devastation is being put on "poor people”.

Second, that the response which is to control numbers is beir
put entirely on- what is called the women ‘s womb or the tubes (Shan

Bhosh) (B).

4

e o Thas

(8) Ghosh, Shanti : Wnitnar Health Car=2 for womsn and Children.

they are concerned that the blame fc

S




Third, that due to these concerns that population somehow must be

/controlled and reduced, technologies which have developed are being

brought and with subsidies and political pressure, being put into use

especially on women in developing countries. The constructive response
to these is @

One, for the lobbies of Asian women broadening to World wide
women to show that the problems of the environment are not necessarily
the problem generated by population. The problems of wenvironment are
generated by waste generation, (DJ, EBerlin/SID) (9) over consumption
of natural resources, both in the production and consump¥ion styles of
what is called modern industry. Therefore, it cannot be brought into a

population agenda but has to be taken into what is called. fhﬁ economic
development agenda.

Two, that decision wmaking on birth is taken by m=2n and women. Men
have to be brought into responsibility for bBirth as much as . women.
Men's problem, psychological and material mesd to be dealt with.
Women's decision making capability which 13 called repradcrflvw choice
.@ading to reproductive rights has to be strengthened .

Since women are ss=2n as the perostrators of N1gh  oodpdiation,
thoss who are not aware of the technoulogical devices and their re-
guiremz=nts are often’' made victims of the implamntation oF technology
and mften induced through monetary incantives. These monetary 1ncen—
bives are given both to *he victims as well as the motivators. It s
fow shown that if the money spent on what 1s zallec the propaganda,
i5  transferesd to provide more car:2 1n prenaration for birth, resro-
ductive cholce, reproductive health no furither resources arsa caguiret],
(Sanal Cesail) (10)

The they app2a

efore, 1 that the UNFF& snould put mor2 2mphasis on
quiality of car2, better fac 111*123 for oroad bassd health, much  mors
tnformation Snaring =lals! ~edressal wmechanisms Tor  those wic  ara
victims of car=les :ontra:

eptlon tlhan support mainly the technologi-
—al devicss

Three, that women' s organisations who have the capability to
reflect and be s=nsitive to the nesds of women need to be much more
involvea in providing care and safeguards to women wno goa for birth
control.

(9) Sustainable Development and Envircnmental Challenges. Feynote
address at International Congress o7 Scientists and Engineers.
“Challenges Science and Feace in a Rapidly Changing Environment®.
Berlin 29 Nov. — Dec. 1, 19791. Fublisned in Challenges Scienc2
and Feace 1in a Rapidly Changing Environment. Edited by Rainer

- Rilling and others, 1992 Volume 1.

Women, Waste and Flanet Safety : Froposal for North South Al-
liance. Frepared for UNCED, Rio de Janerio, June 3-11, 1992.

Fublished in the Hindu, June 7, 1992, WIDE Bulletine 1992, Women
in Action, No. 4/92 % 1/93.

(10) Jain, Devaki and Desai,Sonal De : Maternal emplovment and changes
in Tamily dynamics ¢ The social conta: oT women s work in Rural
South India. Working paper no. 9. Fopuiation Council, 1992. 43p.
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; The issues that are being flagged by the women of the Scuth are
JGraaternr lnvestmant in health care, the merging of general hesalth with
maternal health, the provision of basic amenities, they would ~also
like tg suggest that the State should be responsible for 5 minimal
basic servica of Nealth, literacy and deci1s10n making spaces. Frivat- ‘
1sation of healtn tar2 can only be on top of  that, Tharefcre, the
ld2nlogy  that all health care has tao bs frivatised

while population

g
& sy

Sontrol strategies are sent through the State Machineriss, ars reject-
2

e B G

Thev have showan how "disincentives" like not being allottedzland;
Nousing, rationAcans, 2lectoral Positions, jobs in Organi
Q2cause of family size tend not to be Clsinmcentives orilyv; the:

reate  inequalities within social strata, For zrample very often g
3 the large masses in. India who MIoht have many children +to  stapr é
CLER At A very asarly *38. By barring Tnem entery bg various decizign {
TAking, Zow2rtul foruns Cu= To number of children they nhavs Tornz, one ?
wauldg tizally ne Shifbing the sower 2Auatilon o0 the 2lite,
ThE e SlsinceEniives of f.5is HANS Cannot oe RPUsSned on gio 3 vary
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L.y Lthe whot 37 neal s |
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{
Ingia  will e WG inuag Form s SHETEMTNG | S obilifical mam-
SEENL L0 fhe TIrd Smendnenk 0 har comstitutien, Ac:owd&@g to  this
Eilly nmos nly  wilil local 99vI. be 2lscter pup I3 L/Z% Mhave C=2en
rEEecved for women. Aleeags 1q 4 States 70,000 women Nave, alreagy
=220 arasn into shese onlifical Doverning couricils. India' 5a5 also
LRt many  of the individuai ERIEOSAL Sud e by for d551gning and
anagemen s, lmplemantation and monitoring to these local bodies,
=alth and Tamily wsifarse iz tnersfore. an 2genca on local seiy qav—
nment scdies,

It i3 nost IMBSrtant the~etors, that the world tamgfﬁno:e of this
EW trenc which will s00on come 1nto man, othepes -ountried. e.g (Fhilli-
SinN2%, Bangladesh in Asla, Shana, Cotad'\ore’ atc. I ATrica)  and i
‘acilitate  woman and man to goal their own PtJECtives  1n terms of ;
=22ulazicn, size andg wEs oguality,

The UNFFA and Japan could take s i2adecr-nip in VIdress10n thage
=EURE  ang - Yo agh kb BN in the 1osi: Lo By SLETed in
2valoping  naaltkh YETEMS wnich suity thes o (BIBT 000 Lhers
neEgs, that  advoc X responioility 1z ebirpg - men ang
WOm2N and bhak inabiiutions anrs SWilt wnich Ssve AEToUNREAD Ll Lty 2pd
TECPRE%A L machanis '
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Health, Empowerm=nt and Rights.
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By a curious and perhaps auspicious coincidence, the Government of India released its
Population Policy 2000 on the same day that the Indian Association for the Study of
Population was closing a three day colloquium on Population called The Millennium
Conterence on Population 2000 Over the three days, demographers, social scientists,
academics specialising in various aspects of Indian economic growth and development,
personnel  from the network of Population Research Centres supported by the
government, State and Centre, were taking a close look at the changes that were taking
place at the ground level in the Indian development landscape, especially as it impacted
the quality, the size and other aspects of the composition of the Indian population.

Whatever the perspective from which any individual scholar or researcher was looking at
the characteristics of the Indian population whether in relation to elements such as the
natural resource base. the economic situation, the profile of poverty and
unemployment/employment. the social relations between gender, between castes, the
disparity between regions and categories of people, a few propositions or findings seem to
have emerged

One. that the relationship between availability of food and the growing population is not
alarming In fact a couple of speakers suggested that a growing population acts as a
stimulus to growth. Second that poverty was neither on the increase nor was consumption
expenditure acrdss ditterent income deciles changing significantly. They were by and
large stationery across these segments Three, that every prediction or forecast of
population size made in the last S0 years had been disproved by India’s population
growth - it was in each case lower than that which was anticipated, thereby arguing that
there was a down turn across the board in the rate of growth of India’s population largely
due to a lowering of the birth rate  So to some extent, the alarm bells that had been
ringing were muted.

Some of the papers broke new ground, showing that more than any other causal factor,
location, namely geographical location had been the strongest determinant of a particular
fertility rate This could be tautological in that certain areas in India have embedded,
entrenched convergence of poverty, unemployment, high rates of mortality and high rates
of tertility But the paper had gone beyond those areas which I like to call the ‘black heart
of Mother India’, and found that by and large these rates were locationally constant
despite interventions like education, better health aspects etc.

A paper from Kerala showed how the public health centres had more than half of the
posts of service providers were unfilled. apart from not having most of the hardware
including notebooks for running a private primary health centre. And this is in the
socially advanced State of Kerala a leader in social development. These says cannot be
overcome by better management, but require flow of funds. This and other papers which
described the condition of the public health system, the reasons for such large numbers in
what is called unmet needs for contraception, the papers describing birth rates as
ditferentiated between castes and classes revealed an alarming neglect of what can be
called the health and social development services sector. The Conference was calling
attention to the importance of state expenditure on health sector and in turn far great



attention to public health, both in terms of financial suppct and in terms of streamlining
the delivery

One issue that came up during the Millennium Conference and in some sense burnt holes
in the overall debate was the reference to women, their loc tion in the debate and the way
data was collected and used. The issue in some sense noi only electrified the gathering,
but also received positive response across the diversity in 1! e hall '

Almost all the detailed papers, ie. the sub theme papers had to refer to what is called
gender. The ditference between men and women in teriis of outcomes of literacy or
health or monality or morbidity. Some papers had to ref: r to women’s unmet need for
contraception, others to achievements in contraception in 1. :ms of means towards the end.
The issue that was raised which seemed to have a rc onance amongst the women
academics and researchers in the conference was that uli mately the real issue between
men and women was one of relations of power. Men by .nd large still had control over
women's lives. Reference was made 1o the study of the “revalence of violence against
women where most respondents have suggested that the rrime cause is disobedience to
male authority A" study on unmet needs showed that across class, caste, location,
differences in awareness, education. income levels. avail bility of contraceptes the one
agreement that was common 1o all categories when it cam. to the reason why they could
not tultil their need or desire to contracept was male autho. HY.

This identification of power over woman which inhibited her from reproductive choice,
asserting her reproductive rights, but also asserting other ‘orms of rights, rights against
violence, pointed to the importance of shifting the relation of power, giving the women
the capacity 1o say no. This power seemed even more rele ant given the AIDS epidemic,
where women are not able to insist on safe sex due to 1'e male reluctance to use the
condom and in turn the violence that he exhibits if she insists. This led to the
dentitication of an issue which had not been given sufficic it attention, namely redressing
or rearranging the power relations between men and wome: within communities, in order
to give them the opportunity to affirm their will, especially n relation to their bodies.

Dealing with this might require collective aftirmation b. women of rights which can
either be translated into their presence in the pancheyati r: institutions, their presence in
structures ot power, structures which had control over fin: ce. Money is associated with
power and it was pointed out that in the panchayati raj insti* itions, women hardly had any
access 1o spending power since all the social developn »nt schemes were ultimately
delivered by functionaries of departments A suggestior was made that it might be
important to look at the administrative procedures of locai self government, and suggest
that women’s committees are formed not only to lool at women’s issues, but for
providing basic social amenities and funds such as the fur. s allocated in the component
plan would be put in the hands of women led committee for spending the allocations.
Thus attention was called for institutional arrangements ‘or enabling women to have
power in society, power in financial and political mat: rs such that they may then
translate this power into power in the domestic theatre wh:-h would enable them to have
a right over their own reproduction

Community health groups are able to bridge the various - 2ctoral and departmental and
sub departmental divides which plague the health delivery ystem. In an exercise done in
Narnataka by a sub committee of the state planning ' ard on district level social
development, it was found that out of 75 schemes that we onerating in a district under

L



ditterent heads ot expenditure, there were 25 schemes which under the broad heading of
health and equal number under the broad heading of education. There is need to look at
such anachronisms and do what is called rationalisation of financial assistance patterns
with a greater emphasis on untied funds given with some specific outcomes as the role of
the --- against which the tunds should be spent, rather than the items for which it needs to
be spent. Outcomes such as reduction in female infant mortality, increase in enrolment of
girls into secondary schools, reduction of maternal mortality, percentages of marriages
where the couples are over the age of 18 and so forth could be a much more valuable
monitoring devices than expenditure heads or targets. But to put a monitoring module like
that on the ground not only requires designing of measuring frameworks, but also the
arrangements to coliect such dara at short intervals in meaningful ways, so that the district
or village level government can audit the change with data which is differentiated across
gender and caste.

However, other alarm bells were being rung throughout the conference, calling attention
to the macro economic policy and its neglect of social development as well as
environment and food security. and how this would impinge on the quality of the
population and social justice The Millennium Conference revealed what a large resource
ofindividuals India has. who have interest and knowledge and commitment to stabilising
India’s population and to link it to the protection of environment, protection of people’s
rnghts, the protection of tood security

Interestingly the New population policy document released by the Government of India
pays detailed attention to the need for increasing finance and the need for increasing
attention to delivery of health services and its convergence with other services which
could be called basic social amenities. It also pays attention to devolving this power both
to deliver. manage and hold accountable to the local self government institutions and
draws attention to the need to pay atention to what is called human resource
development, enormous orientation and training to service providers, linking them to the
new approach which is target tree and underlines reproductive health.

The new Population Policy moves awav from the incentive-disincentive approach of
limiting access to leadership roles or to the goodies such as house plots or jobs according
to the two tamily norm. Thus giving us hope that the state is not entirely deaf and blind
to the information that comes from those who are working diligently in the field of
enabling people to improve their own state of well being by having families which are
manageable, given their resources and their goals. :

One of the problems about the Indian public opinion and the Indian media is that there is
a knee jerk reaction to public statements If the policy had brought in the ugly clauses of
conditionality or of technologies of contraception which are dangerous such as invasive

contraceptives, there would have been an uproar. On the other hand when there was a
“policy statement which renegotiates the approach and excludes . conditionality and
exclusion, many newspapers labelled it as a population policy without teeth, knowing
tully well that population policies with conditionalities put their teeth into the worst off
and the most powerless

Another Indian and perhaps international fallacy is that a policy statement is required on
every issue and that national structures with Prime Ministers leading them will give it the
'mportance, attention, money, political and social support tn get it through. This had
never been the case, whether it is a policy statement on industry or on child, taking two

2
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extreme ends of what can be called subjects of national interest. Poli.y statements, it is .
said. provide a framework within which the state and what is callec civil society, can
perform But over the fast S0 years, one has not only seen that policy st rements remain as

pieces of good worked out knowledge, but even five year plans have h d the same fate in

that ultimately the major portion of the government's expenditure ever ‘uring the heyday

of planning was outside of the plan Political interventions and other « -rcumstances have

had often to bypass the intention.

Structures which required the Prime Minister to chair have invariably found themselves
hampered in performance or in speed of action as the Prime Minister’s time is scarce and
had to be ceremonially used and therefore such structures and commit::es can only meet
once a vear, if at all. The National Committee on Women for examplc¢ which was put in
the Prime Minister's lap. thinking that that is where the power to tr nsform lay, never
took off Policy on children, signed at the Children’s Summit has not been able to walk
longer

The one advantage of making a declaration like the national population policy is that it
might set an ethic or an approach which could be used by advocacy -:roups as a peg to
critique and deconstruct the retrogressive policy approaches taken by -ome of the States.
Since this is a State subject. the capacity of the Central government to influence the State
s limited. However, it might trigger the energy of the public opinion 1.) remove the blots
from some other state level policies which are using ideas like restric'ive entry knowing
very well that it not only discriminates between classes, but it has the most minimal
impact on termlity

It is detailed exercises. and skills to make such exercises come into systems of district
level governance that can enable a wise and informed approach to population
stabilisation. which is more or less reflected in the new population policy, to become a
valuable exercise. The National Population Policy needs to have a deeper look at
administrative structures and procedures apart from the major issue mentioned above of
finances for public health and the attention to the devolution of power to communities and
local selt government

If it has to have what can be called a dramatic impact, then the effort to lay a base of
social and economic security for the poor, to lay a base :or institutional arrangements for

women's empowerment. laying a base of auditing ‘rameworks should be initially

undertaken in the States which are showing highest rates of reproduction. Such an
approach would enable those States and the people in them to achieve their own goals,

which they might have set in their own self interest - but it will also reduce the deep

deprivation in those districts which [ have called the Bla.k heart of Mother India. Instead

of once more playing foot ball with the Population Polivy that has just been declared, it

would be wise for both the State and civil society, to address how it can be worked out in

the detail and by joining forces to press on the naticial and state level budgets, the

importance of investing in public health and using the ¢ 'mmunity based approach which

has worked very well in India This would have value tor both removing the ‘pop scare’

(like the bomb scare) and the hysteria associated with th:t as well as bring a minimum of
well being to highly incarcerated social groups.
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POPULATION AND GENDER EQUALITY AND EQUITY

BY

DEVAKI JAIN

ABSTRACT

This paper basically summarises the outcome of two valuable exercises conducted by official
committees of the Government of India on gendering population policy. It commends these
two exercises as containing in them well debated, carefully researched women sensitive
approaches to a population policy for India. The author was a member of both these
Committees.

The paper then goes on to describing the particularly distressing if not devastating trends that
are noticeable in the demographic profile of women in India in the millennium and suggest
that white specific approaches and strategies and operational mechanisms can be designed to
enable a gender just and effective population policy for India, the crucial issue for
transforming the particularly vicious situation that exists today, is for a change in the power
relations, for a reduction in disparities — at the macro level as well as at the household level,
not only in economic and social indicators, but in indicators of power.

The paper suggests that these changes in power relations can be brought about by
strengthening the presence of women in political structures not only by arrangements like
quota, but by the affirmative, collective pressures of the women’s movement. It argues that
women as a social force, transforming power relations across the board is a crucial element in
any population policy advice.
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Population and gender equality and equity

A historical narrative and update

Devaki Jain

In this presentation, [ am suggesting that there is enough received wisdom on gender equity
and its links to a just and effective population stabilisation programme. However, I am also
suggesting that by itself “gender-equity” as a concept is a limited and limiting approach
towards the goal. '

Valuable work has been done on probing gender-equity, and its effect on fertility. From the
flat statements that leveling of difference offers a better chance for Joint decisions if not self-
determination ,to the detail of what needs levelling, viz., physical items like control over
resources, education, health and economic,- there has been immense analysis of data, going
over age cycles, locations, ethnicity and so on.

The Human Development Reports have added useful dimensions to this quest for equity, by
locating the disparities context of poverty1997, growth 1996, consumption 1998

And globalisation 1999. This has has provided additional fire power for those who are
concerned with inequality — its causes and consequences. The GDI and GEM , basically
gender inequity measures, have provided useful monitoring tools for the achievement of
equality in these measures or indicators.

However, as Lady Macbeth lamented “All the perfumes of Arabia cannot wash there hands
clean™ - so too all the material indicators — and the attempts to level them through measures,
evaluations, programmes have not been able to break through the embedded hard rock of
patriarchal power / further strengthened by “custom”. And hence terms like gender — and
gender equity, arranging the balance in external variables, equal shares, are not the language
and preoccupation of those working for social justice Relations of power, perhaps even
unequal relations - in the sense of women or dalits having the upper hand has became the
idiom , born out of experience.

Hence , instead of reviewing the recent, useful technical work — on gender equity, I decided
to review the work done,- what I call a historical narrative-of the available ideas towards
woman - sensitive population policy.



The paper is in five parts

The first traces the evolution of gender sensitivity

The second traces the work of two major papers, on population policy, where women’s
knowledge and ideas were integrated. *

The third points to the values that emerge from this view.

The fourth summarises how women would design policy

And the fifth is a retrospect.

Just as there has been an evolution in the last 10-15 years in the demographic trends — a
decline in several key variables, like montality, and in some pockets the TFRs are comforting.
(Population Growth in 21 Century” — India, Population Foundation of India, 1999) so
100 there has been a healthy and comforting evolution in  the consideration of the link
between Women, Population and Development in the last 15 years. The evolution in the
understanding, perspective and prescription is based on deeper analysis of the data emerging
from research on population, and greater participation by women scholars and women
activists in drawing attention to the complexity of relationship and to ground level
phenomena.

[ have called my paper a historical narrative, as I hope to reveal that there have been major
achievements in building wise, wholesome approaches to enabling a decline in population
growth in which, women's role in the cruocial zones of reproduction, and advice thereof, have
been accommodated and what the arena needs now is moving forward from such platforms -
and not returning either to the obsolete or adversarial positions. What these are will be
spelled out in the course of the paper.

First Tracings : individual events

I rememaber the time 25 years ago in 1973, when I went to Dr. Ashish Bose at IEG to
persuade him to do a statistical profile of women for the book that I was editing called
"Indian Women" (Devaki Jain edit Indian Women GOI 1975 ) After strenuous efforts to
build the data (the very first time I think it was done) Ashish Bose along with his research
assistant drew up some tables , and then called me to share the shocking phenomena of

the declining sex ratio, between 1901 and 1961.(11 is this same chapter exercise that went
into the CSWI report “Towards Equality”. that was being put together at ICSSR at that time)
The sex ratio has since been one of the most crucial and pungent variables that are being
used 1o determine the inequality between males and females from the womb to the tomb as
the saying goes.



From then on - in my own work and in the work and participation of a large number of
informed and skilled researchers and activists ,- and in dialogue with demographers,
statistical systems, health and family welfare departments and organisations ,there have been
valuable forward moves . ' 3

For example the work of those who are probing the household , the family as a stratified
social formation, not the ideal even-handed “Safe” place for women and girls; as well as the
related work of those who were looking at gender disparities across the class and caste
categories , whether in the area of work or nutrition or hospital care’ led to pressure to
gender disaggregate the data and reject the household as the lowest unit for data collection,
among other achievements.

[ remember one conference (Population Trends and Family Planning in South Asia, 1989)
where the R-G (at that time Mr. Padmanabha) had displayed maps of India and coloured the
zones according to infant mortality disaggregated across.sex . Dr Shanthi Ghosh and I were
seeing the exhibition together and noticed that District Salem seemed unusually pink ,
indicating intense death of female infants, therefore it was decided to recommend a further
study of the district under the special studies scheme of the R-Gs office. Now we know all
about the prevalence of female foeticide and infanticide and its special presence in Salem.
(Revaluing Women's Roles", Paper Presented in the Conference of Population Trends and
Family Planning in South Asia, 1989.)

The growing awareness of the difference between women’s poverty and men’s poverty,
apart from the external characteristics of this poverty, as expressed in labour force
participation profiles , in health and nutrition and educational profiles-led to immense
changes in policy documents apart from academic discourse. The sixth plan, had a chapter on
women's employment reflecting these “new” statistical probes: and later all plans have
chapters on women and development, insisting on gender differentiated bases for data
analysis gnd action. (VIth Plan, Yojana Bhavan, 1980 + all other five year plans). This type
of information and its translation into programmes for

I~ Banerjee, Nirmala, : "Household Dynamics and Women's Position in a Changing Economy" - Paper presented at
the International Conference on Gender Perspectives in Population, Health and Development in India, New
Delhi,1996.
Jeejeebhoy, Shireen J - "Family Size, Outcomes for Children, and Gender Disparities - Case of Rural Maharashira”,
Economic and Political weekly, 1993
Sen. Amartya  "Population and reasoned agency. food fertility and economic development”, Paper Presented at the
Population ~Environment _ Development Seminar ai the royal Academy of Sciences and the Beijer Institute, 1993,
Jain, Devaki . "In equality within the household. The neglected factor”,1977.
Jain, Devaki: “Household Food Security. A Production Consumption Link' ]985.
Anant Suchitra - “Women at work in India, A Bibliography ",ISST, Sponsored by Ministry of Labour, Government of India, Sage
Publications, New Delhi, 1986..
Jain, Devaki :The Household Trap . Report on a field Survey of Female Activity Patterns, Vikas Publication, 1985.
Jain, Devaki, Banerjee, Nirmala : “Tyranny fthe Household" - Investigative Essays on Women's Work, Vikas Publication, 1985.
Jain, Devaki "Are women a separate issue ", in Populi, Journal of the United Nation's fund for population activities, New York, Nov,
1978
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attention to the issue of gender inequality has been enlarged and made into a discipline of its own, by
the HDRs starting with HDR 95 ( Human Development Report — 1995, UNDP) and translated into
new indices called the GDI and GEM specifically to measure inequities between men and women
based on gender differences. GEM, relates to Power and GDI to development. This work has led to
the birth of several State Level HDRs and one which I would commend is the Karnataka HDR
brought out in 1999 where the chapter on women is somewhat different from the usual and one on
which I will be basing some of my proposals and analysis. Karnataka has also taken the District as
its unit for building GDIs and GEMs, responding to PRI (73" Amendment).

At the same time knowledge and advocacy began to appear on the difference between men
and women in choices . The work of Anil Aggarwal CSE Ask the women first The Chipko
Movement (Anupam Mishra, GPF) and the work of many of us began to reveal that women
had a different perspective and preferences in development pnormes even within a class or
caste or location. This kind of information is becoming vivid in the written and spoken
information that is now emerging from the PRI system. Books and articles are emerging
which reveal that women have different priorities methods and capabilities in their role in

governance from men.

Therefore a crucial milestone that we passed was moving the difference between men and
women from merely the physiological , biological to the area of choice which could be called
mental or Intellectual

For my presentation flagging these milestones is important because what I would be making
a case for is that the focus on women , in the approach to any policy, especially population -
policy ,which is so embedded in bod)y parts, shifts from the body to the mind, to the political

. social and economic presence of women in the overall system .

2. Devaki Jain, “Minds Not Bodies - Expanding the notion of gender in development”, Bradford Morse Memorial Lecture,
(. NDP, Bemng September 5™ 1995
Jain, Devaki + " Leadership Gap: A4 Challenge to Feminists, Indian Association for women's Studies sixth National Conference
Lecture Mysore, 1993
Jain. Devaki = “Women and Governance ". UNDP. September 1996.
Human Development in Karnataka 1999 “Human development and the second sex", Planning Department, Government of
Karnataka, Banga/ore
Jain, Devaki - “India in the new Millennium: the Challenges Ahead -Challenges for women in India in the new Millennium”, January
19" 1998. Publisher.Dr Bruce .P. Corria. Associated Prof of Economics, Managing Director, Infernational Policy Review.
Jain. Devaki - "Women's Quest for Power - five Indian case studies”, 1980, Vikas Publication, Ghaziabad..
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Updates

There has been much progress in India in the detailed analysis of the links between fertility
and external variables in the last $ years which also needs mention and attention. Many of
these studies would like to argue that the factors influencing fertility are not linear, as for
example that an input of education will deliver an out put of lower fertility . Land rights,
ownership of assets, work status, location of housing apart from broader “macro” elements
like the overall level of satisfaction of basic needs, the prevalence of gross disparities,
including the embeddedness of patriarchy and tradition the existence of women’s collective
strength either as in mass based women's organisations or struggles, are only some of the
items that are being pointed 10 in analysis. Most of these ultimately land in the area of
relations of power between groups and individuals: how much power have women to control
their lite, to control their lives, 10 lead in a particular situation?

What we find when we scan both the information analysis and outcome of collectivities like
the working group, on gender adjusted population policy - or the detailed analysis, is to the
importance of seeking the leadership and participation of women in evolving an approach, as
well as for reducing the TFR. for demographic transition as well as the partnership and
advise of women’s organisations,

This is not to say that the programme has to be “women-focussed” in the sense of seeing
women as objectd to be manipulated, but women led in the sense of seeing women as
subjects who would direct not only their bodies, but social relations, gender relations which
ultimately is a relations of power. The power to have self determination or autonomy or
reproductive freedom or reproductive rights.

This is why in the elements or the pillars or the analysis framework that was evolved by the
Swaminathan Committee in its deliberations, an element was added called “social force”, We
recognised that since demographic transitions requires transformation, transformation cannot
be brought about merely by delivery of a programme as a scheme or an extension service,
transformation requires a movement ethic and at one time we even coined the term ‘the
population movement’ just as during the more idealistic days of the panchayti raj system, we
wanted to call it a “panchayati raj movement” or a movement for devolution of power.

[t is not uncommon to find that idealism that was present during the birthing of an idea tends
to wear off and a movement approach gets corrupted into a delivery of development
approach. This is quite a normal and natural phenomena. Even so, it is important, in my
view, to recall that these ideas and attitudes were part of the thinking and designing process
that went into what can be called official policy deliberations.

Jain. Devaki and Sonalde Desai: * “Maternal Employment and Changes in Family Dynamics: The Social Context of Women's Work in
Rural South India™ - The Population Council Working Papers 1992, No. 39.

Desai, Sonalde * Land Distribution and Jeruliy " EPW,

{garwal. Bina"Gender and Command over Property. A crincal Gap in Economic Analysis and Policy in South Asia" paper on World
Development, Vol 22, No 10

Aganwal, Bina. "Gender and Legal Rights in Agriculural Land in India", in' Economic and Political Weekly, 25.03.1995..

Gulat,Leela  “Women's role infertility decline in Kerala State, 1995




Other findings are being highlighted almost every week revealing to us that the perspective
on population have to change from one of panic as is being shown in the ads by Sahara India
Pariwar . For example, Prof C H Hanumantha Rao in a recent (January 22-28, 2000 Vol
XXXVNo+4, article in EPW )says “Demand for foodgrains in India has been declining and
some of this decline indicates an increase in consumer welfare. The decline has been sharper
in the rural areas where improvements in infrastructure make other food items and non-food
commodities available. Though cereals (used here as proxy for foodgrains) consumption has

increased among the poorest 30 percent of the population, even this group is near the
saturation”

In the pages that follow, I would have spent quite a good deal of time in quoting passages
from the sub committee of the National Committee towards preparing India’s country paper

for Cairo. and some time in putting forward the framework that was being built up as drafts
for the Swaminthan Committee.

[ could as well have taken these ideas out of those processes and presented them as a list of
important tindings generated from data as well as ideas generated from practise which would
be the core of a paper on gender equality, gender equity and population.

But the reason | am opting for the recall approach rather than the recycle approach is
because I am overwhelmed by the wastage that is being generated and will be generated, by
our not using milestones both for information and for prescription. During the course of my
research for provlding an input both to the sub committee and the Swaminathan Committee, I
was overwhelmed by the depth of analysis and understanding that had been generated by the
many “powerful”” technically competent meetings that the U.N. Population office had called
prior to Cairo. There was a meeting at Botswana, a meeting in Bangalore and each was of
different categories of those working in the field of population. It could be demographers, it
could be scientists, it could be academic, it could be health officials. In each of these
meetings, papers were generated, which scanned the available experience and put it forward.

One paper which I refer to again and again in my paper and which I will quote, and which
was written in 1993 could have been written today:.

It is particularly pertinent, as it refers to the dangers of what I call a women focussed policy
in relation to HIV/AIDS. It talks of the trap that awaits women who will be having to bear
the burden of the number of sick as well as the number of orphans that would be generated
by the AIDS epidemic. She said this in 1993, whoever is the author, and it was a stark reality
that was faced by the communities in South Africa, whose conferences on AIDS I attended in
1998, who, as you would have seen in the papers, are being faced with 3 million AIDS
generated orphans as of today and more to come with no capacity to absorb the orphans into
orphanages. But a further burden or stress on already over stressed women led households
because of the culture in South Africa as in India, of families taking the burdens of social
displacement. South Africa will also have a new demographic profile with life expectations
as well as other variables showing extra ordinary disjunctions, and retrogression in an era of
millennium progress hype. :



[tis this same wastage that [ wish to avoid by pointing to processes and committees which in
fact drew on the most radical at that time ‘new information’ the articulation of those who are
protecting and expanding the horizon of women’s rights. To say that there has been this kind
of process which has not just built consensus, but which has integrated knowledge to come

out with a wholesome policy, - and it would be wasteful and retrogressive not t0 take
ourselves forward from there.

With each day bnngmg out new punitive and careless and therefore inefficient proposals on
population policy, it is crucial that this Conference takes note of the fresh water that has
passed under the bridge and pick up from there. There is a possibility that the 2001 census
would probably reveal another ‘missing women’ phenomena because of the prevalence of
temale infanticide and foeticide. Therefore it is not Malthus, who stalks populations, but it
would be discrimination against women patriarchy and custom and AIDS which might be a
significant factor in dcmographlc change in Indla

Working groups

I~ The report of the sub group of the National Committee set up by the Govt. of India in 93-
94 , in preparation for the Cairo Conference. I was the Convenor of this sub committee
(as @ member of the National Committee) and worked with a team of ten person; each
representing a different track record ; an ideal group with an academic, an official of
H&FW, a grassroot activist, an ngo, UNFPA. (see Annexe for coverage of report and
membership).

2. The Expert Group on Population Policy chaired by Dr M.S Swaminathan 94

Excersise [, (the subcommittee called its report Beyond Family Planning: Towards Social
Policy
‘and I quote some of its paras

Traditiorrally, population programmes have been influenced by the basic demographic
variables, birth, migration and death. These have tended to be treated separately and, in
view of the impact the rate of population growth can have on development in general,
priority has been given to the issues surrounding fertility. This has meant that, after
studying the more immediate relationships, efforts have spread to the exploration of more
abstract relationships and therefore to identifying possible linkages between fertility and the
status of women defined by variables such as level of education and salaried employment.

However of late more importance is being given to just, humane and effective development
policies which have at their centre the well-being of all people. This has led to advice that
population policies, designed and implemented under this overall objective, should take into
account a wide range of phenomena including access to and distribution of resources; health
status; gender relations and sexuality; aging; urbanisation and migration; political; racial,

ethnic, religious, class and other societal factors that directly affect women’s and men’s

ability to exercise their reproductive health.

Each of these phenomena has significant gender dimensions reflecting not only biological
differences between males and females, but also power imbalances between women and
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nen. Thus, to assure human well-being, in particular women’s well-being population
policies and programs must be framed within and implemented as a part of broader
development strategies that will redress the unequal distribution of resources and power
between and within countries, between racial and ethnic groups, and between women and
men. : -

Historically, however, population policies and programs have been driven more by
demographic goals than by quality of life goals. Women's Jertility has been the primary
object of both pro-natalist and anti-natalist population policies. Women's behaviour rather
than men's has been the focus of attention. Women have been expected to carry most of the
responsibility and risks of birth control, but have been largely excluded from decision
making.

There needs to be fundamental revision in the design, structure and implementation of
population policies, so that focus is on the empowerment and well-being of all women. This
implies that changes are needed in the design of family planning and health services and
information; the ways in which these are provided; the technologies they promote; the
biomedical and social research that is done; and the process for involving women in all
levels of decision making and implementation. (Extract Jrom Women's voices '94. January
13, 1992))

[t is also recognised that where there is a measure of equality between men and women,
whether because of equality in education and income (Kerala) or culture and custom (Tribal
communities, (Survival Strategies of the Poor - the role of traditional wisdom” Sreenivasan
Foundation, 1986, Bangalore) or because the programme has been equally directed to the two
sexes, - fertility has shown a greater and more sustainable decline.

This reduction of the inequality between the sexes, or sometimes the presence of a more
equitable distribution of power between the sexes is traced to education, income, entitlement
to resources and also the prevailing culture. Processes that lead to this situation where
women hdVe a control over their lives, is called empowerment,

"Empowerment leads to reorganisation of the productive and reproductive roles not only
within the family, but also within the society. To simply recommend more equal sharing
within the family is to a large extent illusory if the society is not organised in a way which
permits it: for example, in developing countries, sharing has a cost which is luxury when the
strategy is focussed on survival. It is thus apparent that the “advancement” of women cannot
be added dimension to other development activities as is often believed, but a process at the
core of society that has an impact on all development activities”, (Extracts from gender
perspective on population issues, United Nations Office at Vienna. Gaborone, 22-26 June
1992,

[t is recognised that there is need to _address men “the forgotten 50 percent of family
planning” not only through health extension, not only through IEC and social marketing of
contraceptives, but to enable men to understand and accommodate their role in fertility
management, its psychological and social implications. It is increasingly being recognised
that decisions on reproduction, whether taken by the male or the female have implications for



self image and status, according to the cultural and the economic context, thus extension
work has to address itself to these implications if it wishes to have durable affect.

"Men have always been involved”. “They were the key element in the demographic
transitions in many developed countries to smaller families, using condoms and coitus
interrupts prior to the widespread use of the pill in the 1960’s.” (Extract from Getting More
Men Involved. Network, published by Family Health International V13(1), Aug. 1992)..

[n the last generation, however, a female orientation has been at the forefront of family
planning. The introduction of “modern” female methods - the pill, IUDs, injectables, and
recently Norplant, among others - coincided with the establishment and growth of family
planning programs in developing countries. “We know how to provide family planning
services to women better than men, and there's been limited funding for male-only
programs.”

Three factors in the 1980s triggered more focus on the male role in the population equation.
The coming of AIDS and its rapid spread through heterosexual contact has caused new
attention and resources to be devoted to the condom and to understanding sexual health.

Another important recognition is the need to address the programme to the whole lifecycle of
the woman, (and the man) especially at the stage of child and adolescent — and not only at the
reproductive age. Some of the issues family planning programmes need to look into are: how
10 intervene at all stages of a woman'’s life cycle; how to improve the status of women, in a
life-course approach; how to proved sex education and girls / women’s higher level of
economic dependence. These, and other questions need to be looked into from a gender
perspective, «

A common criticism to health efforts for women is that they are mostly centred on “MCH”
1.e. mother, child health. Operationally, such a package has made good sense, often
corresponding to existing reality and, furthermore, integration with family planning has given
important results.  Motherhood however, although fundamental, is but one aspect of a
women'’s health. A greater concern for the health of women throughout their life might lead
one to explore the possibility of breaking down the concept “child” into its gender
dimensions in order to avoid families later on reacting differently to the sickness of daughters
compared to that of sons and limiting the expectations for girls to their reproductive role.
Attending to her only at the MCH stage often is too late even from the limited goal of family
size apart from the more humane goal of wellbeing. For example most of the irreversible
contraception used by women has been of women over 30 years with already 3.6 children
(Anirudh Jam)

From the arrival of a girl in the womb to her death there are many threats both to life itself
and to health. This discrimination affects not only health status but power relations, the
ability to take decisions, to negotiate and protect herself.

Another example can be provided in relation to the AIDS epidemic. Models have shown that
variables such as the difference of age between partners can play a significant role in
increasing the risk of infection of the women. The difference of age between partners is a
typical expression of differences in wealth and power. In such circumstances, traditional
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information. education and communication (IEC) campaigns and the provision of condoms,
although indispensable, might not be sufficient for women to insist on “safer” sex if they are
not sufficiently empowered. Responses to the epidemic tend to rediscover the “caring” role
of women, thus increasing their burden and endangering any advance in their status. Worse,
the future of the daughters of overburdened or sick mothers can be definitively mortgaged by
enrolling their assistance, rather than that of boys. One has therefore to be careful that
_community” responses to the epidemic do not turn out to be gender traps for women. These
few examples illustrate the fact that a gender analysis could have important organizational
consequences on existing programmes as well as considerable positive impact on their
outcome. (Extract from A Gender perspective on Population Issues, United Nations Office at
Vienna, Gaborone, 22-26 June 1992)

Lack of opportunities early in life will mortgage a woman’s potential through all stages of
her life. When that happens t0 a generation, this could mortgage future national development
for several decades. Early pregnancies and continued births throughout the productive years,
with or without emotional, practical and financial support from the father, leave many
women in an economically dependent position, from youth to old age. Family planning, but
also the age perspective; the different stages of a woman’s life which determine her
possibilities to make decisions related to fertility.

Thus today concern is for the HARDSHIP that women suffer, from birth to death,
through under nutrition, early marriage, unsafe child birth and inadequate health
services to follow up morbidity. Population policy thus has to address itself to women’s
wellbeing, of which her entitlement to good health and the capability to choose her
reproductive path becomes the critical mass.

Nutrition, food, and not only for pregnant and nursing mothers but for children; to build the
base of a healthy body has been recognised as basic — whether one looks at it as a basic
human right and need or from a narrow point of view of introduction of contraception (the
tud, norplant another technologies work better on a well nourished body sic) Thus_Food
security his been closely linked to population issues and policies (T.N. Krishnan) N

This in turn, is dependent on may macro policies and programmes — for example, (land use -
and export import policies determine availability of food at the aggregate level. At the local
level, prices, the food distribution system (PDS), purchasing power to buy the food, which in
turn depends on availability of employment, and then the distribution of power between the
sexes which will determine division of food within the household. (AK. Sen) Agricultural
production programmes, land use (food or cash crops) which in turn is dependent on prices,
and these on turn on the trading policies, international food prices, export compulsions, or
import compulsions, will affect food availability to vulnerable groups (IFPRI)

Thus a simple input like nutritional justice to children would need the back up of macro
policy — both food security and employment, or livelihood. Safeguarding these two
securities it is found would affect population growth as deeply and strongly as providing
contraceptive incentives; and perhaps with a more durable impact.

Education is another critical element that has been pointed out as having an impact in a
variety of ways.



Less educated, poor and physically exhausted mothers are likely to pass on poverty to their
children, while better educated mothers is one of the key factors for improving the situation.
Studies have shown that women with seven years of more of education tend to marry on
average four years later, and have 2.2 fewer children statistically than women with no
schooling. (*) Sadik, Nafis: State of World Population Report, New York, United Nations
Population Fund, 1990. P 135 .

Education raises the age of marriage of girls which has a very strong impact on birthrate
(Anirudh Jain), It levels out power between men and women both in and outside the
household. The other links that education gives knowledge on health and opportunity and
thus impacts fertility is well known.

But educating little girls also has major demands on the macro economic system. Poor little
girls cannot go to school, unless they have (not only the usually identified support of creches
for their younger siblings, or also the other usually identified element better household
income through higher wage for the adults very but relief from time consuming domestic
chores such as fetching water and fuel for the home. In a national seminar on the new
education policy (NIEPA) the final consensus recommendation was that piped water and gas
were as important, as much a necessary condition for girls to go to school as a black board
was for the school. (Extract from National Seminar on Education in an integrated planning
framework. March 2-4 1992))

The paper from the sub committee then gave the following proposals as a response to the
review:

The Action plan for revamping the Family Welfare Programme in India addresses these
issues and the approach suggested is consistent with many of the recommendations emerging
from a women’s perspective. These include for example, a consolidation of existing
infrastructure, more attention to practical problems of field workers, and an ending of the
“target” approach.

A holistic approach to women'’s health is needed, and not one that limits itself to reproductive
health. This means we need a system that responds to all the following: occupational health;
reproductive health; maternal health; mental health; nutrition.

Close attention needs to be given to the quality of service and follow up. One way of
ensuring this is to give primacy to the ‘perspective of the client’ (1)

Looking at population issues from this perspective, it becomes clearer that demographic
questions cannot be understood without going beyond the boundaries of family welfare and
structure and of facilities, in particular drinking water, sanitation and education is a pre
condition for sensible population decisions. This is well borne out by theories of the
demographic transition and in the Indian context Kerala provides an illuminating example (S.
Pachauri, "A reproductive health approach to the population problem”, Demography India,
Vol 20, No 2 (1991) ppl155* 162).

The experience of health service provision through NGOs is often cited as an example of the
correct approaches. The point to be emphasized here is that these programmes have been
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successful because they have had an organic growth and have not been pre conceived
programmes. It is likely that the specifity of each successful approach makes it less
replicable; but the lesson to be drawn is precisely that we need a system that permits and
contains diversity. It is also worth emphasizing that a programme which is “handed over” to
an NGO for implementation is missing out,on the first and necessary condition, that the
programme developed from bottom up.

The essence of the NGO approach has been to mobilize, empower and conscientization, the
people. Through their work on conscientization, struggle and protest, NGOs have taught the

disadvantaged to put pressure on the government and have complied the system to become
more responsive to their needs.

The Working group (II)
The Swaminathan group Exercise 2

The second milestone was the work done by the expert group on population policy set up
under the Chairmanship of Dr. M.S.Swaminathan. This group also had the benefit of by a
remarkably skilled group of diverse professionals from scientists to civil servants,
demographers and officials. As well as interaction with experiences both of grassroot
feminist organisations, evolved experts in this field such as Dr. Sundari Ravindran, Dr.
Shanti Ghosh, and many others. The dialogue and discussions between the proponents and
this team during the process of preparing the report brought in almost all the insights on
women's role and *participation, in responding to a population policy, as well as designing
and implementing the population policy. Naturally, the valuable diverse streams that enabled
the earlier subcommittee’s work flowed into the process also.

The Expert Group on National Policy reviewed the experience of India’s 45 years of Family
Planning interventions, and made a turn about from the old approach. Unanimously. Some
of its key recommendations were:

(1) Scrap all incentives, disincentives, target orientation — including legal conditionalities
like making individual or institutional benefits dependent on family size or birth rate
performance - from the approach.

(i1) At the structural level merge the Family Welfare department with the Health
Department and make it one line of administration all the way down to the village. In
other words, to remove the Family planning Department so that the emphasis on
health does not get deflected to “*family planning”. This is a “Revolutionary” change
of approach for India as she has prided herself on being a pioneer, first in the world to
have an FP intervention. In fact the group decided not to even use the word “FP” any
more but call it contraceptive services.

(i1i)  To change the IEC from (as Avabai Wadia put it) bombarding and exhorting people
to limit their families to one of giving information on the body, on various aspects of
health.



(iv)  To set up a National committee to review the ethics of introducing drugs _especially
the new high tech contraceptives — especially the transparency and full satisfaction of the
trials before introduction.

The reasons the Group were so strong and clear in rejection of the old was the fact that in a
context of deprivation and also insecurity, in a context of diversity and difference (pluralism)
appeals on family size were un-receivable- or to put it another way could not be landed safely
on the ground. It was necessary even for efficiency to respond to poor communities on the

basis of their pre-occupations. This led to a strong support for local self government, to
decentralized management of health systems.

However, since we recognised that the number of people and their rate of growth was a
serious mater and needed to be restrained and established, (towards a goal of TFR in the rage
2010 2.1: we decided to abandon the NRR as a measure) we the group, decided that at the
macro level we should pressurise the leadership to make investment, resource allocation
choices, and administrative choices which otherwise they would find difficult in the current
Structural Adjustment Atmosphere (SAP) of resource shortage — arguing that this is the most
effective intervention for a sustained lowering of TF'R.

In one of its earlier drafts the Swaminathan Committee on population policy, had crystallised
the main pillars of a policy as

First the provisioning of basic economic and social security to all sections of Indian society
especially the poverty sets; - which meant universally available high quality elementary
education alongside with schemes for provisioning of creches, clean drinking water,
sanitation and maternity care. Eminent scientists had given simple solutions to ensure that

pregnant mothers do not suffer from anemia which in turn reduces the survival rate as well as
the capacity of children and so forth.

The second pillar was to use the existing institutions of governance namely the Panchayati
Raj systefn to advantage, to facilitate the design implementation and monitoring of high
quality social development services. The idea of locally designed and implemented and
monitored services with accountability provided by the elected body was to ensure that
delivery is proximate to users. Words like user oriented, locally designed, women designed
have all been enshrined as the second pillar of that expert group’s proposal.

Third the expert group also had negated the idea of incentives and disincentives, the utility
of what was called the propaganda machinery of supporting the two family norm but instead

asked for more effort on involving young men especially in community based activities"

which also give them information on not merely birth control but reproduction. So rather
than propaganda on the two family norm, it was suggested that information be given on
reproductive organs, which would both facilitate their understanding of fertility but also
enable them to protect themselves from sexually transmitted diseases etc.

Fourth, the enormous rich experience of non-governmental organisations in -enabling

communities to exercise restraint on birth rate, in fact to exercise their own preference to -

have a few children was also flagged. And it was suggested that if the quality of service and

cd



the user oriented approach of many of the successful non-governmental organisations was
widely disseminated and prompted there would be a far greater impact.

We felt that it was possible, even within the current resources position to give-a strong
financial support to a crash programmes of mass employment, accompanied by feeding
programmes and elementary education, with the same “adrenaline”, or feverish energy and
funds as is applied to the strong propaganda about the Population bomb : and that this would
be a more effective way of ushering in a “quality” Population.

This would require very strong political will in countries going through Globalisation where
social sector investment is seen as “unproductive”. Leveling inequalities between social
categories and regions in access 10 material benefits shifting and allocations of resources and
pin pointing Users, also requires political strength.

In both these processes I had the opportunity to learn a great deal from the technical experts -
and an opportunity to draw their attention to facts, analysis and propositions which has been

the experience of those who have done research on women especially women in poverty,
especially women in the economy and politics.

Emerging Values:
The reason | elaborate on this experience is two fold.

D) Almost all the elements of the Indian approach and strategy exactly match what the

Indian women’s movement- and in fact the international women’s movement —

recommend and has been high-lighting on the grounds of justice and efficacy. (See
Annex-1). ;

i) To show that the articulation of the Women's movement is not thetoric and ideology
alone, it translates itself to practical elements of a National Policy.

The crucial aspect of these experiences which needs to be noted by any process which wants
to speak to a national population policy for India, including the Bimaru states, is that Indian
"women, including those who are poor, not educated, unemployed, rural and so on, would like
10 have the power to control their fertility. That they would like to have few children and at
the same time ensure good health and longevity for their children and themselves.

The problem arises only when the discussion moves from what women: want to, how this
desires or need is met.

Another very important aspect of women’s advice or articulation is that on the same facts
their analysis is different from mainstream. Further they reveal “new”, “hidden” facts which
are so critical for formulating effective policy, and finally they emphasize the method as
much as, if not more than the goal.
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The richness of this was dramatically revealed to me during a visit to Japan to participate in
an Eminent Persons Group of the UNFPA prior to Cairo. The Japanese women had
registered a new organisation called “Japanese Women for Health Cairo 94" and prepared
factual papers on different issues. Their explanation of Japan’s “success” (Japan’s stable low
birth rate) is that women refused to have babies, “‘satyagraha” — as there is 0 Support to their
role from men, law or the state. They have very few methods of contraception available
(male condom and for women abortion even that in a concealed way) so to achieve this low
TFR they used abortion. Hence while the Prime Minister of Japan claimed the “success” as
the effect of policy, the women revealed that it was not policy, but their own resistance to
manipulation.

Those who work with women, especially with those who are poor, living in very inadequate
habitats, with no water or sanitation, with uncertain economic base, know that for women to
have reproductive choice,. it is now not only insufficient but inefficient to offer only a
cafeteria or wide range of contraceptives.

Their reasons for holding this view rises from:

I, Their knowledge that the choice of how many children to have depends on many
factors external to the availability of contraceptives. For examples, the survival of
children, the need for hands of labour, the need for a son, the self image of the male
partner whose virility 1s substantiated by the woman’s pregnancy and son.

9

Their understanding of the dangers of some of the new invasive contraceptives
especiallfv when implanted in malnourished bodies, in bodies which have no access to
medical care in case of trouble, and in health service structures where there is the
danger of infections. This makes them wary of “needles” and “knives” — especially
in view of the entry of AIDS as an epidemic.

I

Their understanding that womens fertility is not a function of only her body but the
power of men and that gender relations determine freedom of choice; and that these
relations have also to undergo change for choice to be exercised.

4. Their experience of the current family planning services through the State, where
incentives and targets have made poor woman victims of coercion and neglect

They ask Society and the State 10 take a wholesome view of this problem and to address
themselves to the broader needs as well as the focussed needs.

Women design population policy:

In several meetings whose location moves from New York where the UNFPA had their
advisory Committee meeting on Women Pop and Dev (New York, May 31 - June 3, 1993)
to meetings in Mysore at the National Conference on Women Studies, from a Meeting
convened by the Health organisations in the govt’s programme of providing reproductive
health services to women, (O a meeting in Bangalore called by the Centre for Women
Development Studies (CWDS), the approach and the thrusts coming on from the womens
organisations are the same.



Women are interested in the detail. If nutrition is required as a basic pre-condition of health,
then they have advice on land use; they draw attention to the role of commodity prices and
international trade agreement elements which may shift this use to less food oriented uses or
raise costs. They have similar interest in water use which in turn leads to view on production
technologies, on power generating technologies, irrigation systems and so on. '

When women recommend education for girls, they recommend piped water and gas to be
introduced in every home — as they know that as long as water has to be fetched from ponds
and rivers and wells; even far away queue-lined taps, as long as fuel hs to be brought from
far away woods or collected form the bush, girls cannot go to school — and now with the
break down of self control in most societies every here there is the thereat of rape, violence
against even little girls as they walk to school across fields. So to reach low fertility rates
they start with security from violence. investment in social infrastructure go on to piped
water and gas to be available like black boards and teachers; and then on to school hours to
suit climatic and occupational needs of poor working families, then on 10 ensuring that
village teachers teach and village nurses, nurse by wanting local accountability for the grass
root functionaries.

Consulting women, treating them as reasoned agency (to use AK Sen’s words) as subjects
leads to another kind of public policy across all sectors, and in institutions — what is called a
paradigm shift.

United Nations Population Fund, New York. Project for Consultations with poor women towards “Evolving a
3 Woman-Sensitive Population Policy” ISST 1994
Statement on  Population Policy - Cenue for A Population Policy for the Twenty First Century — perspective from the
Women's Development Studies Dated 17.01 1993 Women's Movement.
Council for Social Development Summary Report and Recommendations
Policy in India organised by the council for Social Development, New
Delhi on 14 January, 1994.

The Hindu dated 11 11994 Is population the real problem?
The Pioncer on Sunday dated 16 January, 1994 Women as guinea-pigs
Devaki Jain Women Led Population Policy Kitakyushu Forum on Asian Women

November, 1993

When it comes to health they see health, especially reproductive health as something that has.
(o start being attended to from earliest age of people and of both sexes, to level up their
knowledge and responsibility. They recommend that the “departmental approach” to social
inputs be changed to a one line, one window and multiple services across age and gender.

Women all over the world are emphasizing participation in decision making and leadership.
In our consultations with poor rural women in India, in a project funded by the UNFPA we
were impressed to find that they identify capability to make decisions as key to their
advancement, and of course key to making informed reproductive choice.refs

But decision making to them does not emerge form literacy or income alone, but from a
sense of balance in power or what can be called equality between themselves and their men.
Taking us back to the old concept of equality between men and women not at the macro
statistical level but at the household and community level — a very different kettle of fish.
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The women's Groups that worked on these consultations for the UNFPA constructed a whole
national policy on population and strategies thereof from the seed or root of decision making,
which is now possible in India due to the 73 Amendment to our Constitution which reserves

-~

13-1/3 % seats for women in local self government.

When there is a plea of “no funds” / resource crunch, they recommend choice between
groups in education, €.8., universal elementary education before higher education. They say.
teach us about our bodies and give us information, we will choose, even buy the
contraceptive.

Literature is full of case studies of women capabilities in innovative institutional endeavors
and also in resistance to threats to life and livelihood. Most of these endeavors indicate
choice of issues and method of leadership, challenge the theories of economic growth and

social change.

The choice is usually supportive of conservation — whether of natural resources or other.
forms of resource. The method is usually one of collective action and consultative process.

| attach the summarized version of the proposals that emerged from the wide range of
consultations listed along with the proposals
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Macro Chari
\(ACRO SUPPORT

SOCIAL SUPPORT - LITERACY
EDUCATION
HEALTH
(especially towards the GIRL CHILD)

ECONOMIC POLICY - FOOD SECURITY
EMPLOYMENT
(especially towards the poorest people)

RESOURCE ALLOCATION : ON SOCIAL AMENITIES
" WATER
COOKING ENERGY
SANITATION
ON CHILD CARE INFRASTUCTURE
Thus taking note of the 3 “C" s in which women are involved -
Cooking, Cleaning and Child Care.

FORM OF ADMINISTRA TION
LOCAL SELF GOVERNMENT . Accountable elected bodies with representation ensured for

women and other subordinale sections.

LOCAL INST! TUTIONS . Based on binding categories especially youth

COOPERATION WITH NGO'S
FOCUS .

YOUTH Grls and boys but especially girls
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Going into the derails, 1o the elements requiring attention and which can be superimposed
over the existing sysiems, they would suggest: '

Long-Term Elements:

| Investing in health: The perceniage of GNP needs to increase from current 2% of
GNP 10 3% of GNP. ;

o

Building social infrastruciure = especially revising allocations of scarce resources. As
give more 10 public invesiment in warer and cooking fuel access 10 rural households.

'4.4

A life-cyele approach - with a focus on the girl child in the health system. Strengthening
the primary health centres, broadening their base to include health services across age
and gender.

4 Addressing males from adolescence through all stages on health and reproduction.

5 Building local accountable instinuions as @ prerequisite for community-defined health
systems and providing rechnical services to women in local government ds well as other
forms of local communiry leadership on health.

Immediate Compulsions:

. Merging the ‘family welfare’ budget into health budget — so that the flow of funds

directed towards reduction of population growth can be used for better and under health
facilities currently.

2. Recasting the MCH to be part of health service system, namely the PHC, to provide
quality services for all.
3 Making available 1o local government as well as to other people 's institutions some

open-ended methods of attaining quality of life and demographic goals through humane
ways such as facilitating the replication of effective, sensitive, successful endeavours in
health with a component on reproductive health.

4 Intensive education on contraceplion addressed to boys and girls as well as adults
through all forms of organisation, traditional and modern.

5 Developing schemes 10 posipone the age of marriage of girls offering vocational training,
savings, income earning elc.

6 The raise the status, through a wide network of agencies, for the community health
worker and health providers especially the mid-wife.

There is urgent need for convergence, for an agreed approach which could provide a

broad based platform for advocacy from those involved with poor women and knowledgeable
on reproductive health matiers.
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The above lists are offered only as a skeleton on which more opinions and ideas need
10 be built. There is urgency not only because population especially its control has come up
high on the Agenda of the State but because there is also a dominant view point that the

factors which are most influential in reducing fertility lie outside ......

Retrospect

The horrors of the Millennium: The new millennium - the 21st century - these terms as they
are thought or uttered have a ring of promise, adventure, modernity, scientific age. Within
that vision there can be ideas on how 10 land social segments like women onto cloud seven or
a grand future.

The millennium has been anticipated and characterized in many ways - positive and negative.
Information technology has crossed over all barriers - national boundaries, corporate
empires, intellectual empires. So in a sense it has leveled. It has also seen an increase in
social fragmentation apart from affirmation of social diversity — and its acceptance.
Difference. pluralism, multiple identities and self-determination are the key words.
However. there are other aspects of the millennium which are horrific and look as if they

cannot be contained. What are these horrors?

Threatening erosion of nature - and therefore greater disease/imbalance between soil, air,
water and humans. The possibility of new mutants in humans and plants, the fragmentation
of society and its old foundations - family, community, class —individualization of a ‘lonely
kind’. The ovérpowering economic influence of unaccountable finance & its warlords -
hence an abrogation in national sovereignty, and hence abrogation of the accountability of
nations to their citizens. A world order without a world; footloose-ness of all people and
cultures, economic giants and lilliputs, and therefore a blurring of purpose and responsibility.
And last but not least, increase in disparities between people - rich and poor, men and
women, place and place, leading ofien to conflict. Hence a more warring society even if
wars are_little and local.

In such a situation where disparities and conflicts are increasing; where national resources
are under assault; and where power has moved into unchallenged spheres such as IFI’s and
MNC’s: and two women's decades with action plans and follow up mechanisms have made
attempts to usher in justice 1o women in a unipolar world. women’s situation cannot be
redressed merely by social inputs, merely by trying to level them up with men. In fact
women themselves - if their voice in local as well as worldwide forums are taken as
-witness'. as evidence, - have recognized that their situation as well as the nature of the world
can change only when they lead; only when relations of power change. So even they are

moving out of the mode of ‘demands’ to claiming power or gender-equity, as it is called.

Why this shift even in the aspirations of the World Wide Women’s Movement? Why
this shift from ‘demands’, to power ? -

Any review of progress made in terms of women’s position in society vis a vis any
indicator - political economical or social - shows that change, if any has been slow, and
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partial. The UNDP/HDR-1993 marshalled data from all over the world to starkly illustrate
that after two decades of global attention women are still deeply discriminated against and
whatever measures of outcome are used - women’s contribution to society and economy is
still ignored - as indeed their voice in governance.

This review at the global level is matched at the national level. In India over the last
3-4 years as secondary and primary data began t0 reveal the sharp disparities between males
& females in everything from survival,- living and dying - to participation in decision-
making . whether within the households or at the global level, many researchers were
engaged both in trying to define ‘status’ of women; measure it, give the measures a hierarchy
of importance and then try 10 assess the progress made in women'’s quest for equality and
justice.  According to the latest ground level reports — females are under assault, with
foeticide on one hand, sale of girls into the sexX trade on the other, and the intensification of
domestic violence against women.

It is anticipated that the infant female/male ratio may reflect foeticide and female
infanticide (sudha : Intensification of Masculinity at birth, CDS, 1998). The hold of
patriarchy and rradition seems stronger than all the humane economic interventions.

It is here therefore that the link between gender equality i.e. a reduction in disparities
and the introduction of the rights language — making the violation of women’s control over
her reproduction, a human rights violation seems 10 offer hope.

The language of rights has always been a problem' in poor unequal countries where
instruments to enforce legal safeguards are muted or blunted by the very poverty and
inequality of the situation. But as globalisation strides along and inequality hurts harder, -
almost as hard if not harder than poverty and deprivation — people are mobilising around
rights even in developing countries.

A recent example of this mobilisation is the newly formed National Alliance of People’s
Movement (NAPM) which is an alliance of 9 struggle based organisations. The alliance has
drafted a declaration from which I quote only their slogan:

“HAMARA BEEJ, HAMARI BHOOMI
HAMARA KHAD, HAMARA PANT”

These responses can be traced to the gradual reduction of people’s rights to what was earlier
a free public utility = namely rivers, oceans, forests, grazing land ete. these natural resources
are beginning to be contracted for production, for trade by agencies which are once removed
if not many times removed from the people in these areas, who used to access them.

In another area namely the area of violence against women, which is now at the top of all the
agendas, rights and their protection has come 10 be accepted as necessary condition for
beginning to turn around the terrible situation of women in India and South Asia. The
situation of women in India and South Asia where the household authority and conventional

* Jain Devaki - The role of language of rights in population, health and development — An exploratory paper”
NCAER Seminar, lIC, 1997.
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models of women'’s roles and behaviour is so deeply embedded that recourse to the language
and instrument of right, it is believed, might provide at least one enabling mechanism for
fighting there millions of battles in millions of homes.

Another extension of the use of rights initiated through 73 and 74" Amendment is the right

to participate in political structures. Many of the women in local politics talk of their rights,
“haq” to be in larger and larger access of politics.

And so we come to reproductive rights . the effective expression of reproductive rights is
dependent on a broader acceptance of the language of rights, in a broader set of areas such as
mentioned above — the right 10 natural resources, the right to protest, the right to leadership
and to information. Expanding the concept of reproductive health to include the concept of
social and economical security for women would bring us directly to notions of development
rights, to the rights of the poor 10 livelihoods, food and so on.

Again ground swell movements in India including parts of the women’s movement, are
adopting this language as it links them 10 constitutional and judicial mechanisms which seem
(0 have more potential 10 provide justice than the government or even civic society — apart
from the market of course.

Some of the older institutions such as trade unions and cooperatives have always used the
language of rights. Being representative bodies most of their “procedures” and rules are
based on elections, on voting and therefore on rights of the members. The reasons these
institutions like cooperatives and trade unions need to be seen with greater interest in the
landscape of globalisation and liberalisation is not only because of their representative nature
which engages itself in rights (even if women are not yet visibly present in the current
scenario of these institutions) but because in the context of large corpora tions, large scale
financial institutions coming in to play in the fields of India, the only possible source of

counter-vailing power is to build alternative economic organisations, federate them.

In drawing attention to this phenomenon of economic institutions, and modes of resistance,
the purpose is to argue that if ideas and actions in the field of population and health and
development, have to be shaken out of their current cruelty, discrimination and assault on
women. the language of rights and the building up of representative institutions, are key
instruments, perhaps more key or more valuable than more research, or more advocacy on

policy, or more programmes by government.

Thus 1 come back to where 1 began the link between political structures, economic
development and gender equity. The core issues is self determination, - a woman’s right to
choose a reproductive path. This entitlement needs “capability” — circumstances which
enable the exercise if that right — which is basic economic and social as well as the collective

strength to over throw break out if patriarchs and tradition. This requires, a strong political
presence of women — not gender equity.
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ANNEX 1
Draft for discussion
Section E 4.
Country Paper (India)
(Cairo Conference, 1994)

CONTENTS:
Is Introduction (Approach).
1L Main Elements.

1.  Towards Social Policy.

1V. Indian Facts and Experience.
V. Future Strategy and Summary Package.
ANNEXURES: 1. From Vineeta Rai.(data)
. 2.Tables- T.N.Krishnan
Anuradh Jain

3. Rural Health Infrastructure
4. Distribution of Contraceptives

REFERE_NCES: References on PG
Newspaper articles

Including a monitoring framework for a non target approach contributed by Ena
Singh and supplemented by Dr. Chitra Naik

Members of Group

Convenor: Devaki Jain

Members

Ms. Avabai B. Wadia, FPAI Ms. Mirai Chaterjee, SEWA
Dr. Alaka Basu, IEG Ms. C.P. Sujaya, GOI, WCD
Ms Vineeta Rai, MHFW Ms. Ratna Sudarshan, ISST
Dr. Saroj Pachauri, Population Council M:s. Ena Singh, UNFPA

Dr. Mukul Mukherjee, Calcutta University
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Reproductive Health, Empowerment and Population Policy

Project Background

Salvador, Ghana, India, Kenva, Morocco, Pakistan, Tanzania and Thailand.

The project investigates the resources and communication tools through which three ages of women -
adolescent, reproductive and third age - acquire knowledge of their reproductive health needs in the
context of their local community and to identify what type of services are needed to enhance their
capacity to make self-detined choices. It follows broadly the framework of the ICPD Programme of
Action’s stated aims to shift population policies away from an exclusive focus on demographic
concerns and targets to one that puts the well-being of women at the centre of human sustainable
development.

In each national context, local women’s groups act as a focal point to help formulate activities which,
through participatory research, advocacy and dissemination of ideas, would best ensure the provision
of quality reproductive health services for the three ages of women as defined by the women
themselves, thus acting as subjects and not objects of population programmes.

The project examines three questions:

1. How women of different ages and social positions contribute to the knowledge and practice of
reproductive health and how women and men interrelate according to the particular
configuration of gender relations;

1. How women’s reproductive choices also change according to their different stages of the life
cycle as they assume different roles and status levels through adolescence to old age, daughter
to grandmother;

2. How to take global decisions on reproductive health back to the local level through a dynamic
process of interaction between understanding local conditions and interpreting policy decisions
and activities which meet local needs while reflecting the broad principles reached.

Achievements to date
To date partners have:

e reviewed the ICPD Programme of Action in consultation with other women’s groups,
government, education and health authorities;

= undertaken the case studies (the case studies have been completed in eight countries) with
NGOs and local community groups;

= presented and discussed the results of the project’s first phase in a workshop held in Santiago
de Compostela (Spain) on May 20, 1997 on the occasion of 22 SID World Conference:
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= initiated a process of local consultations with women’s groups, civil society groups,
intergovernmental and government departments in order to draw up strategy plans which will
identify, at the commurity and national level, the services and resources required to meet
different ages of women’s reproductive health needs.

Future activities
e Advocacy

For advocacy purposes, by May 1998, in each local context the partners will organize a
national workshop where women’s groups leading the projects and SID Chapters will
activate their contacts with civil society groups, the private sector, media,
parliamentarians and UN agencies, to bring broader awareness of reproductive needs as
defined by the community women and the ICPD Programme of Action.

e Dissemination

The findings of the project will be disseminated at the local level as well as at the
international level in print and through electronic communication. A special issue of SID
Quarterly Journal Development will be published in 1999, on the occasion of the
ICPD+35, and will be translated in local languages in order to serve as an educational and
awareness building tool for distribution to education, health and NGO institutions
working at the community and national level as well as to the international community.

Local Activities

Research coordinator:
Jacqueline Pitanguy - Citadania, Estudo, Pesquisa, Informag3o e A¢do (CEPIA)

Special focus:

The Brazilian case study focuses on women domestic workers living in Rio de Janeiro and on their
relation to media . Specifically the research team has investigated: how media deals with issues such
as gender, reproductive health, sexuality and environment; and how women domestic workers are
pictured by TV and Radio programmes.

For information on local activities contact:
Jacqueline Pitanguy

CEPIA - Rio de Janeiro - Brazil

Tel: +55-21-558 6115

Fax: +55-21-205 2136

E-mail: forumeivili@ar.ape.org
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Research coordinator:
Ilja Luciak - Virginia Polytechnic Institute and State University

Special focus:

The Salvadorian case study focuses on poor women living in 31 marginal households located in San
Marcos and Antiguo Cuscatlan (neighbourhoods in the capital city San Salvador) as well as in
Panchimalco (a marginal area in Quezaltepeque).

For information on local activities contact:

lja Luciak

Department of Political Science, Virginia Polytechnic Institute and State University
Blacksburg - USA

Tel: +1-540-231 5246

Fax: +1-540-231 6078

F-mail: ifuciaklovt.edu

Research coordinator:
Miranda Greenstreet - Institute of Adult Education, University of Accra

Special focus:
The Ghanaian case study focuses on adolescent women living in three regions of Greater Accra and
women of different ages living in the Eastern Regions of Ghana.

For information on local activities contact:
Miranda Greenstreet

[nstitute of Adult Education, University of Accra
Accra, Ghana

Tel: +233-21-775 430

Fax: +233-21-232 866

F-mail. ige.ad@ug.gn.ape.org

Research coordinator:
Ashok Bapna - SID Rajasthan Chapter

Special focus:
The Indian case study focuses on young married women living in a slum area of Jaipur and in a
village from the Alwar district of Rajasthan.

For information on local activities contact.
Ashok Bapna

SID Rajasthan Chapter

Jaipur, India

Tel: +9f-{41-511 574/544 577/511 326/381109
Fax: +91-141-383 978
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Research coordinator:
Cecilia Kinuthia-Njenga - Environment Liaison Centre International (ELCI)
Special focus:

The Kenyan case study focuses on women of different ages living in Kibera, Korogocho and KM,
three urban poor neighbourhoods of the capital city Nairobi.

For information on local activities contact:
Cecilia Kinuthia-Njenga

WEDNET - ELCT

Nairobi, Kenya

Tel: +254-2-562 015

Fax: +254-2-562 175

E-mail: ckinuthiciqelci. sasa. unon.org

Research coordinator:
Khawar Mumtaz - Shirkat Gah

Special focus:
The Pakistani case study focuses on women of three age groups living in Baja Lines, a low income
neighbourhood of the capital city Lahore.

For information on local activities contact:
Khawar Mumtaz

Shirkat Gah

Lahore, Pakistan

Tel: +92-42-576 0764

Fax: +92-42-571 3714

E-mail: sgahi@sgah. brain nelpk
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_ Tonzafia

Research coordinator:
Leila Sheikh Hashim ~ Tanzania Media Women's Association (TAMWA)

Special focus:
The Tanzaman case study focuses on women and men of different ages living in Hala, Temeke and
Kinondoni, three districs of the capital city Dar-es-Salaam.

For information on local activities contact:
Leila Sheikh Hashim

TAMWA

Dar-es-Salaam, Tanzania

Tel: +255-51-32 181

Fax: +255-51-290 89/116 749/113 619
E-mail: TAMW4ichnerton. gn.ape.org

Research coordinators:
Supang Chantavanich - The Asian Research Centre for Migration, Chulalongkorn University

Special focus:
The Thai case study focuses on migrant women from Myanmar living in the fishing community of
Ranong, in the South of Thailand.

For information on local activities contact:

Supang Chantavanich or Shakti Paul

The Asian Research Center for Migration, Institute of Asian Studies
Chulalongkorn University

Bangkok, Thailand

Tel: +66-2-218 7462

Fax: +66-2-255 1124

F-mail: fiassct@chuiin car.chula.ac.th or panisichula. ac.th
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_ Morocco

Research Coordinator:
Fenneke Reysoo - Department of Social Sciences, Catholic University of Nijmegen,

Special focus:
The Moroccan case study focuses on unmarried young mothers who, after having left the rural
areas, live in a poor area of Casablanca.

For information local on activities contact:

Fenneke Reysoo

Department of Social Sciences

Research Methodology Division, Catholic University of Nijmegen
Nijmegen, The Netherlands

Tel: +31-24-361 5743

Fax: +31-24-361 2351

L~mail: f.reysooi@maw fam.ni
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POPULATHON AND FAMILY PLANNING POUICY :
& (Critique and a Perspective

Rawvi Duggal

The Depaiment of Famiy w=se Ticih: says The Family Weltare Program in Indua 18 being promoted
00 woluntary basss as 8 peopw » Mawwement in keeping with the democratic tradrions of the couniry The
Pragram seeks 10 promote reseommitbie parenthood. with @ two child norm - male, female or both -

For conveying

threaggh independent chowce ~ 'ne Twmily planning method best sued 1o the accepltor
Mewssge of small fermily norr v the MASSCS molivational educahonal and persuassve efforls are made
- Year book 1989-90.

WIthaust any reson to any fo~ of =wercon” (Family Welfare Program in India
Decartment of Famity Weltar +O! New Delhi pg 48)

Thia «s how the govenment ve~> % tannly planning program, whuch i never tiwes highbghting that  was
the ¢erst officia; program of ps+atwom control in the world! | have doliberately begun with the above
Quuee because not only is d 1w+ Of s bul il also daves :n many home truths about the governments’

percaptions

RETROSPECT

The Official Population Policy end #rogram (s based on the Matthusian belief that povery in the 3rd
wond countries is due 10 the larnye pogxalation of these countnes. Each Five Year Plan (5 YP) in India has
thus never failed 1o comment thet Ireci@’s dovelopment or growth has been the best possible with the
given resources but uncontrolie! poprAation growth has acted us a retrogressive force. Thus, each 5 YP
raised substantially allocations for #he Family Planning program in the hope that the fruts of
devetopment were not eaten swey by unchuched population growth. (Note : In India the term family

Planmung has the same meaning s poglation control.)

Funner, India's Family Planni-g yogr#en has been almost wholly directed by intemational pressures. In
the inzial years (fiflies and eady &ixi-€5) when the program was truly voluntary in nalure i operalod
mainly through FPAI with substentsf @ssistance and influence from IPPF, FPA of Brtain and the

Poputation Council.
When these efforts failed 10 eliot eny s#gnificant acceptance of Family Planning. pressures were exered
on the Goverment of India o take 8 I#rger interest in checking population growth. Ford Foundation took
the inauative and helped the Government of India in changing the approach from a ‘clinical’ and
Voluntary one to & camp approach with 8 more aggressive attdude and the introduction of incentives.
Thus trom an expenditure of Rs 22 mulion in the second 5 YP the allocation was enharced (0 a
whoppng Rs.270 million (actusl sapenddure Rs.249 million) in the third 5 YP to sccommodate this new
approach which comtinues upto the prosent. And today the eighth 5 YP has allocated Rs.65.000 million

for the Family Planning program

Table 1 gives plan-wise expendrure 0n he Family Planning program and the achievements made. The
achievements have definitely not been worth it considenng the last column in the Table. Today the cost
of improving the Couple Protection tate by 0ne percent is about Rs.3 bilkon (or US $ 100 mullion) The
y'eld fiom an altemative investment $8y better matemal health services in rural areas, social secunty for

school going children. etc. will be more (¥oduclive.

————.



Table 1 : Expenditure and Achievement in Family Planning )

F K1 iture M_thln‘ f,"",'f-‘!

. CPR
Cusrent 1990-91 Stenlhizatias i B { ﬁ;‘u“‘d
Prices Prices (1akhs) o  Cedowls (PR by 1%
CurTat S 0 B gulhan)
(Rs. millum) (Rs milhion)
Five Year Plan L . v -
t ’ 2 20 o - ‘-,-'2 -
Second 22 220 153 = 27 '
Ihird 249 2075 1373 x 1) S ': 0
Plun Hohday 08 920 92 g 87 135+
(3 years) .
Fourth 2844 12400 ) R 2';: 41! )
Fifth 5166 13600 14717 74 9% 5 670 3
Sinth 11952 27%0) 174 44 nn . ; 1438 ¥
L)

Seventh 33292 4588S 21744 bIARL 4 29725
Faighth OS(NN) 65NN =3 =

(Budget)
Note : 1 The 1960 prices have been calculated by using the purchasing power index 4 T R gee from

CMIE's Basixc Slaustics
2 The.last column has been computed by dviding the fust column oyu-.a.n.u.rud CPR of each plan
perod with #s preceding peod Example for he 3d Plan Rs 20270 75 My B8
Sources : Family Weifare Year Book 1680-80 and Exghth Five Year Plan
< 3 highty suspect figure. Corelatimn of

Further il is well known that the Couple Protection Rate (CPR) 1 ,
CPR with fertility rates clearly shows that something 1s wrong. et 8 PGh Cpr N @ given popukmtion
doosn't necessarily mean that fertility is dechning. Many studies ¥ ncve have amply demonstrated s

ly mean thet tertilty will decline because s

For instance, an increaso In stonlizations does nol nocessari

well established that acceptors of sterilization have on an averag® 8 compieted family size of 4 w 6

living children, with at least 2 sons This only makes a mockery =# the 'argel orlented Family Plarswg
= 2n what we have computed

program! Thus, the cos! of raising the CPR could be much more
nd of third 5 YP eselt tut il still conlinues 10 consemyie

This lumitation of stenlization was reahzed al the ¢

the largest accepted method of Family Planning Al Ihe ond of 1r=e thed 5 YP 3 United Nations 'wamn

pressunzed the Indian goveinment 1nto .mhaling a very laro scame WA POQIam at Iho cost of mnec

heahh programs “The Directorate of Family Planning shoukd be reteeved nom other 1esponsidilities much
1ant for lamuly planning 'ae e

as maternal and child health (MCH) and nutntion It s undoubieding WTy»Y
integrated (1 had been integrated with MCH in 1963) with MCH e the reld, pariculary In view of ihe

‘loop’ program. but until the family planming campagn has prcked ue momenium and Made real P, wss
In the states the Director General concerned shoukd be [eopONnmne e Family Planning only s
recommendation 1s reinforced by the fear that the program m.ay e (ANCTWASE USEd IN SOMe States 1)
expand the much needed and neglected Maleral and Child Welf =€ v iCes” (UN Advisory Missa. i

Repon of the FP Program in India NY 1968)

The IUD campaign dxd not shape up as anhcpaled

pame concern was fulliling targets and that Ihe necessary Mecm—as &~ $003! BICAUD SUPPON  auy

followup was not availalie 10 women 10 faa an Estimales Coiymattes & the Lok Saohe (Paramesx:
“The Comimames <HelS 10 nOte Ihal Ihe i~ 1)

was cnhical of the bind accegtancs of forexgn advise

and was more = less 3 flure  Mainly because dy-


stud.es

o -aoma
program was formul
and cons and without exercising an independ
without establishing any proper Infrastructure f
evaluation of the foreign assistance rendered SO
Committee of the Lok Sabha, 1971-72. pg 191)

Since the third 5 YP Farnily Planning has occupied a central place within the public health seclor
Whatever programs have been designed the Family Planning objectrve has always been kept in the
forefromt. Thus under the Minimum Needs Program (MNP), started during the fourth 5 YP, the heaith
secior received assistance to expand the rural heatth infrastruciure (FHCs and SCs) so that the network
for Family Planning work could be expanded and made closer to the people The Community Health
Volunteer (CHV) Scheme, though garbed as a barefoot doctor scheme, ultimately became an adjunct of

5 YP the child survival and safe motherhood programs,

the Family Planning program. In the 8th and 7th
undertaken with interational support and guidance. intended for reduction in IMR and MMR_ had the

objective of Family Planning as got demonstrated in implementation of this program whereby all women
getting registered for antenatal (ANC) and pos:natal care (PNC) were subjected to a hard sell of Family
Planning leading to declining acceptance of ANC and PNC by mothers and newboms | This obsession
with the Family Planning program has discredited the entire effort put into building up a network for
primary heatlth care in the underserved rural areas. All the investment in the health sector in rural areas,
thus remained grossly underprovided and underutilised because of the pushing of F P.target, by the

health and other staff.

ated and implemented on the advise of foreign advisors without analyzing its pros
ent judgement on its suftability in Indian condrtions and

or the same The Committee suggests that a cntical
far be underiaken® (Thirteenth Report of the Estimates

The above historical brief is important to understand how Family Planning as a program was built up and
how ii's obsession with target has led to the destruction in the credibility of the rural health services

A NEW PERSPECTIVE

It is important to note that the official Family Planning program is directed largely at the rural population.
In the urban areas the State does not have 1o exert pressure on the people to pursue a small family

norm. The pressures of urban living induce higher acceptance of contraception.

Basicaily the rural-urban difference anses out of the fact that childrcn among agncultural families are

assets whereas for urban dwellers a liability

Why Fertility Remains High?

The small and marginal peasant and the landless laborer constitute 80% of the rural population and most
of which exists at the subsistence level. In rural India, employment is largely confined to the months

beginning with monsoon and ending with Diwali - this is the kharf season on which most of our
agriculture is dependent. These five 10 six months hold the maximum employment potential. The more
working hands that a household has the greater its chance to avail of employment opportunities that are
limited seasonally. The greater the number of family members who are able 1o seek gainful employment
household will be abie to generate to lide them over lean

the larger the amount of savings a
y labor is an important means of saving costs of production for

(employment) seasons. Secondly, famil
subsistence farmers. Even children make their contribution to household productivity by

contributing their labor to household maintenance that frees adults (the working age-groups), especially
women, to participate more in income generating aclivities. Chitdren contribute not only 10 housework
and in caring of younger siblings but also as a heiping hand in home-crafts, cattie rearing. fetching fued
and water, as farm labor on family holdings and quite often as paid workers. Therefore, in @



predominantly subsistence agricultural economy family labor assumes a highly significant place if -«
he household; and as a consequence high fertility

advantages from production are to be maximized for t
becomes a necessary associate.

unit In India the family bonds and traditional socio-
y households or extended family relations make
own payment (cost of pregnancy, child birth,
st and responsibility of raising children is most

With the household still as the main production
cultural practices have remained intact. Extended famil
the cost of raising children negligible because the d
upbringing etc) of having children is very low as the co
often shared in such families.

Further, such a family structure invariably encourages early marriages because the newly weds do not
have to set up a separate home nor have they to bear the responsibility of rearing children on their own.
Thus, an early age of entry into marriage and an absence of contraception practice ( a practice which
such a family structure discourages) results in an extended fertile period for the woman leading to high
fertility. Also, in such families the status of women is low. Women are not allowed to take advantage of
educational and employment opportunities outside the home and village. As a consequence they are
married at a younger age; the gap between their age and their husbands' is wide, resulting in &
relationship of total subservience, one of which is an uninterrupted series of births for which the only
regulating mechanism are socio-cultural practices that may exercise some control over coital frequency.
Another reason for low age at marriage in India is that the female child is considered a burden as long as
she remains unmarried and, therefore, parents seek an early mamage. Also in such a family system
women are sought at an eariy age as daughter-in-law so that they can be moukded easily into the new
family and share its burden of drudgery and family maintenance with other women folk of the household.

The role of education in raising consciousness of a people, and especially of women is undisputable.
The subsistence nature of the economy prevents the majonty from seeking education, especially at the
secondary level and beyond. When women do not receive education they are marmied early, and that too
to someone eight or ten years older, and have to take on household responsibilities without adequate
development of a mind of their own As a consequence they become a cog of the patnarchal social
structure alienating themselves from their own self as well as from the collective woman, their sexual
and reproductive function being outside their control. Education hberates women from this vicious circle
to a large extent and consequently they can also seek productive employment (non-dgmestic). Working
women find child bearing a burden as it has serious econcmic consequences eroding their independence
by engaging them In child-raising. The end result of this (when the woman has the choice) 1S a greater
willingness to accept contraception and a small family norm. In fact our interviews with rural and tnbal
women in various studies have brought forth the fact that these women desire to control their own bodies
and reproduction but the social structure pravents . In a patnarchal structure (and especially sc in a
backward society) the control of womens' sexual and reproductive function vest with males for whom
production of children, especially sons, is viewed as a reaffirnation of their superonty and comrol.
Therefore fertility control becomes the function of the social structure itself. I ts ironical that inspde of

this women constitute the main target in population control programs.

Another reason for high fertility in India is the nature and structure of the workforce itself. As Indicated
earlier agriculture involves a very large majority of the workforce and we have seen how this within the
given setting contributes to a high fert:ity rate. Related to this i3 the fact that opportunities for non-
agricultural work are not growing at a fast enough pace. A runaway deveiopment of the noN- agrarian
sector generates popuiation mobility anxt displacement, denting and eventually sphntering family bes and
raditional bonds. But this has not happened in India. Infact, the industrial labor force even in a
metropolis like Bombay has organic links with the countryside that helps retain tradion and siongwith R
values supportive of high fertility. The living conditions in urban-industial centers (slum and streel
Owelling) Indirectly contnbute o retention of oid value systems because they (Wving condasons) dont
provide a security and sense of permanancy (o the migrant. As a resull he seoks comfort and security
back In his village, the city becoming only an extension of hus rural-scape. Therefore, even the non-

agricultural worker in India does not. most often. have 8 small famdy




Beosides, overall poverty, high infamt mortalty. poor heafth, educatien and housing facilities and a total
ueck of non-family based soca@ secunly makes an overwhelming majority of Indians, and their

caaunterparnts in rest of the third wormg  opt for a family size that in the long run is beneficial for the famuly’s

s.rvival and growth

Cuur policy makers fail to see €S DASIC soci0-economic. facts and continue 1o be influenced by Father-
s=althus and his descendant ««7=—= from the Wes! and design programs and allocate resources which

@« not produce expected resutts = this case reduced birth rates

s there a Population Problem 7

Twe Malthusians believe in the resource constraint theory and hence are obsessed with the exploding
peapulation bomb in the 3rd Worsd  Does reality support this ?

1" viewed superficially one can hea the bomb tick (tc make it visibie every major city has a population
been spent, the PMs office has a clock donated by UNFPA and

ckack on which millions of rupees mave
Dwvordarshan every morming alongwith vande Mataram reminds us of this growing menace!)

Twe stark poverty, malnutntion fimeracy. high infant and maternal morality all tend o Indicate that we
Hence with a smaller population the given

aemt have enough resources to grve basic amenities to all
rimsources would have been better distnbuted Sounds’ pretty convincing!

population ? What is the quantum of resources that each person

Tsae question here is what is a smalier
- in terms of land : person ratio, in

steould consume ? How should thee population size be measured
te+ms of agricultural production. n 1&rmMs of energy / resource consumption etc..?

Tre developed countries hate these ‘dirty’ questions because if we start answenng them the population

besmb myth is exploded.

Fer instance. if resource avaiabiry 1s a constraint then population shoukd be measured in temms of
resource consumption. Vasant Pethe. an eminent Indian economist has constructed a paradigm which
stuaws that population growth is not the cause but rather the effect of poverty the blame of which he puts
0¢ the inequitous intemational economic order He has calculated that if population size must be

USA's population will not be 250 mullion as measured

mesasured in terms of resource consumption then
by the census but 25.000 milhon because the average U.S consumer uses resources 100 times that of

the average world consumer Hence by this measure India's population would be about one-third of its

1

Cosasus count or just about 300 milhor:

Ose 1s not arguing here that resources are not limited. One is aware of that but what we want to
estaDiish is that the numencally larger 3rd worid population is not the one responsible for de;..etion of
esyeCially the non-renewable re=-ources Infadt, this question was surreptitiously glossed over at the Ri0
Esstry Summit held in 1992 1t 15 ime that we said NO to this numbers mania and demand that people
in e under developed countnes be viewed as a resource for development If the West must insist on
cosating numbers in under developed countned then they should nol object to counting of their
cosssumption volume (by saying 1hat consumption is a personal matter) The United Nations in that case
mua complement the population policy iniiatives in countnes which the west regards as population
bocaabs, with a policy for consumption in the wasteful West. Like targetted growth rates for fertity and
reg=aduction there must be targetted ceilings for consumption of goods and services in the West In the
Qleisal context both (the population policy and comsumption policy) must Qo together. H this

le then the entire focus on the population issue must be shifted

comyplementarity is not acceptab
to wvesting in people. If peoples basic needs and aspirations - employment, housing,



education,health, old age security, etc. are provided for people will naturally becoms more
socially responsible. If people are given a stake in the system they will have a stake .n e

system.

So, now we know where the population problem lies !

Can We Change this Perspective 7

The Indian state is sold over to the population bomb perspective How do we bnng about a chang# o 1rus
? What follows is not a prescription for change but only issue< thal if highlighted. could contriv.te o
efforts to bring about a new perspective. )

Firstly the ‘population problem' should not be viewed in a singie country's context alone  One has o
Resource generation, distnbution and use sn« ¢ oe

place it in the context of the global economic order
the focus of such a perspective. It is not a simple economic quastion but a strongly political one

Secondly, one must queslion the aggressive and imposing stance of agencies from the West to ch out
population policies and design FP programs in 3rd World countnes  The West views the large ang
growing population of the unerdeveloped countries as a threat to their own survival. For instanca :ner
own technologies are Capital intensive which cannot be adopted on a large scale in under devsicoec
countries because it would exacerbate the unemployment probiems Therefore the only way the Aest
can dominate is by reducing numbers in these countnes so that they (West's) technological domwance
stays intact and the vicious cycle of dependence is perpetuated Hence the West is obssesse wih
populatior: control. But their ideas emerge from an understanding from within their own SoCIo-<x it at
and politico-economic system and hence are doomed to failure in societies which are very differment
India most rural development, health and FP programs have beer: designed with foreign assistanc= anc
almosl all have either failed or have generated contradictions with 2 new senes of problems

Thirdly, following from the above mentioned, the local socio-cuitisal economic and poliical condticns
are important determinants of peoples’ actions. Why they accept o not accept @ smail family nom nost
often has very sound reasons, as we discussed in an earlier secticn  One cannat iIMpose a FP pros;ram
from above if it confiicts with peoples’ reasoning. Only changes in their SOCio-economic conditions for
instance, the professional middle class in India) which change 'hew objective reality will uttim ate.y
change their reasoning vis-a-vis family size. India’s fitation with spen coercion dunng the "Emer; oy”
demonstrates how no amount of hard sell or force can change hurnan dehaviour. The focus shoukd rys

be on changing the objective reality.

Fourthly, the ultimate determinant of change in reproductive behawour 1S acceptance of contraceisoe
Only a radically changed objective reality will bring about this acceptance  Until then the State's effoes
with regard Lo reproductive behaviour should be hmited 1o assuning thal safe contraception i1s 'remery
available to those who feel the naed to control their reproduction Thes changed perspective wll Qresatry
improve the image of the public health sector especially in the r.ral areas and restore the faith of re
people in pnmary health care services whose credibility has be=en (hOroughly damaged due (0 ne

obssession with the numbers mama under the lamuly planning progs am

To conclude, we would ke 0 emphasise thal there 15 an uigerd need 10 evolve 8 new Qo
understanding on the issue of population and development Latl us mot count people. Let us invess «

them.

CEHAT,

518, Prabhu Darshan,
S. S Nagar. Ambol,
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INDIA'S ‘FAMILY WELFARE' PROGRAM IN CONTEXT OF THE WORLD
BANK ENGINEERED REPRODUCTIVE & CHILDO REALTH APPROACH

A Critique and a Viewpoint
Ravi Duggal, CEHAT

This note was presented at a meeting in Washington in December 1995 where a review
of India’s family welfare program was done in the context of the ‘new’ reproductlive and
child health approach which is being promoted by the World Bank. At the meeling were
present representatives of the Government of India from the Department of Family
Wellare, experts from the World Bank, from a number of US NGOs, afew from Indian
NGOs and some from other intemational agencies concemed with health and population
issues. At the meeting the World Bank document Report No. 14644-IN titled ‘India’s
Family Welfare Program : Towards a Reproduclive and Child Health Aprroach’ was the
main agenda item to be debated. The meeling was organised by the Health and
Development Policy Project of the Tides Foundation and the Population Council.

During th- "~st decade or so the women's movements the world over, and
especially . the west, have brought to centrestage womens' reproductive health
concerns, the origins possibly being the abortion debate in the United States of
America. Add to this the threat from Acquired Immuno Deficiency Syndrome (AIDS)
and the population control lobby's supposed population bomb ficking away in third
world countries and you have a new health policy prescription for countries who
are seemingly endangering the world with their high fertility. India is one such
country whose health policy is being reshaped in this new global context. '

Another set of global programming for the third world countries is the cutting down
of state expenditures for welafre like health, education, social-security etc... The
prescription here for the stafe is to narrow down its focus to providing essential
services only and that too for a select population of the extremely poor. Thus, in
the health sector there has been a descaling of goals from basic health care for all
in fifties and sixties to primary health care for all in the seventies and eighties and
now in the nineties it is selective essential health care for a selective population.
The consequence has been that the health policy in the third world countries is
increasingly being narrowed down to fertility reduction.

This development and its consequences are of crucial concern because even in
India adverse affects are very visible. Health care investment and expenditures in
the public sphere are declining and people are increasingly being pushed into
seeking ¢ 1 the private sector even if they can't afford it. '

India’s Family Welfare Program

At the outset it must be stated that ‘family welfare’ as a title is _highly misleading
because the entire effort of the concerned department is family planning, and that
too mostly tubectomies. Other concerns of this department like child immunisation,
antenatal care, abortions, deliveries, postnatal care etc.. are only marginal -




occasional spurts of activity like universal immunisation using a mission approach
did change things temporarily but as routine set in it could not be sustained and is
again marginalised. One doesn't have to give the gory details of statistics to show
how miserab'e health care in general and specifically for women and children is. It
should sutiic: .0 mention that access to basic services like basic medical care,
facilities for child birth, abortion services, contraceptive services, pregnancy care,
immunisation etc.. are just not there when clients visit the primary health-centres or

other provider units.

While in the nineteen fifties-the state did put in efforts at building an infrastructure
to deliver basic health care, these were abandoned sometime in the sixties when
population control started to become the cornerstone of India’s health policy. The
first casualty of this new approach was the maternal and child health program with
which the family planning program was integrated on the advise of a United
Nations Advisory Mission to accomodate the loop program (the first ever IUCD
program). The mch program had at that time just taken off in the rural areas with
the setting up of subcentres and a large scale appointment of auxiallary nurse-
midwives but both were hijacked by the newly created family planning department.
From then on there was no looking back and population control kept getting an
ever. increasing share of attention of health policy, planning and resource
allocations. This might appear to be an exaggeration because ‘only’ about 15% of
the budget of the ministries of health goes to family planning, and hospitals and
medical care get about ‘as much as’ 40% of the budget share. But it is not,
because 80% of the 15% on family planning is spent in the rural areas and 85% of
the 40% on medical services goes to the urban areas which have only one-fourth
of the cou~' s population. Further, the entire health team working in the rural
health infre: = ucture (as also those from other government departments who have
FP targets to fulfil) spepd an overwhelming proportion of their time on family
planning related activities - this means they are forced to encroach on their time for

other health care tasks.

The fate of all subsequent programs, like the minimum needs program and
integration of health workers under the multipurpose worker scheme, the child
survival and safe motherhood program, the community health volunteer scheme,
universal immunisation program etc... was the same - all ended up serving more
the interests of the population control program than adhering to its own objectives.
And it is this that makes up the misery and tragedy of health care, and specifically
womens’ health, in India. If each of these programs had been implemented
genuinely as vertical programs like the small pox eradication program or the
malaria control program of the sixties (even though | am against the concept of
vertical programs) some significant achievements in women and child health care
would have taken place | fear that the fate of the proposed reproductive and child
heailth apprcach will not be different and it will end up being a mere change in
nomenclature Also, given the fact that it will be directed largely at women it is in all
_likelihood going to further strengthen the targetting of women for fertility reduction
and again keep men outside the frame of responsibility for reproduction.

Further, i* - <13id by many supporters of the familiy plannihg program that if it were
not for the agressive family planning program fertility would have been much
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‘higher in |ndia. While one recagnises the contribution of the family planning -
department in promoting conifageeption and increasing ‘people’'s awareness about-
them & .is too far fetched to gives 'the credit of fertility reduction to the program.
Fertlity ‘reduction has its own lomic and worldwide it has come about only with
change .in people's objective reafitty, that is improved conditions of living, livelihood
and saxeial security. Conditions off jpoverty and large-scale inequities will normally
not lead to the desired demographiic transition. History bears witness to this |

Saying No to a Separate Reprodiuctive Health Approach |~

While the elements defined in the package for reproductive and child health
services, are essential and must be provided it cannot by itself be an essential
program. It must of necessity be gart of a basic health and medical care program.
Good awuality basic health and mesdical care must be the starting point for meeting
health care needs of a populatiom and it must be made available universally and
not linked in anyway to the ability to pay for it. One must also move away from the
tendenwy of romanticising health care as was done with the community health
approawh (demystification, peoples health in peoples hand, non-medical model
etc...) 4 basic medical model is essential and desireable (not over-medicalised as
in the WSA) and its social components must be constructed on such a base -
doctore ard nurses must form the base and paramedics and others must provide
the suppcrt to give it a social and people-centred character, that is standing the

classicaal community health modef on its head | | will come back to this later.

Thus, while recognising the importance of reproductive health, especially in a
country like India which still has relatively high fertility, an overwhelming proportion
of deliweries being conducted at home, often under unhygienic conditions, a
suppossad unconcern for gynaecological morbidities, an embarrasingly high
proporson of abortions being done outside the legal framework, etc... it becomes
even rmwore important to emphasise thie need for making available comprehensive
health services to all, and especially to women as a group for their special needs.
And as mentioned earlier the danger of beginning with reproductive health (as a
separa#e or special program) Is narrowing down the focus to the uterus, precisely
what ths& women's health movement wants to avoid. Thus the demand must begin
with peovision of easily accessible and free of cost (at the point of care)
compreshensive health care for all, with a clear recognition and provision for special
needs of women, as well as of other vuinerable groups like children, the aged,

tribals stc. ..

Thus, titting the suggested reproductive health services, which have been well
thought eut, within a comprehensive basic health system should be the essential
goal arwd not fitting it into the current family welfare framework. Hence one cannot
but agree with the recommendations in the report about five specific actions to be’
taken - define a package of @ssential services; improve access to good quality
services' make services more responsive to client needs; make sure that the
frontline workers have the skills, support and supplies they need; and strengthen
the referrral system. But such a package, we emphasise again, must be one of



comprehensive basic health care in which the package suggested by the eport

becomes an essential part.

It is important to emphasise a comprehensive package of total health and me=dical
care because India’s experience with separate programs for each major area of
health problem has not only shown major failures but also resulted in wastage of
the already small amount of resources which the public health sector is allexzated
from the state finances. Hence, its time that structural changes are mawe in

provision and financing of health care and not by adding another set of special

programs for a select group of population. We have done the latter for too long and
y unable to fulfill their

wasted public money on programs which have been nO_f onl
objectives but also have alienated people from the public health system, espewvially

in the rural areas.

Basic Health Care

While this is not the forum to discuss a detailed plan of action we can atteast
define the provisions which should go into this. comprehensive package i the
context of ¢ five specific actions stated in the Report under review. First, a list of
services wriwch a comprehensive primary (or basic ) care should include :
-general practitioner / family physician services for personal heaith care
-first level referral hospital care and basic specialist services - paediatrics,
gynaecology and obstetrics, general medicine, general surgery, dental
services and opthalmology, including special diagnostics
-immunisation services for vaccine preventable diseases
-maternity services for safe pregnancy, abortion, delivery and postnatal zare
-pharmaceutical services - supply of only ratigna! and essential drugs as per .
accepted standards
-epidemiological services, including laboratory services, surveillance andt
control of major diseases with the aid of continuous surveys, information
management and public health measures
-contraceptive services ‘
-health education and information

-ambulance services
The above must be viewed as a single package of minimum care which must be

available universally and without any direct payment. They must be Supportert by
secondary ‘and tertiary levels of care which are alr2ady quite well developew in
India and only need to be reorganised in the new context. The provision of siwch
care of hecessity has to be a public-private mix (given the fact that India prob:bly
has the world's largest private health sector), with monopoly buyer/s which Nered
not be th --‘ate alone. This also means regulatiorr. control and audit, none of
which presently exist vis-a-vis the private health sacter And it goes without sayng
that special needs of women, including their remroductive health needs =g
discussed in the World Bank document will be an intesgral part of this package wath

each service available at the appropriate level.

%



" conlraception will be important components).

- s -
-

Alternate : Drop Family Planning as a separate program and s!reng!hén prowvision
- for basic health care under. a universal orgamsed hegallh. care system to meet
‘needs and demands of people (in which reproductive and child health care and

LR
- .

Policy Recommendations

Wérld Bank :' Eliminate method specific contraceptive targets and incentives
Replace them ‘with° broad reproductive and child health goals and measures
Increase the emphasis on male contraceptive methods and broaden the

contraceptive method mix. _
Alternate : Restructure and organise the public health system to provide wwversal

basic health care with supportive referral services in basic speciali(ies, which would
be sensitive to special needs of vulnerable groups lke children, women, e/derly,

Inbals elc.. Remove targels from all health programs and introduce measures of

social audit and accountability.

. Public Sector Recommendations

World Bank : Improve access to reproductive and child health services. Respond
more effectively to client needs, for example, by listening to clients’ preferences,
and by imroving service quality. Increase support for the frontline workess. for
example, by enhancing the quality of training, and providing adequate supplies.
Improve the referral system, especially for essential obstetric care. by

strengthening the Primary Health Centres and First Referral Units.
Improve access lo basic hoallh care by strongthening prowssion,

Alternate :
especially of non-sa'lary inputs. Respond more effectivaly lo client needs by meking
available "busic services which they need and by improving service quality.
Strengthen basic medical humanpower in primary care and increase suppost for
them and other frontline workers through provision of adequate supplies, improved
lraining, better working conditions, removal of targets elc.. provide opportunities for
slaff to upgrade their skills, for example, ANMs coufd undertake intensive Courses
{o become full fledged nurses, and nurses similarly could become doctors, which in
the long run would help women lo get both better access to health care and better

altention of their health needs as women. Improve the referral systemr by
gthening the

strengthening the Prnimary Health Cenltres as above- as well as stren
(Rural Hospital or Community Health

~ basic specialities at the First Referral Unit

Centre).

Private Sector Recbmmendations

World Bank : Increase the role of the private sector. especially by : a) revitali

the social marketing program and adding healthr and nutrition products, b)
expanding the use of private medical practilioners ir: she provision of reproductive
and child health services, and c) conlinuing to encouage experimentation with an

L o -]



Tie Private Health Sector ¢ ' .
today is not fit for collaboration in such a
ts planned and regulated involvement. The

Thee private health sector as= it exists
r and involving the private health sector

vemnture but its sheer size nexessitales i

- State has to start a process aof planning fo
in the same manner in whsch it does with regard to many areas of economic

acttivities. The myth of the private health sector being more efficient and of
providing better quality care Hhas already been adequately exploded in India and
thetime is ripe now to stast The overdue need lor its regulation, control and audit.
In @n organised public-privase mix of health care services the private sector will
play a dominant but regulated role al the first level of care, that is family physician

sewvices, as also participate sn terms of its capacity at other levels.

Fimancing
Waith regard to financing it masst be pointed out that vis-a-vis the overall budget the
in 1994-95 Rs. 13.5 billion or $ 0.42

amount allocated to family welfare (over 17%,
ber that with the current

bion) is a subsatntial amount. And we must remem
ther sub-sectors of the public hea'th

orkentation of health services. resources from o

sysstem are also used for the family planning program, especially human resources.

It #s understandable that thes amount is far less than what is required for the
but what is worse is that the overall

sugigested reproductive healtth approach,
dequate than what is needed fo meet

health c~. budget is far far more ina

peaples’ basic health care demands. We have to demand the overall increase of
resources for the public health sector close to the WHO recommendation of 5% of
imit of this ratio can

the GDP. And we must remenber that any provision within the |
must also emphasise that presently all

in mo way be termed as high cost. And we
this cannot come from tax revenues and hence other avenues of financing,
d employees), farm incomes of

esmecially from the organised sector (employers an
the middle and rich peasntry €fcC.. need to be tapped through insurance, social

inswrance, health care taxes and cesses elc.. and not user charges which is by
now an ancient concept. Thue the role of the state in organising the finances for
such a system will be crucial and its responsibility of prime importance especially

for @he poor.

Alternate Recommendations Vis-a-Vis The World Bank

bove we list out our recommendations as against those

To sum up the discussion a8
lled with the government of India.

of the World Bank being peda

Al

Overall Recommendations
Wowid Back : Reorient the Family Welfare Program, as quickly as possible, to a
repiraductive and child health agpproach that meets individual client health needs
and provides high quality services. _

e ———
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expanded role for the prvaste sector in implementing publicly funded programs;

= =d0nitoring the experiments and identifying best-practice for dissemination. system-
‘wade, '
ARmernate : /nvolve the prmeate sector by : a) organising them under a single
umbrella { . ~-ovide basik hesalth care under a public-private mix system, b) linking
them with various preventnee and promolive public health programs in a socially
mweaningful way, and c) creaating mechanisms (o regulate them as a measure for

social accountability and putaic benefil.

Fwmance Recommendations

World Bank : Increase the Dudget for reproductive and child health, to meet the
staffing and other critical gagrs, to enhance service quality, and to offer an essential
regproductive health package; and use funding as a performance incentive to
reorient the program towarcs a reproductive and child health approach by taking
staps to improve state level finances.

ARernate : /ncrease the overall budget for basic health care to meet basic health
neweds / demands of people and use monopoly financing as a tool to both regulate
the system as well as integrzile the public and private provision of health care. The
aliocations to various program heads should be based on expressed demands of
th= people, especially thos& in presently underserved areas. Using innovalive
methods to enhance resources by targelling indirectly people with capacities to pay
and doing away with all formes of user-charges at the point of seeking care.

¢
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THE NATIONAL POPULATION POLICY:
PROBLEMS AND POSSIBILITIES

By lmrana Qadeer

The National Population Policy (NPP) announced by the government indicates
(hat, at least on papcr. the oscillation between a coercive and a voluntary approach has
been settled in favour of the latter. The document unambiguously states that it strives fora
y that is voluntary, target-free, and integrated with key components of the

welfare stratey
welfare sector. It also states that the “overnding objective of economic and social

development is 10 improve the quality of lives that people lead, to enhance their well-
being, and to provide them with opponuni\ics and choices to become productive asscts in

society”.

Looking at past pupulmion policy guidelines, the present policy appears to be a
step forward. ‘The policy makers have arrived at this public position only after repeated
(ailures of carlier strategics, and not necessarily because of their enlightened collective
assertion. It 19 therefore pmblcmz\lic as il comes at a point of time when the very
components with which the stialcgy is 1o be integrated arc being dismantled by rapidly

receding State initiatives.

icy fixes a goal of population stabilisation by 2045. 1t envisages that

T'he population pol
ed by 2010. To achieve these goals & range ol

populution replacement levels will be achiev

objectives have been sct up. These include:
m cffective coverage with reproductive and child care services to reduce infant mortality

rates, maternal mortality rates, and total fertility rates,
education up 10 secondary level;

delay in age of marriage,

registration of vital statistics,
control of communicable diseases, with a special focus on AIDS; and

a commitment t0 convergence of social sector programmes.

To achieve these objectives a st of twelve strategies 18 spelt out. Many of these arc¢
continuation of previously accepted strategies. Such as decentralised planning fQ
reproductive and child health (RCH), education up 10 14 years of age, convergence ¢
welfare services, empowerment of women, insuring child health, providing for the unm
need for family welfare and for the basic needs of the under-served. Special needs
adolescents and men, use of diverse health care providers (NGOs and private secto!
mainstreaming Indian system of medicine, strengthcningWéontraceptive research, effect!
information education and communication strategies, and providing for the ol¢
population are also not new. Notable among the new steps is the proposal to revive |

system of licensed medical practitioners to fill in the gaps in clinical care and to conve:



services at the village level. While these are welcome strategies, their content leaves much

to be desired.

The policy document raises two sets of questions. Firstly, how consistent is the
content of the policy document with its overall perspective? Secondly, how will the
challenge of convergence (of the welfare sectors) be interpreted by the States, which will
actually be implementing the policy? This paper attempts to explore these questions. It is
our belief that if the inherent contradictions within the NPP and the potential of coercion
in the implementation of this policy are not corrected right at the beginning, anu strict

guidelines not provided, the policy will fail to realise its potential.
INTERNAL IN CONSISTENCY OF THE POPULATION POLICY

There are some very obvious inconsistencies in the NPP, which need to be
addressed if the policy has to acquire a positive edge. Some key areas for consideration lie
in the dissonance between the NPP's welfarist approach and the reality of the government's
disinvestment plans, between primary health and reproductive health, between
convergence of wellare services and the available structures, and between voluntarism and

coercion.
Conflicting Population and Developnient Policies:

If the population policy's expressed concern for quality of life and well being is
genuine, then structural issues cannot be under-emphasised, even when it is accepted that
population number is an important factor in development. The NPP document, however,
neither talks of land reforms or strategieg for employment generation and food secuiity
systems, nor of ensuring the celebrated ‘safety net’. But it does reiterate that, “stable
population is an essential requirement for promoting sustainable development with more
equitable distribution”, thus making it a one-way process. It warns, “if’ current trends
continue” India's population may overtake China's by 2045! And it adds that, “at the
current growth rate, the additions ‘neutralise” eflorts to conserve resources and

environment!”

These demographic fears are not new. They reflect a mind-set rather than a real
new threat - a mind set that is unable to accept the complexity of the problem and that
must hide behind these linear projections In India, for example, despite the perpetual
failure of the family planning programme for population control, birth rates have steadily
fallen over the 20th century (1) luterestingly enough, in SO years of planning, the
programme targets have never been achieved at the end of a Plan period (except during
the Emergency!). As things stand, there is nothing different as far as the present
projections go But over the later half ot the 90s, the rate of decline of infant mortality rate
{(IMR) has slowed down and, over 19%0-98, the Sample Registration Scheme shows 1ls
reversal in at least eight major States (2) Thus, the not-so-improbable danger that
population growth rate may come down, but because of the added factor of rising
mortality rather than dechining fertility rates, has not been taken note of by the NPP



The above rends. aiong with the incre
and the unmet nced 1of contraception, indicate that, instead of using hypothetical

situations to justify the 50 called ‘dangers’ inherent in India’s demographic status, there is
an urgent need to lock at the processes behind demographic shifts. By blaming future
population growth for the wqneutralisation of efforts to conserve the resource endowment
and environment”, the paiicy, at best, protects processcs such as liberalisation and
Structural Adjustment that ensurc a kind of development which sustains only certain
sections at the cost of omiers. The NPP yet again rcfuscs to accept that population

stabilisation requires ctlorts. to creale well-being, which 1s a necessary prerequisite of, or

an instrument for, population stabilisation, rather than the exercise of demographic goal

fixing!

of natural resources shows that it is the international

Just the issuc of utiiisation
at and its strategies that cause mindless destruction

market-oriented model of developme
(tamly mot population numbers, even when they arc increasing. For

the pattern of industrial growth s characterised by large-scale closure,
acesment of workers, in a way that the worsening employment
situation affects their well-veing (3). Despite adequate growth rates, poverty levels have
not changed much. Rutal poverty, in particular, shows stagnation over the 90s (4). There
is also evidence of sever® destruction of life and livelihood. In Andhra, 300 cotton
growers commiitted ancide. as they could not sustain their livelihood within the shifting
policies that generated a systemic crisis (5). At the Narmada Dam site, the so-called
«development created deatw traps of malaria and human displacement (0), which have
become key contributions of development projects in independent India (7). These
projects are meant to “adjust” Third World cconomies 1o suit the hi-tech markets and for

the promotion of distoited development.

and waste and ce
example,
privatisation, and displ

Even when we lock at those above the poverty, there is suflicient evideuce to
show that majority of themn are negatively aflected by the ongoing social and cconomic
processes. For examples in late 90s, total employment has declined - especially among the
literate and the educated - who scck employment other than manual (8). Similarly, the
contraction of the unotganised sector in the late 90s has pushed a large number of rural
people into relatively low productivity areas. Added to this is the shrinking social sector
that reduces employn:ent opportunities (9), and makes services inaccessible as private

sector hikes prices of health, education and other necessities.

These examples illustrate that the conflict is not simply between the “population
added” across classes and the resources generated by those classes, but between sections
of population with respect 10 control over resources, irrespective of the population added.
The issue is more of livelihvods for the poor, and their basic rights to survival with dignity,
against the rights of other classes to further enrich themselves. The inability of the NPP to
focus on the broader hnkages is also reflected in its narrow approach to under- nutrition.
It clings to Integrated Cluld Development Services (ICDS) alone and to distribution of
micro-nutrients when studics in the past have shown the inadequate coverage and the

asing pressurc on land, ensuing MigratiQle..-


oppo.tunrt.es
necessit.es

inability of the feeding programmes to impact nutritional status of the populatici. (10).
These programmes were actually short-term strategics, imtiated in the 60s and 5 (o
tackle a crisis situation. The assumption was that with long term planning, these - ould

become redundant.

As it is now, the NPP does not mention any concern either about the failures .+ (he
Public Distribution System (PDS), nor of the process of commercialisation of agric:;iture
that is undermining the food security system (11). Employment opportunities fcr (he
unemployed, ensuring minimum wages, public distribution system for food grain= and
electrification are not important issues for the NPP. By avouding a review of the nati.re of
the developmental process that burdens the weak and forces them to wait for relies and
not defining concrete shifts in structure for the benefit of the marginalised, the ~pp
creates a myth of perfect choices and opportumities This fits the demogs ) hic
requirements of the globalisation process that demands the profitable use of hi-tech but

not of human labour.

Conflicting RCH and Primary Health Care Policies

While the NPP proposes an integrated approach to basic health care, it in fuct
reduces basic health to RCH. This is at the cost of zencial health care, especiallv for
women. In the absence of an explicit health policy, the NPP sends a clear message 2oyt
the priority being placed on population control as against Primary Health Care (PHC) [ ]e
previous health policy, that had committed itsclf to achueving PHC by 2000 AD, has 1ot
merited even a reference in the NPP document. It talks only of “primary level care” [he
supportive secondary and tertiary care essential for PHC is ignored, as is the notionm of
comprehensive development of communities. The resudt is that Primary Health Cewties
and Sub-Centies have been totally identified with the Family Welfare Programme in 1)he
NPP. This will only further alicnate people from the perictheral institutions.

The NPP, instead of strengthening PHC, appears to initiate a quiet process of

appropriation of the basic infrastructure for RCH, whiie simultancously condemning, )¢
existing infrastructure for lacking ‘supervision’ and ‘motavation’ and for being limited and
over burdened! The policy, in fact, goes out of its way to declare that the last 50 y-
have demonstrated “the unsuitability of these yardstucks™ for assessing health 4
infrastructure, particularly for remote, inaccessible, or sparsely populated regi ny
According to the NPP we need to promote, “a more flexiinle approach, by extending b
RCH care through mobile clinics and counselling services™ L other words, experim«
such as mobile clinics that were proven to be costly and v failure in the 70s (12) are be 1,
revived at the cost of that very infiastructure that needss resources for ItS rejuvenat i
There is not a word to explain why RCH cannot remain 1 component of PHC and why he
available infrastructure (among the best in South Asial cannot provide comprehens- .
PHC (i.c including RCH), fully supported by secondary wnd teitiary level care.

Ly

There is much talk of “partnerships™ and mobilisimg a variety of service providi
to overcome the need for inlrastructure However, whati would be the State's share

of
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ed and how much would the partners oontxibuic, remaine-

any onc’s guess. The “partners” scem to be free to bargain with the government on this

issue. At the same time, with cuts in subsidies and plans to privatise welfare sector

services, the access of those who need the services most will necessarly-be marginalised

further.

" sponsibility in the areas identifi

f RCH care, it also proposes, “climination of
tration of abortion clinics”! This is counter to
all notions of strengthening and enforcing mechanisms for standardised services.
Registration is a means to assess the adequacy of the institutional infrastructure and its
quality. Any dilution of conditions for registration will have a direct cffect on the quality
of services provided by institutions. Laxity in registration will ensure only profiteering by
unscrupulous providers and not add to expansion of effective services in the real sense.

While the NPP emphasises quality o
the current cumbersome procedures for regis

As a part of its intcgrated strategy, NPP does mention control of communicable
diseases but does not comment on their vertical structures, their inefliciency and
inappropriateness (13). With their exclusive single purpose workers, who travel to the
same places and multiply travel costs as well as waste people's time by increasing the
number of visits per family, the present vertical programmes enhance inefficiency. This
was recognised by the government itself in early 1970s when the Ministry of Health and

Family Welfare introduced the concept of multipurpose workers (14).

The NPP’s exclusive focus on AIDS control programme is due to the perception
of a shared interest in promoting condoms and treating reproductive tract infections and
sexually transmitted discases. The policy docs not recognise the dangers of poor
infrastructure for PHC that makes the population vulnerable to contacting AIDS through
the use of inadequate facilitics such as unsterilised syringes. The programme records 24%
of the AIDS cases come from among professiona! blood donors, drug users, recipients of
blood transfusion and others (15), which are indicative of laxity of services. Yet, there is
no accurate assessment of the implications of the inadequacy of the PHC services for
AIDS. It is evident that improving the quality of PHC (including blood banks) will
contribute to AIDS control. An aid amount of Rs: 1425 crores from the intemnational
funders for the second phase of the programme seems only to enhance its vertical nature
(16). The NPP ignores the social situation that was conducive to the spread of AIDS. As a
result people remain victims of their conditions, as well as of the very system of health

care that was to protect them.

This deliberate undermining of PHC services and the NPP's linear approach to
RCH is damaging to the cause of reproductive health itself. The problems of matemity and
infant health are the outcome of a continuum of ill health for women. Over 40% of deaths
among girls under 14 ycars of age arc caused by communicable disease (17), and anaemia
and malnutrition are prevalent in about 60-70% of the women (18). Therefore, no amount
of reproductive health services alone can be effective. The reproductive system is a part of
the body and a sick woman can hardly sustain a healthy reproductive system. It is well
known that a significant part of maternal mortality is due to sickness. Any isolated



approach to RCH can, therefore, only be self-defeating. Thus, it is very significant that the
NPP rejects the positive ideas evolved by an earlier draft that had called for “a

restructuring of the ministry”,
and vertical programmes are integrated into the general health services (19).

Conflicts Between Conceptual and Structural Needs of Convergence

Just like the professed policy for integration of RCH, the stated strategies for
converging welfare services to strengthen RCH are vague, weak, and ill defined. It is also
not clear that, if the prescribed services (such as primary and secondary education,
housing, drinking water etc.) are to be provided to the needy, then how are the respective
departments going to define their tasks and restructure themselves so as to be able to
deliver these services. A policy of inter-sectoral convergence can be successful only when
the ministries have clear guidelines and mechanisms for delivery of the required services.
These guidelines are missing in the NPP. In which case simply putting bureaucrats from
the concerned ministries on to the Population Commission may not help. These services
can be supportive of RCH only when they are operative in the field and cover both the

rural and urban poor. For this th
financial and structural reforms.

By adding a hundred member National Population Commission to oversee the
implementation, the policy does not actually set up an efficient mechanism for
implementation of policies. The Commission's members are from different walks of life.
They may be imbued with excellence in their own area of expertise but they are bound to
have varying competencies in assessing issues of implementation of the NPP. These issues
range from technological, administrative, financial, organisational, to social and ethica,l
ones. At best the Commission can work towards evolving a consensus on issues. To
oversee implementation a more cohesive group will be required, with clearly set evaluation
mechanisms and working on a continuous basis. The policy does not visualise any such
rigorous mechanism. It neither sets up an internal assessment mechanism within the
Ministry, nor an independent external monitoring mechanism through the Planniné
Commission. In the past the Planning Commission has provided excellent monitoring
services for the family welfare programme (20). But the NPP only proposes to use the

Planning Commission as a co-ordinating unit.

The reasons for the absence of rigorous mechanisms are not difficult to identify.
The health sector has to function as a Sop to get soft loans and international aid to keep up
the trickle of foreign currency to correct the balance of payments! As a result, the. tags
attached to developmental programmes have to be accepted. Consequently, the distortions
in the welfare sector have to be ignored rather than remedied. It is not surprising then that,
despite so much emphasis on Panchayati Raj, both the devolution of power and

disbursement of funds remain inadequate.

It is abpa_rcn( that plans evolved by international funding agencies like the World
Bank cannot be over-ruied, despite all the wisdom buried in the shelves of the Ministry of

6 .
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in a manner that its two departments are actually merged,

e respective departments need to undertake very clear-cut
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Health and Family Welfate amd government, institutions. The- forgotten report of the
Puanning Commission's Workingg Group on Population (21), and the ICMR-ICSSR Report '
om PHC (22), reflected the offiicial understanding of population stabilisation as a function
off well-being. PHC for the undierprivileged was seen as much more than simple mid-way
weorrectives in the delivery sysitem. And, for all this, major restructuring was eavisaged. -
‘Today, all that has become & tthing of the past. The NPP, on the face of it, appears 10 be
sariving for a broad comptchemsive approach, but is actually trapped in the demographic
meulsions of the prevailimg economic policy. A policy that reduces, rather than
amcreases, investments in the avelfare sector (except for population control) and forces
sestructuring to promote wmarkzets for the planned benefit of a handful.

The lack of legal structures (0 support the policy is yet another aspect of the
wonflict between strategies and structures. The NPP’s treatment of women's
empowerment reveals not onily a lack of sensitivity towards the issue but also a poor
wnderstanding  of it. 'For example, empowerment is to improve “nutrition related
capabilities that become crucial to a woman's well being, and through her, to the well-
being of children”. How this ampowerment will happen is not clear except that Panchayats
are expected to provide them employment. In the absence of resources within the
Panchayats, this remains 8 hypothetical proposition. Only one thing is clear: according to
NPP, women's health and mutrition problems can be largely prevented or mitigated

through “low cost interventioms designed for low income settings”. Thus, while one is not
nen’s destiny to stay in “low income groups” is assured.

~ sure of their empowerment, WOl

Except for extending the lcgal frecze on the 42nd Amendment to 2026 AD, so that
the states may “fcarlessly and eflcctively pursue the agenda of population stabilisation”, no
other legal provision is offered that might be supportive of women. The legislative
sequirements for ensuring women's right to information, property rights, political

participation, and safety etc. all are missing. Women’s empowerment is thus scen as a

programmatic intervention fsom above that promotes fertility control rather than creates

enabling conditions for them.

Conflict of Voluntary Acceptance and Coercion

The NPP courageously rejects force and coercion. It is therefore critical that the
same does not re-enter the programme through the back door of motivational strategics.
This is imminent in three steps being included in the policy proposals. There is a proposal
to start national health insurance coverage for hospitalisation costs for children below 5
years of age. It is however inked to acceptance of terminal methods of contraception and
small family norm by the family. The policy thus proposes to deny help to a child for the
acts of its parents! Should a NPP working towards well being do so, when that child
invariably will be a little girl who is dispensable in families waiting for the arrival of a son?

for those below the poverty line. A health insurance
ot exceeding Rs. 5000, and again linked to acceptance
accepting sterilisation is also given a personal accident

The second proposal is
scheme, again for hospitalisation n
of the two-child norm. The spouse
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insurance cover. Shouldn’t those below the poverty line be given assured servicea and
better coverage without arm-twisting, so that well being induces acceptance of & small
family and population stability, rather than denying basic amenities? The third propesal is
to honour and award the Panchayats and Zila Parishad for successful performance en the
basis of services provided, excluding sterilisation and harmful contraceptives. However,
such incentives may induce pressure for achievement and we have the experienwe to

foresee which section will bear the brunt of this pressufe.

The NPP lacks trust in the people. It assumes that they do not think of their
welfare and hence a certain amount of pressure and conditional incefitive are regmised.
This is dangerous because the limits of these pressures arc Very ill defined. Perhap= this
attitude is born out of the knowledge that, in the present policy for overall developeent,
there is no scope for well being of the poor. They have to bear the burden ef the
Structural Adjustment Policies and hence must be coerced, coaxed and pushed, not
through well-being and expanding opportunities, but through pressure and coercion.

: Interestingly, the lack of trust in people is not fimited to the common people alune

- it extends beyond. The NPP proposes to set up two technology missions outside the
purview of the existing national research institutions. One of these is for neonatal care and
the other for the assessment of new contraceptives. While the first is to be composed of
Indian obstetricians and paediatricians, and is called the National Technical Commmittee,
the second is calied the Technology Mission and will have international experts en it!
Thus, in the name of high-powered commissions the NPP brings in international ineerest
groups on national planning commissions. This Techmology Mission will be withw the
department of Family Welfare itself and will work towards the incorporation of “adwances
in contraceptive technologies”. This is an extremely retrogressive step. It undermines our
own scientific community that has worked wit
ICMR, and saved the programme from incorporating harmful contraceptives sueh as
Depo-Provera and Quinacrine pellets. All of these were proven to be damaging to weimen

in India and elsewhere (23,24,25), but were being pusshed by corporate experts. I also

unnecessarily duplicates institutions while there is resourrce scarcity.

The case of Quinacrine is particularly alarmumg, where ethical concerns have
collapsed altogether. Despite WHO's advice to stop alli trials, unscrupulous doctors %ave -
taking advantage of weak control systems and free mariket mechanisms - promoted th use
of this unapproved contraceptive among unsuspecting women. This drug has not even
cleared the required stages of testing necessary before a human trial and yet First Waorld

academic journals have chosen to publish the unethucal human trials on Third World”

women as scientific research (26).

We therefore need to ask, why do we need! foreign experts in our Naeional
Technology Missions? What role did the foreign expertts piay in the past; be it the ¥ amiy

- Welfare Programme, the National ‘Malaria Progrmmme, the Tuberculosis Cemtrol
Programme or the AIDS Control Programme? In the Famuly Welfare Programme they
advised to kecp maternity and child health services outt of the scope of the programmne, as

n
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f women and children would exhaust all resources (7). Indis ~ 7
was pushed into accepting @ National Malaria Eradication Programme without any
preparatory phase, a necessary campanent of the programme -design (28), and paid a
heavy price for it when hit by resurgence of the disease. Similarly, Directly Observed
Treatment Schedule (DOTS) has been thrust on the Tuberculosis Control Programme
against the advice of ‘national experts who had clearly outlined a more economic and
context specific alternative strategy (29). “Experts” have also made projections of AIDS
for India that promoted panic and ignored the specificity of the Indian population. They
ARE also shifting attention towards treatment OF AIDS without at all considering the
problem of its control (30). Without a rational strategy for control, AIDS becomes yet

another means for expansion of foreign markets in technology and dependence of the

Third World. What role are the technical experts in the mission going to play now and

whose interest will they represent?

the poor state of health o

Hints of vested interests are visible in the pressure on the Third World to do away

with stringent safety guidelines in rescarch and take up more of the so-called “essential
research”. This research will be funded by international agencies but will be conducted in
the Third World for the benefit of humanity (31). There is a view that life is cheap in the
Third World, hence it can be used as a dumping ground (32). The increasing use of Third
World populations as cheap human material for experimenting with new technologies (33)
are indications of a trend. It is, therefore, extremely critical to understand who providcs

the technical expertisc and for whose benefit.

PROBLEMS OF IMPLEMENTATION

The implications of these contradictions are evident in the State Population Policy "
documents circulated by Uttar Pradesh and Madhya Pradesh. Both these states join
Maharashtra, Haryana and Rajasthan in enacting laws that debar people from elections to
the local bodies (but not to Parliament!). The thrust of their Population Policy is fertility
control through the RCH approach. The two policies barely articulate their broader
developmental strategies. Also, little is said about enhancing opportunities, capabilities, or

convergence of inter-sectoral development.

Uttar Pradesh (34) for example, proposes to: ;
(1) Refuse government services to those who marry before the legal age of marriage.

(i1) Sterilisation will continue to play a critical role in its strategy.
(i)  Hold sterilisation and RCH camps! It does mention “periodic reviews” and

“follow ups” to diffuse the damaging image the word “camps” elicits (35). At the

same time, it confesses that camps are not the best way to provide high quality
services on a regular basis. Yet it hopes to “improve access to and quality of

services’. :
(iv) Performance appraisal of medical officers will be based on their “contribution to

meeting RCH needs”! This means that if they do not perform other duties it does

not matter! : :

9



v) People will be “encouraged to utilise services of the private institutions” at all

levels of the district. These will be identified by the State and given support both- -

in terms of equipment and resources. This not only means that the tax payer's
money is diverted into the private sector, but also that those 36% people who are ,
below the poverty line (36) may not get any secondary or tertiary level care even |

for RCH.
I
(vi) Train its workers & upgrade their skills and knowledge in modem research with
newer technologies. However, there is not a word of caution about the use of |
contraceptives that are not suitable for Indian conditions. In fact, ‘the State

proposes to incorporate material on injectable contraceptives in its training and .

hopes to conduct operations research to assess the possibility of introducing

injectables and other new technologies in family planning services. It needs to be |

pointed out that operations research helps optimise a system. The choice of
technology should depend upon epidemiological studies. The fact that the
Ministry has not included injectable contraceptives in the National Family Welfare
Programme, and epidemiological studies-have shown that they are inappropriate,

is totally ignored (37).

(vii)  Despite the fact that the Centre has created a special fund for population
stabilisation and the NPP considers RCH a basic service, Uttar Pradesh proposes
to introduce uscr fee even for RCH. This is proposed despite the evidence that

user fee excludes the poorest from services (38).

The State of Madhya Pradesh (39), chooses education and Panchayati Raj as its
main social sector programmes that will support its population stabilisation strategy. The
rest of the welfare sector does not enter the debate nor does the document state the share
of resources to be provided for the Panchayats for the social sector programmes. Along

~ with these, the policy proposes that: .
(i) Persons having more than two children after January 26th, 2001 would not be

cligible for contesting elections to Panchayats, local bodies, or co-operatives in the
State.
(1) Legal age of marriage will be made a criterion for employment.

Thus, on the one hand there is talk of empowering women, and on the other hand
policies like the above negatively affect women. The majority of women are hardly in a
position to either decide the age at which they are married or the number of children they
bear. If these State policies are any indication of future possibilities, then it is clear that
coercion is there to stay. Child marriage, for which the social and economic conditions of
parents are responsible, will further deprive an already hopeless youth (especially girls)

from seeking opportunities.

In addition to these two States, the Maharashtra government is reported to have
put up a most draconian bill for the approval of the Governor. It not only refuses families
with more than two children all welfare facilities (h'ousing, land for housing or agriculture,

K

10 , "

'

'

i

|
I
L

|
|




- Deret, 4 - . B e crmew

= S AR YA WAy wass

fiwe studentship, loans etc ). but also d(v:“nvics the ﬂlifdi:hiid
health care for the mother and thiie infant! Even the poorest are not sparcd the wrath of this

puskicy- (40) and the Minister of "Food and Civil Supplies is reported to have justified the
decision as being “in the natioaaal interest™ (41). :

Thus we see that, in the interpretation of the national policy, the States reflect a
sigle-minded pursuit of the desmographic goal. Whatever was left of the public sector
health services is going to be fully appropriated and peripheral health institutions will be
vansformed into RCH service autlets. As a result, the workers may not have time for the
iesi of the services for whick they were earlier responsible. The poor will be further
narginalised and sucked o tne vortex of a free market for health care being formally
piomoted by the States by prowiding spacc and formal financial assistance to the private
sactor. What then, is different awout this NPP except its liberal camouflage?

It is evident that the NP'P yet again falls short of striking a balance between well
baing, through increased humam productivity, and population numbers. The latter by itself
makes little sense unless seen @ terms of integration into or alienation from the economic
sad social processes. The NP¥, unfortunately, is too preoccupied with demographic
targets to provide that balance The States have taken their cue and are going to alienate a
big chunk of the population from the mainstream socio-economic process, labeling them
s undesirable and an obstructson to development. We scem to be losing sight of the fact
that the level of poverty in thee country is stagnating. Even those who are above the
poverty line are increasingly facing greater insecurities due to shrinking employment
opportunities, under employment and a failing service sector. The IMR is not only
stugnating but also giving hines of a risc in some of the major States (42). In such a
situation, should demographic achicvements of fertility control alone be considered the

need of the hour?
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T - 3710051, $avq : 3717681
Government of India
National Commission on Population
Yojana Bhavan, Parliament Street
New Delhi-110001
Tel. : 3710061, Fax 3717681

October 4, 2000-

[n pursuance of the de: ision taken 1n the first meeting of the Nationai Commission
=1 Population held or; 22™ Jui, 2000, Working Groups as described in the Order caclosed

@ve been constituted.

“onsideration options / preferemces giv
' am glad to inform you that you hav

(e Order enclused.

Whrlie constituting these Groups, we have tried to take into
en by the Members and their area of specialisation.
¢ been nominated to the Working Group(s) detaijed in

The first meetng of y o Working Group(s) is likely to be convened shortly. |

With regards,

Ms Devaki Jain

Sihgamma Sreciivasan Foundation
“Tharanga™ 107 Cross,

Rapmahal Vilas Extension
Bangalore.

Yours sincerely, |

( Krishna Singh )
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Government of Indis
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Room No.243, Yojans Bhavan,
Sansad Marg, New Delhi - 1.

Dated 4™ October, 2000.
. oo .

ORDER

Subject; Working Groups of the Nutional Commission op Populatiop, ‘

(1) In pursuance of the  decision taken in the first Meeting of the - National
Comniission on Population held on 22" July, 2000, the following Working Groups.are
constituted:

) WORKING GROUP ON STRATEGIES TQ ADDRESS UNMET NEEDS

u) Sub-group oo strutegies (0 uddress unmet needs for contraception
b) Sub-group on stratcgies tc address unmet needs for maternal and child
health "

¢) Sub-group on strutegics to address unmet needs for public health,
drioking water, sanitation and nutrition "

d) Sub-group on strategies 1o address unmet needs for empowerment of . .

women and development of children

W) Sub-group ou strategies to address unmef peeds for contraception

1) Mr. K. Srinivasan, Ex. Healih Secretary - Chairman 4 . s

mbers:
1) Dr. Nina Puri, President, FPIA

“ui)  Dr. Saroj Pachauri, Regional Director, South and South East Asia Population =

- Council

iv) Prof. Sunder Lal, Rohtak Medical College, Indian Association of Preveative and
Social Medicine ; .

v) Shri K. Gopalakrishna, President, JANANI ' -

vi)  Shri Alokendu Chatterjee, President, Federation of Obst, & Gyna. Society of
India, (FOGSI)

vii)  Prof. Ranjeet Rai Choudhary, Scientist, National Institute of Immunology -

viii) — Dr. D. Takkar, Head of Depanment, Depri. Of Gynaecology, AIIMS,

ix) Rezrasentative of Birla Management Corporation Lid's Community Initiatives
naa urz! Development, Mumbai.
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x) Representanve from Hindustan Lagex.

xi) Representative of National Commission on Population - ; E
xii)  Secretary, Family Welfae, Government of Bihar
Xiii)  Secretary, Family Weltare, Government of Rajasthan
Xiv)  Representative of Depurtment of Family Welfare - Convenor.

1) Dr.(Ms.) Banu Coyayi, Director, KEM Hospital, Rastapet

i) Dr. Sharud Iyengar, ARTH, Udaipur é
iii) Representative of Department of Indian Systems of Medicine & Homeopathy

iv) Sudha Tiwari, Pariwar Seva Sanstha. )
IR
Sy~ 'Jn‘-o 4

1) To identity gaps and .

2) To examine and Suggest aliernative strategies, interalia recent developments and PN 4
innovations with due regard to cost cffectiveness and optimization of resources, ' -
with the objective of contributing 10 the fulfillment of the“objectives ‘of the ;’ &
National Population Policy. : R L )

)+ To consider any other maner related with or incidental to thclbpgelwz?s of .

e eyt

-y
[

reference. AL, <
' st By
)
) Secretary, Health, Govemment of India, Chairman . ,
i) Shri Dileep Kumar, Indian Nursing Council ey 4 3
i) Shri Abhay Bang, SEARCH, Gadchiroli Fe L S
V) Dr. T.N. Mehrotra » President, IMA , P 7
) Dr. (Ms.) Manorma Singh, Ram Manohar Lohia Hospital T . BR
) Shri Alok Mukhopadhyay .Chainnan, VHAI L TreE s e ~'
1) Mrs. Neidonud Angami, President, Naga Mothers’ Association
i) Dr. Badri N. Saxena, Centre for Policy Research ‘
+1i)  Representative of Department of Family Welfare
X) Representative of Depariment of Women & Child
) Representative of Department of Socjal Justice Pk
4) " Representative of National Commission on Population
i) Secretary, Family Welfare, Govemment of Madhya Pradesh R
dii)  Secretary, Fami ly Welfare, Government of Utiar Pradesh s .
Iv)  Adviser Health, Planning Commission T J
V) JS (FW/RCH). ‘ il Sl |
vi)  Depaniment of Health - Convenor : ‘r":r"a k =
P gl
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& Taoidentily gaps and -
b, To ¢xamine and suggesst altemarive stralegics, inicralia recent developmeants and ]
inovations with gue regard 10 cost eflectiveness and optimization of-mourca, L T
. with the objective of contributing 10 the fulfillment of tho. objectives of the .- o
National Population Policy. ‘ SR '
<) To consider any other matter related with or incidental to the above umns’- of -
reference. , i bt FECP
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i)

1)
iil)
iv)
v)
Vi)
vii)
Viii;
1x)
X)
Xi)
Xii)
Xiii)

heulth, drioking wyter, punitation and ng[q’[ign oo e nE e
' -'.,."\,,‘ i)l ) :.:J,'. ;d‘“_' =
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S oy ,
Dr. H. Sunderasan, Fa-Vice Chancellor (Madras University) », Chairm o< g R0k
Members: ' C, | TR RERS
Ms. Imrana Qadir, Professor, Population Studies, JNU - R o i X "
Dr. B.K. Tiwari, Nutrition Adviser, DGHS ' SR ‘ ;.,';.P"z';'. .
Prof. K.J. Nath, All India lastitute of of Hygiene & Public Health, Caloutta 1944 ... 0381700
Mr. Bindeshwar Pathak, Sulabh International! e B sy
Representative of Department of Rural Drinking Water . }‘4,114 &
Representative of Department of Urban Drinking water v
Representative of Department of Women &: Child dovelopment. . .. ARG el
Representative of Department of Environmcq't OS2 ’ ~[,*Lj "
Representative of Department of Health ' '-?‘/;}
Representative of Nationai Commission on Population . S %l'

Dr. Prema Ramachandran, Adviser (Health), Planning Commission
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Adviser or Representative, Drinking Water/Sanitation/Plenning Commisgion - BATR

Convenor. ' 1) 0
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To identify gaps and : AL ar
To examine and suggest altemnative strategies, interalia recent developments and -
innovations with due regard (o cost effectiveness and optimization of:resources, :s: ..., .
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reference. .

Sub-group oo stratepies for empowe
; s iR, ’i. ’
Mrs. Margaret Alva, Member of Parliament - Chairperson - ""'"ﬁ%’ﬂy“ \:';
Members: ' g T
:. Ela Bhat, SEWA, Ahmedabad : Fo AT Y B,
L-r. Swapna Mukhopadhyay, IEG, Institute of Social Studies Trust
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iy) Ms. Deviki Jain, Sangamma Foundation ; 5 -
v) Ms. Aadiuti Mehua, Rashtriya Mahila Kosh ‘ -
vi) Dr. Suroj Pachaun, Regional Director, Population Council T
vii)  Dr. Tyayi, Indian Academy of Paediatrics, Depariment of Tele Medicine, ALIMS
vii1)  Dr. Suni! Mechra, MAMTA s e el
ix) - Representative of Department of Women and Child development . .- i1 «

X) Representative of Department of Youth A fTairs ' S 000,
)(U Representative of National Commission on Population = = +::2 e -
Xii)  Representative from IGNOU SRy
Xli)  Adviser or Representative, Social Welfare, Planning Commission - Conveaor.
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i) Dr. K. Venkatasubramanian, Member (Education), Planning Commissiont«/""
Chairman, Do -
RO 7 17, SRS

Members : : /
1i) Dr. (Mrs.) Usha Nayyar, NCERT 1ty

i) Prof. Mohd. Amin, Ex- Vice Chancellor, Jamia Hamdard S

iv) Dr. Ketan Desai, President (MCI) ::&1.22}.’%_4:’& :

v Dr.Digvijay Singh, Ex-M.P, n B
T h S

vi) Ms. Jaya Jaitley, President, Samata Party :
vii)  Mr. B.G. Deshmukh, Ex-Cabinet Secretary/Pr. Secretary 10 PM i iu AN
viii)  Principal Adviser (Education), Planning Commission BRI
ix) Representative of Department of Family Welfare

vidlt
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x) Representative of National Commission on Population ERTL IR PR PR L
Xi) Representative of Department of Education '~ Convenor . %4 ~sin3 41
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Both legislative and implementational issues should be addressed.. . '.;:;,:.‘;,‘4 wv :
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Ul WORKING GROUP OW REGISTRATION OF BIRTHS, DEATHS AND s g
*  MARRIAGES ‘ sl T L
A A
1), Registrar General of India ~ Chairman T ";
.. Members: w5 dE R -
W) Dr. Pai Panandiker, Centre for Policy Research Lo e S v
i) Shr K.Srinivasan, Presidemt, Indian Association for Study oprpulaQoxl_‘_ - g
1v) Shri Ashish Bose, o L A’-:’: :
i) Representative of Department of Statistics B e SR %4 ;Q
v) Representative of Department of Family Welfare N i )
V1) Representative of National Commission on Population P o S
Vi) Adviser, Health/Planning Commission - Convenor. ;“ i
g T TIPS OHTIR Al
Termy of Reference ! " I "’:".m O”:M,"}’ ""}”f’.{
‘ ' : - HAGH 1 PP
8) o identify gaps and ; ' o M phet g q, 33 :'.",
b),  To examine and suggest aliernative strategies, interalia recent developments and "~ ¥ i
. 'nnovations with due regard 10 cost effectiyeness and optimizgtion of respprces, By
. With the objective of conmibuting to the fulfillment of the, pbisctives of the. "% 5
© . National Population Policy. 3 BRI A
c) T(; ‘consider any other maner related with; or incidental, totheqbqvedgnps of iy by
reference. ' e R e g .;@?{i be

oy 2.0
G

Vot Belepin Yiap i A3
WORKING GROUP QN MEDIA FOR T 4'3
OMMUNI i w.-';F,u’ _::,
B S ATTL TIDNP R 5 L 3
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Members: T M
hri Alyque Padamsce, President, AP Associates, LY
3hri Rajiv Shuila - M.P. (Rajya Sabha) S P sy e
Or.J K. Jain, Jain TV e % ""E
Ms. Sharmila Tagore, MP o Si e A
>0 Ajit Bhautacharya, Press Instituic of Indja W T g
*is. Rami Chhabra, Member NCP ST @
D, Mahip Singh Member NCP R LA ) 17',‘ <
L. K. Jaipal, Principal, Siddha Medical College, Chennai, Tamil Nadu . I f
Stui Narendra Mohan, MP Wlgasr . E
Ms. Usha Rai, Editors Guild of India s .8 wmliggg ke
>R Qari M. M. Majari, Urdu Secular Qayadat
I<epresentative of Depariment of Family Welfare . 3 ,.'.-'.: :
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2 The Working Groups may co-opt any official or non-official as gﬁsp;_qi/al umwc y
t0 one or more sitlings of the Group. S b A
3, The expenditure on TA/DA of the non- official members, in connec}xo;;\;mh tbo&w
~~ meeting of the Working Group will be borne by the’ National"Commission on\'i.'}g;
" Population, as per rules and regulations of TA/DA applicable to,Grade I officers 7/
"« of Government of India or as otherwise decided by the Vice ?bmmm NCP. The
. ~ o 3 Ce TN AN e
expenditure on TA/DA of the official members, in connection with thermecﬁng of,

the Working Group will be bome by their respective Depanmcn%t *;': ("';,*"
4, All the Working Groups will submit their final reports to’tho HNaﬁonal ul.;
Commission on Population within six momfu from the date of H“&‘A?t;%‘f' order. 777
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http:/www.maharashtra.gov.infenglish/gment/policyfr.htm.
MAHARASHTRA STATE POPULATION POLICY

An Extract

Maharashtra is one of the Progressive States in the country. The State however, has not been
able to control its population as per expectations. The first doubling of the population occurred in
60 years between 1901-1961. The next doubling occurred only in 30 years. The present birth rate
of the State is 22.3 and we rank 5th in the country. The State is declaring its population policy with

an intention to bring down the rate of population growth.

The objectives of this policy are:

(1) Reducing Total Fertility Rate to 2.1 by year 2004;

(2) Reducing Birth Rate to 18 by year 2004,

(3) Reducing the Infant Mortality Rate to 25 by year 2004;
(4) Reducing the Neonatal Mortality Rate to 2- by year 2004.

Following schemes will be introduced under this population policy: -

1.. Accepting concept of two child norm as "Small Family Norm", _
2.. For obtaining subsidies under various Government schemes acceptance of "Small Family

Norm" would be considered essential.

. In order to propagate the concept of Small Family Norm amongst the Government and semi-
Government employees this condition will be included in the service rule. Schemes such
as House Building Advance, Vehicle Advance and Medical Reimbursement will be ¢
admissible those who limit their family to two children;

.. Performance in Family Welfare to be part of assessment of officers at various levels;

. Strict implementation of existing acts and policies such as Child Marriage Act, Prenatal Sex
Determination Act, Birth and Death Registration Act etc.;

. Organisation of Family Welfare Camps with the financial assistance from Cooperative
Societies, Sugar factories and other industrial establishments;

7.. Acceptance of small policy norm as a condition for qualifying for elections to various bodies
such as Zilla Parishad, Panchayat Samiti, Corporation, Co-operative Sccieties etc.;

_Constitution of Mahila Vikas Group under the Chairmanship of Hon. Chief Minister's wife at
State level and under the Chairmanship of Minister or Guardian Minister's wife at District
level,

.. Enhancing involvement of Panchayat Raj Institutions in implementation and monitoring;

10.. Village Level Scheme based on achievements in various Family Welfare Indicators;

11.. Schemes for motivating the health infrastructure for improving quality of care;

12.. Training of Dais to ensure self delivery practices;

13.. A population council under the Chairmanship of Chief Minister and a Coordination Committee

under the Chairmanship of Chief Secretary to monitor the implementation of policy; and,

An incentive of Rs. 10,000/~ in the form of fixed deposit for 18 years to Below Poverty Line

couples accepting terminal method after one or two daughters (with no male child) (If two
daughters an amount of Rs.5000/- for each daughter). This daughter(s) will be given an
additional incentive of Rs.5000/- each as fixed deposit for 5 years when she completés her
schooling unto 10th standard and does not get married before completing the 20 years of

the age.

o oa
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Subject: Men's involvement in population
Date: Thu, 23 Mar 2000 20:28:13 +0530
From: "DOLKE" <aaasn@nagpur.dot.net.in>
To: "Medico Friend Circle" <mfriendcircle@netscape.net>

http://www.timesofindia.com/140300/14mbom8.htm

Experts attempt to rope in men to defuse population bomb
By Rupa Chinai

The Times of India News Service

MUMBAI: With India's population poised to cross the one-billion mark,
desperate policy-makers and programme managers have now hit upon a new
formula to approach the vexed problem of population control.

Realisation has now dawned that Indian male involvement is crucial for
change, because they are the prime decision-makers within all relationships.

While admitting that this half of the species has been ignored in five
decades of the planning process, experts are now trying to understand how
men can be sensitised to become responsible sexual partners, husbands and
fathers; how they can be made to value women and see them as equal partners
in the decision making process; and how to involve their help in the
country's reproductive and child health programme.

At a workshop on ‘Reaching out to men as supportive partners in reproductive
and sexual health', held in Mumbai recently, secretary level health
officials from Rajasthan, Madhya Pradesh, Gujarat and Maharashtra,
academics, researchers and NGOs struggled to formulate strategies that might
work double-quick in creating such enormous societal and mindset changes.
The need for this new approach is also highlighted in the recent “Population
Policy of India' that was announced a week ago. The workshop was organised
by the Population Council and International Institute for Population
Studies.

Emerging from the workshop was the recognition that men also have health
needs, and in particular sexual health needs, that are not being met through
the current emphasis on programmes geared at women and children. In the
absence of a " “basket of curative services'' being offered at primary health
centres, government health workers have no way of reaching out to men and
talking to them about preventive health issues. Personalised counselling at
this level is vital, along with generalised information campaigns.

(Studies show that 70 per cent of India's population seek curative services
from the private sector, because they do not get the services they require
from the government system.)

In fact, during informal discussions, senior bureaucrats bluntly criticised
the continued circumvention of the comprehensive primary health care

approach. "~ “Family planning is not a technology issue. Delhi's failure in
understanding this complexity is leading to the same mistakes being made
again and again,'' a senior health official said.

Referring to government claims of having sought the “community's perception
and participation' in health planning, officials said that in reality it is
doctored by a questionnaire that refers to the government's set agenda.

" "When a person cannot get treatment for a disease, he has no confidence in
the health worker. Perception of health needs are based on individual
experience and priority, and when the villager is only asked about safe
delivery or maternal death, it may not be a major issue he sees, because so
many women are delivering their babies safely at home through the
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traditional ‘dai' (midwife). At the grassroots, health cannot be divided
into compartments, and has to be wholistic. If this verticalisation of
programmes does not stop we will do more damage,'' a senior secretary of
health said.

NGOs from Gujarat presented studies showing that men readily respond to
having small and healthy families, and are supportive when sensitised. The
‘entry point' to men's involvement, however, started with the NGO offering
them a package of curative services that established channels of
communication on issues of preventive health. Now the men accompany their
wives for pre and post natal check-up, makes sure she rests and consumes her
iron folic tablets during pregnancy. Antenatal clinics now see 85 per cent
attendance, says Anupa Mehta of Deepak Charitable Trust, Vadodara.

Cultural constraints were recognised as being a major deterrent in the
decision making process between husband and wife and the attainment of the
latter's health. For instance, in a Rajput village community of Vadodara
district, there is no communication between couples on such issues, and
health seeking decisions are often made by elders in the family. Couples
cannot go out alone. Consequently, when women do come for referral services,
they often come too late.

According to Ramachandran Kaza of Maulana Azad Hospital, Delhi, the
successful outcome of the 'No scalpel vasectomy' (NSV) campaign in several
states, was restricted elsewhere. " Its not because men are not coming
forward, but because service providers are not providing the services,'' he
says. In Karim Nagar, Andhra Pradesh, 40,000 cases treated with NSV in seven
months, was achieved because of the strong commitment of the district
administration who assured them good quality services and follow-up of each
case.

Arun Dolke

Tel. : (91-712) 260709
Email : aaasn@nagpur.dot.net.in
Medico Friend Circle (MFC) - eForum

http://www.geocities.com/Paris/2893/mfc/mfc.htm

Send email at mfriendcircle@netscape.net to unsubscribe MFC eForum.
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RECOMMENDATIONS

Following the essence of the recommendations of NDC Committee on Population &

Implementation, the Family Welfare Programme has undergone a paradigm shift from 1996-97.

The Centrally fixed methods specific targets have been replaced by a system of assessing needs

at grassroot level which will take into accounts local needs, ensure community participation and

close monitoring implementation through Panchayati Raj Instituitions and other local bodies.

. Approach dl;ring the X Plan

The objective during the X Plan period should be:

a)
b)

to ensure that the all the felt need for contraception is fully met;.
reduce the infant and maternal mortality and morbidity so that there is a reduction in the

desired level of fertility and the consequent increased felt need for contraception,

especially by birth order based approach.

The programme will be directed towards

a)

b)

d)

bridging the gaps in essential infréstructure and manpower through a flexible approach
and improving operational eﬁiciéncy through investment in social, behavioral and
operational research. '

providing additional assistance to poorly performing districts identified on the basis of
the 1991 census and RCH Surveys.

ensuring uninterrupted supply of essential drugs, vaccines and contraceptives of
appropriate quality and quantity.

promoting male participation in the planned parenthood movement and increasing the

level of acceptance of vasectomy, particularly through no scalpel vasectomy techniques.

41



Attempts will be made to enhance quality and coverage of Family Welfare serv_ice:s1

L"I

through:
1) participation of general medical practitioners engaged in voluntary, private and joint

sector and active cooperation of the practitioners of ISM&H,
i) involvement of Panchayti Raj Institutions for ensuring intersectoral coordination,
community participationat at grassroot level in planning, monitoring and management;

ii1) involvement of corporate sectors, agriculture workers and labour representatives.

The Programme will take up the following ;’nitiatives during the Tenth Plan period:
1) Assess the needs for Reproductive and Child health Services at PHC/CHC/FRU level.
' 2) Undertake area specific need assessment at the grassroot level to fulfill the felt needs for

Reproductive and Child Health Services.
3) Provide need based, client centred, demand driven, integrated Reproductive and Chi

Health Service so that there is:
i improvemént in the maternal and child health indicators.
ii. increased contraceptive acceptance to prevent unwanted pregnancies; and
iii. reduction in the birth rates.

4) Provide essential infrastructure through a flexible approach, strengthen the existing
manpower and provide key personnel required, provide essential drugs, devices and other
consumables essential for running the programme

5) Increase the operational efficiency of the Programme through training, improved
utilisation of the Management Information System (MIS), improved first line supervision,
increase in involvement of the state Govt public health infrastructure in the sub district

level and improved integration of different sectors at village level.

6) Improve community participation in implementation and monitoring of the programme
through involvement of the Panchayati Raj institutions and other local
bodies/institutions.

7) Improve the existing mechanisms for concurrent and independent monitoring and

evaluation of the ongoing programme and initiating appropriate mid course corrections.



8) Undertake IEC programme through all channels of communication so that the population

unde;stands the paradigm shift and makes optimum utilisation of the available facilities.

9) Components of the RCH Services to be implemented include:

I Increased access to effective Contraception

a) Balanced presentation of the contraceptive options and enabling the couple to choose the

method most appropriate to them;
b) Improving availab.ility of family planning services to prevent unwanted lpregnancies g
c) Improving male participation in the Family welfare programme, popularisation of
A vasecfomy including newer techniques like no scalpel va'se,ctomy.

II. Increased access to safe legal abortion facilities ﬁnder MTP Act for management of unwanted
pregnancies.
II. Universal screening of all pregnant women for risk factors and appropriate management of
problems detected in pregnancy, labour and post natal period so that there is reduction in the
maternal, perinatal and neonatal morbidity and mortality.
IV. Effective nutritional services to vulnerable groups.
V. Improved child health care through detection and management of the health problems in child
hood and adolescence. . ‘ ; B
VI. Proper treatment of reproductive tract infections and sexually transmitted infections in men
and women . |
VII. Prevention and treatment of gynaecological problems including infertility, menstrual

disorders and prolapse uterus, malignancies including cancer cervix and breast.

To review the present status of involvement of organised and unorganized sectors of
Industry and trade/labour unions in the Family Welfare Programmes and
recommend ways and means for increasing théir iiarticipation in the Programmes.
Managerial capability of corporate bodies will go a long way in improving efficiency in
the field of social marketing of contraceptives. The problem solving approach of corporate

sector can be of use in improving operational efficiency of the health care infrastructure.
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Possibilities may be explored to deliver health care services in unserved urban %r‘ga
through public, private and/or joint sector as the case may be. :
Other issues and recommendations

To make the CNA approach a success, role of each person in the health care system has
to be clearly defined. A holistic thinking has to be developed for appreciating this approach.
Both administrative structure and professional culture have to be integrated and internalised in

“such a manner that the functionaries are made to learn the modus operandi of what is to be done.

SRS has provided reliable and useful information for planning as well as impact
assessment 11:1 Health and Family Welfare. - The SRS needs further strengthening for rapid
collection and reporting of vital indices according to felt needs. .

Now that three-tier local self-government has come into being, the letter and spirit' of self
govemanée has to be inculcated in the sub-centres as well as Primary Health Centres. The
decentralised aéproach v-vould require sharing of responsibility at various stages - PHC being tt
unit of micro-planning of the Panchayati Raj System.

The doctors and: other functionaries of the health care delivery system have to know their
role and activities as‘.well as explain it to the Planchayats for effective planning and
implementation of the ongoing programmes and a well increased community participation at
grassroot level.

The Family Welfare Progra.mmef" has to meet the requirements of contraception for
spacing in the younger age couple and perrhanent methods - vasectomy, tubectomy for those

who have completed their families.

Villages with small population size, which are generally backward in basic infrastructural
facilities, poor literacy and poor utilisation of existing services, need special attention.
Additional staff, if necessary, may be provided. It is estimated that a large number o.
paramedical staff may be required to meet the MCH/FP needs specially in urban slums and
poorly performing districts.

Even during Tenth Plan, some Sub-Centres may have to be established to serve needs of
remote rural and tribal areas which are underserved. For establishing new sub-centres, it is

desirable to take into consideration a distance criteria (say, a sub- centre within a radius of 10

kms) besides size of population, in the inaccessible areas. Population, distance and access to
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Family Welfare needs of the population will be used as criteria for determining the manpower as
well as infrastructural needs. The Family Welfare Programmes will utilize differential areas
specific micro planning to assess the needs for family welfare services. ' .

The content, quality of services for antenatal, natal, and neonatal and post natal care will
be improved. Neceésary equipment for identification of risk of mothers, neonates will be
provided (e.g BP apparatus, weighing scales, urine testing kits). Universal serving of all pregnant
women and neonates at birth will be the goal for 2001.

The success of the programme depends upon the personnel operating it, who shall be

-provided with the necessary knowledge, skills to meet the requirements of the population at

Primary Health Care Institutions. Periodic inservice training utilising multi-professional
approach has to be taken up to update their knowledge and skills.

Distance education and multi-professional education should be the focus for training the |
lower level functionaries like YANMs, Male Health Workers, and Anganwadi workers etc. in
order to attain optimum utilisation of resource. The Departments of FW, WCD and Human

Resource Development may have to join hands for discharging this onerous task.

Tenth Plan strategy in FW programme would be to meet the unmet need for MCH & FP
Services to enable the couples to achieve their.reproductive goal so that the national goal of

reduction in under 5 mortality and birth rate are achieved through adequate primary, secondary

and tertiary care with appropriate linkages.

Urban Migration over the last decade has resulted in rapid growth of urban slums. There
has not been any well planned and organised effort to provide primary, secondary and tertiary
care services in geographically delineated urban areas. In some cities, the health status of urban
slum dwellers is worse than that of rural populatiox{. During the Tenth Plan period, the initiatives
taken in Ninth Plan will be further strengthened by a well structured organisation of urban
primary'health care services to all inhabitants within 1 - 2 Kms of their dwellings. Appropriate
referral linkages between primary, secondary and tertiary care facilities in defined geographic

area will be established to promote optimal utilisation of Nagar Palikas in the implementation of

health, water supply and sanitation programmes.
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Following thé essence of the recommendations of NDC Committee on Population, the" ;
Implementation of Family Welfare Programme has undergone a paradigm shift in 1996-97. 'ﬁ?e
C’entrally fixed methods specific targets have been replaced by need assessment at grassroot
level which will take into accounts local needs, énsure community participation and close
monitoring through Panchayati Raj Instituitions and other local bodies. The RCH approach will
address the reproductive needs of the population. The family welfare programme during the
Tenth plan is to be geared up to meet the un-met need for contraception and achieve rapid
reduction in IMR, maternal mortality and under 5 mortality. If these programmes are fully
implemented specxally in' the States/ Districts which currently have high IMR and high fertility,
rate, there may be substantial reduction in IMR, CBR, TFR and population g growth rate.

Strenothemno and operationalisation of the FW infrastructure

The focus since the 8th Plan has been on strengthening and operationalising existin
infrastructure for dehvenng of .primary health care through improvement in physical
facility,filling up of vacant posts, ensuring supply of essential drugs and improving referral
services. To some extent this has been possible; however, there are still some key posts like
specialists at CHC, lab technicians at PHC/CHC and male multipurpose worker at the sub centre

which are either not sanctioned or continue to remain vacant, which, to some extent was

overcome through RCH initiatives.

The main approach of the Family Welfare programme during the Tenth Plan should be:
1) To assess the needs for reproductive and child health at PHC/CHC/FRU etc. level and

undertake area specific microplanning.

i) To provide need based, client centered, demand driven integrated Reproductive and chil

health care.
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TABLE-1

TOTAL FERTILITY RATE (TFR) - PROJECTED LEVEL 2007

Sl. | State/UT No. of eligible [Total Fertility Rat | Estimated
No. couples TFR
2001 SRS 2007
in 000's (98)
INDIA | 176,647 3.2 2.3
. |MAJOR STATES
1 |Andhra Pr 14,161 2.4 1.8
2 |Assam 4,049 3.2 2.3
3 |Bihar 14,752 4.3 2.8
4 |Guijarat 8,854 3.0 2.1
5 |Haryana 3,563 3.3 2.2
6 |Karnataka 8,912 2.4 2.0
7 |Kerala 5,190 1.8 1.6
8 |Madhya Pr 10,749 3.9 2.6
9 |Maharashtra 16,641 2.7 2.1
10 |Orissa 6,130 2.9 2.4
11 |Punjab 3,886 2.6 2.1
12 |Rajasthan 10,052 4.1 2.7
13 |Tamil Nadu 10,807 2.0 1.7
14 |Uttar Pr 27,897 4.6 2.7
15 |West Bengal 13,557 2.4 2.1
Il. |SMALLER STATES
1 |Arunachal Pr 169 2.8 2.4
2 |Chattisgarh 3,702 NA 3.0
3 |Delhi 2,343 1.6 1.8
4 |Goa 194 1.0 1.6
5 |Himachal Pr 1,015 2.4 2.0
6 |Jharkhand 4,790 NA 3.0
7 |J&K 1,571 NA 2.3
8 |Manipur 315 2.4 2.2
9 |Meghalaya 332 4.0 2.6
10 |Mizoram 117 NA 2.4
11 |Nagaland 233 1.9 2.3
12 |Sikkim 78 2.5 2.2
13 |Tripura 501 3.9 2.6
14 [Usrcmor 1425 —oNA [ 24 |
- |JUNION TERRITORIES
1 |A&N Islands 59 1.9 1.7
2 |Chandigarh 185 2.1 1.9
3 |D&N Haveli | 39 35 2.8
4 |Daman & Diu 24 2.5 2.1
5 |Lakshadweep 165 2.8 2.4
6 |Pondicherry 165 1.8 1.6
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TABLE-II

% of Girls Marrying Below 18 Years - NFHS and Rapid Household Survey(98-99)
and Literacy Rate(% Female)2001 Census

Sl.| State/UT % of Women Ages| % of Girls Marrying Literacy Rate
No. 20-24 Married Below 18 Years % Female
Before Age 18 of Age preceeding (7 years & above)
NFHS (98-99) 3 Yrs. Of survey(98/99) 2001 Census
INDIA 50.0 36.9 , 54.2
. IMAJOR STATES
1 |Andhra Pr 64.3 37.3 32.7
2 |Assam 40.7 28.7 43.0
3 |Bihar 71.0 58.2 33.6
4 |Guijarat 40.7 25.2 58.6
5 |Harvana 41.5 31.6 56.3
6 |Karnataka 46.3 35.4 57.5
7_|Kerala 17.0 9.1 87.9
8 |Madhya Pr. 64.7 58.6 50.3
9 |Maharashtra 47.7 30.6 67.5
10 |Orissa 37.6 32.2 51.0
11 |Punjab 11.6 11.2 63.6
12 |Raiasthan 68.3 57.1 44.3
13 | Tamil Nadu 24.9 19.1 64.6
14 |Uttar Pr 62.4 49.3 43.0
15 [West Bengal 45.9 51.1 60.2
II. ISMALLER STATES
1 {Arunachal Pr 27.6 32.8 44.2
2 |Chattisgarh NA 41.9 52.4
3 |Delhi 19.8 6.4 75.0
4 |Goa 10.1 3.5 75.5
5 |Himachal Pr 10.7 3.0 68.1
6 [Jharkhand NA 50.8 39.4
7 [J&K 22.1 1.5 41.8
8 |Manipur 9.9 10.2 59.7
9 |Meahalaya 25.5 9.1 60.4
10 |[Mizoram 11.6 16.0 86.1
11 |Nagaland 22.9 29.5 61.9
12 |Sikkim 22.3 15.7 61.5
13 | Tripura NA 34.5 65.4
14 |Uttaranchal NA 12.4 60.3
11l. {[UNION TERRITORIES
1 |A&N Islands NA’ 20.6 65.5
2 |Chandigarh NA 0.0 75.3
3 |D&N Haveli NA 50.6 43.0
4 |Daman & Diu NA 17.6 70.4
5 |Lakshadweep NA 18.2 81.6
6 |Pondicherry NA 5.0 74.1
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Ferlility and Contraceptive Preferences NFHS-I & NFHS-II

TABLE - 1ll

India/states Ideal No. of % of couple with two | % of couple with three | % couple not using Preferred Method for fulure use % who
Children children want children want * any method Male Str. Female Str. Spacing Method | discussed
no more child no more child FP during
(including Str.) (including Str.) Home visit
199293 |1998-99 |1992-93 [1998-99 [1992-93 |1998-99 |1992-93 |1998-99 |1992-93 1998-99 |1992-93 |1998-99 [1992-93 |1998-99 |1998-99
INDIA 2.9 2;T 59.8 72.3 76.9 84.2 59.4 51.8 0.9 0.7 58.6 65.2 29.0 22.4 14.4
North
Delhi 2.5 24 78.2 85.3 89.4 94.7 39.7 36.2 1.0 34.0 453 23.1
Haryana 2.6 25 63.4 81.4 86.8 88.2 50.3 376 0.7 61.7 20.8 17.4
Himachal Pr. 2.4 22 771 91.5 90.8 94.7 416 323 3.8 59.4 26.7 17.8
J&k 2.8 2.7 60.0 65.6 49.2 87.5 50.6 50.9 0.2 62.1 18.3 8.0
Punjab ‘26 23 75.4 89.0 89.1 96.4 41.3 33.3 1.3 55.4 25.9 27.3
Rajasthan 3.0 2.8 44.2 61.1 71.2 79.4 68.2 59.7 1.0 0.5 79.6 78.1 13.6 15.8 220
Central
Madhya Pr. 3.1 2.9 47.4 59.6 70.2 83.6 63.5 55.7 1ol 1.0 64.3 78.4 27.3 15.5 265
Ultar Pr. 3.4 3.1 32.3 47.9 57.2 70.5 80.2 719 0.9 0.5 255 33.5 58.2 35.6 25.4
East
Bihar 3.4 33 35.1 444 38.5 69.5 76.9 75.5 0.9 1.1 60.5 68.0 323 26.3 208
Orissa 3.0 2.7 60.7 70.9 79.5 88.6 63.7 53.2 1.3 1.4 46.1 67.3 39.3 22.6 12.2
West Bengal 2.6 2.4 74.2 87.7 86.8 93.0 42.6 334 0.3 43.0 32.0 14.2
Northeast
Arunachal Pr. 4.7 32 29.0 48.0 34.7 59.4 76.4 64.6 1.3 45.0 36.9 209
Assam 32 2.9 53.4 66.3 76.3 82.4 57.2 56.7 0.2 239 38.5 11.0
Manipur 3.7 36 36.5 47.2 63.3 65.9 65.1 61.3 3.0 14.5 66.7 18.5
Meghalaya 4.6 4.7 21.9 26.8 341 50.6 79.3 79.8 0.7 21.6 41.7 233
Mizoram 4.3 4.0 50.0 38.5 66.9 775 46.2 423 0.8 47.6 50.8 6.9
Nagaland 4.0 4.0 31.6 51.2 40.6 57.8 87.0 69.7 36 34.8 40.2 32.4
Tripura 26 NA 74.5 NA 94.5 NA 43.9 NA ' 321 36.6 NA
Sikkim NA 2.2 NA 90.0 NA 94.4 NA 46.2 NA NA NA 33.9
West
Goa 24 23 70.2 76.4 87.7 86.4 52.2 52.5 * 445 30.8 17.9
Guijarat 26 25 71.9 75.9 81.3 85.7 50.7 41.0 0.9 79.4 123 14.2
Maharashtra 25 2.3 70.9 81.7 85.9 91.9 46.3 39.1 0.5 68.3 25.7 102
South -
Andhra Pr. 27 2.4 64.8 83.9 84.2 921 53.0 40.4 2.2 1.8 88.5 87.0 7.2 58 14.0
Karnataka 2.5 2.2 67.3 80.1 839 89.8 50.9 41.7 03 81.9 137 6.4
Ker=3: | 26 2:5 84.0.. 86.5 90.2 88.7 36.7 36.3 0.5 76.3 15.1 122
mnnadu | 21 | 20 794 | 864 91.9 93.6 50.2 47.9 0.4 78.8 15.4 152

* Less than 0.05%
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“Status of IMR,TFR & Higher Order of Birth - SRS, NFHS & District Rapid Household Survey

TABLE-IV

"SI, | State/UT IMR TFR Contribution | Districts with more than 40%
No. of higher birth order 3 and above
order of births (RHS. 88-99)
3 & above (%) No. Total
SRS [NFHS-lI| SRS |NFHS-ll| RHS |NFHS Distt.
(99)  1(98-99) | (98) [(98-99) |(98-99) |(98-99) Covered
INDIA , 70 67.8 32 2.9 45.8 | 45.2 312 504
I. IMAJOR STATES
1 '|Andhra Pr 66 65.8 2.4 2.3 28.8 | 315 0 - 23
2 lAssam 76 69.5 3.2 2.3 456 | 43.8 16 23
3 |Bihar 66 72.9 4.3 3.5 571 | 54.6 30 30
4 |Guijarat 63 62.6 3.0 2.7 37 411 8 19.
5 |Haryana 68 56.8.| 3.3 2.9 40.9 | 416 5 17
6 |Karnataka 58 51.5 2.4 2.1 353 | 336 5 20
7 |Kerala 14 16.3 1.8 2.0 171 | 211 0 14
8 |Madhya Pr 91 86.1 3.9 3.3 536 | 52.8 36 38
9 |Maharashtra 48 437 2.7 2.5 34.5 39.2 7 30
10 |Orissa 97 81.0 2.9 8.5 453 | 429 26 30
11 |Punjab 53 57.1 2.6 2.2 358 | 39.6 4 17
12 |Raijasthan 81 80.4 4.1 3.8 51.9 52.9 30 30
13 |Tamil Nadu 52 48.2 2.0 2.2 23.6 | 23.2 0 23
14 |Uttar Pr 84 86.7 4.6 4.0 59.4 | 58.1 58 58
15 |West Bengal 52 48.7 2.4 2.3 38.9 | 36.5 7 19
Il. |SMALLE:™ STATES
1 |Arunachal Pr 43 63.1 2.8 2:5 56.7 | 46.0 13 13
2 |Chattisgarh NA NA NA NA 47.0 NA 5 7
3 |Delhi 31 46.8 1.6 2.4 32.3 | 39.3 0 1
4 |Goa 21 36.7 1.0 1.8 214 | 249 0 2
5 |Himachal Pr 62 34.4 2.4 2.1 314 | 33.3 2 | 12
6 |Jharkhand NA NA NA NA 542 NA 13 l 13
7 [J&K NA 65.0 NA 27 | 506 | 50.3 8 l 18
8 |Manipur 25 37.0 2.4 3.0 46.2 | 471 7 8
9 |Meghzlaya 56 89.0 4.0 46 57.1 60.1 7 7
10 |Mizoram 19 37.0 NA 2.9 40.0 | 46.0 2 3
11 |Nagaland NA 42.1 1.5 3.8 61.1 59.6 6 6
12 |Sikkim 49 43.9 2.5 2.8 433 | 42.1 3 4
13 |Tripura 42 NA 3.9 NA 34.7 NA 1 3
14 |Uttaranchal NA NA NA NA 50.8 NA 10 10
1. [UNION TERRITORIES
1 ]A&N lIslands 25 NA 1.9 NA 20.3 NA 0 2
2 lChandiaarh 28 NA 2.1 NA 20.2 NA 0 1
» neNHzvali 1 56 1 na 1 35 1 mna | 449 | Na 1 1
4 |Daman & Diu | 35 NA | 25 | NA | 35.4 NA | ‘ 2
5 |Lakshadweeo | 32 NA | 28 | Na | 446 NA 1 | 1
6 |Pondicherry 22 NA 18 | Na | 211 | NA 0 l 4

Source -

Registrar General

, India, NFHS and Rapid Household Survey




Status of Maternal Care - Rapid Household Survey (98-

99) and N.F.H.S.(98-99)

TABLE-V

SI. | State/UT Any ANC Full ANC Safe Districts with less than 40%
No. Delivery Full ANC Visits
(RHS, 98-99)
'No.of districts Total
RHS | NFHS-I| RHS | NFHS-I| RHS |NFHS Distt.
3 check-up|3 or More Covered
TT+IFA [checkup
[INDIA 65.3 65.4 31.8 43.8 40.4 42.3 267 504
.. IMAJOR STATES
|1 |Andhra Pr 94.2 92.7 63.4 80.1 60 65.2 0 23
2 |Assam 56 60.1 24.8 30.8 31.1 21.4 18 23
3 |Bihar 26.4 36.3 10.1 17.8 18.8 23.4 30 30
4 |Gujarat 79.1 86.4 42.7 60.2 56.3 53.5 3 19
5 [Haryana 77.7 58.1 23.9 37.4 32.8 42.0 7 17
6 |Karnataka 88.9 86.3 60.1 71.4 60 59.1 0 20
7 |Kerala 84.5 98.8 86.1 98.3 97.4 94.0 0 14
3 |Madhya Pr 53.9 61.0 20.2 28.1 27.5 29.7 31 38
g |Maharashtra 87.8 90.4 54.8 65.4 61.4 59.4 0 30
10 |Orissa 72.9 79.5 32.5 47.3 32.9 33.4 23 30
11 |Punjab 87.2 74.0 24.5 57.0 55.0 62.6 5 17
12 |Rajasthan 62 475 16.6 22.9 32.5 35.8 30 30
13 |Tamil Nadu 98.4 98.5 75.3 91.4 82.5 83.8 0 23
14 |Uttar Pr 48.0 34.6 11.2 14.9 21.9 22.4 55 58
15 |West Bengal 84.1 90.0 33.4 57.0 45.6 44.2 10 19
I. |ISMALLER STATES
1 |Arunachal Pr 44 4 61.6 19.8 40.5 28.2 31.9 12 .13
2 |Chattisgarh 52.2 NA 271 NA 22.4 NA 5 7
3 |Delhi 89.5 83.5 73.1 68.2 73.8 65.9 0 1
4 |Goa 98.3 59.0 30.3 95.7 95.1 90.8 0 2
5 |Himachal Pr 87.1 86.8 52.7 60.9 36.4 40.2 0 12
6 |Jharkhand 42.8 NA 18.9 NA 19.9 NA 10 13
7 [J&K 58.0 83.2 23.8 66.0 46.8 42.4 5 13
8 |Manipur 77.0 80.2 30.9 £4.4 50.0 53.9 4 8
9 |Meghalaya 550 | 536 30.9 31.3 35.7 20.6 6 7
10 |Mizoram 80.3 | 91.8 43.7 75.8 62.9 67.5 1 3
11 |Nagaiand 45.7 60.4 15.6 23.1 25.1 32.8 5 6
12 |Sikkim 63.1 69.9 31.9 42.6 36.8 35.1 3 4
13 |Tripura 6S.1 NA 34.8 NA 48.4 NA | 1 3
14 |Uttaranchal 40.6 NA 17.5 NA 223 NA | 3 10
lil. lUNIOM TERRITORIES
1 |A&N lslands 95.9 NA 84.4 NA 67.2 NA 0 2
2 |Chandigarh 79.6 NA 62.9 NA 71.6 NA 0 1
3 |D&M Haveli 90.6 NA 62.0 NA 27.9 NA | 0 1
4 |Daman & Diu 95.1 NA 71.1 NA 70.7 NA 0 2
5 |Lakshadweep 99.4 NA 91.4 NA 74.1 NA 0 1
6 |Pondicherry 998 | NA 83.8 NA 93.5 NA 0 4
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TABLE-VI

L Status of Immunisation - Rapid Household Survey(98-99) and NFHS(98-95)

“si. [ State/UT Full No ORS packets Districts with Full
No. ’ Immunisation Immunisation for Diahhorea | Immunisation less than 40%

(RHS, 98-99)
RHS [ NFHS-II| RHS | NFHS-ll| RHS @ |[NFHS 3 No. Total Distt.
Covered
INDIA 54.2 42.0 18.7 14.4 11.2 26.8 151 504

. |IMAJOR STATES
1 |Andhra Pr 74.7 58.7 2.4 4.5 25.2 39.6 0 23
2 |Assam 46.7 17.0 11.6 33.2 17.1 37.1 9 23
3 |Bihar 20.1 11.0 53.1 16.8 8.6 15.4 30 30
4 |Guijarat 58.2 53.0 10.2 6.6 13.8 28.9 2 19
5 |Haryana 66 62.7 10.4 9.9 4.8 25.7 0 17
6 |Karnataka 71.6 60.0 5.7 7.7 15.0 34.3 2 20
7 |Kerala 83.8 79.7 1.8 2.2 24.3 47.9 0 14
8 |Madhya Pr 47.3 22.4 13.3 13.9 7.9 29.8 16 38
9 |Maharashtra 79.5 78.4 1.9 2.0 10.4 33.2 0 30
10 |Orissa 57.4 43.7 10.0 9.4 24.8 351 2 30
11 |Punjab 72.6 721 | 9.7 8.7 2.4 423 | 0 17
12 |Rajasthan 36.9 17.3 | 336 22.5 4.7 20.3 19 30
13 |Tamil Nadu 91.5 88.8 0.4 0.3 16.6 27.9 0 23
14 |Uttar Pr 44.5 21.2 27.3 29.5 4.9 15.8 26 g8
15 |West Bengal 51.3 43.8 14.0 13.6 23.5 40.5 6 19
Il. ISMALLER STATES
1 |Arunachal Pr 30.4 20.5 22.9 28.7 13.7 40.2 10 13
2 |Chattiscarh 59.1 NA 7.8 NA NA NA 1 7
3 |Delhi 84.8 69.8 2.4 5.1 NA 39.1 0 1
4 |Coa 838.3 82.6 0.0 0.0 13.8 55.6 0 2
5 |Himachal Pr 80.5 83.4 2.4 2.8 17.2 45.6 1 12
6 |Jharkhand 30.8 NA 241 NA NA NA 8 13
7 |J&K 52.8 86.7 1.0 10.4 12.0 47.5 2 13
8 |Manipur 20.6 42.3 20.5 17.2 13.6 50.7 4 8
9 |Meahalava 27 | 143 | 18.0 423 | 10.4 22.4 5 7
10 |Mizoram 86.7 | 596 5.7 10.4 23.5 447 1 3
11 |[Nagaland 26.2 14.1 8.3 32.7 30.9 29.7 | 5 6
12 | Sikkim 65.4 47.4 42 | 17.6 40.3 27.0 0 4
13 |Tripura 45.4 NA 16.9 | Na 141 NA 1 3
14 |Uttaranchal 52.8 NA 19.4 NA NA NA 0 10
111, [UNION TERRITORIES
1 |A&N lIslands 774 | nNa 1.8 NA 29.8 NA 0 2
2 |Chandigarh 81.6 NA 1.8 na | 357 NA | 0 1
3 |D&N Haveli 77.3 NA 2.7 NA 7.9 NA 0 |
4 |Daman & Diu 72.0 NA 4.2 NA 17.3 NA 0 2
5 [Lakshadweep 048 T wa [ 03 NA 31 | Na 0 1
¢ FonGicherty 93.3 | e i s MA. . wB.3  § SA B "'

@ Percntage mothers whoes children got ORS packets as treatment of diahhorea
S Percentage of childran who suffered diahnhorea and got
ORS packets as treatment.
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TABLE-VII
CRUDE BIRTH RATE (CBR) & DEATH RATE(CDR) - PROJECTED LEVEL 2007
Sl. | State/UT Population CBR CDR Exp.
No. Census SRS SRS Level
2,001 (99) (99) of CBR
2007
INDIA 1,027,015,247 26.1 8.7 21
. MAJOR STATES
1 |Andhra Pr 75,727,541 21.7 8.2 17
- 2 |Assam 26,638,407 27.0 9.7 22
3 |Bihar 82,878,796 30.4 8.9 23
4 |Gujarat 50,596,592 25.4 7.9 20
5 |Haryana 21,082,989 26.8 7.7 22
6 |Karnataka 52,733,958 22.3 7.7 20
7 |Kerala 31,838,619 18.0 6.4 15
8 |Madhya Pr 60,385,118 30.7 10.4 23
9 |Maharashtra 96,752,247 21.1 7.5 17
10 |Orissa 36,706,920 24 1 10.7 21
11 |Punjab 24,289,296 21.5 7.4 18
12 |Rajasthan . 56,473,122 31.1 8.4 22
13 |Tamil Nadu 62,110,839 19.3 8.0 16
14 |Uttar Pr 166,052,859 32.1 10.5 24
15 |West Bengal 80,221,171 20.7 7.1 22
II. SMALLER STATES
1 |Arunachal Pr 1,091,117 22.3 6.0 20
2 |Chattisgarh 20,795,956 NA 9.6 22
3 |Delhi 13,782,976 19.4 4.8 16
4 |Goa 1,343,998 14.3 7.2 12
5 |Himachal Pr 6,077,248 23.8 7.3 20
6 |Jharkhand 26,909,428 NA 8.9 22
7 |J&K 10,069,917 NA NA 22
8 |Manipur 2,388,634 18.6 5.4 16
9 |Meghalaya 2,306,069 28.7 9.1 23
10 [Mizoram 891,058 17.0 5.5 16
11 |Nagaland 1,988,636 NA 2.3 15
12 |Sikkim 540,493 21.6 5.8 17
13 |Tripura 3,191,168 17.0 57 16
14 |Uttaranchal 8,479,562 NA 6.5 23
. UNION TERRITORIES
7- |A&N Islands l 356,265  18.1 5.5 15
2 |Chandigarn 900,914 17.9 3.9 14
3 |D&N Haveli 220,451 32.4 6.6 23
4 |Daman & Diu 158,059 26.9 71 16
5 |Lakshadweep 60,595 25.1 4.7 20
6 |Pondicherry 973,829 17.7 6.9 16 |




INFANT MORTALITY RATE - PROJECTED LEVEL 2007

TABLE-VIII

Sl. | State/UT Children 0-6 IMR IMR 99 Estimated
No. 2001 census (Average IMR
SRS NFHS-II SRS & 2007
(99) (98-99) NFHS-II)
1998
INDIA 157,863,145 70 67.8 68.9 42
. IMAJOR STATES
1 |Andhra Pr 9,673,274 66 65.8 65.9 40
2 |Assam 4,350,248 76 69.5 72.8 45
3 |Bihar 16,234,539 66 72.9 69.5 40
4 |Gujarat 6,867,958 63 62.6 62.8 35
5 |Haryana 3,259,080 68 56.8 62.4 40
6 |Karnataka 6,826,168 58 51.5 54.8 40
7 |Kerala 3,653,578 14 16.3 15.2 9
8 |Madhya Pr 10,618,323 91 86.1 88.6 55
9 |Maharashtra 13,187,087 48 43.7 45.9 36
10 |Orissa 5,180,551 97 81.0 89.0 60
11 |Punjab 3,055,492 53 571 55.1 35
12 |Rajasthan 10,451,103 81 80.4 80.7 45
13 |Tamil Nadu 6,817,669 52 48.2 50.1 35
14 |Uttar Pr 30,472,042 84 86.7 85.4 55
15 |West Bengal 11,132,824 52 48.7 50.4 35
Il. ISMALLER STATES
1 |Arunachal Pr 200,055 43 63.1 53.1 40
2 |Chattisgarh 3,469,774 NA NA NA 50
3 |Delhi 1,923,995 31 46.8 38.9 20
4 |Goa 142,152 21 36.7 28.9 9
5 |Himachal Pr 769,424 62 34.4 48.2 30
6 |Jharkhand 4.796,188 NA NA NA 35
7 [J&K 1,431,182 NA 65.0 2.7 40
8 |Manipur 312,691 25 37.0 31.0 30
9 |Meghalaya 457,442 56 89.0 ¥2.8 35
10 |Mizoram 141,537 19 37.0 2.9 20
11 |[Nagaland 280,172 NA 421 NA 30
12 |Sikkim 77,170 49 43.9 46.5 30
13 | Tripura 427,012 42 NA 3.9 30
14 |Uttaranchal 1,319,393 NA NA NA 35
1. [UNION TERRITORIES
1 |A&N lIslands 44 674 25 NA 1.9 20
2 |Chandigarh 109,293 28 NA 2.1 30
3 |D&N Haveli 39,173 56 NA 3.5 35
4 |Daman & Diu 20,012 35 NA 2.5 25
5 |Lakshadweep 8,860 32 | NA 2.8 25
6 |Pondicherry 113,010 22 NA 1.8 16
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COUPLE PROTECTION RATE - PROJECTED LEVEL 2007

TABLE - 1X

S1.| State/UT No. of eligible Couple Protection Rate Contraceptive Prevalence Rate |Contraceptive Prevalence Rate CPR Expected Level _
No. couples as per programme data NFHS (98-99) Any (%) (Average Programe, 2007 )
2001 RHS (98-99) NFHS RHS)
in 000's Total By Ster. Spacing Total By Ster.  Spacing |All Method By Ster.  Spacing By Ster. Spacing Permanent Spacing
March,2000 (Modern) (Modern) (Modern) (Modern) (Modein)
INDIA 176,647 46.2 29.0 17.2 48.2 360 | 83 425 [ 349 [ 76 333 1.0 49.3 159
I. [IMAJOR STATES
1 _|Andhra Pr 14,161 52.8 44.5 8.3 59.6 57.0 1.8 58.7 57.7 1.0 53.1 37 65.0 100
2 |Assam 4,049 15.2 12.3 29 433 16.7 10.0 28.5 13.5 15.0 14.2 9.3 35.0 16 9
3 |Bihar 14,752 21.2 16.7 4.5 245 20.2 22 233 211 22 19.3 30 30.0 100
| 4 |Gujaiat 8,854 52.8 354 17.4 59.0 45.3 8.1 52.0 42.6 94 41.1 11.6 600 212
5 |Haryana 3,563 49.4 323 17.1 62.4 40.8 12.5 52.7 39.4 133 375 143 56.3 260
6 |Karnalaka 8,912 56.3 44.8 11.5 58.3 52.2 4.4 57.9 528 51 49.9 1.0 ‘. 600 127
7 |Kerala 5.190 39.6 34.5 5.1 63.7 51.0 5.1 57.7 50.3 74 45.3 59 600 107
_8 |Madhya Pr 10,749 45.9 28.0 17.9 443 37.9 4.7 43.4 38.0 54 346 93 550 170
| 9 |Maharashtra | 16,641 49.3 40.0 9.3 60.9 52.2 7.6 58.3 50.6 7.7 476 82 600 149
| 10 |Orissa 6,130 37.6 26.5 11.1 46.8 35.6 4.7 39.5 34.0 5.5 320 71 550 12.9
11 |Punjab 3.886 65.5 35.2 30.3 66.7 30.9 23.0 53.6 31.0 22.6 324 253 55.0 300
_12 |Rajasthan 10,052 36.1 229 13.2 40.3 41.8 5.8 39.0 324 6.6 324 8.5 45.0 15.5
13 [Tamil Nadu 10,807 50.4 39.3 111 521 46.0 43 49.9 455 4.4 436 66 65.4 120
| 14 [Uttar Pr 27,897 38 17.3 20.7 281 15.6 6.4 2106 14.1 7.5 15.7 115 350 21.0
15 [West Bengal 13,557 322 27.2 5.0 66.6 33.8 13.5 45.4 319 13.5 31.0 107 500 19 4
Il. |ISMALLER STATES
1 [Arunachal Pr 169 14.0 9.7 4.3 35.4 20.7 12.2 33.8 16.0 17.8 15.5 11.4 300 208
2 |Chaltisqarh 3,702 NA NA NA NA NA NA 40.1 NA NA 38.0 5.0 450 100
| 3 [Delhi 2,343 27.0 17.0 10.0 63.8 28.6 27.7 68.3 28.8 39.5 24.8 25.7 ! 40.0 30.0
4 |Goa 194 23.9 211 2.8 47.5 28.2 7.7 38.9 28.9 10.0 26.1 6.8 | 45.0 12.4
5 |Himachal Pr 1,015 46.9 34.8 12.1 67.7 52.4 8.4 62.4 50.6 11.8 45.9 108 i _ 650 196
6 |Jharkhand 4,790 NA NA NA NA NA NA 27.8 NA NA 21.0 20 {300 36
| 7 [J&K 1,571 144 121 23 491 30.7 1.1 47.0 29.9 171 242 10.2 36.4 185
8 |Manipur 315 17.8 11.3 6.5 38.7 15.5 10.3 194 10.1 9.3 12.3 8.7 30.0 158
| 9 |Meghalaya 332 4.7 2.8 1.9 202 10.7 9.1 13.2 6.4 6.8 6.6 59 300 108
10 [Mizoram 117 34.6 28.9 5.7 57.7 453 1.7 47.5 39.3 8.2 37.8 8.5 i 56 8 15.5
| 11 |Nagaland 233 8.2 6.3 1.9 ° 30.3 12.3 12.0 216 12.3 9.3 10.3 1.1 30.0 14.1
| 12 |Sikkim 78 21.5 14.8 6.7 53.8 24.8 26.6 36.7 229 13.8 20.8 157 i 31.3 285
| 13 |Tripura 501 234 17.0 6.4 NA NA 228 404 HA NA 20.0 200 30.0 364
| 14 [Ultaranchal 1,425 HA HA NA HA NA NA 39.9 NA 399 30.0 100 400 182
I [UNION TERRITORIES |
| 1 |A&HIslands | 59 384 322 6.2 MA NA NA 58.2 447 13.6 } 500 150
| 2 [Chandigarh 155 335 233 10.2 NA NA NA 57.0 21.1 359 i 40.0 350
| 3 |D&N Haveli 39 37.5 258 11.7 NA NA NA 354 29.7 5.7 | 350 100
|4 |Daman & Diu 24 29.3 23.0 6.3 HA NA NA 50.7 44.4 6.3 R 50 0 100
5 |Lakshadweep 165 7.2 33 3.9 NA NA NA 11.5 7.4 4.1 | 300 10.0
6 |Pondicherry 165 58.4 51.2 7.2 NA NA HA 56.8 50.6 6.2 | 65.0 100
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= SI. | Stale/UT CPR(in %) CPR(in %) CPR(in 7) CPR Any (in %)
Q:‘ No. 31.3.2000 NFHS | (92-93) NFHS 11 (98-99) RHS (98-99)
By All Meth. By Ster.  |spacing By Ster.  |spacing By Ster.  |spacing By Ster.  |spacing All Methods
INDIA 46.2 29.0 17.2 30.8 5.5 36.0 8.3 34.9 7.6 425

I. |MAJOR STATES
1 |Andhra Pr 52.8 445 8.3 44.7 1.8 57.0 1.8 57.7 1.0 58.7
2 |Assam 15.2 123 2.9 14.6 5.4 16.7 10.0 135 . 150 285
3 |Bihar 21.2 16.7 4.5 177 3.2 20.2 2.2 211 2.2 233
4 |Gujarat 52.8 354 17.4 41.0 5.8 453 8.1 426 9.4 52.0
5 |Haryana 49.4 323 1741 34.8 9.6 40.8 12.5 39.4 13.3 52.7
6 |Karnataka 56.3 44.8 11.5 42.7 4.8 52.2 4.4 52.8 51 57.9
7 |Kerala 39.6 345 5.1 48.3 6.1 51.0 51 50.3 7.4 57.7
8 |Madhya Pr 45.9 28.0 17.9 31.7 4.0 379 4.7 38.0 54 43.4
9 |Maharashtra 49.3 40.0 9.3 46.5 6.4 52.2 7.6 50.6 7.7 58.3
10 |Orissa 37.6 26.5 111 31.6 10.0 356 4.7 34.0 5.5 39.5
11 _|Punjab 65.5 35:2 30.3 34.0 17.4 30.9 23.0 31.0 22.6 53.6
12 |Rajasthan 36.1 229 13.2 26.2 33 41.8 5.8 32.4 6.6 39.0
13 |Tamil Nadu 50.4 39.3 111 39.6 5.8 46.0 4.3 45.5 4.4 49.9
14 |Uttar Pr 38 17.3 20.7 13.1 5.3 15.6 6.4 141 1.5 21.6
15 |West Bengal 32.2 27.2 5.0 30.6 7.0 33.8 13.5 31.9 13.5 454
II. [SMALLER STATES
1 |Arunachal Pr 14.0 9.7 43 10.7 8.5 20.7 12.2 16.0 17.8 33.8
2 |Chaltisgarh NA NA NA NA NA NA NA NA NA 40.1
3 |Delhi 27.0 17.0 10.0 23.2 31.2 28.6 27.7 28.8 39.5 68.3
4 |Goa 239 211 2.8 30.5 7.3 28.2 7.7 28.9 10.0 38.9
5 |Himachal Pr 46.9 34.8 121 45.8 ‘8.5 52.4 8.4 50.6 11.8 62.4
6 |Jharkhand NA NA MA NA NA NA NA NA NA 27.8
7 V&K 14.4 121 23 29.7 10.0 30.7 11.1 29.9 171 47.0
8 |Manipur 17.8 11.3 6.5 13.8 10.3 15.5 10.3 10.1 9.3 19.4
9 [Meghalaya 4.7 2.8 1.9 10.0 5.1 10.7 9.1 6.4 6.8 13.2
10 |Mizoram 34.6 28.9 5.7 44.6 8.3 453 11.7 39.3 8.2 47.5
11 |Nagaland 8.2 6.3 1.9 6.4 6.2 12.3 12.0 12.3 9.3 216
12 |Sikkim 21.5 14.8 6.7 NA NA 24.8 26.6 22.9 13.8 36.7
13 |Tripura 23.4 17.0 6.4 NA NA NA 22.8 MNA NA 40.4
14 [Ullaranchal NA NA NA NA NA NA NA NA 39:9 39.9
il [UNIOH TERRITORIES
1 |A&N Islands 384 32.2 6.2 NA MA NA MA 44.7 13.6 58.2
2 |Chancigarh 33.5 233 10.2 NA NA NA NA 21.1 35.9 57.0
3 |D&N Haveli 37.5 25.8 1.7 NA NA NA HA 29.7 5.7 354
4 |Daman & Diu 29.3 23.0 6.3 HA HA NA HA 14 4 6.3 50.7
5 |Lakshadweep 7.2 3.3 3.9 HA MA HA HA 7.4 4.1 115

| 6 |Pondicherry 58.4- 51.2 7.2 NA HA 1A NA 50.6 6.2 56.8

-
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6 Status of Contraceptive Acceptance - Programme, Rapid Household Survey and N.F.H.S.
Y
Sl. | State/UT Total Population} No. of {f:cepted Terminal Me!hcc‘l Cistricts with less than
No. (in '000Q) Eligible 30% Couples Sterilisad
| 2001 Couples |Prcgramme | NFHS | RES | (RHS, 98-99) |
I in 000's 98-55 | ¢3-S5 No. Total |
I, March,2001 / Distt. [
l i Covered
INDIA 1,027,015 176647 | 290 | 3.0 | 349 . 223 504
l. [MAJOR STATES / / / I ]
1_|Andhra Pr 75,728 14161 445 570 | 57.7 0 23
| 2 -[Assam | 265633 | 4049 | 123 | 167 | 135 | 22 [ 23 |
|3 [Bihar | 82879 | 14757 | 6.7 | 202 ] 211 | 29 [ 30 |
|_4 IGujarat | 50,597 | 8354 | 354 | 453 | 4286 | 1 [ 19 |
| 5 [Haryana | 21,083 | 353 | 323 | 40.8 ] 39.4 | 2 47 ]
| 6 |Karnataka | 52734 | 8912 | 448 | 522 | 5238 | 0 [ 20 ]
| 7 IKerala | 31839 | s1s0 ] 345 [ 510 | 503 | 0 ki |
| 8 [Madhya Pr | 60,385 | 10749 | 280 | 37.9 | 380 | 7 l 38 |
[ 9 [Maharashtra | 96,752 | 16641 | 400 | 52.2 1 506 | 0 [ 30 ]
[ 10 |Orissa | 36707 | 6130 | 265 | 356 | 24.0 | 7 |30 |
| 11 [Punjab | 24289 | 3885 | 353 [ 309 | 31.0 | 7117 ]
| 12 [Rajasthan | 56473 | 10052 | 229 | 418 | 324 | 15 1 30 |
| 13 [Tamil Nadu | 62111 | 10807 | 383 | 450 | 455 | 0 23
[ 14 [Uttar pPr | 166.053 | 27867 | 173 | 156 [ 141 | 57 | 58 |
| 15 |West Bengal | 80,221 | 13557 | 272 | 338 | 319 | 8 | 19 |
In. ,SMALLER STATES ’ I I ’ ’ I "
[ 1 [Arunachalpr | 1,091 | 169 | 97 | 207 [ 16.0 | 2 | 13|
[ 2 [Chattisgarh | 20,796 | 3702 | NA [ Na | NAa | 0 l 7]
|3 [Delhi [ 13783 | 2343 | 170 | 2386 | 2858 | 1 l 1 |
| 4 |Goa | 1,344 | 194 | 211 T 282 | 289 | 1 | 2 ]
|_5 [Himachal Pr t 6,077 [ 1015 | 3a3 | 52.4 [ 506 | 0 | 12 ]
| 6 |Jharkhand | 26.909 | 4750 | N | NA | NA ] 11 ! 13 ]
[ 7 lUaK [ 10,070 [ 1571 | 121 | 30.7 | 299 | 7 I 13 |
| 8 [Maniour ! 2.389 [ 315 [ 113 | 153 [ 10.1 | 3 i 3 ]
| 9 [Meghalaya | 2306 | 332 | 28 T 707 | 64 | 7] 7]
| 10 IMizoram l 891 | 117 T 289 | 453 | 393 I 1 [ 3
| 11 [Nagaland ] Lo68 - V285 | B3 | i5s [ 123 | 68 | 6 ]
[ 12 [Sikkim [ 540 | 78 T 148 | 243 [ e T = |4 ]
| 13 [Tripura | 3,191 | 3501 T 70 | m [ Na ] 3 I 3 |
14 [Uttaranchal | 8430 L 1425 T wa | ma T s f 4 |10 ]
lll. |[UNION TERRITORIES / / / / / / 7
|
|1 |A&N Islands | 356 | O | 322 | na | 247 | 0 t 2 |
2 _|Chandigarh i 501 | 185 | 233 | wa [ 21.1 | 1 ] 1
[_3_[D&N Haveli | 220 | 39 | 258 | na | 297 l 1 ! 1 |
| 4 [Damané Diu ] 158 | 24 | 230 | NA | 444 | 0 l 2|
| 5 [Lakshadweep ] 51 N BT 7 Al - }
. 3 1Bsndiznarey | 974 f 153 i °12 | mNA | 506 | 0 ' 4 |




DR
TABLE - X! et
Rate of Contraceptive Acceptance - Performance of States @
| sl Ftate/UT Estimated |Estimated No. Performance Performance Rate per
l No. No. cf of Unsteriiised (2000-C1 10,000 unsterilised
3 Eligicle Cougles Ucto Jan.) courles
\ Couples March,2001 | Terminal |Spac‘.ng Terminal |Sgacing
March,2001|  (in 0CQ's) method method :
(in 00Q's) .
[INDIA | 176,647 | 125.419 13,235,556 24,109,615 258| 1922
. IMAJOR STATES |
4 |AndhraPr | 14,181 7.859 487.883] 982177 621 1250
2 |Assam 4,049 3,551 8.844 90,493 25 255
3 |Binar 14,752 12.288 54622| 220771 44 180
4 |Gujarat 8.854 5,720 500.042| 1,343,368 350 2349
5 |Haryana 3,563 2,412 77.212] 520753 320 2159
6 |Karnataka 8.912 4919 346,234 708,528 704 1440
7 |Kerala 5,190 3,399 124200 218,515 365 €
8 |Madhya Pr 10,749 7.739 243 616] 2.089,349 315 270U
| g [Maharashtra 16641 |  9.985 530.040] 1.098,582 531 1100
| 10 |Orissa | 8130 | 4506 60.624]  557.820] 135 1238
11 |Punjab 3,886 2.518 67.613] 779.801| 289 3097
12 |Rajasthan 10,052 7.750 193.901] 1.787.455 250 2306
13 |Tamil Nadu | 10.807 6.560 310.352] 764,967 473 1166
14 |Uttar Pr 27.897 23,071 260.251] 3,821,379 113 1656
15 |West Bengal 13,557 9,863 157.281] 729,111 159 739
Il. ISMALLER STATES
1 |Arunachal Pr_| 169 153 1,028 4,617 67 303|
2 |Chattisgarh 3702 | NA NA NA NA NA |
3 |Delhi | 2,343 1,045 57 556| 239,847 142 1233|
| 4 |Goa | 184 153 4292| 5,443] 280 356
5 |Himachal Pr_| 1.015 662 55 533] 116511l 341 1761
5 |Jnarkhand | 4780 NA NA | NA NA NA
7 &K | %.571 1,381 10.573| 33,574l 77 N
| 8 |Maniour I 315 279 i 496 5772 18 207|
9 |Meghalava 332 | 323 1727 5217 54 162
10 |Mizoram 117 l . 83 2.545 3,177 306! 382
11 |Nagaland 233 218  aa | NA NA | NA
12 |Sikkim | 78 66 \ 538 2.846| 88 428
13 |Tripura 501 418 | 5,151] 32.068| 124 771
4 |Uttaranchal 1425 NA [ NA NA | NA NA
i1 |[UNION TERRITORIES
i l .
h AN Islands | 53 | 40 | 1,348 3,374| 3371 843
| 2 |Chandigarh | 155 | 119 | 2.069| 5.146| 174/ 1358
3 |D&M Haveli | 39 | Z3 W,
4 |Daman & Di | 74 | 83 | 442 1.602| 239] 867
5 |Lakshadwzen | 10 | : | 33| 878! 32| 699
I &_|Pondicherry [ 1685 | 31 | 0552 14,538 1186| 1306




5 . Table XIII
ey iy
Indicators NFHS-I NFHS-1I
(1992-93) (1998-99)
|. Female Literacy 43.3 314
7. Percentage of Girls 54.2 50.0
married below 18
3. Children fully immunized ( %) 35.4 42.0
(BCG, Polio 3, DPT 3, Measles)
5(a) Coverage of Individual Antigens
-~ BCG 62.2 72.0
Polio 3 53.4 63.0
DPT 51.7 53.0 :
Measles 42.2 51.0 <
4. Infant Mortality Rate 78.5 67.6
5 3 or more Ante Natal 44.0 44.0 |
Check up for women. ‘ i
6. 2 or More doses of TT 55.0 67.0 e
7. Iron Folic Acid Supplementation 52.0 38.0
8. o, Safe Delivery 34.2 $2.3
9. percentage of births of 48.5 45.2
order 3 and above.
10.  Contraceptive Prevalence Rate 40.6 48.2 -
11.  Sterilisation 31.0 36.0 T
12.  Spacing Methods (Modern) 6.0 7.0
Spacing Methods (Traditional) 4.0 3.0
13.  Total Fertility Rate 3.4 29
o of Women with any anaemia NA 52.0
NA 4.0

15. % of Children with any anaemia
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"fnble-XIV

Position of Districts - Acceptance of RCH - District Surveys-IA and Il

S.No.|Characteristics Very Good | Satisfactory l Poor
Good
1 |Contribution to birth  [Status(%) ‘ <10 10-20 20-40 >40
by birth order 3 &
above
No. of districts 6 21 164 313
2 |Pregnant women who [Status(%) >75 50-75 30-49 <30
had IFA tablets
No. of districts 41 88 109 266
3 Three ANC Status(%) - >75 60-75 40-59 <40
check-ups
No. of districts 95 42 102 265
4 |Institutional deliveries [Status(%) >75 50-75 30-49 <30
No. of districts 46 62 109 287
5 |Safe deliveries Status(%) >75 50-75 25-49 <25
No. of districts 97 128 137 142
6 [|Children diarrohea Status(%) >75 50-75 25-49 <25
treated by ORS
No. of districts 0 9 82 413 -
7 |Children fully Status(%) >75 60-75 40-59 <40
immunised
No. of districts 144 90- 118 1:82
8 |Sterilisation Status(%) >50 40-50 30-39 <30
No. of districts 75 101 105 223

6L,




population stabilization, the indicators of maternal & child care should be 100% by the the
terminal year. Unless this is achieved, the indicators of fertility above can’t show any
improvement.Maternal mortality rate in India is 540 per 100,000 live births (NFHS-98).Post
Partum Hamorrhage (PPH) and severe anemia are among the important causes of high maternal
mortality. As per NFHS-98,35% of pregnant women did not receive antenatal care,67% received
2 dosesT.T and 58% received Iron and folic acid and two-thirds deliveries took place at
home.Even though the infant mortality rate has declined from 146 in 1950s to 72 per 1000 live
births in 1998;it has rema:ined static since early 90sand neonatel mortality continues to be high.

Maternal and Child Health target should be 100% without which population stabilization

cannot be achieved.

2
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CHAPTER -7 i P

Terms of reference- To assess the current status and future requirement (Short,

medium and long term) of demographic, pio-medical, social and tzhavioural

research aimed at meeting the felt needs for health care of women a:d children

and contraception during the Tenti Plan:

Research is an important component of the Family Welfare Programme. Major focus of

the research activities during the last three decades include:

1) Basic research aimed at better understanding of the physiology of reproduction in women

and men, development of newer contraceptives and newer drug delive y systems so  t

couples in the 21st century will have wider choice of contraceptives.

2) Clinical testing of newer drugs and devices t0 determine their suitability for use in the

National Family Welfare programme; research. studies to investicate the safety and
ey &

—_—
r

efficacy of available contraceptives in presence of undernutrition, anaemia and prolonged

lactation.

3) Operational research aimed at introducing wider contraceptive choices n the National

Programme and t0 improve quality and coverage of family planning services within the
existing health care system SO that there is increased acceptance and continued use of the

contraceptive methods.

4) Socio-demographic, psycho-social and communication research so that there is better
understanding of the behavioral factors governing contraceptive acceptance and ed¢  on
of the small family norm, and testing of newer innovative approaches to provide the

knowledge, promote attitudes and practices that could result in improvement in

acceptability and continued use of contraception.

Research studies in Family Planning and Population Stabilisation are beirg carried out by

the Indian Councl of Medical Research, its permanent institutes, its collaborazing Cenires, and

28
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academic and Research Institutions supported by research grants from the ICMR, DBT DST and
UGC. The National Institute for Health and Family Welfare carries out operanonal research
studies, the IIPS Bombay and the network of Population Research Centres also carry out
research and evaluation studies in Family Planning and allied fields. Many of these institutions
are undertaking collaborative studies funded by National Agencies and by International agencies

such as WHO, UNFPA, UNICEEF, etc.

Research studies in India have shown that.;

1
B

Puerpera_l,sterilisatior‘l is safe and effective contraception in lactating women.

IUD insertion in the immediate post partﬁm period is associated with high expulsion rates.
Insertion of IUD in the hyper involuted uterus dliring lactational amenorrhea might be
associated with a mcreased risk of perforation of uterus. Taking these factors into
consideration it would appear that the optimal time for IUD 1nsert10n rmgm be soon after
return of menstruanon in lactatmg women.

IUDs and sterilisation have no adverse effect on lactation and hence are the contraceptives of
choice in lactating women. _

There may be women who find that these methods are not suitable and opt for hormonal
contraceptives. Available data indicate that progestogens only contraceptives are ﬁ'ee from

any adverse effect on lactation. Combination of pllls containing low dose estrogens have

been shown to reduce the duration of lactation and milk output when initiated early in

lactation. However, if low dose of Oral Contraceptive use is begun after 6 month of lactation,
there was no adverse effect on duration of lactation, milk output, infant grbwth or
development. It is well known that .contraceptive steroids are excreted in breast milk. So far
there are no reports about any adverse effect attributable to steroid ingestion through breast
milk. Taking all these into account and as a measure of abundant precaution, Government of
India has issued a guideline that hormonal contraceptives use in the Family Planning

Programme should initiate only after 6 months of lactation.

Demographic research studies should include testing and validation of relationship

between reduction of infant mortality rate and the parameters in the States at different levels of

demographic transition.
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Populatxon Policy and Family Planning Paradxgm has shifted in the recent past : froh
demographic issues to quality of life issues. Empha51s has been put on the reproducnve righ._ of

women, adolescent care, gender equity and greater male participation in family life and family

 planning. These are closely linked with women’s health and status of their development. In order

to provide conceptual clarity on researchable issues on reproductive issues on reproductive anc
child health care, several research projects are being undertaken in the category of bio-medica!
research studies, as well as fertility regulation, infertility, safe abortion, reproductive tract
infections (RTIs)and sefually transmitted diseases(STCs), adolescent reproductive heaith, old
age problems etc. ' ,

The Division of Reproductive Health and Nutrition of the ICMR has been engagéd ir
promoting, conducting and coordinating research and development activities in the nationally
important area of reproductlve health and related nutritional issues. The activities of the Divisior
in reproductive_ health have a major focus on program relevant operational re:earches as* "as
on applied clinical and basic research. This is being carried out through its intramural set ug
namely Institute for Research in Reproduction (IRR), Mumbai, National Institute of Nutrition
Hyderabad and through extramural research largely being conducted by a nation-wide networt
of Human Reproducmn research Centre (HRRC:s), Natxonal Nutrition Monitoring Bureau an
other non ICMR collaborating mstxtunons/medmal colleoes
Interstate/ intrastate differences in fertxhty and mortahty

~ There are marked differences in the. performance under the Family Welfare Prograr.
between states Some of these attributable to the differences in the availability and access t
services; socioeconomic factors including educational especially of women also play a

important role. Even though the norm for expenditure is uniform there are substantial difference
between States both in terms of utilization of the funds and impact as assessed by IMI B!
and CPR. States like Kerala have achieved low CBR and IMR at relatively low cost . On th
other hand states like Haryana and Punjab have not achieved substantial reduction in IMR ar

CBR in spite of higher expenditure per eligible couple. In states like Bihar, the expenditure

low and performance is poor.
District data on higher order births available from district surveys shows that there a

'marked differences in these indices not only between States but also between districts in th
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same state.. The Family Welfare Program, therefore, has been re-oriented to (a) remove or

minimise the inter and intra- State differences (b) undertake realistic PHC based decentralised

area specific microplanning tailored to meet the local needs and (c) involve Panchayati Raj

institutions in the programme develbpment and monitoring at local level to ensure effective
implementation of the programme and effective community participation.

Kerala, the first State to achieve TFR of 2.1 did so in spite of relatively low per capita
income; in spite of having substantial higher per capita income Punjab and Hzryana are yet to
achieve TFR of 2.1. OBviously in Indian context, economic development and increase in per
capita income are not essential prerequisites for achieving reduction in fertility. Tamil Nadu was
the next Stafe to achieve TFR of 2.1. The State did so in spite of‘higher IMR and lower female
literacy rate than Kerala; Maharashtra, which has similar IMR and is yet to reach sﬁbstantial
decline in TFR. This shows that in some States decline in IMR is not also a critical determmant
of decline in femhty Andhra Pradesh is the State which has shown lower gr%wth as per census
2001. The State has shown a steep decline in fernhty in spite of relatively lower age at
marriage, low literacy and poorer out-reach of primary health care infrastructure. The States of
Haryana and Punjab, have a comparatively higher age at marriage, higher literacy rate and better

outreach of primary health care infrastructure have not succeeded in achieving a parallel decline

in fertility rates.

Both Tamil Nadu and Kerala achieved TFR of 2.1 long before the CPR of 60 was
reached. In both these states, sterilisation was the major mode of contraception, suggesting that
under conditions prevailing in these states, the low utilization of spacing methods was not a
hindrance for achievement of replacément level fertility. Health professional believe that
availability and access to family welfare services is one of the critical determinant of decline in
fertility. In the North-eastern States of Tripura, Manipur, Mizoram and Himachal Pradesh, there
is substantial difficulty in access in primary health care facilities; these states have achieved not
only low fertility rates but low infant mortality suggesting thereby that a literate and aware
population can successfully overcome deficiency in access and availability of primary health

care infrastructure.
In spite of infrastructural manpower and financial resource constraints, high illiteracy
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and marked diversity between States, the Family Welfare Programme has during the last ij]"-'j
decades succeeded in achieving substantial reduction in infant mortality and fertility 1..2s

within the framework of democratic set up. In this process, the Family Welfare Programme has

_ shown that factors such as economic status, educational status, access to health services which

were thought to be pre-requisite for achieving sustained decline in birth rates are not essential
prerequisites for reduction in birth rate in the Indian context. The experience of different
States, while irnplementi.ng FW programmes clearly show, that the programme can succeed
despite limitations in several States. The need for identifying local problems and also methods by
which these could be overcome from within the resources available is therefore, of paramount
importance in rapidly bringing down infant mortahty and high fertility. Under the Reproductive
and Child Health care, the emphasis on area specific need assessment and micro-planning is
expected to provide the policy direction for achieving this. ,

The fact that perinatal and neonatal mortality have not shown substantial decme over the’

two decades is a cause for concemn. Improvement in the quality of antenatal, intranatal and

neonatal care is urgently needed. "

Monitoring of Family Welfare Services ;
Monitoring and evaluation form' an essential component of FW Programme. Indicators

used for monitoring and evaluation, include process indicators and impact indicators. Process

. indicators are used to monitor the progress of implementation of the programme through

‘monthly progress reports as compared to the annual targets. The existing service statistics do

provide an inbuilt rapid and ready method for assessment of performance in Family Welfare
Programme in terms of process indicators for ANC and for immunisation and FP acceptance.
These data are used for mid-course corrections in the States that are not achieving the expected
level of performance. However, these indicators do not provide any information on the qualit  f-
care or appropriateness of the services. During the Tenth Plan, efforts will be made to collate
and analyse Service data collected at the district level and respond rapidly to the evolving
situations. Available data will be analysed and utilised at the local level for area-specific micro
planning. Efforts will be made to incorporate the district-level information from other sectors and
optimally utilise the local resources including human resources in the implementation of the

Family Welfare Programme, through inter-sectoral coordination. Efforts will also be made to
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generate district- level data on all the related sectors and the Department of Faraily Welfare has
- constituted regional evaluation teams which carry out regular regular sample verification of
family welfare and RCH Programme and utilise them for programme planning , monitoring and

~ evaluation.

The Office of the Registrar General of India (RGI) works out the annual estimates of
crude birth rate (CBR), crude death rate CDR) and infant mortality rate (IMR) through ‘their
scheme of Sample Registration System. The system provides an independent evaluation of the
impact of the Family Welfare Programme in the country. The vital indices and cecennial growth
rate estimated by the Office of the Registrar General of India on the basis of the census, also
provides indirect evaluation of impact of the Family Welfare programme.

The Department of Family Welfare, in collaboration with RG], has set a target of 100%
registration of births and deaths by the end of the Ninth Plan. Steps to couect coLlate and report

these data at PHC/sttnct level on a yearly basis have also been initiated.

-

“However, at the State and District level, IEC efforts have to be multiplied by roping in
all departments and securing the services of private ad. agencies to improve the quality of the
messages. The [EC message today has to cover areas such as Age at marriage, preservation of
the child and’even the management of infertility.”

.Monitoring and Evaluation

Monitoring and Evaluation is essential for any ongoing program so that appropriate
midcourse corrections can be made. Monitoring is an in-built component of Family Welfare
Programme and should be carried out by the existing personnel involved in impiementing the
programme. Concurrent and periodical evaluation of the programme currently being carried out
by a variety of organization under variety of schemes by Governmental, Non-governmental
organizations and Research institutions utilizing different study designs and coverage making it
difficult to have a comparative assessment of the 'Epiémentatioh of the total programme. The

valuations of the programme peed be clearly brought under one head, while momtormo of the

activities should be through the functionaries of the Dept, 1f necessary by independent agencies.

These should be funded adequately but duplication skould te av oidez.
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To assess the current status and future requirements (short, medium and long -

term) of basic, clinical, applied and operatidnal research in reproductive health and

family welfare. '

' For purpose of research in contraceptive technology and demography and conducting
evaluation studies, grants-in-aid are being provided to Indian Council of Medical Research,
National Institute of Health and Family Welfare, Central Drugs Research Institute; Lucknow,
Central Council for Reséarch in Ayurvedha and Siddha and Central Council for Research in
Unani Medicines under the progremme. A net work of 18 Population Research Centres are
operational in various Universities and Institutions of national repute to conduct studies on
various aspects of the Family Welfare Programme, demographic'and other related subjects so as
to bring about modification in the ongoing programmes. A small provision has also been kept in
the budget for ad-hoc research/ evaluation studies, experimental research projects, and for
printing of Eligible Cduf)le Registers (ECRs). In order to ensure that quality services/ equipmer*
are utilised in the programme, a National Centre for Technological Evaluation of IUDs and
Tubal Rings has been set up at OT, New Delhi. The ongoing research activities were reviewed
and the Following recor;'lmendations were made. Research on eradication of Polio & prevalence

of Hepatitis B, including future course of research is an area to be excelled in Tenth Plan.

ﬁasic and Clinical Research

Basic Research studies in the priority areas identified earlier will be continued. These include:

1) Immunological methods for fertility control of B-hCG, FSH, inhibit and ribeflavin carrier

protein immunization. The projects need to be continued until the logical conclusion 1s

reaéhed.

2) New drug delivery systems for the delivery of contraceptive steroids need to be

d_eveloped and tested.

3) Trails to test the newer vaso-occlusive methods, efforts to develop spermicides based on
plant products such as neem oil and saponins need to be continued. Vaginal
contraceptives including those using plantbased substances need to be tested

' systematically for their safety and efficacy.
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4) Testing ' contraceptives, wl:tich are considered to be effective in Indiax System of .
Medicine aﬁd among tribals is another rather difficult task that should be continued. .

5) In the field of male contraceptives, the concept of injecting a bio-active compound into
the lumen of the vas de;.ferens to obtain potentially reversible long term contraceptive
effect is a new dimension in the male contraceptive field. The animal model studies and
phase I and phase II clinical trials with injectable contraceptive RISUG, a specific
copolymer of Styrene with Maleic Anhydride dissolved in 60mg sovent of .dimethyl
sulphoxide, have indicated that the new technique is safe and efficacious. It is necessary
to take steps to b;ing the technique to a level where it can serve the family welfare needs.

" A phase II Clinical Trial with this pr;:paration has been initiated to evaluate the safety
and efficacy of the drug in a large number of subjects. '

6) Emergency contraceptidn is useful in a situation where prevalexg:e of ‘re‘:gular
contraceptive is low, in couples using barrier methods or oral pills or in couples having
infrequent sex. The knowledge and availability of emergency contraception is very
limited in Tndia. "

7) The study has been initiated to assess the knowledge and demand of these methods.
Newer non-surgical methods of MTP are currently under clinical trials in India and
elsewhere. These studies need to be supported and the potential role of these in reducing
illegal abortion and health hazards associated, if need be, explored.

8) The Central Drug Research Institute has developed once-a-week, ron—steroxdal
contraceptive, Centchroman, which is undergoing post marketing surveillance. These
studies need be completed so that information on the safety, efficacy and side effects are

available under the Programme conditions in the country.

Operational Research

The group emphasised the need for providing adequate funds for operational and

socio-behaviourial researclg)uring the last year of the Eighth Plan, the Dept. of Family Welfare

has adopted the target free decentralised PHC based area specific micro planning,

implementation and monitoring approach for the implementation of the Family Welfare Services.
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This is in line with the recommefldations of the NDC Committee on Populaticn. Eﬁ'ectivg' ]
change over to this system would require that all service providers, in the Govt., Voluntary «.ud
private sector understand and participate in the process and the population understands and
appropriately utilises the available facilities. Reproductive and Child Health Programme under
target free apf)roach have been introduced in the last year of the Eighth Plan in the National
Family Welfare Programme along with detailed guidelines for operationalising these through
existing infrastructure. = In order to rapidly translate these written guidelines to actu.al
implementation and smooth out operational problems, it is imperative that operat:onal research
studies are set up in different setting in the States Operational research studies on a massive
scale would be required for this. The term operatxonal research-has been used to cover a wide
variety of formal research studies of varying scale carried out by research workers belonging to
different disciplines. In addition to strengthening these types of formal researc}{?studies, it might
become necessary to éncourage local population, health service providers and otlfers who want *-
try innovative methods to tackle local problems. .

Demographic research s:tudies should include testing and validation of relationship
between couple protection rate and crude birth rate and relationship between reduction of infant
mortality rate and reduction in birth rate in the States in different levels of demographic '
transition. Focussed studies on continuation rates, use effectiveness under the programme condi-
tions should be undertaken so that these could be used for computing effective couple protection
rates.

Research is also required in operationalising integrated delivery of RCH services,
nutrition, education, women and child development, rural development and family welfare

services at village level utilising available infrastructure under the various programmes.

To review the present status of involvement of organised and unorganized sectors of

Industry and trade/labour unions in the Family Welfare Programmes and

recommend ways and means for increasing their participation in the Programmes.
Managerial capability of corporate bodies will go a long way in improving efficiency in

the feld of social marketing of contraceptives. The problem solving approach of corporate /

sector can be of use in improving operational efficiency of the health care infrastructure.

3 6 /
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Possibilities may be explored to deliver health care services in unserved urban area T@

O through public, private and/or joint sector as the case may be.

The Steering Committee endorsed the recommendations of the Working Groups on -

'Reproductive & Child Health and Population Stabilisation regarding ways and means for

increasing involvement and participation of organised and unorganised sectors of industry,
agriculture, trade/labour unions and agriculturists in family welfare programme.

Twelve strategic ‘themes have been identified in the national Population Pohcy,ZOOO
which must be simultaneously pursued in order to achieve the national socio demographic goals
for 2010. Department of Family Welfare will take care of the strategies like Child Health and
Survival, Meeting the unmet needs for Family Welfare Servicés ’cénveroence of service delivery
at village levels, underserved populatxon groups, etc.. In addmon, the Department of Women and
Child Development will also take care for the strateg1es like empowering women for 1mproved

health and nutnnor}, programs for safe motherhood etc.



CHAPTER -8

Terms qf reference -To project financial implications for implementation of the
family welfare programme during the X Plan including the plan and non-plan

requirements and the Centre-State participation in the funding.

Report for grants of Deptt. Of Family Welfare recommended that at least{3% of the total plan

The Parliamentary Standing Committee on Human Resource Dev'elg_;ﬁxt in its 20th

%

;al_m/c:gtigp_;hould be provided for the Family Welfare Programme. . s

Planning Commxssmn supports the idea that within the available resources more funds

should be provided for the programmes under family welfare. At the same time State
Governrnents must be convinced and persuaded to provide funds for the family welfare
programme from their own resources and share the expend1ture which is of non-plan in nature.
The NDC Committee on Population has also recommended that allocations for Family Welfare
Programme should be gradually increased to about 3% of the total public sector Plan outlay. The
NDC Committee has further recommended that the States should meet at least 10% of their
family welfare expenditure which are non-Plan in nature from within their own budget. The
expenditﬁre on Health as proportion of GDP has been low to the extent of about 1% only. In
USA, public expenditure on health is 4% of GDP. Hence some attention is to be given to

increase the proportion of GDP in India.

The activities, which were in operation in the Ninth Plan would be continued in Tenth Plan

also. However, in some cases there would be a marginal increase in the outlay wh

ich stress on the following points:
) Special focus will be given to Districts identified on the basis of child mortality, IMR,
CBR & under 5 mortality.
(i1) States which have already achieved the expected level, will be assisted to have other
facilities like blood bank and other better facilities like RTI/STI screening.
38
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The allocation for the Family Welfare Programme within the overall public sector Plan

outlay has ranged between 1.06 per cent and 1.7 6 per cent during different Plans. In view of the

emphasis given to improvement of these indices during the Tenth Plan period and their

implications for rapid population stabilisation, the possibility of enhancing the allocations under

this criterion so as 10 motivate the States to show better performance under Family Welfare

ance of IEC campaign in

improving utilisation of available services for RCH care, Doordarshan and Akashvani will be

e either free or on concessional rates for

Programme may have to be considered. In view of the 1mpo

persuaded to provide specific time slots on a larger scal

[EC efforts. '

Over the last 40 years, there has been considerable escalation in the cost of drugs. Suppiy

of adequate quantities of drugs, vaccines and contraceptives is an essential pre-requisite for

overage. In the Eighth Plan period, there has been adequate supply of
infants. Contraceptive supplies have

by and large been adequate. However there have been 2 substantial shortfall in the supply of

ensuring adequate C

vaccines for pregnant women and vaccines 10 be given to 1

IFA and Vitamin A for achlevmo 100% coverage of the target roups. Itis imperative that the
g

completely cover all the target groups onl

requirement of drugs, vaccmes and contraceptives to
for purchase of these items

the basis of the projected population is provided. Adequate funding

needs to be made available so that coverase will improve. It is essential that the supply of these

items are continued free of charge to" all segments Of population, since even among the

population above the poverty line, there is often considerable reluctance to meet the expenses for

women and children especially for preventive programmes. The services and supplies under

Family Welfare Programme should continue to be provided free of cost so that inability to pay

for preventive and promotive services does not become 2 parrier to the acceptance of Family

Welfare Programme and the achievement of the desired family size.

Financing Family Welfare Programme:

Over the last 45 years there had been a progressive increase in Plan outlay for Health and

Family Welfare sector. However, considering the population increase over the same period and

the fact that primary health care infrastructure in rural and urban areas has undergone substantial
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expansion, the investments have been far from adequate. It is noteworthy that Health and Farruly
Welfare outlay as proportion of overall Plan outlay has essentially remained unaltered over thé
last 45 years.

Realizing the importance of Family Welfare Programme for the overall development of
the country, the programme was initiated as a Centrally Sponsored 100% Centrally Funded
activity in 1971.

A small provision has also been kept in the budget for ad-hoc research/ evaluation
studies, experimental research projects, and for printing of Eligible Couple Registers (ECRs)

- MCH registers, Mmu@tion cards, etc. In order to ensure that quality services/equipments are
utilised in the programme, a National Centre for Technological Evaluation of IUDs and Tubal

. Rings has been set up at IIT, New Delhi. The ongoing research activities were reviewed and the
Following recommendations were made.

Basic and clinical Research studies have already been included in the earlier chapter
However, the financial implication for their implementation of the projects on the ground is
dependent on the financial suppox;t.

Basic essential records maintained in respect of eligible couples, maternal and child care
should be available with all the Primary level workers. The forms in respect of civil registration
which helps’in family welfare planning is also in short supply. CNAA forms, which are the
basic records of micro-planning are not available. The Tenth Plan needs to provide for the same.

Training of personnel in family welfare including medical & para-medical
Personnel in a continuing manner, is a prerequisite. Necessary infrastructure, including vehicles,

computers, etc. is also to be in place for efficient delivery of services.
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ORDER

Subject: Constitution of Working Group on Implementation of Population Policy and &t s te®
Rapid Population Stabilization

In the context of formulation of the Tenth Five Year Plan (2002-2007) it has
been decided to set up a Working Group on Implementation of Population Policy and
Rapid Population stabilisation. The composition of the Working Group is asunder: -

1. Secretary, Chairman
Department of Family Welfare,
Ministry of Health & Familyt Welfare
Nirman Bhavan, New Delhi.

2. Member Secretary/Representative, Member
National Commission on Population,
Yojana Bhavan,
Parliament Street,
New Delhi-110011

3.Secretary/ Representative, -do-
Deptt. of Health,
Ministry of Health & Family Welfare
Nirman Bhavan, New Delhi.

4. Secretary/ Representative,
Deptt. of ISM &H, -do-
Ministry of Health & Family Welfare
Red Cross Building, New Dclhi.

5. Secretary/ Representative, -do-
Department of Elementary Education & Literacy,
Ministry of Human Resource Development,
Shastri Bhavan, New Delhi.

6. Sccretary/ Representative. -do-
Ministry of Rural Development,
Shastri Bhavan, New Delhi.



7. Secretary/ Representative,

Deptt. of Women and Child Development,
Ministry of Human Resource Development,
Shastri Bhavan, New Delhi

. Director General/ Representative,

Director General Health Services,
Ministry of Health & Family Wellare,
Nirmman Bhavan, New Dclhi.

. Director/ Representative
International Institute for Population Scicnces,

Govandi Station Road,
Deonar, Mumbai

10. Director,
National Institute of Health & Family Welfare

-~

Munirka,
New Delhi

11. Dr. (Mrs.) Prema Ramachandran,

Adviser (Health),
Planning Commission,
Parliament Street,
New Delhi-110001

12.Registrar General of India/ Representative,

Office of RGI,
2-A, Man Singh Road,
New Delhi

13. Dr. Parveen Visaria,

Director,

Institute of Economic Growth,
Delhi University,

Delhi-7.

14. The President/ Representative,
Federation of Indian Chamber of Commerce

& Industry,
Federation House, Tansen Marg,
New Delhi-110001

15. General Secretary/Representative,

Indian National Trade Union Congress,
Sharmik Kendra,

4, Bhai Veer Singh Marg,

New Delhi-110001
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the felt needs for health care of women and children and contraception during the ™

Tenth Plan.

4. To project financial implications for implementation of the family welfare
programme during the X Plan including the plan and non-plan requirements and
the Cenrtre-State participation in the funding.

The Chairman may form sub-groups and co-opt official or non-official members
as needed.

The TA/DA of non-official members of the Committee will be paid by the
Department of Family Welfare as admissible under Govt. rules. The TA/DA of the
official members would be paid by the respective Govt. Departments/Institutions to
which they belong.

The Working Group may submit its report by 30™ April, 2001. /

(T.R.Meena)
Deputy Secretary (Administration)

Copy forwarded to the Chairman and the Members of the Working Group
Copy also forwarded to:

PS to Deputy Chairman, Planning Commission

.t\)»—a

Implementation

3. PS to Member (Health)

4. PS to Member Secretary

5. PS to Special Secretary

6. Advisors, Planning Commission

7. Pay and Accounts Officer, Planning Commission

8. Under Secretary (Admn.)

9. PAtoDS (Admn.) J

(T.R.Meena)

Deputy Secretary (Administration)

PS to Minister of State for Planning & Programmes



:16. President/Representative,

Bhartiya Mazdoor Sangh,
Ram Naresh Bhavan,
Tilak Gali, Chuna Mandi,
Pahar Ganj,

New Delhi-110055

17. DG/ Representative
Central Statistical Organization,
Sardar Patel Bhavan,
Parliament Street,
New Delhi-110001

2 Rw)
18.Secretary (HealthA/Represemative,
Govt. of Punjab,
Punjab Civil Secretariat,
Chandigarh-160019

19. Secretary (H&FW)/Representative,
Govt. of Madhya Pradesh,
Vallabh Bhavan,
Bhopal-462004

20.Dr. Joseph Abraham,
Joint Adviser (FR),
Planning Commission
New Delhi.

21. Dr. K.V. Rao,
Chief Director (DRS),
Deptt. of Family Welfare,
Nirman Bhavan, New Delhi.

- TERMS OF REFERENCE

1. To review:

-do-

-do-

-do-

-do-

Member-Secretary

(a) the current demographic projections for the Tenth Plan (2002-2007) and
beyond and the time by which the country’s population is likely to

stabilize;

(b) goals indicated in the National Population Policy (NPP) 2000.

(N8

Keeping in view the current Mortality, Fertility and Couple Protection Rate
prevailing at present in different states to suggest

(a) future strategy for achieving population stabilization as early as possible;
(b) fixation of targets for the Tenth Plan i.e. by the terminal year 2007 and

individual years for birth rate and IMR statewise;

(c) fixation of targets statewise for couple protection rates, immunization/ante

natal, intrapartum neonatal and child health services;

3. To assess the current status and future requirement (short, medium and long-term)
of demographic, bio-medical, social and behavioural research aimed at meeting




Report of the Working Group on Implementation of Population Policy

and achievement of Rapid Population Stabilisation

CHAPTER 1

Introduction
‘Population pressure is an underlying cause of ¢er-exploitation of natural resources like la.nd,
water, forests etc. Spiral linkages amongst excess. ve populétion growth, extremes cf poverty and
prosperity, and environmental degradation have - .wn increasing attention of Indian planners,
population scientists, ecologists, and environ: - :alists over the recent bast. Stabilizing
population has_been enshrined as an essent  requirement for promc;c;ing sustainable
development with equitable distribution in thé I .onal Population Policy,2000 (NPP-ZOOO)
document released by the Department of Famii Welfzre, Ministry of Health and Family
Welfare(MoHFW), Govt. of India at the beginnir of MNew Millenium. The NPP dvocurnel.'zt
affirms the commitment of government towards stab: ;i:zg‘ population by 2045, as it’s long -term
objective, which would facilitate economically, «avironmentally and  socially sustainable
development. o - _
Working Group’s Terms of Reference

In the context of the formulation of the Tenth Five Year Plan 2002 —2007, the Planning
Commissioﬁ has set up a Working Group under the Chairmanship of Secretary (FW) for

implementation of Population Policy and achievement of rapid population stabilization.The

Terms of Reference of the Committee are as under:

1. To review:
(a) the current demographic projections for the Tenth Plan (2002-2007) and beyond and the

time by which the country’s population is likely to stabilize;

(b) goals indicated in the National Populétion Policy (INPP) 2000.
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2. Keeping in view the current IYIortnlity, Fertility and Couple Protection ate p;evaiiﬁuq '

r
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at present in different States to suggest;

(@) future strategy for achieving population stabilization as early as possible;
(b) fixation of targets for the Tenth Plani.e. by the terminal year 2007 and
: individual years for birth rate and IMR state Wise; .
" (c) fixation of targets state ‘wise for couple protection rates, immunization/ antenatal,
intrapartum neonatal and child health services;
3. To assess the current status and future requirement (short, medium and long term) of
demographic, bxo-medlcal, social and behavioural research aimed at meeting the felt needs for

health care of women and children and contraception during the Tenth Plan.

-

"4, To .project financial 1rnphcat10ns for implementation of the farmly welfare progra. _.1e

during the X Plan including ‘the plan and non-plan requirements and the Centre-State

participation in the funding.

The group also has the responsibilities, to Et’@_,_ps_zﬂd to examine and suggest

alternative strategies, interalia recent developments and innovations, with due regard to cost

e =
offectiveness and optimization of resources, with the objective of contributing to the fulfillment

of the objectives of the National Population Policy and to consider any other matter related. with

or incidental to the above terms of reference mcludmo asoects of inter-sectoral co-ordination.

The working group intends to review the implementation of Population Policy strateejes
and achievement of rapid population stabilization objective within the term of reference 1u the
light of the recently released Census- 2001 results and other National Level Survey based results
from District Level Rapid Household Survey — Reproducnve and Child Health in 1998- 9¢
(r\RHSS-RCH), National Family Health Surveys (NFHS) conducted in 1992 and 1997, and othe:
studies sponsored by the MoHFW.




CHAPTER 2

Terms of Reference- To review the current demographic projections
for the Tenth Plan (2002-2007) and beyond and the time by which the
country’s population is likely to stabilize:

Population Growth in India Since Independence:

India’s population at the time of Independence m 1947 was estimated to be around 345
rmlhon and the eighth decennial census of 1951 counted 357 million people (excluding the State
of Jammu and Kashmxr where the Census had not been conducted) India figured out to be the
second largest country in the world and which has not changed till dat? Since then India’s
population has become almost three-fold to nearly 1027 million by 2001.

Thee accelerated pace of populatlon growth in each successive decade uptill 1981 had
witnessed a maromal decline in the growth or deceleration during 11981-91. The accelerated
pace of populatlon growth during 11951-81 1s evidenced by increasing decadal growth of
population in each successive decade. However a marginal decline in 1981-91 was witnessed as
the decadal growth from 24.66 in 1971- 81 to’ 23.86 during 1981-91. Further deceleration in the

population growth process is evidenced by the decadal growth of 21.34 percent during 1991-

2001. -

The growth of population, as brought out by the population census since Independence is as
under:

Year 1951 1961 1971 1981 1991 2001

Population 36.11 43.92 54.82 68.33.84.63 102.7

(in crores)
Average growthrate  1.24  1.95 290 222 214 193

Crude birth rate 399 417 412 372 325 261 (SRS - 99)

~
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Crude death rate ' %

The evolution of the programme right from the First Plan in 1950°s, wit
emphasis on the family welfare programme has been innovatively changing, the stress of th
programme continued to be on population stabilization by providing necessary maternal anc
child care and other services. The strategies of approach remained to be contraceptive oriented i
1950’s, while it was changed to immunization and maternal care later in 1960’s and 70°s. Mor:
interventions were added- to the programme over the decade.

~ The National Health Policy brought out in the year 1983 has also earmarked certan
indicators of family welfare programme, to be achieved in a time specified manner. Accordingly
the concept of two-child norm in 1985 and a targeted approach has been continued in the famil:
welfa:e In order to meet this goal of Health Pohcy, the Primary Health Care infrastructure wa:
extended during the Seventh Plan by involving PP Centres, enlargening the scope of univarsa
immu;uzatmns etc.

Magnitude of the Problem: ‘
India was the first to launch the official Family Welfare Program in 1951. Paradign

-

s in India’s population policies from earlier contraceptives-mix-target oriented to target-free
approach in-April,1996 and thereby chent centred-demand driven community needs assessmen:

(CNAA) approach during 1997 have brought forth focused attention on the reproductive anc

child health (RCH) services package. The comprehensive definition of RCH was deliberated a:

length and adopted at ICPD conference at Cairo in September, 1994 and got globa
acknowledgement since then. India was also a signatory to the UN’s resolution at Cairc
conference. The Govt. of India’s (GOI’é) switchover to the community’s need assessment (CAN

approach in 1997 necessitates decentralization of planning, monitoring and evaluation &~ the

———

RCH services at micro and meso levels viz. states, districts, blocks and villages. The parad1grr
shifts in the Family Welfare Proo;m over the period has brought focused attention towards
provision of on quality RCH services to people in general. Program efforts and interventions h_as
been mainly responsible for averting more than 200 million births over the period and has

generated health infrastructure comprising Sub-Ce Centres, PHCs, CHCs etc.




© As has been brought out in the Sub Group on Ninth Plan, the share of uﬁwanted fertility
and high wanted fertility continue fo be 20% each, while the momentum of grewth of population
contribute 60%. While the country has minimum choice regarding the quantum of contribution
by the momentum of growth of population, except by a staggering them a little, which could be
achieved by reducing early marriages and spacing of births It is seen from the NFHS-2 results
that as much as 72% of the couples (including sterilised) having 2 living children do not want to
have any more. Similarly, the percentage of couples with parity 3 wanting no more children is
84%. The similar type of ratios as per the NFHS-1 report 1992-93 shows & positivé trend of

more and more people coming to favour small family norms.

Census count of 1027 million people as of 1% March,2001 has exceeded the population
projection figure of 1012 million by the Technical Group on Population Prolecnons constituted
by the Planning Commission in 1996. This could be due to inbuilt assumptions of exther
mortahty being n'nproved faster than expected or fertility decline being bit slower than assumed
Another possibility could be that base population assumed in the prolectxons exercise needed a

_revision (p.65, Census 2001) However fertility decline in most parts to India are well evidenced
through the pace of decline may be little less than the assumed levels in the projections exercises.

‘ Nevertheless, India is expected to surpass China, the most populous country in the world in the

near future.

The magnitude of the problem of early population stabilization as per the information
avaxlable through various surveys is quite substantial. The program has made a dent in the family
welfare indicators and has been responsible for a TFR of 3.2(1998 SRS). The estimate of TFR
stands at 3 as per NFHS-II (1998-1999). However, a TFR of 3 can be taken for 2000 also. (Table
- I) The population Stabilization approach will have to address the issue of higher order births, in
different States, with however, high state differentials. The contribution of birth order 3 and
above at national level stands at 45% as per SRS-97 and also district surveys 1998 & 1999. The
NFHS-2 also brings out the same magnitude of higher order births during 3 years preceding
1998-99. The differentials of States show that the southern States have made 2 dent in almost

. accepting a two-child norm, with almost less than 30% contribution to higher order of births cut

5
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otal births. The contribution of-a higher order births is nearly 60% in Bihar and UP. ‘The
pattern should be reversed if the population stabilization is to be achieved, especially when the

total number of eligible couples are likely to grow continuously for about four decades from

now.

The approach of girls getting married and having their first child after 20 is a matter to be given
utmost importance. The States of Andhra Pradesh, Uttar Pradesh, Rajasthan, Madhya Pradesh are
having more than 50% of the girls married below the legal age at marriage. This causes not only

the early preénancy and hence more prone to maternal deaths and higher mortality with risks of

infant mortality. The strategy for increased age at mamaoe needs the patronage of the
oy N EEY = T g8 9% Hie

community, which requires the backing of the opinion and commumnity leaders The NFHS -1 &

e

2 have clearly brought out that the teenage pregnancy is of the order of 5.:5 (the age specific
fertility rate between the age of 15 to 19 being 0.107). The NFHS -2 has also shown resui. of

age‘ specific fertility rate of 15 to 19 age group has come down marginally. The mean children

ever born in the district survey 1998 & 99 also shows that .55 children are born for teenage

" mothers. The trend needs to be totally reversed, and this could be achieved only by delaying the

age at marnaoe A strwonent of IEC and social mobxlngt_xgg’is_ﬂggquued 10 achieve
adherence to the minimum legal age at marriage by all states and communities.(Table-II)

As per the Terms of Reference, the Sub Group is to review the current demographic
projections for the Tenth Plan 2002-2007 and beyond by which the country’s population is likely
to stabilize. The official projections available up to the year 2016 as prepared by the Technical

Group on population projection gives the population of the country at the end of each Plan

period, which are as under: -

Year 1997 2002 2007 . 2012
Population 95.118 102.893 111.286 119.641
(In crores)

Adjusted population as per the 2001 census for the above year is as follows:
96.528 104.418 112.935 121_414




Papulation Projections by Age clearly indicates that proportionate populafion would grow
faster in the working and reproductive age groups largely because of demographic momentum.
Thus an increase of popufation from 520 mi}lion to 800 million in the working age group of 15-
59 years, which would generate increased demand Ifor the family planning program. In spite of
massive investment in training, the quality of care available to the population specially in remote
and rural urban slums are sub-optimal. The monitoring mechanism at district and State level are
often inadequate. It is irnportant that a sense of urgency to achieve the goals stated in NPP-2000
is imparted to all the ﬁmétionaﬁes so that there is a serious attempt made to achieve these goals.

It is very clear and evident fro.rn two major surveys that the people in general would like
two/three children (Table-ITI). The results show that the percentage of couples with two
children do not want any more is above 75% in-the states of A.P., Kamataka, Kerala,
Tamilnadu., Delhi, Punjab, Haryana, West Bengal, H.P., Maharashtra, Gujarat, Goa, Sikkim,.
In all the states ‘except Bihar, UP, Arunachal Pradesh, Manipur, Méghalaya & Nagaland,
couples with 'tﬁrec children want no more is more than 75%. The high wanted fertility is
basically for the high infant mortality, which still remains a problem to be tackled fully, with
high priority. | |
(2) Another major factor is increasing the level of contraceptive acceptance both spacing

and limiting. The demand of unmet need neéds to be viewed from the angle of population
stabilization. Considering the fact that the 2-child norm is to be considered by the couples
for early population stabilization, contfaceptiVe needs should be targeted in this direction. ‘
(®) If the family welfare programme is to be successful, there is a need to have wider

spectrum of services with better quality and also meet the felt needs of MCH and FP

Care.

The TechnicalAGroup on Projections also estimated the year in which TFR of 2.1 would
be achieved for each major State. The country was projected to have a TFR of 2.1 by 2026, while .
the States of Bihar, Haryana, Madhya Pradesh, Rajasthan and Uttar Pradesh were projected to -

have this level beyond 2026.
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CHAPTER 3

Terms of Reference -To review the goals indicated in National Population

Policy (NPP) 2000:

The demographic goals, which need to be achieved, by 2010 as per the goals &

objectives contained in the Population Policy are as below: -

iii)

xi)

xii)

xiii)

xiv)

Address the unmet needs for basic reproductive and child health services, supplies and
mfrastructure
Make school education up to age 14 free and compulsory, and reduce drop outs at

primary and secondary school levels to below 20 percent for both boys and girls.

‘Reduce mfant mortality rate to below 30 per 1000 live births.

Reduce matemal mortality rate to below 100 per 100, 000 live births.

Achieve universal immunization of children against all vaccine preventable diseases.
Promote delayed marriage for girls, not earlier than age 18 and preferably after 20
years of age. . .

Achieve 80 i)ercent institutional deliveries and 100 percent deliveries by trained
persons. ' .

Achieve umversal access to 1nforrnat10n/counselmg and services for fertility regulation
and contraception with a wide basket of choices.

Achieve 100 per cent registration of births, deaths, marriage and pregnancy.

Contain the spread of Acquired Immunodeﬁcxency Syndrome (AIDS), and promote

greater integration between the management of reproductive tract infection (RTI) and
sexually transmitted infections (STI) and the National AIDS Control Organization.

Prevent and control communicable diseases.
Integrate Indian Systems of Medicine (ISM) in the provision of reproductive and child

. health services, and in reaching out to households

Promote vigorously the small family norm to achieve replacement levels of TFR.
Bring about convergence in implementation of related social sector programs so that

family welfare becomes a people centered program.
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These are four dernographlc goals among other goals 1nv01v1n0 maternal care, child

\

health and related. social mdlcators to be brought about in order to have early population
stabilization. The trends in infant mortality for the last decade normally show that the infant

mortality at the national level is staggering at 70 (Table-IV). The sample registraticn system,

which is a continuous flow of information on infant mortality, also shows that the major States

are not showmo a tangible dechne aﬁer 90 . The infant’ mortahty rate as shown-both by

NFHS & SRS in 90’s are gwen below

SRS ~.1991 1992 1993 1994 1995 1996 1997 1998 1999
MR 80 79 74 74 74 72 71712 10

5 NFHS 19'92-9'3-  1998- 99 L LR b i |
MR . s - ers e PRI

- This only shows that speakmg of mfa.nt morta_tty at state Ievel or nationa! level will not
do. The drstncts/below district IeveIs are to be tackled in order to conta.m the infant mortality. L\,‘%

~—
.- The basm cause of" death for the mfants as revealed by the NFHS and SRS are ARL Diarrohoea S &

and under ‘weight children. ‘The district level survey shows that the percentage of eplsodes of g

diarrohea who were adrmmstered ORS is onIy to. the tune of 11 2% of cases. Out of all the

: dxstncts surveyed, the eplsodes of diarrhea who were administered ORS is Iess Lha.n ZSA in F\

about 413 dlstncts of the country (82%) Similarly, the children who were fully immunized in \,\,g\

the districts are less than 40% in 152 dxstncts constituting about 30% of the districts in the "
country. . The related problems like underweight that could be controlled by Ante Natal Care E"?;
(ANC), as well as safe delivery, which do not show a better picture at district level(Table-¥) ;
By

Though the provision of three ante natal care check up is made, 265 districts (53%) reported less o
than 40% pregnant women who had three ANC checkups. Similarly, 142 districts (28. 2%) ,_«
e My

These are factors of prevention of f infant mortality. The [

reported less than 30% safe deliveries.

- 8 .. AN\, XY
death in infant is more in the first week, followed by first month as compared to the remaining \]@i
y undertaken, which requires oy

period of the infancy. The newbomn care has to be properl

involvement of local practitioners, etc. since the extent of availability of institutions is on the

lower side in most of the States. The maternal mortality ratio, 1tio, which stands at a le»el of 400, for
¢ maternal

the country as a whole is stagnant over the last decade. The NFHS-1 showed th




mortality of 437 (424 as corrected for comparison with NFHS-2 of the order of 540 in NFI‘;IS-Z). Théué\n‘)
statistically the difference is not substantial, the fact that the maternal mortality continuous to be arou;xd 400’
cannot be undermined. The National Population Policy has targeted to bring down the MMR to less than 100

e the goals of infant mortality and maternal mortality, it i obvious

in a span of 10 years. In order to achiev
that the causes leading to mortalities have to be controlled. In order to have the causes of maternal deaths, a

maternal death cause need to be introduced in the Register and identification of each death will lead to plan

n are anaemia among pregnant

NFHS, the maternal care (full ante natal care together with IFA & TT), three ante

to prevent recurrence of such deaths. The possible indicators in this directio

women and children as per
natal care for mothers, safe deliveries, and treatment Of diarrohoeal diseases by administering ORS, child

icts below an unacceptable level is also indicated.

;mmunization, and after delivery care. The number of dist

ut them in PHCs/CHCs to improve ante-natal and intra-
r outside. '

m
midwives are from the local community SO that they do not seek transfe

The X Plan has to address the issues in addition to the supplies & resources that ar€ already in place.

The systems tO be put in place are:

a) Basic record maintenance in order to ensure full coverage of services,

ontraception, counseling & services;

b) Birth -based approach t0 provide suitable ¢
involved in Family Welfare Programmes t0 have

" ¢) Making the Panchayat Raj institutions more

community involvement, .
d) Ensuing full registration under CRS. This is the only system to monitor all indicators &

Panchayat & below.
e in a full fledged manner, fm

illages, With less than 2 population C

r obvious Jogistic & infrastructur’

€) Community involvement & incentives to be continu

Panchayat Raj. This ensures participation by smaller v

500, which normally are deprived of some facilities, fo
problems. ‘

It may be seen that the level of acceptance of maternal and child health is quite low, resulting n
ators of IMR and MMR there 1S

alnourished babies. In order to improve the impact indic
the total fertility

underweight, m
mentioned above. A sustained effort to reduce

need to improve the status of the indicators
rate (TFR) needs to be done.
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CHAPTER- 4

Terms of reference - Keeping in view the current Mortality, Fertility and
Couple Protection Rate prevailing at present in different States to suggest

JSuture strategy for achieving population stabilization as early as possible:

There has beenl substantial improvement in the availability of utilization to the access to
Family Welfare Services and a progressive increase in the acceptance of contraceptioh and
couple protection rates. Percentage distribution of birth order in major States shows that in
most of the poorly performing States ovér half 'of the women have two or more child.ren and
are likely to require permanent methods of contraception sooner or later. The number of
sterilization per 10,060 unsterilized couples with two or more children is low in Bihar (110),
UP(188), Rajasthan(447) and MP (523) as compared to TN(934), Karnataka(1297) and
AP(1230). There is an urgent need to improve access to contraceptives care including -
sterilization in the States like Bihar and Uttar Pradesh. On the other hand in some of the better
pérforming siates, increasing number of women may desire to postpone the first or second
pregnancy ‘and there may be a progfessive increase in the need for SW'
Contraceptive need assessment, counseling, improved quality of initial and follow up care
would go a long way in meeting the felt needs of contraception in the population and accelerate
the decline in fertility. In UP and Bihar, there has been decline in acceptance of sterilization
and spacing methods as compared to the past performance. In Madhya Pradesh, the decline is
| marginal while in Rajasthan, there has been improvement in both permanent and temporary

methods used. The poorly performing States thus have to evolve implementing a two pronged

strategy for trying to improve acceptance of appropriate contraception in districts.

The census results of southern and western states have shown that the _birth based

approa.ch and also acceptance of sterilization have yielded results showing a much lower

growth rate as compared to some of the northern states. The target of a crude death rate of 9
has alreédy been achieved as may be seen from the information available from SRS as well as

from the National Family Health Survey (NFHS). The matter of concern is only the infant and

12



of IMR and MMR there is a need to improve the status of the indicr—.tor‘s meéntioned
' . ‘ | - ¢
above. A sustained effort to reduce the total fertility rate (TFR) needs to be done.

11




The strategy to be adopted in controlling the related issues are discussed belovs: =

Anaemia prophylaxis programme
India is one of the countries with highest prevalence of anaemia in the general

population. Prevalence of anaemia in pregnant women ranges between 50-90%. This is mainly
due to low intake and poor bioavailability of iron from the diets consumed in India; poor intake
of folic acid and coexisting foliate deficiency also contributes to the problem. Anaemia present
from childhood through adolescence antedates pregnancy; it gets aggravated during pregnancy
and perpetuated by blood loss during labour. Anaezma continues to be responsible for substantial
proportion of the peﬁnatal and maternal morbidity and maternal mortality.
Child Survival Programme

The fact that perinatal and neonatal mortality have not shown substantial decline over the .
last two decades is a “cause for concern. Improvement in the quality and coverage of ante'latal ’
intranatal and neonatal care is urgently needed. Initiatives for detection and management of low
birth weight babies; detection and management of birth asphyxia and essential newborn care

have to be added in a phased manner to the existing package of services. Improving utilization of

nutritional supplementation programmes under the ICDS massive dose of Vitamin A

prophylaxxs programme and anaemia prophylaxis programme need priority.
The ongoing programme aims at reduction of infant and ch11d morbidity and mortahty through:

i) ;ustaining and strengthening of ongoing programmes of universal immunization, ORT
massive dose of Vitamin A, Iron & Folic Acid | supplementation programmes.
i1) expanding the coverage of ARI control programme.

g

iijy  Coverage under the anaemia and Vit A prophylaxis procramme showed substantial

improvement but is still way below the target of 100%.

Immunisation
During the Eighth and Ninth Plan period, the coverage under the immunisation

programme Wwas maintained (7 abIe-VI) However, the target of 100% coverage by 2002 is

unlikely to be achieved for all the six Vaccine Preventable Diseases (VPD). There has been

substantial 1mprovement in the quality of the programme but even now, there are slippages in the

14
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maternal mortahty, where about 7 % of the infants do not see their first bu‘thday, whlle more
than a lakh of maternal deaths takes place every year. e Tl |

The key component for the success of the population program is to have an mtegrated
approach and address the whole gamut of related issues, instead of tackling the single problem

of population growth. There is a need to focus on causes responsible for adult mortalitv and

initiate interventions. There is an urgent need to improve availability of transport to take

patients who are having emergency obst. problems to first referral units. In areas where NGO

\'\“ﬁ}ghospitals are available to provide emercency obstetric care thev should be included in the

.qnetwork of _FRUs providing emergency care. India is in the midst of demographic transition

" and there is a need to pay attention to old women and their health problems. Urban slum areas

represent a high risk area where health indices are poorer than rural population. The key

elements to have early population stabilization are, provision of health care to women and
children, together with the provision of contraceptive services. In India, tge c;ontribution to
health services iS':iqne both by the public and private sectors, especially in rural areas €
access to health services have been hitherto provided by the private providers in various kinds
of health systems existing in the country over ages, along with organized public health system.
The contribution by the practitioners of Indian Systerﬁ of Medicines to the far-flung villages,
numbering 6 lakhs in the country cannot be undermined.

The main recommendations of the NDC on population as well as the ICPD is to have

"decentralized area specific approach, based on the needs assessment and provision of qualitative

services to be given to women and children and the accelerated pace of implementation of family

welfare programme, which is in vogue. The acceptance of the family welfare programme is a

factor of many extraneous variables like education, community intervention & involvement, and

policy support by opinion & political leaders and commitment of the implementing agencies of

the programme in a given area.

The current high population ‘growth is due to three factors

a) the large size of the population in the reproductive age group (estimated contribution

60%)

b) higher fertility due to unmet need for contraception (estimated contribution. 20%) ()
c) high wanted fertility due to prevailing high IMR ( estimated contribution about 20% )
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. programme resulting in occasional morbidity and rare mortality. It is a matter of serious concern

that coverage was lower in high-risk group of children from poorer communities in rural areas,

urban slums and in poorly performing districts.

MTP Services
Efforts to improve access to family planning services to reduce number of unwanted

pregnancies and abortion will continue to receive attention as a part of RCH services. In
addition, there is a need to provide improved access to safe abortion services. Tkere is also a
need to train-and recognise practitioners and institutions that are capable of providing safe
abortion services during the first trimester. Provision of first trimester abortion should be coupled

with appropriate contraceptive care so that these women do not incur the risk of yet another

unwanted' pregnancy and induced abortion. _The role of private sector needs to’be defined and.

utilized. It is imgortan? to modernize regulatory system in health care so that individuals and
institutions who are performing t_heir assigned roles efficientlv can prosper. There is a need for
area specific programs not only between states but also in different districts. ;

RTI AND STI

' Sexually transmitted infections had been and continue to be major public health
problems in developing countries such as India. HIV is the most recent addition to the already
long list of RTI/STI. So far there had been no major initiative for detection and management of
STURTI in women. The major constraint in effective STI/RTI control is the absence of simple,

inexpensive, accurate methods of detecting the infecting organism so that appropriate treatment

could be provided.

Adolescent Health
In India early age at marriage is still the rule in many parts of the country and adolescent

pregnancies are very common. However, till such time as adolescent marriages decrease, one of
the major problems to be tackled is care of adolescent girls during| pregnancy.\Adolescent girls

are at high risk of anemia, toxemia and infections. They require appropriate care throughout

15
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pregnancy and snstitutional delivery to ensure safety of both the mother and the ngy, in order to
4

reduce maternal mortality.

Male participation in Planned Parenthood Movement

Vasectomy which is safer and simpler than tubectomy Wwas widely accepted in the
sixties, However, after 1977 there had been a steep and continuous decline in yasectomies; in the

nineties vasectomy forms less than 2.5% of all sterilisations. There is a need to find out and

address the needs and conveniences of men seeking vasectomy and provide ready access to

vasectomy semces both in urban and rural areas. In Institutions with adequate trained expert

surgeons, No- scalpel vasectomy rmght provide 2 useful technique for popularisation of

vasectomy among some segments of the population.
The village level functionaries - namely Anganwadi workers,
(MSS), Tradmonal Blrth Attendant (TBA), Krishi Vigyan Kendra (KVK) Volunteers, Schoo!

teachers need to work together and achieve optimal utilisation of available services. -
onal, State and Jocal levels will parthpate in communit}

Mahila Swasth Sangh

The Opinion leaders at the Nati

education efforts regarding the Family Welfare Programme SO that commu
e is improved. Simultaneously, the Dept wil

I‘.l"y awareness arn

involvement vital to the success of this programm

launch an intensive drive to promote health education so that India builds a sound foundation fo-

a successful health programme. IEC on basic prmmples of hygiene, sanitation, nutrition, anc

prevention of illnesses and disease will be promoted throuvh not only the educational institution

and the adult education programme but also throuOh the ICDS programme, thé counselin

offered by the health workers at all levels, and the mass media.

To establish male welfare centers to address health problems and special needs ot men.

e The present Family Welfare Program is mostly geared to the needs of women’s ueal:

care. There are no Centres at present where men could go to address the

. Reproductive Health Problems.
rehensive Male Family Welfare Centres to address the

s like RTUSTVHIV/AIDS, impotency, infertiliy ar

e Establishment of comp
Reproductive Health problem

other sexual disorders.

16



vasectom.es
prov.de

e This will help men’s involvement in the FW program.

Components of male Reproductive Health care needs including that of adolescent .

boys are:
i) Male involvement in maternal care and care of the child
ii) Adolescent reproductive health and premarital counseling

iij)  Education on gender discrimination and gender based violence
iv) Prevennon and control of reproductive tract infections, including HIV and AIDS.
V) Treatment of 1nfert111ty, 1mpotency and other sexual disorders.
vi)  Responsible parenthood and male involvement in acceptance of FP methods —
NSV etc. o
viij Treatrnent of Reproductxve tract mahgnancxes :
viii) Treatment of Reproductive health cares for elderly males =
Private Sector participation
Involvement of Non-Government Voluntary Organisations for Promotion of Family
Welfare would bring the programme nearer to the péople in_remote/inaccessible areas. 'It is

estimated that the pnvate sector accounts for more than \three quarters/of all health care

expendxture in India. It is increasingly recoomsed that the pnvate sector represents an untapped
-._._————"‘—_’_’-_

potential for increasing coverage and 1mprov1ng the quahty of reproductive and child health

services in the country.

(a) Measurement of Indicators

Monitoring and evaluation form.an essential component for any on going programme.
Monitoring of on going programme process is irnporta.nt so that it becomes possible to quickly
identify the problems at implementation level in order to effect mid course corrections for
achieving the pre-defined goals.

Process indicators are used to monitor the progress of implementation of the programme
and a sound data-collecting base is essential for scientific planning, monitoring and evaluation of
the progtamme. Service Statistics are useful for monitoring of the programme against the

assessed needs. The impact evaluation parameters currently used by the Deptt. of Family Welfare

17



Urban Health and Family Welfare Services

Nearly 30% of India's population lives in urban areas. Urban migration over the last
decade has resulted in rapid growth of people living in urban slums. The massive inflow of the
population has also resulted in the deterioration of living conditions in the cities. In many towns
and cities the health status of urban slum dwellers is worse than that of the rural population The

available urban health care infrastructure is insufficient to meet the health care needs of the

growing urban population.
Involvement of Panchayati Raj Institutions/ Local Self-Government Institutions

With the 73rd and 74th Constitutional amendments the Nagar Palikas and Panchayati Raj
Institutions, are becoming operational in many States. These institutions will play increasing role
in ensuring planmno implementation and monitoring of health and family wel%are services at
local level. Involvement of voluntary organizations and improved Information Education znd

Communication (EC) activities are essential to ensure adequate commurity participation and

improved utilization of the available health facilities.
At the current level, the demand of 20% of eligible couples are to be met by spacing or
permanent methods. Assuming the similar ratio of acceptance, 4% of the couples needs to be

provided review of spacing method and 16% of permanent methods, in addition to the

acceptance prevailing. Hence the total couples currently protected need to be 13% (modem

methods) by spacing methods and 51% by permanent method. This ratio is used to obtain the

couples effectively protected. Sterilization is the most appropriate method for reducing higher

order of births.
The RCH approach will address the reproductive needs of the population. Ample 2

exist to clearly indicate that there s a substantial un-met need for family planning estimated to be

around 20%. Efforts to reduce IMR can create more acceptors for F.P.in districts having high

fertility The family welfare programme during the Tenth Plan is to be geared up to meet the

un-met need for contraception and achieve rapid reduction in IMR, maternal mortality and

under5 mortality. If these programmes are fully implemented in the States/ Districts which
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_ currently have high IMR and high fertility, there may be substantial reduction in IMR, CBR,

" TFR and population growth rate.

Strengthening and operatxonallsatxon of the FW infrastructure

The focus of the 8th Plan was on strengthening and opo&:ranonadsmor existing

infrastructure for delivering of primary health care through improvement in physmal
_——-—/\

acmty,ﬁllwam posts, enw_f_ essential drugs and improving referral

—

services. To some extent this has been possible; however, there are still some key posts 11Le

specialists at CHC, lab techmcums at PHC/CHC and male multipurpose worker at the sub centre

which are either not sanctioned or continue to remain vacant, resulting in suboptimal

performance.

]

Lt

Assistance to poorly performing states/ districts g
In view of the substantial difference in performance not only between States but also

between districts in the same state and the fact that lack of infrastructure and manpower was one

of the factorww NDC Sub- comrmttee recommended that the

focus should be on providing special assxstance to poorly perforrmno districts. Data available

from the Districts surveys may be used to identify districts for speglﬁc programmes.

Leoxshtlon pertaining to population stabxhsat:on
In order to ensure stronger political commitment to the small family norm, the 79th

Constitution Amendment Bill has been introduced in 1992 in the Rajya Sabha. The Bill seeks to
incorporate promotion of population cbntrol and small family norm in Art. 47 ‘dealing with
. Directive Principles of State Policy and annexing it in the list of fundamental duties (Article 51
(A)) a clause of enjoining citizens of India to promote and adopt a small family norm. The Bill
proposes to add an additional schedule under which a person shall be disqualified prospectively
from being elected or holding office as Member of either House of Parliament or Legislature of
the State if he/she has more than two children. The Parliamentary Standing Committee on

Human Resource Development has recommended the bill for passage in the Parliament.
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Rajasthan, Orissa, Delhi, Haryana and Andhra Pradesh have passed this Bill to "
elected representatives to Panchayafs and Nagar Palikas. -
The programmes needs to be directed towards bridging the gaps in essential infrastruct
and manpower through a flexible approach and improviﬁg operational efficiency.

a) providing additional implementational assistance to poorly performing districts identif
in order to have a full coverage services for the target population.

b) ensuring uninterrupted supply of essential drugs, vaccines, contraceptives of appropric
quality and quantify to the nearest point.

d) partlmpanon of general medical practitioners working in voluntary, private, joint sectc
and the active cooperation of practitioners of ISM&H,

e) involvement of the Panchayati raj institutions for ensuring intersectoral coordinatic

community participation, in the planning, monitoring and management,

-3

f) involvement of the industries, oroamsed and unorganised sectors, agrlculture workers a

- labour representatives, through local specific interventions.

To sum up:
Family Welfare programme has made considerable progress during the last four decad

Major lessons learnt while prowdmg family planning services during these four decades are:

j | a) adequate financial inputs and "health infrastructure are essential pre-requisites

{

- success of the programme.

b) providing integrated Reproductwe and child care through CNAA ensures not or

efficient and effective delivery of services but also helps in building up rapport with t

B community, so essential to sustain the FW programme which mclude

i) Safe Motherhood interventions e.g. ante-natal check up, immunisation for Tetanus, s:

delivery, anaemia control programme.

i1) Counseling and education are powerful tools to overcome the barriers of pover

illiteracy and conservative social norms for achieving the small family norm.

iit) The population is conservative but responsible, responsive and mature; their respor

to rapidly changing attitude positively towards population stablhzation is to be encask

by providing necessary services, which is rational and sustamed
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s ‘ The 9" Five Year Plan had identified the need to increase the strength of nurses and
paramed1cal In addition,. women from a particular village may be trained to render health
education, talk about small family and guide women for CNAA etc. This strategy adopted in the

IPP8 at Calcutta, Hyderabad and Bangalore seems to be effective and we can try to replicate.

Health Manpower Development

e The training of doctors and the paramedicals continues to be grossly unsatisfactory, both

mmally during the professxonal course and during the reorientation progr gram.The focus is

on theory and there is hardly an attempt to provide ‘hands on’ ‘training. As suggested in

both the 9* and the 10® Five year Plans, SKILLS mmmo is of tremendous

1mportance in order to render proper RCH care.

e The trmmng m skxlls requires pecml knowledge, planning and appropriate .

operatlonahsanon of the training programs. Therefore, it is suggested that TOT programs

—

—_—

should be organized for all the training of RCH.

management protocols for common problerns development of checklists for the

e The TOT programs should focus on list of essential skills, development of standard /
|

- identified skills.

Population Stabilization

e In order to provide QUALITY services in FW program, we need to train health care

providers in COUNSELLING and spacing methods.
e The male paramedical worker must be given the task of counseling the men. Currently,

| the whole burden of family welfare program is on the female worker.
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CHAPTER- 5 Ty

Terms of Reference -Keeping in view the current Mortality, Fertility and Couj
Protection Rate prevailing at present in different states, and 1o suggest Jfxat
of targets for the Tenth Plan i.e. by the terminal year 2007 and incividual ye:

for birth rate and IMR state wise.

The Ninth Plan had two level targets for the demegraphic indicators like birth rate, I
and other family welfare services. The two areas have been specifically given with the idea
achieving the enhanced targets as the additional inputs in the family welfare programme.

RCH is one of such inputs covering the whole aspects of family welfare services as envisagec

ICPD Cairo Conference in 1994.

Registration of Birth and Death

The use of civil registration data has been limited because of the substantial amount
under-registration. In states, where 90% of registeration of all births & deaths have b
achieved, data may be used at district level for PHC based planning. In districts where ¢

r 70%, efforts may be stepped up to ensure that over 90% of birth and death

reported so that independent data base is available for planning.

Expected levels of achievement (ELA) for the Ninth Plan

The performance under the Family Welfare Programme will depend upon:
1. programme initiatives during the Ninth Plan;

2. financial resources available;

3. capability and effectiveness of the infrastructure and manpower to carry out the programm

4. literacy and economic status of the families particularly of the women;
5

policy support by opinion leaders and the society.

Health indices and demographic targets for the Ninth Plan
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Table
Indicator | If current trend | If acceleration envisaged in
continues Approach Paper to the Ninth
Five Year Plan is achieved
CBR 24/1000 23/1000
IMR 56/1000 50/1000
TFR 29 2.§
CPR - 51% 60%
BB 35/1000 -
MMR 3/1000 -

Even though method specific family planning targets have been abolished smce 1.4.96, it

is essential that at the central level some figures indicating the expected achievement is avaxl

for procurement of contraceptive and making necessary budget provisions.

reported at district level to assist the district based planning as

-program.
The current birth rates and infant mortality rate available and expected level by 2007 are

at Table-VII & VIIL

The impact evaluation parameters currently being used, by the Deptt. of Family Welfare

and O/o Registrar General, India should continue In addition, a target of 100% registration of

bxrths and deaths by the end of 9th Plan has been set These data will be collected, collated and
well as monitoring of the
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The targets for the Tenth Plan have to be considered. The latest status of the indi’cfaftgr

are as under at all India level:

m Latest Expected  level Expected  level E
information by 2002 by 2007 I’
available '

Birth Rate 26.1 (1999 SRS) 23/24 : 21/20
IMR > 70 (1999 SRS)) 50/56 . 45/40

L ERT— R @ .
Immunization program was initiated in 1978with the objective of requcing morbidity and

mortality associated with Vaccine Preventable Diseases. Coverage evaluation surveys (NF1oes

UNICEF 1998, RCH 1998-99) indicate that only about 50% of infants get immunized against 6

VPD in the first year.

A: Contribution of higher order of birth to be reduced, contraceptive acceptance

(Terminal/Sp'acing) to go up.

.

B  Maternal Care/Child Health, ORS/AARI

Immunization to improve.

Statewise estimates of Birth Rate and IMR is given for the terminal year of Teath Plan

period.

«c.  Infertility is to be given due consideration since it is a very sedous social problem for

about 10% of all couples. A provision for management of infertility atleast &t District Centres

essential and a beginning should be made in the Tenth Plan. ©




CHAPTER -6

Terms of reference- Keeping in view the current Mortality, Fertility and Couple
Protection Rate prevailing at present in different States to suggest fixation of
largets state wise for couple protection | rates, immunization/ anteratal,

intrapartum neonatal and child health services:

h.

The Ninth Plan initiatives have been in the dlrectxon of providing Reproducnve and Child
Health services at peripheral level and to undertake rmcro planning with the provision of demand
driven for high quality maternal and child care serv1ces This Plan was specxﬁcally diverted to
bridge the gap in essential infrastructure, manpower, through a flexible approach to improve the
operational efficiency. The Reproductive and Child Health Project, which coincides with the
Ninth Plan peribd have also taken up the strategies to fill in the gaps in the inﬁﬁstructure

involvement of the Panchayat Raj institutions and voluntary private and un-organised sectors in

the family welfare services.

Ld

Couple Protection Rate ‘
Couples currently protected under the various methods of the Family Welfare Programme

include, all those who accepted the programme thus for, leaving out those who have dropped out
because of mortality or widowhood and attribution due to aging or discontinuation of the method
in case of IUD and Conventional Contraéeptives. In the case of sterilisation, attrition takes place
.due to death of either spouse‘or the wife attaining the age of 45 years. (Table-IX & Table-X) .
The Ninth Plan initiatives have been in the direction of providing Reproductive and Child
Health services at peripheral level and to undertake micro planning with the provision of demand
driven high quality, maternal and child care services. This Plan was specifically diverted to
bridge the gap in essential infrastructure, manpower, through a flexible approach to improve the
operational efficiency. The Reproductive and Child Health Project, which coincides with the

Ninth Plan period, have also taken up the strategies to fill in the gaps in the irfrastructure,

25



RsaEs s

™

involvement of the Panchayat Raj institutions and voluntary private and un-organised sectorsin

the family welfare services. ’ ¥
The ratio of spacing and permanent method as per the current use by NFHS 1998-99,

and the CPR as reported by the Department of Family Welfare (Table-X to XTI0) are as follows:

NFHS 98-99 (9 : 36)
CPR March 2000 (17 :29)

To a large extent the performance of the familv welfare program depends upon the

effective_functioning of ‘the primary Kealth care facilities. Though the irifréstm&uré for the

i

provision of primary health care exists in all States. it is not functioning optimally. By ensuring

that they function affectively and efficiently. and holding them accountable for performance

against set goals, it will be possible to/ achieve the goals set in the NPP 2000 ihcluding birth rate
) P ]
of 21 and total fertility rate of 2.1 by 2010. ;

Over the last four decades, there has been substantial improvement ia the avaiiabih'ty and
utilization of and access to FW services and a progressive increase in the acceptance of
contraception and couplé protection rates. In the last deuldes, the rise in CPR is less steep but for
the fall in CBR has been steeper and sustained than in the earlier decades. The trend in CPR and
CBR over the last 30 years suggest that over the yeérs, there has been an improvement in the
acceptance of appropriate contracepfion at appropriate time. By the end of March,2000, we had
46% of couple protection rate. ' |

At the current level, the demand of 20% of eligible couples are to be met by spacing or
permanent methods. Assuming the similar ratio of acceptance, 4% of the couples needs to be
provided review of spacing method aﬁd 16% of permanent methods, in addition tc he
acceptance prevailing. Hence the total couples currently protected need to be 13% (modern
methods) by spacing methods and 51% by permanent method. This ratio is used to obtain the
couples - effectively protectéd. Sterilization is the most appropriate method for reducing higher
order of births.

While projecting a minimum level of 30% contributing Terminal methods has been

specified and a minimum level of 10% spacing have been specified. In order to have the
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http:/Mww.maharishtra.gov.inlenglish/gmenUpolicyfi.htrn.
MAHARASHTRA STATE POPULATION POLICY

An Extract

Maharashtra is one of the Progressive States in the country. The State however, has not been
able to control its population as per expectations. The first doubling of the population occurred in
60 years between 1901-1961. The next doubling occurred only in 30 years. The present birth rate
of the State is 22.3 and we rank 5th in the country. The State is declaring its population policy with

an intention to bring down the rate of population growth.

The objectives of this policy are:

(1) Reducing Total Fertility Rate to 2.1 by yéar 2004,

(2) Reducing Birth Rate to 18 by year 2004,
(3) Reducing the Infant Mortality Rate to 25 by year 2004;

(4) Reducing the Neonatal Mortality Rate to 2- by year 2004.

Following schemes will be introduced under this population policy: -

1.. Accepting concept of two child norm as "Small Family Norm";
For obtaining subsidies under various Government sct:emes acceptance of "Small Family

..
Norm" would be considered essential.

. In order to propagate the concept of Small Family Norm amongst the Government and semi-
Government employees this cer:dition will be included in the service rule. Schemes such
as House Building Advance, Vehicle Advance and Medical Reimbursement will be
admissible those who limit their family to two children;

_Performance in Family Welfare to be part of assessment of officers at various levels;

. Strict implementation of existing acts and policies such as Child Marriage Act, Prenatal Sex
Determination Act, Birth and Death Registration Act etc.;

. Organisation of Family Welfare Camps with the financial assistance from Cooperative
Societies, Sugar factories and other industrial establishments; A

7.. Acceptance of small policy norm as a condition for qualifying for elections to various bodies
cuch as Zilla Parishad, Panchayat Samiti, Corporation, Co-operative Societies etc.;

_Constitution of Mahila Vikas Group under the Chairmanship of Hon. Chief Minister's wife at
State level and under the Chairmanship of Minister or Guardian Minister's wife at District

o o

level,
Enhancing involvement of Panchayat Raj Institutions in implementation and monitoring;

Village Level Scheme based on achievements in various Family Welfare Indicators;

10..
11.. Schemes for motivating the health infrastructure for improving quality of care;

12.. Training of Dais to ensure self delivery practices;
A population council under the Chairmanship of Chief Minister and a Coordination Committee

o
under the Chairmanship of Chief Secretary to monitor the implementation of policy; and,
An incentive of Rs. 10,000/- in the form of fixed deposit for 18 years to Below Poverty Line
couples accepting ferminal method after one or two daughters (with no male child) (if two
daughters an amount of Rs.5000/- for each daughter). This daughter(s) will e aiven an
additional incentive of Rs.5000/- each as fixed deposit for § years when shc coimpletes her
schooling unto 10th standard and does not get married before compiating the 20 years *f

the age.

14..
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THE NATIONAL POPULATION POLICY:
PROBLEMS AND POSSIBILITIES

By Imrana Qadeer

The National Population Policy (NPP) announced by the government indicates
that, at least on paper, the oscillation between a coercive and a voluntary approach has
been settled in favour of the latter. The document unambiguously states that it strives for a
welfare strategy that is voluntary, target-free, and integrated with key components of the
welfare sector. It also states that the “overriding objective of economic and social
development is to improve the quality of lives that people lead, to enhance their well-
being, and to provide them with opportunities and chowes to become productive assets in

society”.

Looking at past population policy guidelines, the present policy appears to be a

step forward. The policy makers have arrived at this public position only after-repeated
failures of earlier strategies, and not necessarily because of their enlightened collective
assertion. It is therefore problematic as it comes at a point of time when the very
components with which the strategy is to be integrated are being dismantled by rapidly
receding State initiatives.

The population policy fixes a goal of population stabilisation by 2045. It envisages that
population replacement levels will be achieved by 2010. To achieve these goals a range of
objectives have been set up. These include:

B effective coverage with reproductive and child care services to reduce infant mortality
rates, maternal mortality rates, and total fertility rates;

education up to secondary level,

delay in age of marriage;

registration of vital statistics;

control of communicable diseases, with a special focus on AIDS; and

a commitment to convergence of social sector programmes.

. To achieve these objectives a set of twelve strategies is spelt out. Many of these are a |
continuation of previously accepted strategies. Such as decentralised planning for
reproductive and child health (RCH), education up to 14 years of age, convergence of |

welfare services, empowerment of women, insuring child health, providing for the unmet

[.

need for family welfare and for the basic needs of the under-served. Special needs of |

adolescents and men, use of diverse health care providers (NGOs and private sector),

mainstreaming Indian system of medicine, strengthening contraceptive research, effective "

information education and communication strategies, and providing for the older
population are also not new. Notable among the new steps is the proposal to revive the
system of licensed medical practitioners to fill in the gaps in clinical care and to converge




services at the village level. While these are welcome strategies, their content leaves much
to be desired.

The policy document raises two sets of questions. Firstly, how consistent is the
content of the policy document with its overall perspective? Secondly, how will the
challenge of convergence (of the welfare sectors) be interpreted by the States, which will
actually be implementing the policy? This paper attempts to explore these questions. It is
our belief that if the inherent contradictions within the NPP and the potential of coercion
in the implementation of this policy are not corrected right at the beginning, and strict
guidelines not provided, the policy will fail to realise its potential.

INTERNAL IN CONSISTENCY OF THE POPULATION POLICY

There are some very obvious inconsistencies in the NPP, which need to be
addressed if the policy has to acquire a positive edge. Some key areas for consideration lie
in the dissonance between the NPP's welfarist approach and the reality of the government's
disinvestment plans, between primary health and reproductive health, between
convergence of welfare services and the available structures, and between voluntarism and
coercion.

Conflicting Population and Development Policies: |

If the population policy's expressed concern for quality of life and well being is
genuine, then structural issues cannot be under-emphasised, even when it is accepted that
population number is an important factor in development. The NPP document, however,
neither talks of land reforms or strategies for employment generation and food security
systems, nor of ensuring the celebrated ‘safety net’. But it does reiterate that, “stable
population is an essential requirement for promoting sustainable development with more
equitable distribution”, thus making it a one-way process. It warns, “if current trends
continue” India's population may overtake China's by 2045! And it adds that, “at the

current growth rate, the additions ‘neutralise’ efforts to conserve resources and

environment!”

These demographic fears are not new. They reflect a mind-set rather than a real

new threat - a mind set that is unable to accept the complexity of the problem and that -

must hide behind these linear projections. In India, for example, despite the perpetual
failure of the family planning programme for population control, birth rates have steadily
fallen over the 20th century (1). Interestingly enough, in 50 years of planning, the
programme targets have never been achieved at the end of a Plan period (except during
the Emergency!). As things stand, there is nothing different as far as the present

projections go. But over the later half of the 90s, the rate of decline of infant mortality rate |

(IMR) has slowed down and, over 1996-98, the Sample Registration Scheme shows its
reversal in at least eight major States (2). Thus, the not-so-improbable danger that
population growth rate may come down, but because of the added factor of rising
mortality rather than declining fertility rates, has not been taken note of by the NPP.

|
l
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|
|
|
[
|
|
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The above trends, along with the increasing pressure on land, ensuing migration,
and the unmet need for contraception, indicate that, instead of using hypothetical
situations to justify the so called ‘dangers’ inherent in India's demographic status, there is
an urgent need to look at the processes behind demographic shifts. By blaming future
population growth for the “neutralisation of efforts to conserve the resource endowment
and environment”, the policy, at best, protects processes such as liberalisation and
Structural Adjustment that ensure a kind of development which sustains only certain
sections at the cost of others. The NPP. yet again refuses to accept that population

stabilisation requires efforts to create well-being, which is a necessary prerequisite of, or .

an instrument for, population stabilisation, rather than the exercise of demographic goal
fixing! .

Just the issue of utilisation of natural resources shows that it is the international
market-oriented model of development and its strategies that cause mindless destruction
and waste and certainly not population numbers, even when they are increasing. For
example, the pattern of industrial growth is characterised by large-scale closure,
privatisation, and displacement of workers, in a way that the worsening employment
situation affects their well-being (3). Despite adequate growth rates, poverty levels have
not changed much. Rural poverty, in particular, shows stagnation over the 90s (4). There
is also evidence of severe destruction of life and livelihood. In Andhra, 300 cotton
growers committed suicide, as they could not sustain their livelihood within the shifting
policies that generated a systemic crisis (5). At the Narmada Dam site, the so-called
development created death traps of malaria and human displacement (6), which have

“become key contributions of development projects in independent India (7). These
projects are meant to “adjust” Third World economies to suit the hi-tech markets and for
the promotion of distorted development.

Even when we look at those above the poverty, there is sufficient evidence to
show that majority of them are negatively affected by the ongoing social and economic
processes. For examples in late 90s, total employment has declined - especially among the
literate and the educated - who seek employment other than manual (8). Similarly, the
contraction of the unorganised sector in the late 90s has pushed a large number of rural
people into relatively low productivity areas. Added to this is the shrinking social sector
that reduces employment opportunities (9), and makes services inaccessible as private
sector hikes prices of health, education and other necessities.

These examples illustrate that the conflict is not simply between the “population
added” across classes and the resources generated by those classes, but between sections
of population with respect to control over resources, irrespective of the population added.
The issue is more of livelihoods for the poor, and their basic rights to survival with dignity,
against the rights of other classes to further enrich themselves. The inability of the NPP to
focus on the broader linkages is also reflected in its narrow approach to under- nutrition.
It clings to Integrated Child Development Services (ICDS) alone and to distribution of
micro-nutrients when studics in the past have shown the inadequate coverage and the




inability of the feeding programmes to impact nutritional status of the population (10).
These programmes were actually short-term strategies, initiated in the 60s and 70s to
tackle a crisis situation. The assumption was that with long term planning, these would
become redundant. : '

As it is now, the NPP does not mention any concern either about the failures of the
Public Distribution System (PDS), nor of the process of commercialisation of agriculture
that is undermining the food security system (11). Employment opportunities for the
unemployed, ensuring minimum wages, public distribution system for food grains and
electrification are not important issues for the NPP. By avoiding a review of the nature of
the developmental process that burdens the weak and forces them to wait for relief, and
not defining concrete shifts in structure for the benefit of the marginalised, the NPP
creates a myth of perfect choices and opportunities. This fits the demographic
requirements of the globalisation process that demands the profitable use of hi-tech, Put
not of human labour. '

Conflicting RCH and Primary Health Care Policies

While the NPP proposes an integrated approach to basic health care, it in fact
reduces basic health to RCH. This is at the cost of general health care, especially for
women. In the absence of an explicit health policy, the NPP sends a clear message about
the priority being placed on population control as against Primary Health Care (PHC). The
previous health policy, that had committed itself to achieving PHC by 2000 AD, has not
merited even a reference in the NPP document. It talks only of “primary level care”. The
supportive secondary and tertiary care essential for PHC is ignored, as is the notion of '
comprehensive development of communities. The result is that Primary Health Centres
and Sub-Centres have been totally identified with the Family Welfare Programme in the
NPP. This will only further alienate people from the peripheral institutions. ‘
|

The NPP, instead of strengthening PHC, appears to initiate a quiet process of l
appropriation of the basic infrastructure for RCH, while simultaneéously condemning the |
existing infrastructure for lacking ‘supervision’ and ‘motivation’ and for being limited and |

A

over burdened! The policy, in fact, goes out of its way to declare that the last 50 years | ,

have demonstrated “the unsuitability of these yardsticks” for assessing health care ‘
infrastructure, particularly for remote, inaccessible, or sparsely populated regions.
According to the NPP we need to promote, “a more flexible approach, by extending basic
RCH care through mobile clinics and counselling services”. In other words, experiments
such as mobile clinics that were proven to be costly and a failure in the 70s (12) are being
revived at the cost of that very infrastructure that needs resources for its rejuvenation.
There is not a word to explain why RCH cannot remain a component of PHC and why the
available infrastructure (among the best in South Asia) cannot provide comprehensive
PHC (i.e. including RCH), fully supported by secondary and tertiary level care.

There is much talk of “partnerships” and mobilising a variety of service providers
to overcome the need for infrastructure. However, what would be the State's share of

/7
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responsibility in the areas identified and how much would the partners contribute, remain
any one’s guess. The “partners” seem to be free to bargain with the government on this
issue. At the same time, with cuts in subsidies and plans to privatise welfare sector
services, the access of those who need the services most will necessarily be marginalised
further.

While the NPP emphasises quality of RCH care, it also proposes, “elimination of
the current cumbersome procedures for registration of abortion clinics”! This is counter to
all notions of strengthening and enforcing mechanisms for standardised services.
Registration is a means to assess the adequacy of the institutional infrastructure and its
quality. Any dilution of conditions for registration will have a direct effect on the quality
of services provided by institutions. Laxity in registration will ensure only profiteering by
unscrupulous providers and not add to expansion of effective services in the real sense.

As a part of its integrated strategy, NPP does mention control of communicable
diseases but does not comment on their vertical structures, their inefficiency and
inappropriateness (13). With their exclusive single purpose workers, who travel to the
same places and multiply travel costs as well as waste people's time by increasing the
number of visits per family, the present vertical programmes enhance inefficiency. This
was recognised by the government itself in early 1970s when the Ministry of Health and
Family Welfare introduced the concept of multipurpose workers (14).

The NPP’s exclusive focus on AIDS control programme is due to the perception
of a shared interest in promoting condoms and treating reproductive tract infections and
sexually transmitted diseases. The policy does not recognise the dangers of poor
infrastructure for PHC that makes the population vulnerable to contacting AIDS through
the use of inadequate facilities such as unsterilised syringes. The programme records 24%
of the AIDS cases come from among professional blood donors, drug users, recipients of
blood transfusion and others (15), which are indicative of laxity of services. Yet, there is
no accurate assessment of the implications of the inadequacy of the PHC services for
AIDS. It is evident that improving the quality of PHC (including blood banks) will
contribute to AIDS control. An aid amount of Rs. 1425 crores from the international
funders for the second phase of the programme seems only to enhance its vertical nature
(16). The NPP ignores the social situation that was conducive to the spread of AIDS. As a
result people remain victims of their conditions, as well as of the very system of health
care that was to protect them.

This deliberate undermining of PHC services and the NPP's linear approach to
RCH is damaging to the cause of reproductive health itself. The problems of matemity and
infant health are the outcome of a continuum of ill health for women. Over 40% of deaths
among girls under 14 years of age are caused by communicable disease (17), and anaemia
and malnutrition are prevalent in about 60-70% of the women (18). Therefore, no amount
of reproductive health services alone can be effective. The reproductive system is a part of
the body and a sick woman can hardly sustain a healthy reproductive system. It is well
known that a significant part of maternal mortality is due to sickness. Any isolated




approach to RCH can, therefore, only be self-defeating. Thus, it is very significant that the
NPP rejects the positive ideas evolved by an earlier draft that had called for “a
restructuring of the ministry”, in a manner that its two departments are actually merged,
and vertical programmes are integrated into the general health services (19).

Conflicts Between Conceptual and Structural Needs of Convergence

Just like the professed policy for integration of RCH, the stated strategies for
converging welfare services to strengthen RCH are vague, weak, and ill defined. 1t is also
not clear that, if the prescribed services (such as primary and secondary education,
housing, drinking water etc.) are to be provided to the needy, then how are the respective
departments going to define their tasks and restructure themselves so as to be able to
deliver these services. A policy of inter-sectoral convergence can be successful only when
the ministries have clear guidelines and mechanisms for delivery of the required services.
These guidelines are missing in the NPP. In which case simply putting bureaucrats from
the concerned ministries on to the Population Commission may not help. These services
can be supportive of RCH only when they are operative in the field and cover both the
rural and urban poor. For this the respective departments need to undertake very clear-cut -
financial and structural reforms.

By adding a hundred member National Population Commission to oversee the
implementation, the policy does not actually set up an efficient mechanism for
implementation of pclicies. The Commission's members are from different walks of life.
They may be imbued with excellence in their own area of expertise but they are bound to
have varying competencies in assessing issues of implementation of the NPP. These issues
range from technological, administrative, financial, organisational, to social and ethica}
ones. At best the Commission can work towards evolving a consensus on issues. To
oversee implementation a more cohesive group will be required, with clearly set evaluation
mechanisms and working on a continuous basis. The policy does not visualise any such
rigorous mechanism. It neither sets up an internal assessment mechanism within the
Ministry, nor an independent external monitoring mechanism through the Planning
Commission. In the past the Planning Commission has provided excellent monitoring
services for the family welfare programme (20). But the NPP only proposes to use the
Planning Commission as a co-ordinating unit.

The reasons for the absence of rigorous mechanisms are not difficult to identify.
The health sector has to finction as a sop to get soft loans and international aid to keep up
the trickle of foreign currency to correct the balance of payments! As a result, the tags
attached to developmental programmes have to be accepted. Consequently, the distortions
in the welfare sector have to be ignored rather than remedied. It is not surprising then that,
despite so much emphasis on Panchayati Raj, both the devolution of power and
disbursement of funds remain inadequate.

It is apparent that plans evolved by international funding agencies like the World
Bank cannot be over-ruled, despite all the wisdom buried in the shelves of the Ministry of
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Health and Family Welfare and government institutions. The- forgotten report of the

Planning Commission's Working Group on Population (21), and the ICMR-ICSSR Report

on PHC (22), reflected the official understanding of population stabilisation as a function
of well-being. PHC for the underprivileged was seen as much more than simple mid-way
correctives in the delivery system. And, for all this, major restructuring was envisaged.
Today, all that has become a thing of the past. The NPP, on the face of it, appears to be
striving for a broad comprehensive approach, but is actually trapped in the demographic
compulsions of the prevailing economic policy. A policy that reduces, rather than
increases, investments in the welfare sector (except for population control) and forces
restructuring to promote markets for the planned benefit of a handful.

The lack of legal structures to support the policy is yet another aspect of the
conflict between strategies and structures. The NPP’s treatment of women’s
empowerment reveals not only a lack of sensitivity towards the issue but also a poor
understanding of it. For example, empowerment is to improve “nutrition related
capabilities that become crucial to a woman’s well being, and through her, to the well-
being of children”. How this empowerment will happen is not clear except that Panchayats
are expected to provide them employment. In the absence of resources within the
Panchayats, this remains a hypothetical proposition. Only one thing is clear: according to

"NPP, women's health and nutrition problems can be largely prevented or mitigated

through “low cost interventions designed for low income settings”. Thus, while one is not
sure of their empowerment, women’s destiny to stay in “low income groups” is assured.

Except for extending the legal freeze on the 42nd Amendment to 2026 AD, so that
the states may “fearlessly and effectively pursue the agenda of population stabilisation”, no
other legal provision is offered that might be supportive of women. The legislative
requirements for “ensuring women’s right to information, property rights, political
participation, and safety etc. all are missing. Women’s empowerment is thus seen as a
programmatic intervention from above that promotes fertility control rather than creates
enabling conditions for them.

Conflict of Voluntary Acceptance and Coercion

The NPP courageously rejects force and coercion. It is therefore critical that the
same does not re-enter the programme through the back door of motivational strategies.
This is imminent in three steps being included in the policy proposals. There is a proposal
to start national health insurance coverage for hospitalisation costs for children below 5
years of age. It is however linked to acceptance of terminal methods of contraception and
small family norm by the family. The policy thus proposes to deny help to a child for the
acts of its parents! Should a NPP working towards well being do so, when that child
invariably will be a little girl who is dispensable in families waiting for the arrival of a son?

The second proposal is for those below the poverty line. A health insurance
scheme, again for hospitalisation not exceeding Rs. 5000, and again linked to acceptance
of the two-child norm. The spouse accepting sterilisation is also given a personal accident



insurance cover. Shouldn’t those below the poverty line be given assured services and
better coverage without arm-twisting, so that well being induces acceptance of a small
family and population stability, rather than denying basic amenities? The third proposal is
to honour and award the Panchayats and Zila Parishad for successful performance on the
basis of services provided, excluding sterilisation and harmful contraceptives. However,
such incentives may induce pressure for achievement and we have the expenence to
foresee which section will bear the brunt of this pressure.

The NPP lacks trust in the people. It assumes that they do not think of their
welfare and hence a certain amount of pressure and conditional incentive are required.
This is dangerous because the limits of these pressures are very ill defined. Perhaps this
attitude is born out of the knowledge that, in the present policy for overall development,
there is no scope for well being of the poor. They have to bear the burden of the
Structural Adjustment Policies and hence must be coerced, coaxed and pushed; not
through well-being and expanding opportunities, but through pressure and coercion.

Interestingly, the lack of trust in people is not limited to the common people alone
- it extends beyond. The NPP proposes to set up two technology missions outside the
purview of the existing national research institutions. One of these is for neonatal care and
the other for the assessment of new contraceptlves While the first is to be composed of
Indian obstetricians and paediatricians, and is called the National Technical Comrmttee
the second is called the Technology Mission and will have international experts on it!
Thus, in the name of high-powered commissions the NPP brings in international interest
groups on national planning commissions. This Technology Mission will be within the
department of Family Welfare itself and will work towards the incorporation of “advances
in contraceptive technologies”. This is an extremely retrogressive step. It undermines our
own scientific community that has worked with diligence within research institutions like
ICMR, and saved the programme from incorporating harmful contraceptives such as
Depo-Provera and Quinacrine pellets. All of these were proven to be damaging to women
in India and elsewhere (23,24,25), but were being pushed by corporate experts. It also
unnecessarily duplicates institutions while there is resource scarcity.

The case of Quinacrine is particularly alarming, where ethical concerns have
collapsed altogether. Despite WHO’s advice to stop all trials, unscrupulous doctors have -
taking advantage of weak control systems and free market mechanisms - promoted the use
of this unapproved contraceptive among unsuspecting women. This drug has not even
cleared the required stages of testing necessary before a human trial and yet First World
academic journals have chosen to publish the unethical human trials on Third World
women as scientific research (26).

We therefore need to ask, why do we need foreign experts in our National
- Technology Missions? What role did the foreign experts play in the past; be it the Family
Welfare Programme, the National Malaria Programme, the Tuberculosis Control
Programme or the AIDS Control Programme? In the Family Welfare Programme they
advised to keep maternity and child health services out of the scope of the programme, as




the poor state of health of women and children would exhaust all resources (27). India
was pushed into accepting a National Malaria Eradication Programme without any
preparatory phase, a necessary component of the programme design (28), and paid, a
heavy price for it when hit by resurgence of the disease. Similarly, Directly Observed
Treatment Schedule (DOTS) has been thrust on the Tuberculosis Control Programme
against the advice of national experts who had clearly outlined a more economic and
context specific alternative strategy (29). “Experts” have also made projections of AIDS
for India that promoted panic and ignored the specificity of the Indian population. They
ARE also shifting attention towards treatment OF AIDS without at all considering the
problem of its control (30). Without a rational strategy for control, AIDS becomes yet
another means for expansion of foreign markets in technology and dependence of the
Third World. What role are the technical experts in the mission going to play now and .
whose interest will they represent?

Hints of vested interests are visible in the pressure on the Third World to do away
with stringent safety guidelines in research and take up more of the so-called “essential
research”. This research will be funded by international agencies but will be conducted in
the Third World for the benefit of humanity (31). There is a view that life is cheap in the
Third World, hence it can be used as a dumping ground (32). The increasing use of Third
World populations as cheap human material for experimenting with new technologies (33)
are indications of a trend. It is, therefore, extremely critical to understand who provides
the technical expertise and for whose benefit.

PROBLEMS OF IMPLEMENTATION

The implications of these contradictions are evident in the State Population Policy
documents circulated by Uttar Pradesh and Madhya Pradesh. Both these states join
Maharashtra, Haryana and Rajasthan in enacting laws that debar people from elections to
the local bodies (but not to Parliament!). The thrust of their Population Policy is fertility
control through the RCH approach. The two policies barely articulate their broader
developmental strategies. Also, little is said about enhancing opportunities, capabilities, or
convergence of inter-sectoral development.

Uttar Pradesh (34) for example, proposes to:

(1) Refuse government services to those who marry before the legal age of marriage.

(i) Sterilisation will continue to play a critical role in its strategy.

(ii)  Hold sterilisation and RCH camps! It does mention “periodic reviews” and
“follow ups” to diffuse the damaging image the word “camps” elicits (35). At the
same time, it confesses that camps are not the best way to provide high quality
services on a regular basis. Yet it hopes to “improve access to and quality of
services’”. -

@iv) Performance appraisal of medical officers will be based on their “contribution to
meeting RCH needs”! This means that if they do not perform other duties it does
not matter!
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v) People will be “encouraged to utilise services of the private institutions” at all
levels of the district. These will be identified by the State and given support both-

in terms of equipment and resources. This not only means that the tax payer's

money is diverted into the private sector, but also that those 36% people who are
below the poverty line (36) may not get any secondary or tertiary level care even
for RCH.

(vi) Train its workers & upgrade their skills and knowledge in modem research with
newer technologies. However, there is not a word of caution about the use of |
contraceptives that are not suitable for Indian conditions. In fact, the State
proposes to incorporate material on injectable contraceptives in its training and |

hopes to conduct operations research to assess the possibility of introducing

injectables and other new technologies in family planning services. It needs to be }
pointed out that operations research helps optimise a system. The choice of

technology should depend upon epidemiological studies. The fact that the

Ministry has not included injectable contraceptives in the National Family Welfare |

Programme, and epidemiological studies have shown that they are inappropriate,
is totally ignored (37).

(vii)  Despite the fact that the Centre has created a special fund for population
stabilisation and the NPP considers RCH a basic service, Uttar Pradesh proposes
to introduce user fee even for RCH. This is proposed despite the evidence that
user fee excludes the poorest from services (38).

The State of Madhya Pradesh (39), chooses education and Panchayati Raj as its
main social sector programmes that will support its population stabilisation strategy. The
rest of the welfare sector does not enter the debate nor does the document state the share
of resources to be provided for the Panchayats for the social sector programmes. Along
with these, the policy proposes that: ,

(1) Persons having more than two children after January 26th, 2001 would not be
eligible for contesting elections to Panchayats, local bodies, or co-operatives in the

State.

(ii) Legal age of marriage will be made a criterion for employment.

Thus, on the one hand there is talk of empowering women, and on the other hand
policies like the above negatively affect women. The majority of women are hardly in a
position to either decide the age at which they are married or the number of children they
bear. If these State policies are any indication of future possibilities, then it is clear that
coercion is there to stay. Child marriage, for which the social and economic conditions of
parents are responsible, will further deprive an already hopeless youth (especially girls)
from seeking opportunities.

In addition to these two States, the Maharashtra government is reported to have

put up a most draconian bill for the approval of the Governor. It not only refuses families
with more than two children all welfare facilities (housing, land for housing or agriculture,
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free studentship, loans etc.), but also denies the third child rationed food grains and even
health care for the mother and the infant! Even the poorest are not spared the wrath of this
policy (40) and the Minister of Food and Civil Supplies is reported to have justified the
decision as being “in the national interest” (41).

Thus we see that, in the interpretation of the national policy, the States reflect a
single-minded pursuit of the demographic goal. Whatever was left of the public sector
health services is going to be fully appropriated and peripheral health institutions will be
transformed into RCH service outlets. As a result, the workers may not have time for the
rest of the services for which they were earlier responsible. The poor will be further
marginalised and sucked into the vortex of a free market for health care being formally
promoted by the States by providing space and formal financial assistance to the private
sector. What then, is different about this NPP except its liberal camouflage?

It is evident that the NPP yet again falls short of striking a balance between well
being, through increased human productivity, and population numbers. The latter by itself
makes little sense unless seen in terms of integration into or alienation from the economic
and social processes. The NPP, unfortunately, is too preoccupied with demographic
targets to provide that balance. The States have taken their cue and are going to alienate a
big chunk of the population from the mainstream socio-economic process, labeling them
as undesirable and an obstruction to development. We seem to be losing sight of the fact
that the level of poverty in the country is stagnating. Even those who are above the
poverty line are increasingly facing greater insecurities due to shrinking employment
opportunities, under employment and a failing service sector. The IMR is not only
stagnating but also giving hints of a rise in some of the major States (42). In such a
situation, should demographic achievements of fertility control alone be considered the
need of the hour?
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The role of the Language of Rights in population,

health and development : An exploratory paper

Devaki Jain

The language of rights has always been a problem in
poor unequal countries where instruments to enforce legal
safeguards are muted or blunted by the very poverty and

inequality of the situation. (ref)

But as globalisation strides along - and inequality
hurts harder - almost as hard if not harder than poverty and
deprivation - people are mobilising around rights even in

developing countries.

A recent example of this mobilisation is the newly
formed National Alliance of People’s Movement (NAPM) which is an
alliance of 9 struggle based organisations such as the Azadi
Bachaon Andolan, Himalaya Bachaon Andolan, National Fishworkers
Forum, Bhopal Gad Peedit Mahila Udyog Sangathan, Samajwadi Jan
Parishad, Manav vVahini, Ganga Mukti Andolan, Chilika Bachaon
Andolan and Narmada Bachaon Andolan and number of other movements

are part of this process.




The alliance has drafted a declaration from which 10

quote only their slogan:
" HAMARA BEEJ, HAMARI BHOOMI
HAMARA KHAD, HAMARA PANI"
If I could summarise in a few sentences the position

of the members of this alliance, it is "Bachao us from Badlao",

to quote Medha Patkar who argued at the Jaipur Conference od;

Women Studies that everything is being advocated in the name of
Badlao - transformation, change. But all these changes are
damaging lives and livelihoods and an increasing number of
groups, formations are asking for Bachao, save us, from this
transformation. She went further to say that it has become 8O
pad, the pressure of this new type of transformation that "we
just want to pe left where we are left alone even in the misery
of the current situation . The spirit is to say: enough 1is
enough, stop. Say no to development. Object, obstruct it, puli
down the existing structures that are encroaching. Very similar
to feminist responses O global pressures: - 50 years of Bretton

woods is enough and so on.

These responses can pe traced to the gradual reduction
of people’s rights to what was earlier a free public utility '—
namely rivers, oceans, foresﬁs, gracing land etc. These natural
resources are beginning to be contracted for production, for
trade by agencies which are once removed if not many times

removed from the people in these areas, who used to access them.
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This crunch or squeeze to use the language of today is
beginning to hurt deeply enough to be responded to with a
movement for affirming people’s rights to natural resources.
Thus the NAPM itself has moved from a call to support the right
to work, to a call for the right to resources as even prior to

the right to work.

Groups 1like the NAPM have no hesitation in pointing
their finger to the globalisation, liberalisation process as
being responsible for the devastation and taking a unqualified
stand against 1it. They propose to have a march through India
starting from January 25 and ending on March 15, awakening
people’s consciousness toO their total objection, resistance,
dissociation from the macro policy. They propose this as a way

of voter education prior to the elections. (Annex.)

In another area namely the area of violence against
women, which is now at the top of all the agendas, rigﬁts and
their protection has come to be accepted as a necessary condition
for beginning to turn around the terrible situation of women in
India and South Asia. The situation of women in India and South
Asia where the house-hold authority and conventional models of
women’'s roles and behaviour is so deeply embedded that recourse
to. the Language and instrument of right, it is believed, might
provide at least one enabling mechanism for fighting this

millions of battles in millions of homes.




. Another extension of the use of rights initiated
through 73rd and 74th Amendment is the right to participagg; in
political structures. While it is nobody’s claim ‘that Tthis
participation is as wholesome in either its feminist expression
or its consequence of improved gender relations, agency or seX
ratio, the sheer numbers in terms of female visibility in
governance is beginning to be felt in local afeas. According to
those working at the Panchayat Raj level, translating women’s
political presence into a larger right namely the righﬁ to
actually have the information, the skill, the autonomy to take
decision on local development has become a challenge for those
feminist who ar working with these institutions. Again awareness

of laws and how to access them using the language of rights is a

part of the orientation.

Many of the women in local politics talk of their
rights, "hag" to be in larger and larger aces of politics. A

taste of honey. But even though to many including people like

Medha Patkar - entering political parties as they are shaped, as

they are ideologically bound are not palatable nor desirable; the
quest and aspiration is to transform these structure and their
ideology both through flooding them with women - as well as
through greater attention to enhancing the feminist aspects of

leadership.
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And so we come to reproductive rights: The effective

expression of reproductive rights is dependent on a broader

acceptance of the language of rights, in a broader set of areas
1;.. such as mentioned above - the: right to natural resources, the
right to protest, the right to leadership and to information.

i ~ Expanding the concept of reproductive health to include - the

?g o concept of social and economical security for women would bring
%f o us directly to notions of development rights to the rights of the
4

;? ® poor to livelihoods, food and so on.

2? Again ground swell movements in India including - -
Ei * parts of the women’s movements, are adopting this language as it
i

;? Py links them to constitutional and judicial mechanisms which seem
.gl to have more potential to provide justice than the government or
:3 . even civic society - apart from the market of course.

f? : Some of the older institutions such as trade wunions
ﬁ. ) and cooperatives have always used the language of rights. Being
R

representative bodies most of their "procedures" and rules are
based on elections, on voting and therefore on rights of the

members. The reasons these institutions like cooperatives and

——
Lo

trade unions need to be seen with greater interest in the

i landscape of globalisation and liberalisation is not only because

i
i o of their representative nature which engages itself in rights
{ ) -‘T ‘
i S ) (even 1f women are not yet visibly present in the current
i ’ scenario of these institutions) but because in the context of
"T» ‘
e P large corporations, large scale financial institutions coming
Qi 0 into to play in the fields of India, the only possible source of
gﬂ L countervailing power is to build alternative economic
i ) o
e organisations, federate them.
] &
;9
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One such new coalition is the National Centre for

Labour that has emerged in India as a confederation of the
various unions of unorganised workers. A similai move is taking
place in the cooperative sector where the cooperati?e act is
being re-designed to free itself from government control, thereby
bringing greater place for membership rights, and through that
process of liberation from government control and bringing more
representative self-managed process develop into a cooperative

movement which can challenge with corporate movement.

In making this presentation and drawing attention to
this phenomenon of economic institutions, and modes of
resistance, the purpose is to argue that if ideas and actions in
the field of population and health and development have to be
shaken out of their current cruelty, discrimination and assault
on women, the language of rights and the building up of
representative institutions are key instruments, perhaps more key
or more valuable than more research, or more advocacy on policy

or more programmes by government.

Whether it is a notion of research or the notion of

.activism what emerges as one strong phenomenon in South Asia i;
the intense oppression of women and unqualified discrimination
apart from lack of escape routes. It appears like a "no exit"
situation except for some categories who are still a small
proportion. Re-valuing women is critical and would require very
deep disruption of perceptions and a replacement of ‘new’. Such a
transformation may be beyond development and may be only possible

through cultural revolutions as well as psychological
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deschooling of men and society. That job certainly needs to be

done.

Further, in the frame of the theme of this conference,
it ‘is‘necessary to draw out the current preoccupations of the
women’s movement which is in political consciousness, in control
over resources and social arenas through an éntry into the
structures of power, an interest in the process of social and
economic transformation and an interest in poverty. The language
of rights has been found to be ideal in deéling with these

concerns.
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Rough notes/ draft. E EDIT.

Colloguium on n _polic

19-20 October Bmngalore.

Dr. Mohan Rao:

Good to see people frorm various background and we have a very flexible agenda
Our key concerns are @n gender, health and rights issues. The inter-linkages
between them are impmrtant and the social context in which tive new policy
document has to be loated has to be looked at.

When | met Dr. Devaki Jin several months ago, we were looking at the policy
related issues. The new policy document has to be placed in the context of
recent developments likke panchayati raj and other local self-governance

initiatives.

My concerns : To re-emuphasise on the need to have a holistic view and
approach.

Two basic questions: Is this a population policy or a family planning policy?
If it is a population policy, what should be the elements ?

We need to place reproductive health in the context of larger public health issues.

There is a need to look at epidemiological and mortality data as it often gives a

different picture/ signal. Reproductive morbidity is “high. But it is not
epidemiologically correct to delink mortality with morbidity. There is a need to link

mortality and morbidity.

Most of the studies have focussed on ill designed strategies and symptomatic
variables. White discharge is a case. This need NOT be related to reproductive

-issues. We must look at the larger context.

On the absence of reliabde data : We don't have death data since 1990. ( ..please

explain the OH sheet on female deaths in India (1992-93).

Death related to childbirth and pregnancy is only 2.4. This proportion has

" increased between 1982 and 1993, despite all commitments.

Age specific deaths: Communicable diseases double or even triple amongst all
women irresptive of age groups. Deaths due to reproductive reasons are

comparatively minimum.

There has NOT been a drop in ........in India and Indonesia despite the over use of

contraceptives.

We are not concerned about maternal mortality, but family planning.
Maternal mortality hes been increasing from... .to.. .. But the death due
to communicable diseases has changed and is showmg a reverse trend.

Level of hunger is increasing / high in the country. Anaemia is an mdlcator But we

get concerned only when women are pregnant and lactating. But half the
deaths is anaemia induced.

C:\eudora\attach\population pelicy WS - D on 19th october.docCreated on 19/10/00 10:33- 1 -



Reproductive health care is being discussed as a vertical programme despite all
expenence. IMR data is extremely worrying. Still, we have misplaced priorities.
In a recent WS, there was one paper on malaria, one on IMR but 40 on sexuality.

10 states have shown an increase in the IMR rates MOHFW has made a statement
to the supreme court that they are planning to introduce Neten.

Dr. Devaki Jain:
. This is the best time for me to off load my burden on NPP.

The policy is already out, but we need to look at the strategic avenues and
opportunities available to influence its implementation. Any opportunity to link
. policy with practice and influence policy its implementation is a moral responsibility
The initiatives and the ground level realities should be listed.

Some of the key concerns: -
1) Many of us are in different working groups. We need to co-ordinate

between ourselves.
2) Our role in state level commissions may be defined and strengthened.

Thelma and me managed to name it as a policy for population..... and social
development. |, Thelma and Geetha sen are members (edit)
3) Thelma and Dr. Sudershan are part of the National commission/ Working
group (?) So they could bring in their experience to the state. '
4) Investement in cocial sector is low and it is not ok.
¢
¢ 5 things that bother me:
a. To meet the assault on rights — rights perspective is missing in the

NPP.
b. Conditionalities of the 2 child -norms should be resisted and rejected.

. Lobbying and advocacy is needed to block the private member

bill that aims for restrictive practices.

c. Delivery and availability of health services. 4 stake holders in
Karnataka- the govt, academicians, demographers and
--oeee..e....CaN we wrok on the details that will help.

d. We had documents in the past. How do we build public opinion is

the challenge. We need to work on a policy.

Narmada — The need to make alliances and the need to extent

solidarity on the rights issues.
f. Private member bill: If this group can come up with guidelines

and strategies, we may be able to block the bill.

interest generated within NHRC, RBI, MOHFW: My meeting with Justice Verma of
NHRC....This is a rights issue. NHRC may join hands with us for the delhi
meeting.Health ministry will fund. Bimal Jalan of RBI may fund the Delhi meet.

I thank all of my people-at the foundation, ... ... from UNFPA, etc. etc.

We want to make this as your colloquium.

Let me brief you about the conflict between NPP and MO Health. The
representatives from Health Ministry are coming because they would like to
listen and equip themselves to lobby for a pro-people and humane policy. This
is a good occasion to influence their thinking and understanding. .
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Explained programme for ttoday and tomorrow.

I am NOT a great bekevertthat the government will be the only service delivery
people. The crux is that tiis should transform into a peoples’ movement, like the

Narmada struggle.

Mechanics: | thank thw Gowt. of Karmataka and ... for the hall.

We have invited media tmmorrow. But if you don’t want, we skip that,

Comparison between the: state and central population policies are required to
develop linkages and evean develop a monitoring matrix. TOR for the WG to be

redrafted as it is not uniform and inappropriate.

Padmini:

How do we read the docurment, where do we go from there? What actions evolve
from this? :

Sheela Prasad: Sec of

| got the document just now. But | will focus on the AP state policy, the first state to
come up with a state population policy in 1997. Shared the lessons learnt.

AP has been aggressive arud has come out with reforms of aggressive nature. The
1997 document was based on the recent results in TN. The political commitment in

TN, facilitated the AP policy.

Women'’s health is talked in @ big way. The girl child is the main focus and not
adults. Women and children are the key factors .......The other pressures used
as justification was pressare on land, agriculture etc But the there is no

reference about how this will be dealt with this.

In last March, there was a target of 20,000 sterilisation. Groups Against Targeted
Sterilisation stepped up a campaign. But even the media didn't interpret the way in
which we wanted it to do. Then the WB asked the question how could the gowt.
pressurise and ........ incentye and target oriented sterilisation in the post Cairo
situation. WB was forced to back track. WB made clear that they were NOT keen
on targeted oriented camps. The CM said that the women were coming on their own.
But this year nothing of that sort has happened, by design or by default.

Donna: | work on domestic tssues.

Ravi:

CEHAT Co-ordinator, into research on health issues of women, finance etc.
We have a perspective on population policy.

Demographic targets are a concern. It is good to reduce IMR, but it is done in the
context of demographic issues. This needs to be confronted. National policy is
more progressive, compared with the Maharashtra state policy. There was lot of
involvement of NGOs, grassroots etc. in the national policy formulation. But the state
policies are more blunt- UP , AP and Rajasthan is a good indication. In all these
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Why there is a women oriented

-G .

3 states, an American consultancy group, FUTURES has bagged the contract. The
group is an US based consultancy group. ;

We are worried about the common elements, mostly on the nature of incentive
elements this consultancy group has been able to place as a policy. The
element of cohersion is coming back. After emergency, cohersion have moved
away. But it is coming back, in a more subtie way. So the rights perspective becomes

more important.
We need to look at why we have separate family planning and population

policies and why it is not based in the larger context of primary health care.

Padma Prakash:

This document is a beautiful patchwork. It is frustrating because it is an extreme note.
Impoverishment is central issue, but this document doesn’t deal with it. We
must be concerned why there is no mention about the nutritional programmes . On
the one hand, impoverish people through big dams and impoverish through other

means and then talk about a population policy that misses the realities.

pop policies. This would target women and it puts the

burden and responsibility on women. If it is health or nutrition policy we can

understand. But not this. -
Fathima Ali Khan from Osmania University:

This doesn't look like a pop but family planning policy. The language is right, but
never gets translated. :

Targetting women again are the model. Story of the women that sums up the need
to empower women and give choices. The case of the fight for the abortion rights.

Rights issues should be our focus.
Eliamma Vijayan:

| am not an expert on policies. Sighted a section that mentions about sustainable
development : In the absence of a sustainable development policies, how would

we achieve long term results by 2045.

Even in Kerala is not an exception. Privatisation and cost is going up for medical
care. Self help groups are formed and this is not sustainable. The self help groups
are asked to takecare of the health needs as well. This is dangerous.

Lija Shibhu, elected member of Panchayat :
I am an advocate, a very new member. | will speak tomorrow.

........from Achutha Menon Centre for health. .. ...

We don't see it as a complete policy. | am a demographer. This policy is biased.

Feasibility of the stabilisation is questionable. Stabilisation is never stable.
Stabilisation process can never be a reality. This could be a statistical wonder. It may
be noted here that if we look at only statistical indicators , Kerala may NOT
need a policy because the it is already below the stability fevel. '
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But if we focus on the ngihts issues, the population policy doesn’t reflect the
individual rights. Ttws amesn't mention anything about the individual needs. We
should go back to the ngints perspective. This is a wish list and not a policy in total.

Sangamitra acharys fraim JNU:

Stabilisation is a questionable concept. The policy has been successful in
giving a cosmetic touctto numbers that is away from realities. It is not possible
to have death rates and feertility rates falling in the same pace. The inter linkages
between pop and health: and other holistic issues related to redistribution is
not addressed. Case of AP, Biharand ..., with all the natural resources but the

least development indicatrors.

Rather than making it as a clinic oriented (case of surgeons), can we involve
other needs including psycho social issues.

Thelma Narayan:

(1) We need to look at asssumptions like why we need a pop policy ? The
assumption that if we cut #1e numbers, we make the world better is wrong.

(2) Can we look at the policy as a process that evolved over a period of time and its
dynamics..

(3) The context in which thes doc has been deve!oped. The influence of agencies
(external and internal) on this process and the final doc. The lobbying has not

been adequate.

The pressure of the WB and others to stress on family planning. But the cost of the
‘women’s rights and choice:s “ needs to be questioned.

Some of the practices in the form of camps must be resisted. We have stopped
many basic/ survival programmes like ANM training and distribution of folic
acid etc. It is in this contexd we need to look at the aggressive way in which the pop

policy is pushed.

Gender equity:

In the absence of birth registration, we rely on unreliable data and thus improper
policies. We must insist on data collectior.

Sudershan:

I share the same concerns as Thelma. The positive thing was that PM was there
from 10 to 5.

My main concern is whether we will be able to implement at least 10 % of the
doc.

Karnataka Task force has the responsibility to make concrete
recommendations and monitor the implementation. The system is bad, but some

improvement is in the pipeline. Decentralised demographic calculation is what is
happening. Non availability of iron folic acids for ordinary anaemic patients is

worrisome. |t is available only for pregnant women.
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| am against the pop policy if it is away from the health policy. | think ‘that
implementation is the key issues. The issue issue and policy needs better inter

sectoral co-ordinstion.

Prakash Rao: DAF

Role of drugs in national pop policy. It is a distorted view to think that

contraceptives will help to bring down the numbers We have taken it for granted that
drugs will help. Use of drugs is in a sorry state. Western drugs, sold over the counter,
can create problems. There is a very ambiguous statement on use of drugs. With
the issue of patents in place, the situation becomes more complicated as it may allow.

a free entry.

Ina Sen , UNFPA:

The historical context is important. Birth control is missing and this is a positive
element. The gender is not taken as such, but is integrated. There is a progress
here, even on decentralisation. It has NOT come out !oudly on the issue of
cohersion. It should have been more vocal. If there was more dialogue, some of the

controversial things in the draft would NOT have found its way.

Out side (and govt level) action is required in state level policy formulation. It is
good that people from different backgrounds and ideologies are there in the working

groups.

State actions afe not consistent with policies. Some of the state policy documents
are good, but not when it gets implemented when they close political
participation. CMs may have to listen to grassroots. A strategy to amplify the

voices of the grass roots is required.

Documentation has {o come in about the field experience. Earlier the cohersion was
based on family planning. Now it is based on fertility. We move from pressures on

contraceptives to the fertility issue itself.

Role of donors- USAID has said that they don't like what Maharashtra does. No
agency is a monolith. They have said that the trend is worrying.

We must try to use the existing windows of opportunities and develop
indicators and monitoring systems. | am a believer in indicators and monitoring

systems.

It may be a good idea to suggest to the working group what could be the indicators
and monitoring systems/ indicators.

Looking at a transition from where we were 10 years ago, this a good step.

Dr. KR Nair:_

| will focus on decentralisation. What is happening in the name of decentralisation ?
What is happening is deconcentration and not really decentralisation. We need
to focus on what is happening to places like PHCs and sub centres who has to

bear the brunt.

In Rajasthan, they are not filling the vacancies and even abolishing male multi
purpose workers. They are not filling the vacancies. This is worrisome.
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The second area s resmarch. Research is required. Historically social research is
done when the programme fails, as a post mortem. What we need is a process
oriented research. Saxial differences are important. | am shocked at the recent
observations in the heatith research sector. It is mostly donor driven. The results

are evident in the langusmge they use.

‘Ashish Sen , VOICES

Media for social change

Does this document tourch the rights issues ? Does rights link with representation.
It is good to talk about wwomen, but if we don't touch the issues related to survival and

livelihood, we miss the moint.

Shyama Narayan :

Jaya :

| am here 1o react on the pop policy. We don't need a pop policy. Constant
reassurances at Cairo and other forums didn’t work. They said doors are
opening. But after 6 years, we are convinced that all the fear is coming back with full
force. | differ with Ina Targets are there. It is there in print. They talk about women'’s
health, empowerment egc. But if you look at the Maharashtra pop policy, it says
that no ration for the third child. It is cohersion. If so, how will the third child

will live.
This is anti poor and not anti poverty. Maharashtra government is planning to
focus on child marmage. but not from their rights but the number issue. There is

nothing on male responsibility. We must stop camp approach as it is violation of
rights. Denying the nght to context in elections (in the context of more than

children).

In Maharashtra the number one reason for women'’s death is accident. Stoves burst
only when young brides turn it on. The Maharashtra govt is moving away from MMR

to IMR. Without bringing down MMR, you can't bring IMR.

Botn National and Maharashtra state poliéy stresses the role and responsibility of
panchayats. It is worrying to note that the funding pattern will be based on the

performance of the panchayats on pop control programmes.

The most disturbing factors of these documents are the underlying philosophy and
language is disturbing. if the state can’t assure the survival, it can’t limit the
number. The national document says “states are persuaded to fearlessly pursue...”.

We can demand consumption policy.

Mira , lISt.

Rights perspective missing. Approach of having Non- negotiables to implement a
policy is questionable. Women have no assurance for survival medicines like for

snake bites or ...etc.

Eg: During a fie!d visit to Raichur, a lady asked me to write a note to so that he could
go for a surgical sterilisation. After the surgery she had to do everything.
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Years later, it was found that she had serious reproductive health probléms - There
are linkages '

Recent initiative of the ISST on conducting panchayats.

Capacity building needs to be looked at......has come down to equipping them
NOT to write the numbers. '

Janaki nair:

Arya Bhat :

- Sample registration system doesn’'t work. Population polucy needs a holistic

approach.
Sabu George:

(Sabu will fill.... )
stressed on female infanticide

3 Panchayat members spoke in Kannada, please fill..........

Last speaker spoke about the imtlatlve to federate elected members. Didn’t get
into the details.

Padmini Swaminathan, MIDS:
My analysis found that increased participation aione ...............

TN govt’s explanations about 4 (symbolic) indicators are in place and so we
are in good shape. Explanatlons were not conclusive and final.

How do we go about sustainable development. Linkage between poverty and
population policy is important. It is more important in the context of increasing
inequality levels. The argument that we are over populated to deal with
development. We are loosing track of the lessons learnt by developed
countries. The nature of economic development has made is extremely difficult
to bring up a child in the west. The working hours have made it extremely difficult
to share the responsibility between parents. Sweden gives three years of leave to
bring up a new born child. We need to look what we can learn and what we need
to be careful from the experiences of these developed countries.

The recent move to develop social development indicators in TN: Concems
raised in the coricept note are:

Exceptionally high MMR

Existence of anaemia, malnutrition
Omissions of men’s role in contraception.
Excess female child malnutrition is appalling.

Structures of governance are not explained and understood. To locate the
implementing and monitoring aspect.
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Post-lunch:
Ravi

Thelma -
Sanjay Kaul: (please pick up the notes from Sabu. | am sorry , | missed this)

No more incentives for sterilisation in Kranataka.

Targets for sterilisatiorr has been given up but not the target for immunisation.

Case of Bijapur

GOl is promoting male Tesponsibility. We need to tap the potential strengths of

TSMs.
We need to involve NGOs as well. If it was not for the financial strengths of these

NGOs, the system woulid have collapsed.

Lot of money is availatsie for AIDS and TB.

IEC needs revamping.

In the health system, treere is lot of resistance to look at things differently. One is
scepticism that if we don't keep targets , number will go up.

Challenge is to develop documentation that will prove that targets alone don't
help.

Ravi: Small family Vs healthy family.

Suman:

Shyama:

| work with IVF clinics.

No govt. clinic gives services. So ordinary people are left out. There is no work being
done to tackle infertility.

The Maharashtra policy will enable structural discrimination against female
embryos. ‘

The negative side of the technology was stressed.
Ravi: On amniocentesis
Sabu:

The recent moves of the task force , let us hope they come with something new.

Mala:
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Complications related to sterilisation and not just the loss of child is why women
move away from sterilisation.

We must be careful when we quote Kerala and TN. In fact, Punjab and Haryana has
better male responsibility in contraception.

Devaki Jain:

Population policy is more to

No stress on individual and social well being.
Use birth control term instead of family planning.

Panchayati Raj and decentralisation is to be looked at.

Critique of Sanjay’s presentation and critique of macro economic policies.

Ina :

3 suggestions

Possibility of recommending one more working group to safe guard cohersion.
If not central, why not in states

For strategic reasons, | oppose the NHRC angle. No decision maker wants a -
right's angle.

¢
On vertical programmes: In Orissa, local level Swasthya committees.

Central-State fund flow patterns.

Target free approach and its impact.
It may be important to move away from the contraceptive targets.

Mohan:

No country has been able to achieve health care without state responsibilities.
Groups like ours we could remind the govt. of its duties.

Lady speaker: Stress on birth data and other statistics. The comment that
Govt. can’t be blamed for the notion that number is the problem, who else is

strengthening this notion.

bservation: By default or by design, there was a single ideology / tone|

throughout discussions barring two exceptions.|
The conceptual clarity exists. It may become easier for the group to move|

forward tomorrow.| :

Ravi:
India has the largest unregulated private sector. In India less than 20 percent comes
from govt. where as in US it is 40 %. | would like to look at this in the context of

primary health care.
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To train a doctor, India spends one million rupees. Despite expansions, 75 % of tﬁé‘f"
students are coming outt from the private sector.

State provided the chamnel for the introduction of modem medicine and then the
private sector enters Ewven in the case of CT scan, this is happening. Our
pharmaceuticals are stirong. 40 % of our products go as exports. We are NOT sure
what will happen after 3 years when the patent regime comes to an end.

Medical insurance ts stiilll small. Private medical insurance companies are going to
come'in a big way

Groups:

Please add who is n wehich groups
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FACT SHEET ON NATIONAL POPULATION POLICY-2000

b)

DEMOGRAPHIC PROFILE OF INDIA

~ Adverse sex ratio- The sex ratio has decreased from 972 in 1901 to 927

females to 1000 males, in 1991.

Inter state disparities- Despite uniform norms for health care, infra
structure and funding substantial differences have emerged between
states in the achievement of basic socio-demographic indices.

Demographic projections in 5 States if present trends continue- From
1991-2016, the increase in numbers is projected to be 410 million.

55% of this increase is taking place in 5 States : Bihar, Rajasthan,
Madhya Pradesh, Uttar Pradesh, and Orissa..

IMR of Indiais 72
MMR of India 1s 437

INTERSECTORAL AGENDA FOR STABILISING POPULATION

. Making reproductive health accessible and affordable.

Increasing the coverage and outreach of primary and secondary
education.

. Extending basic amenities like sanitation, safe drinking water and

housing.
Empowering women with enhanced access to education and emplayment

. Providing roads, transportation and communication.

OBJECTIVE

— o
G [é/u\r/QW e?‘“ 3’
LONG TERM OBJECTIVE

. To bring about population stabilization by 2045 consistent with the

requirements of sustainable economic growth, social development and
environmental protection.

MEDIUM TERM OBJECTIVES

. To bring the total fertility rates to replacement levels country -wide by

2010.
To implement multi-sectoral operational strategies.
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(a)

IMMEDIATE OBJECTIVES

To address the unmet needs of contraception, health infrastructure and
trained health care personnel.

To provide integrated service delivery for basic reproductive and child
health care.

STRATEGIC THEMES-

Decentralised planning and program implementation.

Convergence of service delivery at village levels

Empower women for health and nutrition.

Mainstream Indian systems of medicine.

Upscale information education and communication.

Provide for the older population

Meet the unmet needs for contraception and trained health care
providers.

Facilitate diverse health care providers.

Target under-served population groups.

Include specific good management practices from South East Asia-
Malaysia, Indonesia and Sri Lanka.

ACTION PLAN FOR DIFFERENT GROUPS

WOMEN’S HEALTH AND NUTRITION

“The complex socio-cultural determinants of womens health and nutrition
have cumulative effects over a life time. Impaired health and nutrition is
compounded by earlly or frequent child bearing, serious complications, unsafe
abortions, RTI and STI premature death or disability

Cluster services for women and children at the same place and time.
Lower service delivery costs and positive interactions in health benefits.
Expand the availability of safe abortion care and post abortion
counselling.

Maternity hut in every village

More child care centres in rural areas and urban slums to facilitate
participation in the labor force.

(b) CHILD HEALTH SURVIVAL

“Infaunt mortality is the most sensitive indicator of human development”




A National Technical Committee to review programs and interventions
for reducing infant mortality.

Align program implementation with current advances in perinatology
and neonatology.

Improve capacities at health centres for essential neonatal care,
including the management of childhood illness.

A national health insurance : hospitalisation costs for children below 5
years.

Expand the ICDS program to include children up to age 9, in order to
promote 100% retention up-to primary school.

Sub-groups like street children and chld labourers should get focussed
attention.

(c) URBAN SLUMS

1.

A comprehensive urban health carestrategy and inter-sectoral
coordination with municipal bodies, water, sanitation and housing,
education and nutrition.

A network of health care providers in the urban slums, incusive of para-
medical personnel, retired doctors, NGOs.

(d) TRIBAL COMMUNITIES/ HILL AREA / MIGRANT POPULATIONS

1.

2.

A system of preventive and curative health cares, responding to
seasonal variations in work and income.

Mobile clinics to widen and expand regular coverage/outreach with a
burden of disease approach to provide for their special needs.

(¢) ADOLESCENTS

impact. It reduces the risk of low birth weight amd minimizes neo-natal

“ Improvement in the health status of adolescents has an intergenrational
mortality.”

Provide the package of nutritional services available under ICDS
program.

Ensure access to information, counselling and affordable reproductive
health services.

(f) MALE PARTICIPATION



| Inform, educate and counsel men to plan smal families, support
contraceptives use, arrange skilled care during deliveries, be responsible
fathers and educate the girl child.

(g) HEALTH CARE PROVIDERS

1. Revive the earlier system of licensed medical practioners who could
become eligible for providing clinical services.

7 Involve non-medical fraternity in Counselling and advocacy, in order to
demystify the national family planing effort.

3 Create a national network of voluntary, public, private and non-
government health centres identified by a common logo delivering RCH
services free to any client.

(h) NON-GOVERNEMNT ORGANISATIONS

“Where government interventions or capacities are insufficient: private sector ‘
articipation unviable; focussed service dellivery b NGOs effectivel !

P p ry by y

complements governments efforts.” n

1. NGOs should augment information, education, communication,
motivation, training, Counselling, advocacy, clinical services and
innovative social marketing schemes.

7 NGOs should facilitate efficient service delivery to viollage levels,
increased clinical; outlets and mobile clinics.

3. NGOs should provide efficient service delivery to village levels,
increased clinical outlets and mobile clinics.

4. NGO should pursue and strengthen activities where there are acute
deficiencies in supplies and services.

5 Commence activities in States and pockets with under-served segments
of population.

6. There should be a genuine long-term collaboration between the
government sectors.



FACT SHEET ON RECOMMENDATIONS OF NATIONAL WORKSHOP OF
NGOs HELD ON 28™ June 2000 ON NATIONAL POPULATION POLICY’2000

Participants of the Workshop - 140 NGOs from different parts of the
Country

Chairperson - Dr C.P.Thakur
Co-Chairperson - Prof Rita Verma

Presentations made by
» Tagore Society for Rural Development, Calcutta

» Chetna, Ahmedabad

» SOSVA, Delhi, Punjab, Haryana and Chandigarh
» Adithi, Bihar

» Health WatchTrustee, IIM, Ahmedabad

1. The budget allocation to the MNGOs need to be made flexible so as to accommodate
the difficulties of local terrain and sometimes the widely differing capabilities of the
FNGOs funded by the MNGOs.

2. The financial allocations to the NGO sector must increase and the range of activities
entrusted by the NGO sector must expand beyond the current limited set of activities.

3. The department of Family Welfare should examine whether MNGOs can maintain a
common bank account for the grants received from different departments of the same
Ministry.

4. The limitation of 2 days imposed upon the MNGOs for evaluating 2 FNGOs should
be modified.

5. Mobile clinics should be sanctioned at least to those MNGOs who monitor NGOs in
hilly remote and inaccessible areas.

6. The MNGOs should be allowed to operationalise in direct manner in certain in certain
areas.

7. Districts should be reallocated between MNGOs for better monitoring.

8. Terminal family planning methods should be implemented additionally through
MNGOs that have clinical facilities.

9. MNGOs must observe transparency in financial dealings with the FNGOs.

10. The Ministry must provide copies of the entire schemes and projects run by them that
directly impact the empowerment of women.

11. Wherever reaching the household level is essential, self help groups must be formed
in villages and should be trained in health related activities.

12. Department of family welfare should reconsider the 6 bedded hospital scheme.

13. The services of the already existing health sub-centres, PHC and CHC should be
improved before constructing the new ones. _

14. Public sector organizations should be involved in operationalizing the agenda for
population and development.




FACT SHEET ON RECOMMENDATIONS OF NATIONAL WORKSHOP OF
PROFESSIONAL ASSOCIATIONS AND EXPERTS HELD ON 27™ June 2000
ON NATIONAL POPULATION POLICY’2000

Participants of the Workshop —

e Experts from the Indian Systems of Medicine.
Presidents and delegates from the following all India level professional
organizations

Federation of Obstetrical and Gynecological Societies of India(FOGSI)
Indian Academy of Padiatrics(IAP)

National Neonatology Forum(NNF)

Indian Association of Preventive and Social Medicine(IAPSM)

Indian Medical Association(IMA)

Indian Society of Anesthesiologists(ISA)

Indian Ayurvedic Conference(IAC)

Chairperson - Dr C.P.Thakur

Co-Chairperson - Prof Rita Verma

VVVVVVYVY

l. The current level of government’s direct expenditure on health is too small to permit
a significant improvement in the health status of the Indian people.

2. The gaps and deficiencies in primary and secondary level health care infrastructure
and the delivery systems are the major cause of high IMR and high MMR. Bridging
this gap is essential to fulfill the unmet needs of contraceptive services and basic
health care.

3. Quality and the coverage of routine public health activities should be improved by
providing equipped and trained manpower in hospitals.

4. The staff and official in charge of the operation of health facilities have to be made
accountable.

5. ISM Practitioners, after suitable orientation, should be involved in the basic health
care delivery.

6. Nutritional Support should be provided not only to mothers during pregnancy but also

to adolescent girls and children of the age group of6mths-2yrs. Awareness generation
in this area is also recommended.

7. Crash courses in disciplines like Anesthesia should be introduced so that emergency
obstetric care services become available in referral hospitals and rural hospitals.

8. Supervisory powers with respect to the MTP Act, 1972 should be transferred from the

State to the district.

9. The anganwadi workers in the ICDS program should be trained in the techniques and
management of ARI. They should be allowed to distribute Cotrimoxazole tablets.

10. The members of different Associations should be motivated to provide consultancy
services at the PHC or CHC level in the RCH program.

11. At the block level blood storage facilities have to be made available.

12. Those contraceptives, which have already been tested and found safe and used
elsewhere with considerable success, should be introduced in the country.

13. In States with high Birth Rate and total fertility rate, Centchroman ( once in a week
pill) should be introduced for the uneducated women, who cannot have the oral pill
daily.
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Government of India
National Commission on Population
Yojana Bhavan, Parliament Street
New Delhi-110001
Tel.: 3710061, Fax : 3717681

October 4, 2000-

n the first meeting of the Nationai Commission ,’
king Groups as described in the Order caclosed
ng these Groups, we have tried to take into

consideration options / preferemces given by the Members and their area of specialisation.
Lam glad 10 inform you that youw have been nominated to the Working Group(s) detailed in
¢

e Order enclosed.

The rirst meetnyg ol youa \Working Group(s) is likely to be convened shortly.

With regards,

Ms. Devaki Jain

Singamma Srecnivasan Foundation
“Tharanga™ 10™ Cross,

Raymahal Vilas Extension
Bangalore. '

Yours sincerely, -

| krishna Singh) ‘
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No. N-11011/25/2000-NCP
Government of India

Dutional Commission on Population

Room No.243, Yojana Bhavan,
Sansad Marg, New Delhi - 1.

Dated 4" October, 2000.

e

ORDER

Subject; Working Groups of the National Commissi i

(1)

In pursuance of the decision
Comnuission on Population held on 22™ July, 2000, the following Working Groups.are
¢ 5

taken in the first Meeting of the - National

constituted:

D WORKING GROUP ON STRATEGIES TQ ADDRESS UNMET NEEDS

u)
b)

¢)
d)

Sub-group oo strategies (0 address unmet needs for contraception
Sub-group on stratcgies tc address unmet nceds for maternal and child

health .
Sub-group on strategies to address unmet needs for public health,

drinking water, sanitation and nutrition :
Sub-group on strategies to address unmet needs for empowerment of . .

women and development of children

4) Sub-group ou strategies (o address unme peeds for contraception

1)

)
1)
iv) |

v)
vi)

vii)

— viii)

1X)

Mr. K. Srinivasan, Ex. Health Secretary - Cheirman . s
Members: .

Dr. Nina Puri, President, FPIA
Dr. Saroj Pachauri, Regional Director, South and South East Asia Population

Council

Prof. Sunder Lal, Rohtak Medical College, Indian Association of Preveative and
Social Medicine : _

Shri K. Gopalakrishna, President, JANANI '
Shri Alokendu Chatterjee, President, Federation of Obst. & Gyna. Society of

India, (FOGSI)
Prof. Ranjeet Rai Choudhary, Scientist, National Institute of Immunology -

Dr. D. Takkar, Head of Depariment, Depn. Of Gynaecology, AIIMS,
Rezresentative of Birla Management Corporation Lid’'s Community Initlatives

2t Kurz! Development, Mumbaj.
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x) Representative rrom Hindustan Latex.
xi) Representative of National Commission on Population

31)) Secretary, Family Wellase, Government of Bihar
xiii)  Secretary, Family Weltare, Government of Rajasthan

xiv)  Representative of Depurtment of Family Welfare - Convenor. ‘a"'”"‘:"‘"
. . [I \'. A . ' * 8! '-'1‘5
<,

1) Dr.(Ms.) Banu Coyaji, Director, KEM Hospial, Rastapet

i) Dr, Sharud lyengar, ARTH, Udaipur ‘
i) Representative of Depurtment of Indian Sysiems of Medicine & Homeopathy

iv) Sudha Tiwari, Pariwar Seva Sanstha. -
s

) To identiry gaps and ' | _

2) To examine and suggest aliernative strategies, interalia recent developments and ;5 L,

innovations with due regard 1o cost effectiveness and optimization of resources, . -
with the objective of contributing to the fulfillment of Jhe"quqc-:jvqg“;e"fi .ﬁ}.‘;.;. F

National Population Policy, :
)+ To consider any other maner related with or incidental to the. qbpgg,w@s of "
. . S el c:': ) _/_‘_‘:._-.f i

reference.

) Secretary, Health, Government of India, Chéimum

1) Shri Dileep Kumar, Indjan Nursing Council
ii)  Shri Abhay Bang, SEARCH, Gadchiroli

V) Dr. T.N. Mehrotra » President, IMA o P
) Dr. (Ms.) Manorma Singh, Ram Manohar Lohia Hospital . i .

) Shri Alok Mukhopadhyay ,Chainman, VHA] Lo e

1) Mrs. Neidonud Angami, President, Naga Mothers® Association

i) Dr. Badri N. Saxena, Centre for Policy Research

+1li)  Representative of Department of Family Welfare

X)  Representative of Depariment of Women & Child

) Representative of Depariment of Social Justice o @ o

4) " Representative of National Commission on Population

W) Secretary, Family Welfare, Govemment of Madhya Pradesh .

di))  Secretary, Family Welfare, Government of Uniar Pradesh T .
Iv)  Adviser Health, Planning Commission P J .
v)  JS (FW/RCH). o e T
vi)  Depanment of Health - Convenor s ';':l" =



[§ P % * o ats
Sy R, BUSSSUTTRIL NEIYTSS OIS oo ¥ o
- .
o
Vi l‘#":‘ :
s (A
- ‘;‘,
.
RS
3
14

ns of Reterence

a) Toidentily gaps and ‘ .
b) To ¢xamine and suggest aliemative strategies, interalia receat developmeats and
inovations with aue regard 10 cost eflectiveness and optimization of resources, : .

= -+ with the objective of @ontributing 10 the fulfillment of the. objoctives of ‘thc . r

National Population Policy . e En g .
<) To consider any cther maticr related with or incidental to the above lers of -
reference. . el
..’:'-

<) Sub-group oun Sub-group on strategies to Ld_dﬂ.?’_.ﬂ.ﬂﬂﬂ_mﬂ_mus '-.'g'f.'_:- -&,‘}wf
health, drioking wafer, \ R o e 4
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i) Dr. H. Sunderasan, Fx-Vice Chancellor (Madras University) "'-'-Ch&iﬂnan_i'ﬂ'f i
Members: - Rt e} e
i) Ms. Imrana Qadir, Professor, Population Studies, INU - G o3,
i) Dr. B.K. Tiwari, Nutition Adviser, DGHS ' % T “'{t&'
iv)  Prof. K.J. Nath, All India Institute of of Hygiene &.Public Health, us ‘1 wt o 0 147>
v) Mr. Bindeshwar Pathak, Sulabh International’ LT . 4758
Vi) Representative of Deparmént of Rural Drinking Water , }’&{’:}é
Vi) Representative of Department of Urban Drinking water - B2 7
Vi) Representative of Department of Women &:Child development. ... - AAG, AT /e

: . N PR ¥ 11 I
1X) Representative of Deparoment °f_' EﬂVUOM‘G‘}? gl % | ..P;'v;{:""f;; )E
X) Representative of Department of Health ' ' i , ~.f:-‘é'.’y,.r‘=
xi) Representative of National Commission on Population L e " 'Lf;,?y‘f,{%
xii) Dr. Prema Ramachandran, Adviser (Health), Planning Commx'ssxo.n ' m ¥
Xiii)  Adviser or Representative, Drinking Water/Sanitation/Planning Comxm_n - gf )
Convenor. - T ',”i bv«. 4&‘ ]
L .":l.l -nl.l i ’{r;!#
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a) To identify gaps and ' : L
b) To examine and suggest altemative strategies, interalia recent developments and -

innovations with due regard 1o cost effectiveness and optimization of:.mouxca,.uf_ spe 45
with the objective of conuibuting to thc;:,mlﬁllmcm of. the. objectives;-of the /¥:: "%"’
National Population Policy. . p :
c) To consider an
reference.
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d) Sub- iey for empowe _ :
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1) Mrs. Margaret Alva, Member of Parliament - Chairperson -4 ‘"fr:"‘(’:!” \:Jf
Member: ‘ R B

i) .. Ela Bhat, SEWA, Ahmedabad " SRR P .

ii1) L-r. Swapna Mukhopadhyay. IEG, Institute of Social Studies Trust 1.
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iv)  Ms. Deviki Jain, Sangamma Foundation \ L
v) Ms. Aaditti Mchtta, Rashtriya Mahila Kosh s’
vi)  Dr. Suroj Pachauni, Regional Director, Population Council - =
vii)  Dr. Tyagi, Indian Academy of Pacdiatrics, Depariment of Tele Medicine, AIIMS
viii)  Dr. Sunil Mchra, MAMTA s
ix)- Representative of Department of Women and Child development . .- di e .
X).  Representative of Department of Youth A flairs ;" T (L
)(f]l Representative of National Commission on Population -~ 1t awtiemid -
xii)  Representative from IGNOU ' SHERYE ‘
Xiii)  Adviser or Representative, Social Welfare, Planning Commission - CopvchJ_'.
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a) To identify gaps and YT
b) To examine and suggest aliernative strategies, interalia recent-developments and (-‘.'f‘;}}[‘*,f
innovations with due regard 10 cost effectiveness and optimization of resources, S '3
with the objective of contributing to the: fulfillment of the objectives of the (il 1%
National Population Folicy. R e e DAl A0 T g
c To consider any other maner related with or incidental to the ‘aboveé 1 of (7™
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i) Dr. K. Venkatasubramanian, Member (Education), Planning Commissionta»4 " i . =
Chairman. , A il i g
Mﬁmm : C et e bl A BET 9
i) Dr.(Mrs.) Usha Nayyar, NCERT HotiuvnGT) 1
i) Prof. Mohd. Amin, Ex- Vice Chancellor, Jamia Hamdard B g i3
iv)  Dr. Ketan Desai, President (MCI) :‘gn_fuzljgg_ra T g
v) Dr. Digvijay Singh, Ex-M.P, o ‘ﬁ TR
vi)  Ms. Jaya Jaitley, President, Samata Party ' wo Mneba P 2 'éﬁ
vii)  Mr. B.G. Deshmukh, Ex-Cabinet Secretary/Pr. Secretary to PM « vt 4y ol (4 1
viii)  Principal Adviser (Education), Planning Commission Ca el s WRAY b
ix) Representative of Department of Family Welfare © il “ 2%
X)  Rcepresentative of National Commission on Population LR N RIS N i
X')  Representwtive of Department of Education '~ Convenor .:: LR RTY T o 2
: ‘ PRTE L IC% A
s Of Refere . ' S Y%
a8) ‘- To identify gaps and W aivedug w i
b) To examine and suggest altemative strategies, interalia recent:developments and < "}
innovations with due regard 1o cost effectiveness and optimization of resources, -} %f -
with the objective of conributing 1o the ‘fulfillment of -the -objectives 10f the (?V??ﬁ? :
. Nutional Population Policy. w1l A o
¢) To consider any other matter related with or incidental to -the above ‘terms of .:i 7 ér
reference. _ vl @ " W Wp
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Members:

Dr. Pai Panandiker, Centre for Policy Resecarch vl

) Shri K.Srinivasan, Presicent, Indian Association for Study of Population, - | &
iv) Shri Ashish Bose, . oy "-"i"‘""w'éf.)' .
iv) Representative of Depaniment of Statistics Do Y e ’A_;.‘.' e
v)' Representative of Department of Eunily Welfare ' o
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To identify gaps and P ' x
To examine and suggest aliernative strategies, interalia recent devel pments and

innovations with due regard 10 cost effectiveness and optimizgtion of{mm‘ ~':t£'
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Shri H. K. Dua, Press Adviser 1o PM - Chajrman B s
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Shri Alyque Padamsce, President, AP Associates, SERRAIREY ¢

Shri Rajiv Shukla - M.P. (Rajya Sabha) | e . f s
Dr. JK. Jain, Jain TV

Ms. Sharmila Tagore, MP TR
Shri Ajit Bhantacharya, Press Iastitute of India O g AR
Ms..Rami Chhabra, Member NCP | RRRTHILE -
Dr. Mahip Singh Member NCP . ) IR A 1 o
Or. K. Jaipal, Principal, Siddhs Medical College, Chennai, Tamil Nadu e = des £
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- Ms. Usha Rai, Editors Guild of India

Shn Qari M. M. Majari, Urdu Secular Qayadat

Representative of Depanment of Family Welfare C L e . ,
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NATIONAL COMMISSION ON POPULATION :
LIST OF THE MEMBERS

Chairman:

Prime Minister of India

Vice Chairman:

Deputy Chairman, Planning Commission.

Members:

Union Minister incharge of Education

Union Minister incharge of Environment and Forests

Union Minister incharge of Finance

Union Minister incharge of Health and Family Welfare
Union Minister incharge of Information and Broadcasting
Union Minister incharge of Rural Development

Union Minister incharge of Social Justice and Empowerment
Union Minister incharge of Urban Development

Union Minister incharge of Women and Child Development
Leader of the Opposition in the Lok Sabha

Leader of the Opposition in the Rajya Sabha

Chief Ministers of All States/Union Territories

Dr.(Smt-) Najma Heptulla, Deputy Chairman, Rajya Sabha
Leader of Bharatiya Janata Party (Shri Kusha Bhau Thakre)
Leader of Communist Party of India (Shri A.B. Bardhan)

Leader of Indian National Congress (Smt. Sonia Gandhi, M.P.)



Leader of Nationalist Congress Party (Shri Sharad Pawar, M P.)
Leader of Janata Dal (United) (Shri Sharad Yadav, M.P.)

Mrs. Margaret Alva, Member of Parliament

Shri Pumo Sangma, Member of Parliament

Smt. Shabana Azmi, Member of Parliament

Shri Vinod Khanna, Member of Parliament

President, Associated Chamber of Commerce and Industry of India
President, Confederation of Indian Industries

President, Editors Guild of India

President, Federation of Indian Chambers of Commerce and Industry
President, Federation ofObst. & Gyna. Society of India, FOGSI
President, Indian Medical Association

President, Indian Newspapers Society

President, Indian Nursing Council

Representative, Jain T.V. (Dr. J. K. Jain)

President, Medical Council of India

Representative, STAR T.V. (Shri Prannoy Roy)

Representative, SUN T.V.

Representative, ZEE T.V. (Shri Subhash Chandra)

Professor Abad Ahmed

Mr. Abhay Bang, SEARCH, Gadchiroli

Shri A.C. Muthiah

Shri Alok Mukhopadhyay, Chairman, VHALI

Shri Alyque Padamsee



Dr. A Vaidyanathan, Madras Institute of Development Studies
Shri Aveek Sarkar, Telegraph

Dr. Banoo Coyaji, Director, KEM Hospital, Rastapet

Shri Barun Sengupta, Bartman

Dr. Darshan Shankar (ISM), President, Foundation for Revitalisation of Local
Health Traditions.

Dr. EK. Igbal, KSSP

Smt. Ela Bhatt, SEWA, Ahmedabad

Smt. Imrana Qadir, Professor, Population Studies, JNU, New Delhi
Ms. Jay a Jaitley

Ms. Jayanti Natarajan

Shri K. Gopalakrishna, President, JANANI

Dr. K. Srinivasan, President, Indian Association for Study of Population
Dr. Mahip Singh

Shri Mammen Mathew, Malayalam Manorama

Professor Mohd. Amin, Ex. V.C.. Jamia Hamdard

Ms. Mohsina Kidwai

Shri Narayana Murthy

Shri Narendra Mohan, Dainik Jagaran

Dr. Neena Puri, President, FPIA

Mrs. Neidonud Angami, President, Naga Mothers' Association
Shri N. Ravi, The Hindu

Dr. N.S. Deodhar, Pune

Ms. Padma Sachdeva

Shri Prabhash Joshi, Jansatta



Dr. Pravin Visaria, Director, IEG, Delhi

Shri P.N. Tripathi, AVARD

Shri Qari M.M. Majari, Urdu, Secular Qayadat

Ms. Quatarlain Haider

Ms. Ragni Ben'Banwari, Seva Ashram, UP

Dr. Rajnikant Arole, Jamkhed Project, Ahmednagar
Ms. Rami Chhabra

Shri Ramoji Rao, ENNADU

Ms. Rani Bang, SEARCH, Gadchiroli.

Shri Ratan Tata

Shri R. Srinivasan, Ex. Health Secretary
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