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1. OVERVIEW AND RECOMMENDATIONS

The Population Council has been invited by USAID/New Delhi to review
Indian popu’ation policy and programs, and to make recommendations to USAID
concerning future assistance over the next five to ten years in this sector.
This report is intended to contribute to USAID's Multi-Year Population
Strategy Statement. The consultant team met with USAID staff, with officiais
of the Indian Government, Ministry of Health and Family Welfare, the Planning
Commission, with state level officials, and with the staff of a large number
of public and private sector institutions concerned directly or indirectly
with population (see Appendix for a list of people who were contacted).

The two strategic issues for India's population programs are:

0 the need to improve the efficiency and extend the coverage of
family planning services including a full range of technologies; and

0 the neeo to create social and economic conditions conducive to
fertility change.

This review starts with the assumption that a wide variety of develop-
ment factors affect demographic variables, including fertility rates. The
;esponse to the problem of population growth therefore requires more than the
provision of family planning information and services. Our report analyzes
both the family planning program and non-program elements in the Indian devel-
opment process. It assesses the past and present state of population policies
and programs in India, examines program and non-program constraints, and dis-
cusses various directions for the future. Finally, it makes recommendations
regarding future USAID involvement including the role of other US-based insti-

tutions.
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ASSESSMENT OF PAST PERFORMANCE .

The population of India has nearly doubled in the 34 years since in-
dependence, and now stands at 684 million (or more depending on adjustments to
the 1981 census). It is presently growing at 2.2 percent per year. The
results of the 1981 census, showing 12 million people more than had been an-
ticipated, provided a stimulus for debate and for renewed commitment, both in-
side and outside the government, to reducing the growth rate to replacement
level by the end of the century.

The past performance in reducing population growth has been uneven and
disappointing. Ambitious targets have been steadily revised downward, as
measures to slow population growth, concentrating almost entirely on family
planning programs, have beer less successful than anticipated. The crude
birth rate has declined by about 20 percent from 45 in 1951-61 to 35-37 per
1,000 in 1971-81, but concommitant declines in the death rate have resulted in
only a trivial decline in the rate of population growth. The numbers of ac-
ceptors of sterilization, the principal program method over the past 20 years,

have fluctuated widely because of programmatic ana political changes.

_PRESENT SITUATION

Our strong overall impression is that there is a renewed political
commitment to reducing population growth rates. The national objective of a
net reproduction rate of one by the year 2000 is being maintained, despite the
1981 census results. The achievement of that target, according to official
estimates, would require almost a tripling of effective -ontraceptive use,

from prevailing rates of 22 percent to 60 percent.



Numerous program and external constraints stand in the way of achiev-
ing these ambitious goals. Program constraints include insufficient planning
of programmatic inputs and resources required to achieve the objectives;
management limitations at all levels of the program; almost total reliance on
sterilization, with an extensive use of the camp approach; only partial
staffing of the rural health infrastructure; poor quality of training and
supervision of rural family planning workers; inadequate informational mate-
rials and intergersonal contact; problems of contraceptive manufacture and
distribution, as well as an incompletely developed commercial marketing
system; and limited use of operations research and evaluation at state and
national levels.

The Ministry of Health and Family Welfare (MOHFW) recognizes many of
these constraints, and is proposing measures to correct them. It is planning
to initiate programs to introduce oral contraceptive aistribution throughout
the system and to increase IUD use. Strengthened information programs and
more effective commercial distribution of condoms and pills are planned.
Perhaps most significantly, there is greater political insistence on achieving
state and national targets. Despite these efforts and future intentions, it
is far from clear that the program will be able to achfeve its extremely ambi-
tious goals.

The non-program constraints to the achievement of slower population
growth lie at the heart of Indian society and its present state of develo&-
ment. The most salient constraints are: the continued importance of chil-
dren, especially sons, as 2 family benefit rather than a cust, and as old age
security; continued extremely high infant or child mortality (present IMR
130); high poverty levels (48 percent of the population is below the govern-



ment's nutritional standard); the low status and economic role of women; and
low levels of female education and literacy. While the relative importance of
these constraints is not known, there i: clear evidence that collectively they
inhibit demand for family planning and make total reliance on the family plan-
ning program a questionable po”icy choice.

While the Sixth Five Year Plan emphasizes the importance of these
factors in maintaining high levels of fertility and calls for improvements in
each of them, there are no focused policies, programs, or increases in re-
sources to achieve improvements. Above all, there is no overall coordinated
strategy to achieve national demographic objectives, combining plans to im-
prove the underlying factors determining high fertility with plans to satisfy
the demand for smaller families through the family planning program. Such a
strategy will have to involve a number of sectors, especially education, agri-
culture, social affairs and rural reconstruction, as well as health and family

weifar..

DIRECTIONS FOR THE FUTURE

The national family planning program requires substantial strengthen-
_ing in each of the areas previously cited as constraining the existing effort.
with a fully staffed infrastructure, a wider mix of contraceptive methods
easily accessible through public and commercial cha.nels, and & sound informa-
tion and education component, the program would be able to take substantial
strides toward achieving national goals.

In addition, a greater involvement of the private sector (both volun-
tary and commercial) is essential, both to expand coverage and to add greater

flexibility and innovation to the government's efforts. Expanded support to



biomedical and operations research is also called for, to provide the techno-
logical and operational underpinnings of the program. '

While all of these efforts are essential io achieve the government's
objectives, we belfeve that they respond to only a part of the population pro-
blem. Until the "beyond family planning" issues are effectively addressed, a
rapid reduction in the rate of population growth is unlikely.

“Beyond family planning” activities include legal sanctions, especial-
1y raising the age of marriage; tax and welfare benefits and penalties; incen-
tives; social and political organizational approaches; and a restructuring of
development policies in key sectors. This last action could lead, for ex-
ample, to a modification of the policies of the education sector to emphasize
primary education through a reallocation of funds from higher educaticn, which
presently enjoys a relatively large proportion of overall resources in this
sector.

The elaboration of a comprehensive strategic plan is needed, emphasiz-
ing targeted efforts by the government as a whole to improve female literacy,
decrease infant and child mortality, and expand opportunities for women, as
well as to make family planning services fully available. The Planning Com-
mission should take the lead in this effort, which would require a substantial
amount of high-guality policy research and analysis undertaken by policy re-

search groups in close collaboration with the government.

RECOMMENDATIONS FOR USAID SUPPORT
Throughout our discussions, the need for continued and, if possible,

increased USAID support was stressed by Government officials and private



groups. The following areas are seen to be highly significant for the erpan-
sion of the Indian population program, consistent with the government policies
and priorities, and corresponding to the technical strengths and experience of

USAID and supporting US institutions.

1. USAID should seek opportunities to facilitate broad-based, population

policy-oriented work leading to improvements in policy formulation, program

planning, implementation, and evaluation.

While the Sixth Plan document recognizes various linkages between
developmental activities and demographic change, these have to be strengthened
and put into practice in sectoral planning. Systematic.'policy-orientea work
on population and development related issues is required, with Indian institu-
tions and sociai scientists taking the lead in estezblishing priorities and
undertaking research and analysis. What the future role of USAID in this work
might be is not clear because of its sensitivity and because it will not in-
volve a significant transfer of resources. Nevertheless, USAID can play an
important role by highlighting the importance of this area in discussions with
the Planning Commission and other institutions. USAID can also facilitate the
gstablisment of appropriate mechanisms to support and sponsor research on key

=

issues, and tc enhance the utilization of the results.

2. USAID should seek opportunities to strengthen program planning practices

at the nationa! and state levels, with special emphasis on low-performance

states.

Planning concepts and practices can be introduced in those states

where USAID is currently involved through its area program. A successful



introduction in these areas should open up opportunities to introduce planning
concepts and practices at the central level and in other states, especially

the low-performance states.

3. USAID should support efforts to effectively incorporate reversible contra-

ceptive methods into the program.

USAID shouid utilize its unique capability to assist the MOHFW in all
aspects of its efforts to expand the availability of reversible methods, from

production and introduction planning, to delivery at rural levels.

4. USAID should support efforts to expand the Social Marketing Program.

USAID, with its extensive experience in the social marketing of con-
traceptives, is ideally suited to provide technicai assistance to GOI %o
dfamatically increase the role of the Nirodh marketing scheme to distribute
condoms and to add orals to the marketing scheme. Careful consideration
should be given to the establishment of an autonomous or semi-autonomous

management structure, separate from the MOHFW.

5. USAID should support program-related research, especially operations,

evaluation for management needs, and safety and acceptabiiity of contracep-

tives research.

USAID should bring together US-based and Indian operations research
agencies to implement the operations fesearch component of its area program.
Studies of safety and acceptability of new and existing contraceptives also

deserve priority. Support for fellowships in epidemiology for a number of



* qualified Indians is recommended. AID should give lower priority to support-

ing research and development of new contraceptives.

6. USAID should continue overall support to state-level programs and should

consider future extension to low-performance states.

While no change in USAID's current support to the area program is
recommended, USAID should consider expanding this type of program in the
future in regions of low performance and in populous states, for example,

Uttar Pradesh and Bihar.

7. USAID should continue to support private voluntary organizations.

While supporting large PV0Os, USAID should develop appropriate

mechanisms within India to support small PV0s.

8. USAID should support selected information, education, and communications

programs, emphasizing information on methods.

USAID should support the creation of materials for illiterate or semi-
literate populations, with pictorial and symbolic content, to provide them
_with practical information on each contraceptive method: how it is used,
where it can be obtained, and what its advantages and disadvantages are.
Lower priority should be given to traditional IE&C activities to promote the

concept of a small family.



POSSIBLE US PRIVATE SECTOR COLLABORATION

We have examined the potential role of the U.S. private sector as part
of US-India collaboration in population. Several opportunities for collabora-
tion are mentioned in the recommendations, especially in the areas of contra-
ceptive manufacture and marketing techniques including media and promotion. A
further opportunity lies in the area of exchange between Indian and US busi-
ness leaders, to explore together population issues as they relate to industry
and to examine the appropriate roles for industry. Groups such as the Popula-
tion Resource Center or Business International in the US could facilitate such
an exchange which could include visits and workshops in both countries. The
Employers Federation of India has also expressed an interest in such an ex-

change.



II.  BACKGROUNU

We start with the assumption that there are no simple or universally
applicable recipes for achieving stated and desirable demographic objectives.
Available evidence strongly suggests that any approach that has proven suc-
cessful in one country may not be feasible to replicate with success in an-
other country. Approaches suitable to local needs and social, economic, and
political realities must be found and applied. This requires careful analysis
of various alternatives, experimentation ana intensive debate. Analysis is
required to diagnose the problem, and identify appropriate interventions.
Experimentation with selected interventions is needed to determine suitability
for wider implementation. Continuous evaluation is essential in order to make
adjustments.

It is not the role of external visiting teams like ours to replace
this process or to provide prescriptions, but to highlight the importance of

the process itself and certain strategic issues.

RECENT POPULATION SITUATION IN INDIA

The popuiation of India has nearly doubled during the period of 34
years since independence, from 344 million in 1947 to 684 million in 1981.
The 1981 Census figures shattered the expectations of a marked decline in
growth rate during the 1970s in comparison to the 1960s. The population grew
by 24.75 percent between 1971 and 1981, a shade less than the intercensal
growth (24.80 percent) of 1961-71. The 1981 Census count was 12 million more
than the amount projected for this period and used for the Five Year Plans of

1978-83 and 19Y80-85. In contrast, the 1971 Census count was 14 million less
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than the projected figure. Some observers believe that the 1971 Census had
more déficiencies than the 1981 Census. Others believe that the birth rate
since the mid-1960s has not declined as markedly as earlier estimates of
fertility and mortality trends suggested.

Fertility prior to 1961 was high and remained virtually constant.
Different estimates based on the 1951 and 1961 Census data vary between 42 and
48 per 1,000 population. However, there seems to be some consensus among
researchers that the average birth rate for this period was about 45. For
1961-71, the estimates of average birth rate vary between 40 and 42. These
estimates imply that the birth rate between 1951-61 and 1961-71 declined by
3-5 points (7-11 percent), though there is enough room for error given the
range of estimated birth rates for the 1951-61 pefiod. The picture during the
1970s, however, is not clear.

The age distribution from the 1981 Census required to estimate the
average birth rate for 1971-81 is not yet available. The estimates based on
the Sample Kegistration System (SRS) of the Registrar General show that the
birth rate declined from 36.8 in 1970 to 33.2 in 1978, that is, by about 10
percent. However, estimates from two surveys conducted by the Registrar
- General's office show that the total fertility rate (TFR) declined by 20 per-
cent in rurél areas, and by 18 percent in urban areas between 1972 and 1978.
The SRS estimates of birth rate for the early 1970s, according to some re-
searchers, may be underestimated by as much as 8 percent. The degree of un-
derestimation in birth rates for the late 1970s is not known. An average an-
nual death rate of about 15 and an average annual growth rate of 2.2 percent
“would imply a birth rate of about 37 for the mid-point of the 1971-81 decade.

It would further imply a decline in birth rate between 1961-71 and 1971-81 in
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the order of 3-5 points. It is quite plausible that the decline in birth rate
estimated between 1951-61 and 1961-71 continued‘gﬁfing the 1970s. If so, the

decline in birth rate during the 1970s at leastﬁcompenSated for the decline in
death rate during this period and arrested the increase in the averazge annual

growth rate from one decade to the next as observed since 1921.

The rates of population growth vary substantially in different regions
and states in India. Among 14 states with a population of at least six
million, excluding Assam, total growth between the 1971 and 1981 Censuses
ranged from a low of 17.2 percent in Tamil Nadu to a high of 32.4 percent in
Rajasthan. The most populous state of Uttar Pradesh, with about 111 million
people in 1981, grew by 25.5 percent during the 1970s in comparison to 19.8
percent during the 1960s. The state of Kerala, on the other hand, with about
25 million people in 1981, grew by 19 eercent during the 1970s. Eight states
showed a decline in intercensal growth for 1971-81 in comparison to 1961-71:
Temil Nadu, Rerala, Orissa, Gujarat, Haryana, Madhya Pradesh, Maharashtra, and
West Bengal. The intercensal growth went up in the remaining eix states:
Andhra Pradesh, Bihar, Karnataka, Punjab, Rajasthan, and Uttar Pradesh. These
six states contained nearly half (47 percent) of the country's population in
1981. The extent to which these different patterne of population growth are
Hue to differences in fertility, mortality, interstate migration, or differ-

ences in underenumeration in Censuses cannot be ascertained at this time.
POPULATION POLICY

Beginning in the early 1950s, India‘s planners and administrators have

recognized the need to slow down the country's population growth rate. The
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rapid increase in population, in the framework for the Sixth Plan, {s seen as
a "continuing drag on the resources of the country.* A consensus above parti-
sian politics has now emerged following the 1981 Census results as endorsed in
a statement signed in May 1981 by over 80 prominent citizens of the country,
including representatives of all major political parties except the two Com-
munist parties.

The rate of population growth has three components: fertility (birth
rate), mortality (death rate), and migration (in-migration and out-migration).
At the national level, the contribution of migration to the rate of population
growth has been and will continue to pe negligible. The death rate has de-
clined from 47 in the 1920s to abor* 15 in the 1970s. There is considerable
potential for a further decrease in mortality, which will increase the rate of
population growth in the short run. A sustained reduction i the rate of
population growth can be achieved only through a reduction of the birth rate
-- the third component of the growth rate. The reduction in birth rate, how-
ever, has to be greater than the reduction in death rate for the population
growth rate to decline.

Ii.4ia became the first country to adopt an antinatalist policy in 1952
. == thirty years ago. Since then, ambitious targets of reduction in the birth
rate have been set and continuously revised downwards or postponed. The early
ambition, as expressed in the First Five Year Plan (1954-59), was "to achieve
a reduction in the birth rate to the extent necessary to stabilize the popula-
tion at a level consistent with the requirement of the national economy." The
demographic targets were quantified in 1962 "to reduce the birth rate in India
to 25 births per 1,000 population by 1973." Tnis goal was revised in 1969 by

the Planning Commission, which set 2 target of achieving a crude birtn rate of
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32 by the end of the Fourth Plan (1974) and a birth rate of 25 to be realized
six to eight years later. The Fifth Plan (1974-79) estimated an average crude
birth rate of 30 during 1976-81 and set the gozl of 25 during 1981-86. In
1978, the acﬁievement of & birth rate of 30 was again postponed vy ancther
Five years to 1983. |

Reflecting the May 1980 report of the Working Group on Population
Policy, India's long-range objective set forth in the Sixth Five Year Plan for
1980-85 is to reduce “the net reproduction rate (NRR) to one by 1996 for the
country as a whole and by 2001 in 211 the States." A target of replacement
fertility for the country as a whole by 1996 implies that the fertility would
be below the replacement level for many States. The goals in terms of fertil-
ity and mortality are a birth rate of 21 and death rate of 9 per 1,000 popula-
tion for the country as a whole.

The organization of a national Family Welfare (Planning) Prcgram has
been the major program intervention to achieve the demographic targets set
forth since 1952. The objective of achieving a level of birth rate is tran-
slated into method-specific targets. The Sixth Plan envisaged 22 million
sterilizations and 7.9 million IUD insertions, and a level of 11 million equi-
valent users of conventional contraceptives (Nirodh) and oral pills by
1984/85. In terms of percentage of couples effectively protected, the Sixth
Plan envisaged an increase from 23 percent in 1979/80 to 36 percent in
1984/85, and to 60 percent by the end of the century. |

Other elements of strategy to achieve the nationai demographic objecf
tives in the Sixth Plan include the following: | |

The Sixth Plan recognizes “"that econcmic development can in the long

run bring about a fall in fertility rate,* but discards it as an option on the
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grounds that “developing countries with large populations cannot afford to
wait for development to}bring about a change in the attitudes of couples to
limit the size of families as the process of development itself is stifled by
population growth."”

The Siath Plan recognizes that “family planning cannot be the sole
responsibility of any one Department but of Government as a whole.” The
necessity of “an integrated approach to the problem of public health and
proper coordination of activities of different departments having a bearing on
family planning such as maternal and child care” is also noted in the Plan.

"The role of education, specially female education, in reducing
férti]ity* is recognized but stress has been laid on "i{ncreasing the enroll-
ment in the high schools and minimizing dropouts," rather than on 1mprdvements
in primary school education.

The role of delayed marriages in achieving smaller family size is
emphasized. Legislation to fix the minimum age of marriage at 21 years for
boys and 18 years for girls was enacted in March, 1978. The Sixth Plan notes
-that in addition to the enforcement of this law, “"social pressures of the com-
munlty against early marriages should be built up by appropriate means.”

- "The Medical Termination of Pregnancy {MTP) Act was passed in April
. 1971, as a health measure. The Plan, however, mentions that “MTP can pe
 re$orted +0 as a corrective method for failure of contraceptives,” and that

“the existence of this Act and the benefits that can be derived . . . need

widest publicity.®
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I11. ANALYTICAL FRAMEWORK AND ORGANIZATION OF THE EFFORT

ANALYTICAL FRAMEWORK

Couples do not live in isolation and therefore their reproductive be-
havior 1s influenced not only by biological factors, but also by the environ-
ment in which they ilive. In the absence of any biological constraints and
those imposed by the social, cultural, and physical environment, couples on
the average are capable of producing close to 15 children during the entire
reproductive period of about 30 years while the females are between the ages
of 15 and 45 years. The actual realization of this biological capacity is
rare but is not non-existent. For example, a survey of the members of the
Seventh Lok Sabha in India shows that three out of 544 members have as wmany as
11 children. The total fertility in India prior to the family planning pro-
gram, however, had been about six live births per couple, on the average.
Recognizing some variation arcund the mean, it is obvious that reproductive
behavior of Indian couples has been nowhere close to their biological capac-
ity. Even in the absence of organized family planning program intervention,
society has instituted various constraints on the reproductive behavior of
couples which have been operating successfully for a long time. Most promi-
“nent amony them is the practice of aimost universal and prolonged breactfeed-
ing. Others include such practices as separation between spouses; abstinence
from sexual intercourse following childbirth, on religious grounds, and ‘upon
becoming a grandparent; and a high incidence of widowhood énd low incidence of
~ remarriage. The extent of changes in these forces hhiéh»trad“ionally sup-
pressed fertility is not known, but that changes have been occurring and will

continue to occur is evident. That the loosening up of these traditional con- |
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straints creates an upward pressure on actual reproduction is also clear.
There is also consensus that factors which can counteract this upward pressure
and eventually set the downward trend in motion include late marriages, use of
contraception, sterilization and induced abortions. The fertility level at a
point in time and changes over time in a society thus depend upon what happens
to the four most important proximaie determinants: marriage patterns; the
prevalence and duration of breastfeeding; the use of contraception, including
abstinence and sterilization; and the prevalence of induced abortions. These
four factors have been shown to accuunt for most of the fertility differences
batween societies.

Recognizing the potential positive influences on birth rate of de-
creases in widowhood and breastfeeding, measures to decrease the birth rate
will have to concentrate on raising the age at marriage and increasing the use
of contraception, sterilization and induced abortions. There is very little
disagreement on this point except that the potential positive influences on
the birth rate have not received adequate attention in India.

Major disagreements in the field have focused upon the identification
and implementation of measures to increase the use of contraception, sterili-
zation, and induced abortions. The low level of contraceptive use is usually
attributed to lack of demand or to lack of supplies, but there are major dis-
agreements about their relative roles. At the one extreme, the argument is:
when couples really want to control their fertility, they can do it, because
they have done it by using such methods as abstinence. The argument at the
other extreme is: there is enough demand, as demonstrated by various surveys,
and what is lacking is the supply of contraceptive methods. Moreover, adequate

supply will also generate demand. The truth, perhaps, lies between these two
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extremes. In India, demand far exceeds the supply of most of the commodities
or services provided by the Government. That does not appear to be the case
for adopting contraceptive methods even when services are availatle, however.
There are some exceptions as noted later on. Since the birth rate hes not
declined to the extent projected, it will be useful to assume that a substan-
tial increase ir the use of contraception would require simultaneous efforts
to decrease the demand for children and to improve tﬁe accessibility of appro-
priate fertility regulation methods.

In sum, two overarching factors that determine the levels of the four
proximate determinants of fertility, and levels of fertility itself, include:
a) the accessibility to services and information about various fertility
regulation methods, and b) the demand for children and the role they play in
the society and the survival of the family. This provides a general framework

for the analysis and description that follows.

ORGANIZATION OF THE REPCRT

The remainder of the report is divided into five main sections.
Sections IV and V deal with the family welfare program description and perfor-
mance, respectively. Section VI describes program and external constraints.
Directions for the future in terms of program implementation, research, and
beyond family planning measures are described in Section VII. The last sec-

tion, VIII, describes opportunities for involvement of both USAID and other US

organizations.
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IV. THE FAMILY WELFARE PROGRAM

STRUCTURE
The Ministry of Health and Family Welfare has overall responsibility

for family planning, but other ministries are concerned with various aspects
of the family planning program, and the states have responsibility for imple-
menting programs. The Ministry of Information and Broadcasting carries out
much of the media nrogram, including radio and films. The Ministries of
Education and Social Welfare, of Labour, and of Agriculture are also involved.
The Ministries of Railways, Labour, Defence, and Posts and Telegraphs, which
have large blocks of laborers, provide their own family planning services.

Within the Ministry of Health and Family Welfare, the responsible
departmert is that of Family Welfare. It is broken down into divisions for
policy, technical matters, information, sectors such as industries and rail-
roads, and evaluation. There are 16 regional Directors of Health and Family
Welfare in the major states, who act as liaison with state health officers.
The state health structures are similar to that of the national level, each
having a State Health and Family Welfare Department.

At the district level within the states, District Health and Family
Helfare officers carry out family planning responsibilities. Urban areas have
official family planning centers. In rural areas, family planning activities
are carried out by primary heaith centers {PHCs), each of which serves an.
average population of about 100,000. It is planned that the number of PHCs
will be increased to one for every 30,000 persons. PHC doctors are usually
men. Women are usually treated by an auxiliary nurse-midwife (ANM) or other

female paramedical worker except in cases requiring the intervention of a
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physician, such as sterilization, IUD insertion and medical termination of
pregnancy (MTP).

Under each PHC, there are several subceniers, each staffed by one ANM
and one male multipurpose worker. Currently there are about 50,000 rural sub-
centers, each serving an average of about 10,000 persons. Efforts are being
made to reduce the ratio to one subcenter per £,(00 persons.

In late 1977, a program to train part-time, village-based volunteer
health workers began. Originally called Community Health Workers, then Commu-
nity Health Volunteers, they are now known as Village Health Guides (VHGs).
The VHGs are selected by the village panchayats and given three months' train-
ing to enable them to provide rudimentary healih services and family planning
information and assistance. Also at the village level, traditional birth
attendants (dais) receive training in maternal health care, including family
planning; about 200,000 VHGs and 300,000 dais have been trained to date. The
plan is to have one trained VHG in each viilage (or in larger villages, one
per 1,000 persons) by 1985 and one trained dat per village shortly there-

after.

- SERVICES
- The program offers male and female sterilization through hospitals,
urban and rura]vhealfh centers, and special "cahps“ which bring services to
areas where they are not ordinarily available. The camps held in recent years
have been at a somewhat smaller scalevthan the well-known mass sterilization
camps (mostly for vasectomy) conducted in the early 1970s.
IUD insertions are offered at hospitals and health centers as well as

at subcenters, where most ANMs have been trained in IUD insertion. Until



recently, only the Lippes Loop was availabfe. but in the past three years the
Copper-T has played an increasingly important role. The demand for the
Copper-T appears to be high, but local manufacture has not yet begun and de-
mand has outrun supplies in some areas. Copper-T insertion {is generally
available at hospitals and health centers, but not yet at subcenters.

Oral bills have always been available through the program at some
centers, but until 1979 they were available almost exclusively in urban areas.
In March 1979, an order was issued to the state ministries authorizing pre-
scription of low-dose pills by ANMs subject to approval of a physician within
three months. However, the availability is still limited and the demand is
low at present.

Condoms have teen manufactured in India since the early 1960s and
distributed by a program under the name Nirodh. They are available at all
levels of program operations, from hospitals down to the VHGs. In addition,
since 1968, Nirodh have been marketed commercially, at subsidized prices,
through an arrangement between the MOHFW and several commercial marketing
firms.

Abortion, officially designated as medical termination of pregnancy
(MTP), is legal if performed by a specially trained doctor in an authorized
medical establishment. Its availability tends to be limited to urban areas.

SUPPORT SYSTEMS
The Department of Family Nelfare in the Ministry of Health and Family
Welfare and its equivalent bureaus in the states carry on a program to educate

~ the general public, particularly married couples; on the necessity and desir-
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ability of practicing family planning and accepting the small family norm.

The current information, education, and communication program includes efforts
to increase community fnvolvement in support of the family welfare program by
means of orientation training camps for local opinion leaders, held at the
subcenter level; production and broadcasting of radio programs; and production
and dissemination of printed matter for program personnel and eligible
couples. Other types of audiovisual materials are produced as well, such as
pusters, billboards, newspaper advertisements, and filmstrips. With the
launch of a communications satellite in April 1982, there is much more poten-
tial for increased use of television.

Workers at all levels receive initial training in family planning
methods. Medical and paramedical workers are supposed te receive periodic
retraining, but the degree to which this principle is implemented varies con-
siderably from place to place. ¥illage workers -- dais and VHGs -- currently
receive no in-service training. Continuing support is expected to be provided
through supervision. Male multipurpose workers are responsible for supervis-
ing male VHGs and subcenter ANMs are responsible for supervising dais and
female VHGs. The subcenter ANMs are in turn supervised by higher-level para-

‘medical workers, who are supervised by the PHC doctors, and so forth.

Research and evaluation in connection with the family planning program
are administered by the MOHFW, at the central level by the Evaluation and
Intelligence Division and at the state level by Demographic and Evaluation
Cells. The routine collection of data on family planning acceptors and supply
distribution is conducted by aggregating figures from lower levels and submit-
ting them to the next higher level for further aggregatien. The system is

very well organized, and data on the number of sterilizations and IUD inser-
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tions during a month are usually available at the central level within two or
three weeks after the end of the month. Complete reporting on oral pills and
condoms takes three to four weeks longer, owing to the greater difficulty of
collecting and aggregating village-level data.

Most program-related research is conducted either in-house by research
personnel at the state and district level or by salaried personnel at a net-
work of population research centers (PRCs) financed by the MOHFW. The studies
conducted by the state ministries and PRCs tend to be relatively small in
scale and simple in design, owing to limited staff size and capability. Some
Targer and more sophisticated studies are undertaken through better develcped

government and private research institutions.

RESOURCES: GOVERNMENT AND DONOR INPUTS

Government Support

Since 1952, when India established its national family planﬁing pro-
gram, the program has received significant and increasing support. The family
planning program in India is centrally funded and the total goverment alloca-
tions, from the First Five Year Plan through the Sixth (1951-1985), amount to
over Rs. 27 billion (See Table 1).

The First Five Year Plan (1951-56) called fur an allocation of Rs. 6.5
million; but, by the Fourth Plan (1969-74), allocations for family planning
had reached Rs. 3,150 million. There was an absolute increase in allocations
| of about 58 percent between the Fourth and Fifth Plans. However, if one al-
lows for inflation, the relative expenditures for family planning during the
Fifth Plan were almost the same as those during the Fourth Plan. Under the

current Sixth Plan (1980-85), the government has allocated over Rs. 10
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TABLE 1: BUDGET OUTLAY AND ACTUAL EXPENDITURE
ON FAMILY PLANNING: 1951-56 TO 1980-85

Five-Year Al11 Develop- Family Family Actual Ex-
Plan mental Ac- Planning Planning penditure on
Period tivities (millions Rs.) as % of Total Family Planning
(millions Rs.) Development (millions Rs.)
Outlays
First 1951-56 23,560 6.50 0.03 1.45
Second 1956-61 48,000 49.70 0.10 21.66
Third 1961-66 75,000 269.76 0.36 248.60
Annual 1966-69 67,565 829.30 1.23 704.64
Fourth 1969-74 159,020 3,150.00 1.98 , 2,800.40
Fifth 1974-79 393,220 4,970.00 1.26 4,090.003
Sixth  1978-83b 710,000 7,650.00 1.08 -
Sixth  1980-85¢ 975,000 10,100.00 1.04 -

Sources: Ministry of Health and Family Welfare, Family Welfare Programme in India:
Year Book 1979-80, New Delhi (1981), Page 4; and various documents o the
PTanning Commission; as quoted in Visaria, Pravin, and Leela Visaria, "India's
Population: Second and Growing," Population Bulletin, 6:4 (1981).

a. Provisional Estimates
b. From draft, Sixth Five Year Plan, prepared before January 1980 elections.

c. From Sixth Five Year Plan, prepared after January 1980 elections.
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billion. This works out to be a little over Rs. 18 per couple per year. The
current budget, after discounting for inflation, represents a relative

increase of over 25 percent. However, it represents only one percent of funds
allocated for all developmental activities in compariscn to two percent allo-

cates in the Fourth Plan.

External Support

International donors have provided support to population activities in
India for several years. For example, in the five years preceding the Sixth
Five Year Plan, external assistance to the Family Welfare Programme totaled
slightly more than $100 miilion. The external assistance, however, repre-
sented only about 18-19 percent of the total budget for the same period.
Similarly, in the current Sixth Five Year Plan (1981-86) external assistance
will again constitute around 19 percent of the total budget and will amount to
about $205 million.

Figures on per capita expenditure and the extent of external support
for family planning are not exactly comparable across countries because of
differences in purchasing power Jf dollar equivalents in local curréncy in
q1fferent countries. However, a ivoad picture can be visualized by comparing
these figures shown in Table 2 for sviected countries in the region. Both in
India and the Philippines, about 23 percen: of the funds for family planning
in 1978/79 were provided by external agencies in comparison to 33 percent in
Indonesia and over 50 percent in Pakistan, Thailand, and Bangladesh.

The per capita annual expenditure on family planning in US cents in
India (20) was higher than in Thailand (16) and in Bangladesh (18); but was
lower than Pakistan (24), Indonesia (29), the Philippines (51), and Malaysia
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TABLE 2: PER CAPITA FUNDS FOR FAMILY PLANNING PROGRAMS AND PERCENT

MET FROM EXTERNAL RESOURCES FOR SELECTED COUNYRIES
IN THE SOUTH AND EAST ASIA REGION

External Support as

Annual Per Capita Budget i1n US Cents

Country % of Total Funds Government ATl Sources
Bangladesh (1976/77) 64 6 18
India (1978/79) 23 16 20
Indonesia (1978/79) 33 19 29
Malaysia (1978/79) u 65 68
Pakistan (1976/77) 50 11 24
Philippines (1978/79) 23 38 51
Thailand (1978/79) 52 7.5 15.8

Sources: Nortman, Dorothy L., and Ellen Hofstatter.
Programs, 10th Edition," Population Council,

u.= Unavailable.

Notes: A1l sources also include privote organiz
budget represents direct monetary input
personnel and facilities of the health networ

grated.

26

“population and Family Planning
New York, 1980.

For Thailand, the domestic
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(68). Due to annual variations, the appropriate level of expenditure on
family planning is difficult to ascertain from these numbers. However, if the
level in India were to increase to the level prevalent in the Philippines, the
Sixth Five Year Plan budget would have to increase to Rs. 25.75 billion or
about 2.64 percent of the budget outlay for all development activities.
Assuming the external assistance remains at 19 percent of the total budget,
its total value would have to increase to $523 million from the current level
of about $205 million.

£ summary of recent and expected external support to the program

follows:

1) The United Nations Fund for Population Activities (UNFPA)

UNFPA has been assisting India's family planning program since 1974
through two five-year programs. Under the first agreement sighed in July of
1974, UNFPA provided over $42 million ddring the period 1975-79. These funds
supported a variety of national level projects including: provision of family
planning information, education and training; integration of family planning
into the national health system; provision of equipment and contraceptives;
and local production of contraceptives.

In June of 1980, a second five-year agreement (1981-86) was negotiated
for around $100 million. Internal resource constraints, however, prompted
UNFPA to lower that amount to $80 million. In addition to continuing support
for some of the national-level projects listed above, abou’. 60 percent of ihe .
UNFPA assistance is devoted to support of the MOHFW's 1ntensive"area program -
in two states, Bihar and Rajasthan. This program strives to deveIop‘ihfra-

structure and local delivery of servicés to parts of the states'ﬂhefe thefw_
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literacy rate is very low and conditions are particularly poor. UNFPA is
supporting this program in six districts of Bihar (Monghyr, Santhal/Parganas,
Szharsa, Katihar, Bhagalpur and Purnea) and tiree districts of Rajasthan
(Kota, Swai-Madhopur and Bharatpur).

During the interim period between the first and second five-year
agreement (1980), the UNFPA also provided approximately $2.8 million to con-

tinue its support to the national-level projects.

2) " The World Bank

The Bank began its first population project in India in 1973. Created
in cooperation with the Swedish International Development Authority (SIDA},
the project provided over $31 mililfsn for a broad framework of health and
fanily planning services in 12 districts of Uttar Pradesh and Karnataka. It
covered building construction, provision of vehicles, other equipment, train-
‘ing facilities and a program evaluation system. The project was completed in
May of 1980.

Encouraged by the virst project, the Bank embarked on a second similar
proiact in July of 1980 which will total $40 million. This project provides
jisupport within the MOHFW area program to six districts of Uttar Pradesh
(Azamgarh, Basti, Deoria, Gazipur, Mirzapur and Varanasi) and to three dis-
tricts of Andhra Pradesh (Anantapur, Chitoor and Cudappah). Its focus is on
lowering infant mortality, improving maternal and child health and decreasing
fertility. Over its five-year life, the project will provide buildings,

vehicles, equipment, training for a range of personnel, and staff salaries.
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3) Overseas Development Administration (ODA) of the U.K. /

From 1977 to 1980. ODA provided approximately $5.5 million to 1ncﬁease
~and improve sterilization facilities in 1,000 primary health centers and for '
eqhipping or building 325 sub-district hospitais. In July of 1980, implemen-
fation began for another ODA project, this cne under the broader area program
of the MOHFW. This project provides about $20 million over a five-year period
to strengthen the rural health and family planning system in five districts
(Cuttak, Ganjam, Kalahandi, Phulbani and Puri) of Orissa State.

4) Norwegian Agency for International Development (NORAD)

Between 1973 and 1977, NORAD supported the All India Hospitals Post-
partum Program and family planning programs in vural areas with about $5
million. NORAD, under another agreement for 1977-82, provided a further $26.5
mi!iioﬁ for the same program. The funds made available under this agreement
were utilized to extend the Post Partum Programme to additional hospitals and
medical colleges in the country. Towards this end, the second agreement con-
centrated on the construction of buildings and posipartum facilities and the
payment of salaries for some of the staff.

NORAD entered a third agreement with the government in April of 1981.
’}his current agreement provides nearly $4 million to expand the postpartum

program to 50 subdistrict hospitals.

5) Danish International Development Agency {DANIDA)

DANIDA, from 1973 to 1681, contributed around $2.4 million for the con-
struction of a complex of buildings for the National Institute of Health and
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Family Welfare. An additional $220 thousand from DANIDA was utilized between
1976 and 1978 to acquire equipment and supplies for the Central Drug Research
Institute in Lucknow. _

In 1980 and 1981, DANIDA negotiated agreements to suppert the MOHFW's
area program in two Staies. These agreements call for about $30 million to be
used in eight districts (Sagar, Tikamgarh, Gwalior, Morena, Shivpuri, Guna,
Bhind and Datia) of Madhya Pradesh and two districts (Salem and South Arcot)

of Tamil Nadu. DANIDA assistance in the area program will extend over a five-

year period.

6) Swedish International Development Authority (SIDA) ,
Between 1973 and 1978, SIDA}provided-abodt $12 million to assist in

the supply of contraceptives. SIDA also Contributed over 3460.000 from 1978

to 1981 for vitamin 'A“'capsules in the MCH program. No future Eypport in

population is currently being considered.

7) ‘United States Agency for International Deveiopment (USAID)

USAID's first population project in India began in late 1967 and ex=
. tended to 1973. During this time period nearly 320 million plus another Rs.
165 million were provided to support a variety of population activities
These funds assisted in the importation and equipment for ‘local production of
contraceptives (orals and condoms); the marketing of condoms; a distribution
program'for orals through 150-200 centers with~meﬁica] and paramedical staff;
the strengthening of five central training institutes and about /0 training
centers; the improvement of demographic training and research at a central

center for demography; the expansion of mass education and comnunications pro-
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grams through radio, films and mailed literature; the provision of intensive
fanily planning services to around 50 of the most populous districts in the
country; biomedical research undertaken at ICMR; and an MCH program in which
tradizion2l birth attendants (dais) received training at public health
centers.

No assistance in population was given between 1973 and 1980. In 1980,
USAID began a new project which will provide $40 million to strengthen inte-
grated health and family planning services in rural areas. To extend over a
five-year period, the project falls under the MUHFH's area program and will
assist: two districts (Osmanabad and Parbhani) of Maharashtra State; two dis-
tricts (Punch Mahal and Bharuch) in Gujarat; three districts (Songroor,
Faridkot and Bhatinda) in Punjab; three districts (Kangra, Hamirpur and
Sirmur) in Himachal Pradesh; and three districts (Bhiwani, Sirsa and
Mahindergarh) in Haryana.

At about the same time, USAID embarked upon another project which will
provide around $20 million worth of rupees for a special grant fund. This
fund is to be used by the government to finance rural projects and activities
of private institutes and organizations.

In addition, USAID and the government are discussing a third project
which could bring up to $32 mi1lion more in population assistance. Areas
under discussion for this project include: commercial marketing of contracep-
tives; mass information, education and communication activities; contraceptive
production; and biomedical, program and policy research. Currently, this pro-

ject is being contemplated to begin sometime in fiscal year 1983.
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8) Support by US-based Institutions

Several US-based organizations have been or are involved in population
activities in India. Among those funded by AID/Washington, Family Planning
International Assistance is providing about $200,000 to the Christian Melical
Association of India for family planning services. The same amount is bu:ing
extended from PARFR to the Indian Council of Medical Research (ICMR) and the
government for biomedical research and training. In 1980 and 1981, JHPIEGO
provided assistance to the government for laparoscopes and training in laparo-
scopy. The Battelle Memorial Institute, under its Population and Development
Policy Program, is supporting a program of research and analysis on overcoming
obstacles to more effective family planning programs in Uttar Pradesh and
Bihar. This program is being undertaken by the Center for Policy Research in
New Delhi.

The Population Council, which is partially funded by AID/Washington,
is collaborating with professionals in the biomedical field through the Inter-
national Committee for Contraception Research, and is awarding fellowships in
the biomedical and social sciences fields. The Council is providing funds for
a research project under its program on the Fertility Impacts of Development,
administered through its regional office in Bangkok. In addition. the Inter-
national Awards Program for Determinants of Fertility Research, administered
by the Council's New York office, has received several proposals involving
research institutes in India, one of which has been approved to date for fund-
ing. The Council has provided technical assistance to the government in set-
ting up manufacturing capacities for the Copper-T 200 intrauterine device and

currently distributes its two journals, Studies in Family Planning and Popula-

tion and Development Review, to more than 700 professionals.
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Under the auspices of the Indo-U.S. Subcommission in Science and Tech-
nology, the Science Office 6f the American Embassy coordinates and ﬁdnitors a
number of scientific research ectivities related to the prevention of concep-
tion. These activities, involving the ICMR and the National Institutes of ,
Health (US), include: collaborative drug testing of contraceptives; the
establishment of a reagent bank for biological materials; a workshop on hybri-
dom; technology for research in reproduction; a workshop‘on nonisotopic assay
methodology; and a planned workshop on ovum 1mp1antétion; The MOHFW, as well,
is discussing the possibility of a long-term collaborative relationship with
the University of Hawaii and the East-West Center to strengthen the communica-
tions support for family planning.

| Among US private organizations. the Ford Foundation has provided
financial and technical assistahce for institutional development and for bio-
| medical and social science research. It has recently given a grant to the |
Indian Association for the Study of Population. The Rockefeller Foundation is
providing support for biomedical research through ICMR. It has also supported
a conference organized by ICMR in October 1981.

INSTITUTIONAL CAPABILITIES IN INDIA

India possesses a remarkably extensive and varied range of institu-
tions providing family planning services and training, and conducting
research. Over 400 private sector_organizafions offer fami]y planning ser-
vices, frequently along with other health or community services. The largest
of these are the Family Planning Association which offers services for approx-
imately one percent of g]igible couples, primarily in urban areas; the

Christian Medical Association of India, which provides hospital and clinic-
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based services, esbecia]ly in southern states; the Nutrition Foundation of
India; the Indian Hospital Association; and the Voluntary Health Association
of India. Many of the smaller PVO's provide family planning as part of well-
developed community health and development programs. Several have had remark-
able success in lowering fertility and mortality rates, and in maintaining
high rates of continued use of a variety of contraceptives, including orals.

There are over 200,000 physicians in India, trained in 116 medical
schools. (The government plans no further expansion of schoo]s; and has
frozen enroliment at 13,000 per year.) About one-ﬁalf_of the physicians are
in private practice, mostly in urban areas. The Indian Medical Association
has 52,000 members, 30 percent in small towns and villages. An extensive net-
work of Ayurvedic, Urani and Sidhé practitioners‘aISo exists, with a large
percentage in small towns and villages. There are an estimated 200,000
Ayurvedic and 60,000 Unani practitioners. Some Ayurvedics include allopathic
medicine in their practice, and could be providers of family planning ser-

- vices.

In biomedical research, India has a rich network of institutions and
highly qualified scientists. The Indian Council of Medical Research coordi-
nates research with 21 Human Reproduction Research Centers throughout the
country. The ICMR collaborates with many international research groups; in-
cluding several supported by USAID. Research includes testing of new contra-
ceptives, safety studies, and acceptability research. The National Institute
of Health and Family Welfare (NIHFW) also supports biomedical and operations
research and training. The Central Drug Research Institute in Luckﬁow under-

takes chemical, toxicological and clinical research. University research
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_centers exfst 1n New Delhi (especially the All-India Institute of Medical
':_Sciences). Bombay, Chandigarh, Bangalore and Calcutta, among others.

Damographic research centers are also extensive, and the number of
demogfaphers and other population specialists (excluding biomedical scien-
tists) exceeds the 400 membership of the Indian Association for Population
Studies. The International Institute for Population Studies in Bombay has
been a leader in demographic and program-related research. Indian demo-
graphers, by and large, have had statistical or mathematical orientation. A
social science perspective on population issues, in general, nas been lacking.
Only a few centers are engaged in broad-based, policy-oriented, social science
research. The important research (including policy research) §roups include
the Center for Policy Research and the Institute of Economic Growth in New
Delhi, the Sardar Patel Institute in Ahmedabad, and the Institute for Social
and Economic Change in Banga]ore. | | .

Operations and Management Research i5 undertaken by the Operations
Research Group, the Indian Institute of Management, as well as several of the
previously mentioned organizations. At the state level, Centers for Populae-
~ tion Research undertake both.operations and sociai sciences research.

The Family Planning Founaation of India provides grants for research,
organizes seminars, supports publicat1ons, and attempts to ensure that rele-
vant research is madge available to policymakers.'

This brief swnnary~only touches the surface of the range and roles of
institutions contributing to pnpuiation matters in India. While these and
many other groups have contributed substantially to service and research, we
beiieve that their roles can be greatly extended. Service groups can expand.

their service coverage, collaborate with the government in training, and
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demonstrate innovative approaches to family planning delivery. While the
amount of research in India has been significant, its impact on policy and
programs has been insufficient. Expansion of operations research at state

level, and policy research at the federal level, would be especially desir-

able.



v, FAMILY PLANNING PROGRAM PEKFORMANCE

NATIONAL LEVEL PERFORMANCE
Family Pianning Acceptors

The performance of the family plannihg program in terms of numbers of
acceptors is well documented by service statistics dating back to 1956. In
addition to vepuriing ihe numbers of acceptors of sterilization and the IUD,
program records on supplies of conventional contraceptives (mainly Nirodh) and
oral contraceptives have been translated into “"equivalent conventional contra-
ceptive users,” which are estimates of the number of couple-years of protec-
tion provided by such supplies. Columns 2, 3, and 4 of Table 3 present the
numbers of sterilizations, IUD insertions, and equivalent conventional contra-
ceptive users reported each year from 1956 to 1980/81. The figures for 1956
through 1964 refer to calendar years and those from 1966/67 through 1980/81 to
fiscal years, April through March. The figures for 1965/66 refer to the
15-month period from January 1965 through March 1966.

Unt11 1965, during the formative years of the prdgram, only a minute
fraction of the total number of married couples with wives in the reproductive
age groups 15 to 44 years (MWRA) were registered as acceptors each year. How-
.éver, during the Third Five-Year Plan (1961-66), the increasing numbers of
sterilizations were augmented by intensified promotion of conventional contra-
ceptives and, starting in 1965, a vigorous campaign to promote the IUD. As a
résu]t of these joint efforts, family planning acceptance rose dramatically in
1965/66. The magnitude of the rise can best be seen by looking at the trend
in "equivalent steriiization" shown in Column 5 of Table 3. This measure is

preferable to a simple summation of the figures in Columns 2, 3, and 4, since
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TABLE 3: FAMILY PLANNING ACCEPTORS (IN THOUSANDS)
BY METHOD, 1956 TO 1980/81

1UD Equivalent Sterilizations Equivalent

Year Sterilizations Insertions CC User “Number 0

(1) (2) (3) (4) (5) (6)
1956 7 7 0.01
1957 14 14 0.02
1958 25 25 0.04
1959 ' 42 : 42 0.06
1960 64 64 0.09
1961 ~ 105 . 105 0.14
1962 158 158 0.21
1963 170 298 207 0.27
1964 : 270 439 306 0.38
1/65-3/66 671 813 582 990 1.20
1966/67 887 910 465 1,229 1.40
1967/68 1,840 669 475 2,102 2.40
1968/69 1,665 479 961 1,904 2.10
1969/70 ' 1,422 459 1,509 1,701 1.90
1970/71 - 1,330 476 1,962 1,652 1.80
1971/72 2,187 488 2,354 2,481 2.60
1972/73 3,122 355 2,398 3,373 3.50
1973/74 ' 942 372 3,010 1,233 1.20
1974/75 1,354 433 2,521 1,638 1.60
1975/76 . 2,669 607 3,528 3,068 3.00
1976/77 8,261 581 3,692 8,663 8.20
1977/78 949 326 3,253 1,242 1.20
1978/79 1,484 552 3,469 1,865 1.70
1979/80 1,773 634 3,036 2,158 1.90
1980/812 1,990 600 3,790 2,404 2.10
1981/82b 2,428 688 4,082 2,869 2:50

Source: Ministry of Health and Family Welfare. Family Welfare Programme in India:
' Year Book, 1979-80, New Delhi (1981).

a. Estimates based on data reperted in Visaria and Visaria, *India's Population:
Second and Growing," Population Bulletin, 6:4 (1981).

b. Estimates based on ccmparison of data for April-December, 1981, with data for
April-December, 1980.
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the data on conventional contraceptive use are not directly comparable to the
data on sterilization and IUD acceptance. The MOH"W resolved the pfoblem of
non-comparability by converting the data on IUD insertions and conventional ‘
contraceptive practice into units that are approximately equivalent to steril-
1zation in terms of long-term effects on fertility. This conversion is made
by assuming that three IUD insertions, nine couple-years of pill use, and 18
couple-years of conventional contraceptive use, respectively, are equivalent
to one sierilizatfon. It can be seen that the number of equivalent steriliza-
tibns rose by more than three times from 1964 to 1965/66, when it exceeded one
percent of the MWRA for the first time. The rise continued, though less
¢ramatically, to a peak in 1967/68, then began a gradual declin: that was not
reversed until 1971/72.

During the 1970s, the program passed through two cycles in which per-
formance dramatically rose and fell. The first peak was achieved in 1972/73
through the widespread implementation of mass sterilization (primarily vasec-
tomy) “camps," which were discontinued shortly thereafter as a result of a
variety of factors, 1ncludihg adverse publicity, administrative ¢ifficulties,
reduced caseloads, andnreduced funding. The second peak resulted from the
intense sterilization drive during the Emergency, which lasted from June 1975
'fo January 1977. 1In 1976/77, the number of reported sterilizations (again
mostly vasectomies) reached 8,261 (7.8 percent of MWRA) -- more than two and a
half times the previous peak of 3,122 sterilizations performed during 1972/73.
Following the defeat of Prime Minister Gandhi's government in 1977, the number
of sterilizations plumeted to 941,000 in 1977/78 but then increased gradually
to about 1,990,000 in 1980/81. Data for the first nine months of 1981/82

indicate a continuation and acceleration of the upward trend. The increasing
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number of sterilizations was accompanied by increased use of the IUD, oral
pills and conventional contraceptives but the increases in sterilization
acceptance exceeded the increases in the acceptance and use of other methods.
Whereas in 1977/78 sterilication accounted for only 76 percent of the total
equivalent sterilizations, they accounted for 83 percent in 1980/81 and 84
percent in 1981/82. The number of sterilization equivalents in 1980/81,
2,404,000, was a little over two percent of the estimated number of MWRA.
Though this percentage was well below the peaks of 8.2 percent in 1976/77 and
3.5 percent in 1972/73, it was higher than the percentages for six of the pre-
ceding ten years, indicating substantial revitalization of the program in the
wake of the near collapse that followed the Emergency. The more tenuous pro-
jections for 1981/82 indicate a further increase to 2.5 percent, a level
exceeded to an appreciable extent in only three of the preceding years since
the inception of the family planning program.

The numbers of sterilizations reported for 1970/71 to 1980/81 are broken
down by type (vasectomy versus tubectomy) in Table 4. It can be seen that the
ratio of vasectomies to tubectomies during this entire period was-1.45 but
that it fluctuated widely. Up to 1976/77, vasectomies were more common than
; ;ubectomies in five of the seven years, and the ratio exceeded 3.0 in the peak
years of the sterilization camps and the Emergency drive. Since the end of
Emergency, the numbers of vasectomies have been only about one-fourth to one-
third the numbers of tubectomies. Whereas the increases in tubectomy accep-
tance over time have been fairly smooth, the trend in vasectomies has been
much more erratic, rising to sharp peaks in 1972/73 and 1976/77 and plunging
even more steeply thereafter. This pattern apparently reflects a tendency for

vasectomy to be more suitable for mass campaigns, where conditions favor a
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TABLE 4: TREND IN NUMBERS OF VASECTOMIES AND TUBECTOMIES,
1970/71 TO 1980/81 (NUMBERS IN THOUSANDS)

Year Vasectomies Tubectomies V/T Ratio
(v) (T)
1970/71 879 451 1,95
1971/72 1,620 567 2.86
1972173 2,613 509 5.13
1973/74 403 539 75
1974/75 612 742 .82
1975/76 1,438 1,230 1.17
1976/77 6,199 2,062 3.01
1977/78 188 761 .25
1978/79 391 1,093 .36
1979/80 471 1,302 .36
1980/81 420 1,550 .27
Total 15,234 10,806 1.45

Sources: Ministry of Health and Family Welfare (op. cit.);
Visaria and Visaria (op. cit.).
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relatively safe, quick method. It appears that there may be an underlying
preference for tubectomy when both methods are equally strongly p;omoted and
readily availzble, though reasons for this preference are not clear, The
fncreasing tendency of couples to elect tubectomy creates additional problems
for the program, since tubectomy requires more time of highy skilled medical
personnel and more allocation of medical facilities than vasectomy.

The data in Table 3 on conventional contraceptive use refer almost
entirely to use of condoms. For instance, in 1980/81, 266 million condoms,
1.15 million pill cycles, 1,454 diaphragms, 63,000 tubes of jelly or cream,
and 25,000 foam tablets were distributed. These quantities translate into
about 3.69 million couple-years of condom use, 88,000 couple-years of pill
use, and 9,800 couple-years of use of the three other methods. Thus, condoms
accounted for 97.4 percent of the use of conventional contraceptives, pills

for 2.3 percent and the other methods for only 0.3 percent.

Prevalence

Estimates of contraceptive prevalence derived from the data cn numbers
of acceptors indicate an increase from 0.2 percent in December 1960 to 3.0
percent in March 1966 and 8.7 percent in March 1969, followed by the annual
figures given in Column 5 of Table 5 for 1971 to 1981. The trend from 1966 to
1981 is 11lustrated in Figure 1. The picture is one of steady increase
through 1972/73, followed by a 1ull of two years and sharp increase in 1975/76
and 1976/77 to a peak of 25.7 percant in March 1977. Following that peak, the
estimatea prevalence level declined to 24.4 percent in March 1978 and remained
approximately constant until 1980/81, when it began to rise again. The effec-

tive prevalence figures (adjusted to compensate for the probability of contra-
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TABLE 5:
OF PROGRAM METHODS, 1970/71 TO 1980/81

ESTIMATES OF PREVALENCE OF USE

Percentage Protected

Percentage ttfectively

Visaria (op. cit.).

a. Conventional contraceptives.

Protected
Year Steri- Steri-
(31 March) | Vization IUD CC2 Totalb |[lization IUD CC? Totalb
(1) (2) (3) (4) (9) (6) (7) (8) (9)
1971 8.1 1.6 2.1 11.7 8.1 1.4 1.1 10.6
1972 9.9 1.4 2.5 13.7 9.9 1.3 1.2 12.4
1973 12.3 1.2 2.5 16.0 12.3 1.1 1.2 14.7
1974 12.4 1.1 3.0 16.5 12.4 1.0 1.5 14.9
1975 12.9 1.0 2.5 16.4 12.9 1.0 1.2 15.1
1976 14.5 1.1 3.4 19.0 14.5 1.0 1.7 17.2
1977 21.1 1.1 3.5 5.7 21.1 1.1 1.8 23.9
1978 20.4 9 3.0 24.4 20.4 9 1.5 22.8
1979 20.2 1.0 3.2 24.3 20.2 9 1.6 22.7
1980 20.2 1.0 2.7 24.0 20.2 1.0 1.4 22.6
1981 - - - - - - - 23.1¢
© Sources: Ministry of Health and Family Welfare (op. cit.); Visaria and

b. These percentages are based on estimates of MWRA made before the 1981

census results became available rather than the higher revised
estimates, since, as Visaria and Visaria note, the error in the

projected total population is attributable to underestimation of the

number of births rather than the number of MWRA.

¢c. Provisional estimates.
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ceptive failure among users of the JUD and conventional contraceptives) have
followed a similar pattern, as can be seen in Column 9 of Table 5 and 1n
Figure 1. The numbers of annual acceptors following the Emergency drive have
been just enough to compensate for natural attrition (discontinuation of
reversible methods and the passage of sterilized couples out of the childbear-
ing ages). The percentage effectively protected appears to have risen slight-
1y in 1980/81. The preliminary estimates of numbers of acceptors in 1982 sug-
gest that the percentage effectively protected by March 1982 might increase to
the previous peak level reached in March 1977.

It can be seen from both Tables 3 and 5 that the program since its in-
ception has relied primarily on sterilization. The figures from Columns 6 and
9 of Table 5 indicate that sterilization accounted for 76 percent of the “ef-
fective prevalence" in March 1971; the contribution of sterilization rose
thereafter, reaching 89 percent in March 1980. Since sterilization is approp-
riate for couples who definitely want no more children, it appears that the
program has had very little success in reaching those who are uncertain or
want to space their children. There may exist a large potential demand for
reversible methods among such couples.

. Between 1966 and 1973, the prevalence of contraceptive practice
increased almost linearly, adding nearly two percentage points each year. In
relation to the eariy trend, prevalence since 1973 appears to have fallen far
short of the levels that might have been expected on the basis of this early
trend, with the sole exception of the peak achieved during the intensive drive
of the Emergency. Viewed from this perspective, the post-Emergency decline
and stagnation appear to constitute a severe setback. However, this setback

may be only temporary. Fazllowing the fall of tke Gandhi government in 1977,
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the pressures and in;entives for encouraging contraceptive practice were
greatly relaxed and even following Mrs. Gandhi's reelection in January 1980,
the government continued to take a low-key approach to family planning. How-
ever, following publication df the first provisional 1981 Census report, which
indicated that the intercensal growth for 1971-81 was no lower than that for
1961-71, concern about the need to reduce population growth increased sharply.
If the government should intensify its efforts once again, such renewed ef-
forts are likely to increase contraceptive prevalence. This 1ikelihood is un-
derscored by the fact that the effective prevalence rate rose somewhat in
1980/81 even without much intensification of government support.

The program statistics on contracéptive practice are Timited to
methods obtained from the program; they do not include effective practice of
methods obtained from outside the program. On the other hand, program statis-
tics are likely to overestimate use due to overreporting, especially (under
the pressure of) special drives.

Data relevant to these last two points are avai“able from three sur-
veys conducted in the early 1970:. A nationwide survey conducted in 1970 by
the Operations Research Group found a national prevalence rate of 13.6 per-

- cent, but only 9.7 percent of the couples reported use of program methods.

The proportion of couples reporting use of sterilization was 25 percent lower
than the proportion indicated by program statistics, and the proportion
reporting use of the IUD was 59 percent lower. However, the differe~ce in use
of program methods was more than compensated for by figures on use of non-pro-
gram methods, such as withdrawal and abstinence, reported in the survey.

A survey conducted in 1971-72 by the Office of the Registrar General

indicated a higher prevalence of program methods (15 percent) and a lower pre-
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“valence of others (about one percent). However, the survey data indicated
much more use of condoms than program statistics indicated for March 1972 (9.1
percent versus 2.5 percent), and less use of sterilization (5.2 percent versus
9.9 percent).

In 1973-74, the National Sample Survey (NSS) found a prevalence rate
of only 13.0 percent, including 2.2 percent for non-program methods. In con-
‘trast, the program estimate of prevalence in March 1974 was 16.4, excluding
non-program methods. However, the fact that the NSS found lower prevalence
~ than either of the preceding surveys suggests a serious downward bias in the
NSS estimate. Furthermore, the inconsistencies among all three surveys with
regard to method mix call into question the reliability of all the'sbrvey
estimates of prevalence. It is likely that all three surveys tended to under-
estimate prevalence, as is common in places vhere respondents are not
accustomed to discussing contraception and may be embarrassed to admit to con-
traceptive practice.

) Un balance, the comparison of program estimates and survey data on
prevaience during the early 1970s seéms to‘suggest that any upward bias in
estiﬁated prevalence caused by overreporting was approximately canceled by the
omission of non-program contraception. It is not known whether the situation
}emained unchanged during the late 1970s, especially considering the eight

‘ 'million sterilizations that were reported during the Emergency drive.

Performance in Relation to Targets

Program performance has rarely achieved or even approached targets set
by the national government. Table 6 shows the targeted numbers of steriliza-

tions, IUD insertions, and conventional contraceptive users for the eleven
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TABLE 6:

PROGRAM TARGETS AND PERCENTAGES OF TARGETS

(IN MILLIONS) ACHIEVED, 1970/71 TO 1980/81

Year Sterilization JUD Insertions CC Users
Target % Ach. Target % Ach. Target % Ach.
1970/71 2.60 51 .90 53 4.80 41
1971/72 2.08 105 .83 59 3.83 61
1972/73 5.70 55 .95 37 4.26 56
1973/74 2.27 41 .67 55 4.30 70
1974/75 2.00 68 .60 72 3.50 72
1975776 2.49 107 91 67 4.26 83
1976/77 4.30 192 1.41 51 4.69 79
1977/78 - - 1.00 33 5.00 65
1978/79 3.97 37 .60 92 4.00 87
1979/80 3.05 58 1.15 55 5.50 55
1980/81 2.90 69 .79 76 5.54 68

Sources: Ministry of Health and Family Welfare (op. cit.); Visaria
and Visaria (op. cit.).



years from 1970/71 to 1980/81. Sterilization targets were not set for
1977/78, the first year after the Emergency, and were met or exceeded in only
three of the remaining ten years. Targets for IUD insertions and conventional
contraceptive use have not been achieved in any of the eleven years. The per-
centages of IUD targets achieved an average of about 60, ranging from 33 to
92; the percentages for use of conventional contraceptives averaged about 67,
ranging from 41 to 87.

The pattern of underachievement of targets appears to 2pply as much to
the individual states as to India as a whole. In 1980/81, for instance, none
of the states achieved 100 percent of their targets for sterilization opera-
tions or for use of oral contraceptives. Only Punjab achieved 100 percent of
its target for use of conventional contraceptives, and only Punjab, Jammu and
Kashmir, and Haryana exceeded their IUD targets. Large proportions of the
states failed to achieve even half of their targets for specific methods: 40
percent in the case of IUD targets, half in the case of sterilization, two-
thirds in the case of conventional contraceptives, and all but one (Gujarat)
in the case of cral contraceptives. Thus, acceptor targets appear to have
been excessively optimistic in relation to program resources and implementa-

tion.

ACCESSIBILITY OF SERVICES

In 1979, there were 5,358 rural family welfare centers to serve 89.1
million rural eligible couples and 1,957 urban centers to serve 20.6 million
urban couples. On the average, then, there was one center for every 16,600
rural couples and one center for every 10,500 urban couples. The rural

centers were augmented by some 46,564 subcenters -- an average of one sub-
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center for every 1,900 rural couples. However, the auxiliary nurse-midwives
who staff the subcenters are not able to perform sterilizations or even pre-
scribe pills for more than three menths without the assistance of a physician,
and many are not authorized to insert IUDs. Thus, the most effective méthods
‘tend not to be available at the subcenter level. Some of the family welfare
centers are not staffed by doctors, in which case, even at this level, such
methods cannot be offered on a regular basis. Of the 5,356 “required" medical
officers in rural areas, 4,648 (87 percent) were in place in 1979, covering an
average of 19,000 couples each. In urban areas, of 1,197 positions for medi-
cal officers, only 855 (71 percent) were filled, one for every 24,000
couples. |

Sterilizaﬁion has been available only at the:district level or above.
To make sterilization more readily avai]able‘to rural cbuples, construction of
additional sterilization facilities has been authorized for 325 subdistrict
hospitals and 1,000 primary health centers. By 30 September 1980, 266 of the
former and 754 of the latter had been completed.

In urban areas, }he efforts of family welfare centers are augmented by
three special programs: the Postpartum Program, the Nirodh Program, and the
Medical Termination of Pregnancy (MTP) Program. Under the Fostpartum Program,
524 postpartum centers have been established -- primarily in district hospi-
tals and teaching hospitals -- where family planning services are offered to
obstetric (0B) and abortion (AB) cases. There is one postpartum center for
every 40,000 urban couples. In 1979/80, reports from 385 of the centers
indicated that they served 847,000 OB cases and 277,000 AB cases (101,000
spontaneous abortions and 176,000 MTP cases); the total number of OB and AB

cases per reporting center was 2,919. These centers reported a total of
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418,000 acceptors, of which 267,000 were “"direct" (cases who accepted within
three months postpartum or postabortum). Thus, 23.4 percent of the deliveries
or abortions in these centers were followed within three months by acceptance
of family planning. The Sixth Five Year Plan calls for the establishment of
300 postpartum centers in subdistrict hospitals. This will bring postpartum
services closer to rural women, but it is doubtful that it can have much ef-
fect on rural contraceptive practice or fertility, since most deliveries in
the rural areas occur in the home rather than in hospitals.

The second special program that increases the access of urban couples
to contraceptives is the Nirodh Marketing Program. This program subsidizes
the sale of condoms through an estimated 380,000 retail outlets, which tend to
be concentrated in urban areas. These outlets sold 129.5 million condoms in
1980/81. According to MOHFW, this would provide 1.8 million couple-years of
protection and would avert an estimated one million births.

The third special program is the MIP program. Since MTP may be per-
formed only by a physician and in a government hospital or a specially 1i-
censed private medical facility, it has little impact outside urban areas.

The total number of MTP centers as of August 1980 was 3,056, which works out
to one for every 7,000 urban couples or one for every 37,000 couples nation-
wide.

Information about family planning services and where they may be ob-
tained is, of course, more accessible than actual medical services. The Sixth
Five-Year Plan calls for training Village Health Guides (VHGs) to provide
simple medical information and primary health care, including non-medical
family planning services, at the village level. With 140,000 such volunteers
reportedly in position as of April 1980, it was initially expected that
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360,000 would have been trained by 1985. The plan has recently been revised,
calling for training of enough VHGs to have one in each of the country's
575,000 villages by 1985. The effect of the VHGs on the family planning know-
ledge, attitudes, and practices of the villagers cannot be ascertained without
special research studies. Similarly, the coverage of other types of field
workers (auxiliary nurse-midwives, multi-purpose health workers, and other
paramedical workers) cannot be quantified, since no recent research data are
available. A study conducted in selected rural areas of Uttar Pradesh in 1972
found that only 13 percent of the interviewed husbands and eight percent of-
the wives said they had been visited by a government worker who discussed
family planning; 42 percent of the husbands and 24 percent of the wives were
aware that such workers had visited the village but said they had not them-
selves been visited. However, the situation in rural Uttar Pradesh cannot be
'generalized to the rest of rural India, and the situation may have changed
considerably since 1972.

Although effective outreach work requires extensive travel, there are
insufficient travel allocations for field supervision and a shortage of
vehicles at the state, district, and especially, PKC levels. This problem may
._be more important than the concentration of medical facilities in urbanized
areas, since acceptors receive compensation to help defray the cost of travel
to the family welfare centers, but they need to be informed of the services

before they can be expected to do so.
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STATE DIFFERENTIALS IN PERFORMANCE

Although the Indian Family Welfare Program is centrally planned and
directed, the~performance of the program in the various states is by no means
uniform. Table 7 show§ the prevalence and effective prevalence figures as
of 31 March 1980 for the 17 largest states and the Union Territory of Delhi.
The unadjusted prevalence rates range from 10.7 (for Jammu and Kashmir) to
35.9 for Maharashtra and 44.1 for Delhi. Effective prevalence rates were
somewhat lower, ranging from 10.3 to 35.2 for the states and 36.1 for Delhi.
The method mix wes less variable, but some states (Delhi, Uttar Pradesh,
Punjab, Haryana, Rajasthan, and to a lesser ertent, Jammu and Kashmir,
Gujarat, Karnataka, and Himachal Pradesh) relied much less heavily than the
others on sterilization.

The highest-performing states, in terms of effective prevalence, are
Delhi, Maharashtra, Gujarat, Haryana, Kerala, and Tamil Nadu, in that order.
The lowest-performing states, with 10-12 percent prevalence, are Jammu and
Kashmir, Uttar Pradesh, [ihar, and Rajasthan. Since they include the two
largest states (U.P. and Bihar), these four states account for about one-third
o7 all the eligible couples in India. The concentration of such a large pro-
portion of the population in such low-performing states acts as a major obsta-

cle to achieving high prevalence in the country as a whole.

Relationship of Performance to the Density of Program Inputs

The density of progriam inputs varies considerably by state. Table 8
shows, for each state and for India as a whole, the density of service facili-
ties and staff in 1979 in relation to estimated average number of MWRA

covered. The density of family welfare centers shows little relationship to
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TABLE 7:

ESTIMATED STATEWISE PREVALENCE AND EFFECTIVE PREVALENCE LEVELS

AND METHOD MIX, MARCH 1980
(For States/Union Territories with at least 500,000 Eligthie Couples)

Eligible Unadjusted Effective Percent of Users

State/Union Couples? Prevalence Prevalence relying on: .

Territory (1000) (%) (%) Sterilization er
Andhra Pradesh 9,115 26.9 26.7 97.2 13 1.5
Assam 2,849 19.6 19.3 9.3 2.8 2.9
Bihar 12,544 12.6 12.3 93.2 2.7 4.1
Gujarat 5,317 34.5 32.8 86.0 3.8 10.2
Haryana 1,969 33.4 30.3 71.3 11.3 17.4
Himachal Pradesh 718 24.5 23.8 88.6 6.3 5.1
Jammu & Kashmir 987 10.7 190.3 83.0 8.5 8.5
Karnataka 5,738 23.7 22.9 87.9 5.7 6.5
Kerala 3,575 29.7 29.4 94.9 33 1.7
Madhya ?radesh 9,254 21.6 21.1 93.7 2.4 3.9
Maharashtra 10,234 35.9 35.2 94.8 1.3 3.9
Orissa 4,650 25.3 24.8 93.1 3.2 3.7
Punjab 2,269 27.6 25.0 70.2 12.0 17.7
Rajasthan 5,850 14.3 13.3 80.8 4.8 14.5
Tami1 Nadu 7,901 29.1 28.6 93.9 29 3.2
Uttar Pradesh 18,404 12.6 11.6 70.2 16.2 13.5
West Bengal 8,334 22.6 22.0 92.4 1.9 5.7
Delhi 934 44.1 36.1 53.2 11.2  35.7

Source: Ministry of Health and Family Welfare (op. cit.).

a. Projection based on 1971 census data.



TABLE 8: DENSITY OF FAMILY WELFARE FACILITIES AND STAFF, 1979,
BY STATE, ARRANGED BY 1980 PERFORMANCE LEVEL

Performance Level Total FW Centers Number of Rural Staff
(1980 Effective State/U.T. Per Million Subcenters Per Million
Prevalence) Couples (Urban Per Million Rural Couples

plus Rural) Rural Couples

Highest: 36.% Delhi 62 543 543 (L)
35.2 Maharashtra 61 487 644
32.8 Gujarat 79 510 918 (H)
30.3 Haryana 65 645 (H) 768
29.7 Kerala 53 (L) 732 (H) 1,088 (H)
29.1 Tamil Nadu 78 527 863 (H)
Middie: 26.9 Andhra Pradesh 63 549 796
25.0 Punjab 72 959 (H) 937 (H)
24.8 Orissa 78 489 714
23.8 Himachal Pradesh 125 (H) 612
22.9 Karnataka 71 801 ; 612
22.0 West Bengal 61 448 545 (L)
Lowest: 21.1 Madhya Pradesh 60 637 }
19.3 Assam 66 287 (L) 295
13.3 Rajasthan 66 449 (L 475 ;
12.3 Bihar 54 (L) 432 (L
11.6 Uttar Pradesh 61 481 (L
10.3 Jamnu and Kashmir 107 (H) 528 531 (L)
India 67 523 683

Source: Ministry of Health and Family Welfare (op. cit.).
H = High

L = Low
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performance, but the density of rural subcenters and rural staff in relation
to the estimated numbers of rural MWRA is clearly related to prevaience
levels. Among the high-performance states, only New Delhi and Maharashtra are
not also high on at least one of the measures of density of rural inputs; and
among the low-performance states, only Madhya Pradesh has high density of
rural facilities and staff. Among tMe middle-performance states, Punjab and
Karnataka appear to have disproportionately high density of rural inputs.

Relationship of Performance to Socioeconomic Conditions

The variations in performance appear to have been attributable largely
to differences in socioeconomic conditions (Table 9). The states with the
highest effective prevalence ievels in 1980 tended to be the ones with the
highest per capita net state domestic products, highest literacy rates, and
highest percentages of their populations 1iving in urban places. Reading of
Table 9 1s facilitated by reference to the letters (H and L) following the
figures shown for each indicator, denoting the states that are particularly
high or low, respectively, with regard to that indicator. It can be seen that
none of the highest-performing states ranks unusually lew by any socioeconomic
. indicator and that none of the lowest performing states ranks especially

high.

Relationship of Performance to Demographic Indicators

The family planning performance of the states tends to be related to
some demographic measures as well (Table 10). The infant mortality rate
tends to be lower in the highest-performing states and higher in the lowest-

performing states. However, there are two notable exceptions: Gujarat, one
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TABLE 9: SELECTED INDICATORS OF SOCINECONOMIC CONDITIONS,
BY STATE, ARRANGED BY 1980 PERFORMANCE LEVEL

Performance Level Per Capita Net Literacy Rate? Percent
(1980 Effective State/U.T. State Domestic (1981) for: Urban
Prevalence) Product (1977-78) Males Females (1971)
Highest: 36.1 Delht Rs. 2,358 H; 68% {H} 53% {H; 90 iﬂg
35.2 Maharashtra 1,642 (H 59 (H) 35 (H 31 (H
32.8 Gujarat 1,455 (H) 65 (H) 32 28 (H)
30.3 Haryana 1,649 (H) 48 22 18
29.7 Kerala 985 74 }H; 64 §H; 16
29.1 Tamil Nadu 1,038 57 (H) 34 (H 30 (H)
Middle: 26.9 Andhra Pradesh 1,035 3 (L) 21 19
25.0 Punjab 1,998 (H) 47 34 (H) 24
24.8 Orissa 803 (L) 47 21 8 2L
23.8 Himachal Pradash 1,180 52 31 7 (L
22.9 Karnataka 1,130 43 28 24
22.0 West Bengal 1,243 50 30 25
Lowest: 21.1 Madhya Pradesh 907 (L 39 (L) 16 (L) 16
19.3 Assam 900 (L * * 9 (L)
13.3 Rajasthan 959 (L 3 (L) 11 (L 18
12.3 Bihar 733 (L 38 (L) 14 (L 10 (L
11.6 Uttar Pradesh 917 (L) 39 (L) 14 (L 14 (L
10.3 Jammu and Kashmir 981 * * 19

Source: Ministry of Health and Family Welfare (op. cit.); Padmanabha, P.,
Census of India, 1981: Prcvisional Population Totals, Series T,
Paper I, Paper 1 of 1981, New DeThi: Office of the Registrar General

(1981).
* Not Available.

a. Provisional census data. Denominator consists of all persons of the specified
sex irrespective of age.

H = High

L =Llow
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of the highest-performing states, is characterized by an unusually high infant
mortality rate; and Jammu and Kashmir, the lowest-per-forming state of those
shown in Table 10, has an unusually low infant mortality rate.

The proportion of the total population comprised of married women in
the reproductive ages (MWRA) is included in Table 10 as an indicator of age at
marriage in the absence of precise measures of that variable. Performance
tends to be lowest in those places where MWRA constitute a relatively large
proportion of the total population (indicating relatively early marriages).
This is probably because MWRA are younger on the cverage in such places and
younger women are less likely to adopt sterilization.

The other three demographic indicators in Table 10 are included be-
cause they indicate the extent to which contraceptive practice appears to have
influenced fertility and population growth. The program's effect on popula-
tion growth would, of course, be mediated through its effect on fertility.
However, the data on fertility from the sample registration system (SRS) are
known to be deficient, and the degree of deficiency probably varies from state
to state. As a result, the figures shown in Table 10 for the CBR are not as
highly correlated with effective prevalence rates as might be expected. How-
_ever, there is a distinct relationship, and only one major anomaly: the cruae
birth rate for Gujarat is one of the highest although Gujarat has one of the
highest effective prevalence rates. Similarly, there is only one major
anomaly in the relationship between effective prevalence and the 1971-81
growth rate: Delhi experienced by far the highest growth rate in the 1970s in
spite of the fact that it had the highest prevalence rate. This is clearly a
reflection of the high rate of in-migration to Delhi rather than of error in

measurement of either its effective prevalence level or its growth rate.
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TABLE 10: SELECTED DEMOGRAPHIC INDICATORS, BY STATE, ARRANGED BY 1980 PERFORMANCE LEVEL

Performance Infant Mor- MWRA as X Cstimated Intercensal Percentage Change
Level (1980 State/U.T. tality Rate of Total CBR Growth Rate in Intercensal
Effective (Average, Population (SRS, 1978) (1971-81) Growth Rate
Prevalence) 1974-76) (1971) (1961-71 to 1971-81)
Highest: 36.1 Delhi 58 {L) 15.7 (L) 25.7 (L) 52.4 (H) - 1
35.2 Maharashtra 88 (L 17.1 26.9 (L) 24.4 - 11
32.8 Gujarat 136 (H) 16.4 35.8 (H) 27.2 - 7
30.3 Haryana 109 16.1 33.5 28.0 - 13 (L)
29.7 Kerala 55 (L) 14.0 (L) 25.2 (L) 19.0 {L - 28 {L;
29.1 Tamii Radu 16.9 28.8 17.2 (L - 23 (L
Middle: 26.9 Andhra Pradesh 119 18.0 (H) 33.6 22.8 + 9
25.0 Punjab 101 14.3 (L) 29.4 23.0 + 6
24.8 Orissa 142 (H) 17.5 32.9 19.7 (L) < 21 (L)
23.8 Himachal Pradesh 114 17.3 27.3 (L) 22.5 - 3
22.9 Karnataka 85 (L) 16.4 29.2 26.4 + 9
22.0 West Bengal 15.2 (L) 28.4 23.0 - 15 (L)
Lowest: 21.1 Madhya Pradesh 142 iH; 17.8 H; 37.2 (H) 25.2 - 12 (L)
19.3 Assam 135 (H 15.0 (L 30.8 36.1 (H) *
13.3 Rajasthan 143 (H) 17.9 (H) 35.5 (H) 32.4 (H) + 16 (H)
12.3 Bihar ® 18.8 (H 23.9 + 12 sH;
11.6 Uttar Pradesh 183 {H) 17.7 (H 40.4 (H) 25.5 + 29 (H
10.3 Jammu & Kashmir 71 (L) 16.9 31.8 29.6 (H) *

Sources: Ministry of Health and Family Welfare (op. cit.); Padmanabha (op. cit.).

* Not Available.

H = High

L = Low



There are no major anomalies between effective prevalence rates and changes in
the intercensal growth rates from the 1960s to the 1970s, although rankings of

the states by the two measures are rather different.

Regression Analysis

0f the socioeconomic and demographic indicators just discussed, all of
the former and the first two of the latter may be viewed as hypothesized
determinants.of effective prevalence, whereas the crude birth rate and the two
growth rate estimates may be viewed as consequences. Table 11 shows the
results of linear regression analysis of prevalence rates in relation to the
hypothesized determinants. The strongest correlate of state performance in
1980 was the male literacy rate (r = .76), followed closely by the female
literacy rate (r = .70). The two demographic indicators showed the lowest
degree of correlation (r = .45 and .39, respectively). These correlation co-
efficients indicate associations and cannot be interpreted literally to imply
causation. However, they do suggest that contraceptive use i1s likely to in-
crease with improvements in education and literacy, with reduction in infant
mortality, and with increase in age at marriage.

The relationships between program inputs and contraceptive prevalence
are quantified in Table 12 in the form of linear regression and correlation
coefficients. The density of rural staff is by far the best predictor of per-
formance, with a correlation coefficient of .59. Comparison of Tables 11 and
12 reveals that the educational level of the population is more strongly re-

' ed to effective prevalence than even rural staff density. Since program
infrastructure is correlated with socioeconomic level, it appears that the ret

effect of program inputs on prevalence (controlling for socioeconomic level)
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ON SELECTED SOCIOECONOMIC AND DEMOGRAPHIC INDICATORS
(STATES IN UNITS OF ANALYSIS)

RESULTS OF LINEAR REGRESSION OF EFFECTIVE PREVALENCE

Independent Varjable Ogggts:t?gns Intercept 253??7§}§:t r ré
Per capita domestic product 18 13.42 .01 55 .31
Literacy rate for:

a. Males 16 - 1.62 .53 .76 .58

b. Females 16 14.01 .38 .70 .49
Percent Urban 18 18.43 .23 54 .29
Infant mortality rate 16 35.87 - .10 .45 .20
MWRA/Population ratio 18 62.50 -2.34 .39 .15
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TABLE 12: RESULTS OF LINEAR REGRESSION OF EFFECTIVE PREVALENCE ON INPUT
DENSITY MEASURES (STATES AS UNITS OF ANALYSIS)

Number of Regression
Independent Variable Observations Intercept Coefficient r re
Family Welfare Center
Density 18 27.8 - 057 -.,13 .017
Rural Subcenter
Density 172 15.4 .014 .28 .08l
Rural Staff Density 173 7.3 .023 59 .35

a. Delhi is omitted since it is primarily urban.
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is at best weak. This is understandable in view of the low availability and
utilization of reversible methods, since the role of rural subcenters and as-
sociated staff is limited primarily to recruitment for sterilization.

The relationships between effective prevalence on the one hand and the
fertility and population growth indicators on the other are summarized in
Table 13. The relationship to the change in the growth rate is greater than
the relationship to the 1978 crude bLirth rate, even though effective preval-
ence is logically more directly related to fertility. This anomaly is prob-
ably in part a result of poor measurement of the crude birth rate and partly a
result of state differences in potential fertility of couples in the absence
of contraception. The 1971-81 population growth rate is least closely related
to 1980 effective prevalence, even when the grossly anomalous case of Delhi is
omitted from the analysis. This i5 probably primarily a result of failure to
take account of variations in mortality or in fertility potential in the &b-

sence of contraception.

COST EFFECTIVENESS

The cost effectiveness of the program for the past few years cannot be
accurately ascertained owing to the atisence of data on expenditures as opposed
to allocations. During the period from 1970/71 to 1978/79 (Table 14), total
expenditures rose from Rs. 489 million to Rs. 1,051 million. In constant
1970/71 rupees, however, the rise was only from 489 million to 591 miliion,
and, taking into account the growth of population, the cost per MWRA in con-
stant rupees rose only from 5.32 to 5.42 -- virtually no change at all. How-
ever, there were major fluctuations, with sharp increases coinciding with the

intensification of sterilization camps in the early 1970s and the Emergency
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TABLE 13: RESULTS OF LINEAR REGRESSION OF THE CRUDE BIRTH RATE
AND THE POPULATION GROWTH RATE ON EFFECTIVE PREVALENCE

(STATES AS UNITS OF ANALYSIS)

Number of Regression
Dependent Variable Observations Intercept Coefficient r r2
Estimated CBR 17 38.41 -.29 =-.52 .27
1971-81 growth rate:
a. Including Delhi 18 24.39 .09 .09 .01
b. Excluding Delhi 17 31.02 -.26 - .42 A7
Change in growth rate 16 28.58 -1.29 - .62 .38
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TABLE 14: TRENDS IN COST PER EQUIVALENT STERILIZATION,
1970/71 T0 1978/79

Expenditures (Million Rs.) Cost per MWRA Cost per Equiv.
Year Unadjusted Adjusted®  ynadj. Adj.2 uﬁgggilizatzgg.d
1970/71 489 489 5,32  5.32 306 306
1971/72 618 598 6.57 6.36 249 241
1972/73 797 117 B.31  7.46 236 212
1973/74 578 430 5.90 4.39 469 349
1974/75 620 364 6.20 3.54 379 222
1975/76 806 369 7.90 4.70 263 156
1976/77 1729 1068 16.47 10.18 200 123
1977/78 933 536 8.72 5.01 752 432
1978/79 1051 591 9.65 5.42 564 317

a. Adjusted for inflation by converting into 1970-71 Rupees.
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drive of the mid-1970s. The inflation-adjusted cost per equivalent steriliza-
tion started and ended near the same level (Rs. 306 and 317, respectively),
but followed the opposite pattern, declining during the drives and increasing
in the slack perfods that chcracterized the years that followed. In general,
then, program costs and efficiency appear to have remained essentially con-
stant when allowance is made for the effects of inflation, the size of the
population being servd, and special, short-term intensifications of efforts.

The Sixth Five-Year Plan calls for spending Rs. 10.1 billion, which
works out to an average annual outlay of Rs. 6.78 per MWRA (in 1971/72 rupees)
as opposed to Rs. 5.67 in the Fifth Plan and Rs. 5.68 in the Fourth Plan -- an
increase of 19 percent over funding levels in the 1970s. Trends in the early
1980s suggest that program performance, in terms of sterilization equivalents,
is keeping pace with the increases in funding. A breakdown of the reported
1979/80 costs in relation to MWRA and equivaient sterilizations by state is
shown in Table 15. It can be seen that the inputs per MWRA tend to be lowest
in the lowest-performing states. The picture is more mixed for the higher-
performing states. In terms of cost effectiveness ratios, there is a rela-
tively consistent inverse relationship between cost per equivalent steriliza-
tion and overall state performance. However, it is not cléar how accurate the
cost figures are, since they omit state inputs. (Though the program is fully
funded from central resources, some states do augment the central funding with
inputs of their own.)

Other breakdowns of cost effectiveness measures are so complicated by
problems of shared costs, hidden costs, and difficulties of attributing credit

for performance levels that no attempt is made to provide further figures
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TABLE 15: EXPENDITURES PER MARA AND PER EQUIVALENT STERILIZATION,

1978-80 BY STATE

Cost per Equivalent Sterilization

State Cost per MWRA

Delhi * *
Maharashtra 10.02 327 (L)
Gujarat 18.36 (H) 390 ‘L;
Haryana 11.39 521 (L
Kerala 17.99 (H) 597
Tamil Nadu 9.83 445 (L)
Andhra Pradesh 10.89 522
Punjab 9.52 451 (L)
Crissa 10.84 506
Himachal Pradesh 15.08 (H) 809 (H
Karnataka 11.78 475 (L
West Bengal 6.39 (L) 756 (H)
Madhya Pradesh 8.17 (L 542
Assam 4.92 (L 545
Rajasthan 7.17 (L 656 (H)
Bihar 6.85 875 (H
Uttar Pradesh 8.52 L; 1034 (H
Jammu and Kashmir 9.92 (L 837 (H
India 10.80 549

Sor~e: Ministry of Health and Family Welfare (op. cit.).

'nt aveilable
H = digh

L = Low
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here. However, it can be asserted with some confidence that the Postpartum
Program and Nirodh Marketing Program are considerably more cost effective (at
least in terms of government inputs per equivalent sterilization) than the
program as a whole. This information may not be very useful for guiding
future funding for the postpartum program since it has little potential for
further expansion (only a small percentage of births are in hospitals) but is
important to support the government's commitment to expand the Nirodh Market-

ing Prouram in the foreseeable future.

FERTILITY EFFECTS

The weakness of the observed relationship between state-level contra-
ceptive prevalence and crude birth rate, noted above, was probably due to
state-level variations in the degree of deficiencies in the SRS estimates of
crude birth rates. Another approach, also used by the MOHFW, for studying
fertility effects of program performance, is to estimate the annual number of
births averted by acceptors of each method. The resulting estimates of the
numbers of births averted each year since 1970/71 are shown in Table 16. The
number of births averted by sterilizat‘on tripled during the decade and the
number averted by conventional contraceptives more than doubled, while the
number averted by IUDs declined by almost one-fourth. Overall, the estimated
number of births averted by program methods increased from about two million
at the beginning of the decade to ebout five million 3t the end. The number
of births averted since 1977/78 has been nearly constnt at thii level.

The estimates shown in Table 16 do not allow for the possibility that
additional births have been averted by medica] termination of pregnancy (MTP)

since 1972, when MTP was legalized. There are two reasons for this. First,
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TABLE 16: ESTIMATED NUMBERS OF BIRTHS AVERTED, BY METHOD,

1970/71 T0 1980/81 (NUMBERS IN THOUSANDS)

Year Sterilization IuD cC Totai
1970/71 1,400 330 188 1,917
197172 1,585 318 239 2,142
1972/73 1,957 300 274 2,532
1973/74 2,437 260 296 2,992
1974/75 2,463 232 335 3,030
1975/76 2.584 224 322 3,129
1976/77 - 3,068 241 414 3,723
1977/78 4,401 231 418 5,050
1978/79 4,329 206 393 4,928
1979/80 4,286 223 399 4,908

Source: Ministry of Heaith and Family Welfare (op. cit.).
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the number of reported cases of MIP has been consistently low. For instance,
the provisional estimate for 1979/80 (the highest number reported for any year
to that time) was 358,000. Assuming about one-third of a birth is averted per
MTP, the total number of births averted that year was about 119,000. This is
only two percent of the estimated number of births averted by contraception
that same year. Second, it is believed that there are several illegal abor-
tions for every legal abortion, suggesting that many of the pregnancies that
are terminated legally would have been terminated illegally if there had been
no MTP program. If so, it is doubtful that the MTP program has had much
effect on fertility during the 1970s.

If about five million births were averted in 1978/79, the crude birth
rate would have been about 7.4 points lower than the level of about 43 per
1,000 which might have been expected in the absence of contraception provided
through the program. A decline of 7.4 points implies a level of about 36 per
thousand. It should be borne in mind that the crude birth rate is also af-
fected by use of contraception not provided through this program and other
factors, and the actual level may therefore be different from 36. For in-
stance, the age at marriage has been slowly rising, and this trend probably
has had a slight depressing effect on the crude birth rate. - On the other

'hand. the incidence and duration of breastfeeding may well be declining, in
which case potential marital fertility in the absence of contraception is
probably rising. The extent to which these two effects are canceling each
other in India cannot be ascertained. Nevertheless, there is a possibility
that the decline in the crude birth rate by 1978/79, estimated above on the
basis of program statistics, may be a fair approximation of the actual de-

cline. These observations are consistent with the independent estimates based
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on analysis of vital registration data, which show that the crude birth rate

in 1978 was between 35 and 37. The nearly constant level of effective preva-
lence since 1977 suggests further that the crude birth rate has not declined

much since 1978.

If the potential fertility of the users of contraception were equal to
that of MWRA in general, the proportion by which vertility is reduced from its
potential level without contraception would be equal to the proportion of MWRA
effectively protected nine months before. In India, the effect of contracep-
tion on fertility is lower, since the program relies so hozvily on steriliza-
tion, which tends to be used by older couples whose potential fertility is
below that of MWRA in general. For instance, the estimated birth rate in
1978/79 indicates that fertility was about 17.6 percent lower than its poten-
tial level in the absence of contraception. This reduction was achieved with
an effective prevalence level (nine months before) of about 22.7 percent on
the average. This indicates that every percentage point of effective preva-
lence resulted in a fertility decline of about eight-tenths of a percentage
point or a decline of about one-third of a point in CBR. However, the ratio
of fertility reduction to further increases in prevalence will undoubtedly im-
prove, because the mean age of contraceptive users has been declining and is
11ke1y to continue declining with increasing prevalence, which means that the
average potential fertility of users will increase with time.

The effects of the program have continuously fallen short of fertility
targets by a wide margin. Consequently, the fertility targets set have been
revised downwards since 1962. Past performance creates doubts about the
feasibility of achieving the anbitious targets set in the Sixth Plan
(1980-85). The provisional fiyures for 1980/81 and figures for 1981/82 pro-
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jected on the basis of the first nine months' performance indicate that accep-
tances by March 1982 will fall far short of the targets set in the Sixth Plan
-- by 37 percent in the case of sterilization, by 32 percentlin the case of
IUD insertions, and by 29 percent in the case of conventional contraceptive
use. As a result, the increase in estimated effective prevalence and result-

ing fertility change will also be slower than targeted.

KERALA: A CASE STUDY

Although the program performance data do not accord Kerala the highest
prevalence of use of program methods, it stands out as the state with the
lowest estimated fertility and the greatest decline in the intercensal growth
rate. The ranking of Kerala below Maharashtra, Gujarat, and Haryana with
regard to use of program methods may reflect a higher incidence of non-program
use in Kerala than in most other states. This hypothesis is supported by com-
parison of the 1970 ORG survey with the 1972 program estimates of prevalence.
The survey estimate of prevalence in Kerala was 27.0 percent, whereas the pro-
gram estimate two years later was only 18.6 percent, a difference of 8.4 per-
centage points. In contrast, the corresponding differences for Maharashtra
and Gujarat were only 3.5 and 3.6, respectively. (Figures for Haryana are not
available from the survey report, but all other states except one had differ-
ences of less than four percentage points, some of them in the opposite direc-
tion. The one exception was West Bengal, where the program estimate was 9.7
and the survey estimate was 21.1 -- a difference of 11.4 percentage points.)

Kerala's low growth rate is particularly striking in light of the fact
that it has by far the lowest infant mortality rate and highest life expect-

ancy among the states. Moreover, the low rates of fertility and growth have
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been attained in spite of the fact that Kerala is one of the poorest states in
terms of per capita income. These inconsistencies have generated much in-
terest, and Kerala is often looked upon as a potential model for other states
since it demonstrates that poverty is not an absolute barrier to fertility
reduction. Whether and to what extent the lower popuiation growth rates in
Kerala would contribute to a faster economic growth in the state or in im-
provements in the economic conditions of {its people is yet to be seen.

Many facto:rs have been proposed to explain the unusually rapid fertil-
ity decline in Kerala, of which the following seem to be especially plau-
sible:

1. the highest literacy rate for both men and women; and a high government
commitment to universal education, as evidenced by the allocation of 39
percent of the state budget to education and by concentration on the
development of primary and secondary education rather than higher
education;

2. the lowest infani mortality rate and high life expectancy; a strong
government commitmant to health, as evidenced by the allocation of 16
percent of the state budge; to health services; and a stronger emphasis on
preventive health services relative to curative services than in other
states;

3. the relatively high status of women, which is reflected in their high.
literacy and in their high life expectancy relative to men;

4. concentration of 98 percent of the rural population in relatively large

"villages" of more than 5,000 inhabitants (versus a national average of
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only 762 in 1971), which facilitates access to government services; and
relatively high utilization of health services and educational facilities
compared with other states;

5. relatively late marriage, 21 for women versus 17 nationally, probably
largely a result of female educational attainment and status; and

6. a high degree of government concern with equity considerations, which
arises from a higher degree of political participation on the part of the

citizenry.

The relevance of most of these factors for improving program perfor-
mance or for a reduction in the rate of population growth in other states in a
short period is questionable; but the relevance of the Kerala experience,
especially of a rapid expansion of educational and health services, for
achieving long-term goals in cther states cannot be ignored. Efforts have
been made in a11 states to increase literacy and educational attainment since
independence; but not to the same extent as in Kerala. Consequently, the
increase in literacy rates in other states has been slow. In the past 30
years, the national literacy rate has increased by less than 20 points, from

16.7 in 1951 to 36.2 in 1981. In the 1971-81 decade, the national literacy

rate rose by 6.7 points. Even in Kerala, the increase was only 8.8 points;
Kerala simply had. a head start relative to the other states. If the present
trend continues, it will be several decades before the national rate reaches
Kerala's present level; but apparently there is no rational basis for the con-
tinuation of the present trend in the slow expansion of education and health

services in other s.ates.

74



The relatively high status of women in Kerala is probably a joint
function of high literacy and several factors unique to the state, such as the
fact that one cultural group formerly passed family property through the
female line and that one-fifth of the population is Christian. The ability of
health services to attract more clients per capita in Kerala than elsewhere
probably results in part from the distribution of population, which .makes it
easier to place health centers and subcenters close to a larger proporticn of
the population. The level of political participation in Kerala and the con-
comitant concern with focusing government attention on improving the lot of
the disadvantaged is also important. It thus appears that much of Kerala's
success in reducing fertility can be attributed to unique circumstances.
Nevertheless, important lessons can be learned from the Kerala experience.

The extent to which this experience can be transferred to other states, and
the means by which such a transfer may be accomplished, requires further

scrutiny of state level organizations, commitment, and resources.
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VI.  CONSTRAINTS

The Family Welfare Program in India has made important gains since
1966. Its experience with various interventions is rich both in quality and
quantity. The program managers are committed to achieving the national demo-
graphic cbjectives by the end of this century, and many new steps are being
taken. The program managers are convinced of the existence of high demand for
contraception and perceive the lack of its availability as the major con-
straint to the achievement of national demographic objectives. Numerous KAP
surveys conducted during the 1970s have contributed to this conviction. The
magnitude of this unmet demand in the early 1970s was estimated to be around
40 percent of all couples with wives in the reproductive ages. For exam:ie,
the 1970 national survey conducted by the Operations Research Group showed
that about 52 percent of all couples said that they wanted no more children,
yet only 22 percent of them were using contraception. This means that 41 per-
cent (.52 x 78) of all couples said that they wanted no more children but were
not using contraception to avoid additional births.

This index, however, grossly overestimated the magnitude of unmet
demand. A further probing of couples' intentions about whether and when they
were likely to use any family planning methods in the future reduced the
magnitude of unmet demand to about 4 percent for irreversible methods and to
about 15 percent fdr all methods. About 48 percent of all couples said that
they were not 1ikely to use any family planning method in the future; 24 per-
cent were uncertain; 1l percent said they were likely to use contraception
after having one or more additional children; and 4 percent said that they

were likely to use a method "right away". The remaining 14 percent were
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classified as current users. Corresponding figures from the 1980 survey,
which are not yet available, will be of special interest, since the situation

must have changed since 1970.

There is considerable room for error when estimating the magnitude of
unmet demand from attitudinal questions about whether or not couples want
additional children, and whether and when they are likely to use any family
planning method in the future. The estimation of exact magnitude of unmet
demand is irrelevant for public policy, but the variation from 15 to 41 per-
cent (depending upon the definition) in its magnitude does warrant caution
before takiny the results at face value.

There is 1ittle doubt in our minds that some sizeable unmet demand for
family planning methods exists in India and that the performance of the pro-
gram can be improved. At the same time, we believe that the realization of
the national objectives will also require identification of constraints that
jmpinge upon the performance of the program from the outside. The first part
of this section presents the major program constraints, and the second part
discusses features of the social, cultura’. and demographic setting that have

limited the effectiveness of recent program efforts.

PROGRAM CONSTRAINTS

The major program constraints identified by the team on the basis of
interviews and written materials include insufficient attention to a critical
examination of the objectiveé of the program, and insufficient planning of
program inputs and resources required to achieve these objectives; management
deficiences at all levels of the program; almost total reliance on steriliza-

tion; an incompletely developed commercial marketing system; only partial
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staffing of the rural health infrastructure; poof quality of training and
supervision; problems in interpersonal communications and inadequate {nforma-
tional materials; problems of contraceptive manufacture and distribution; and

1imited use of operations research and evaluation at state and national

levels.

Insufficient Planning

The objectives of the Family Welfare brogram are currently set in
terms of targets for numbers of acceptors and prevalence of each specific
method offered through the program. These targets are set in relation to
desired fertility levels without sufficient regard for the availability of
resources, commitment of officials and workers, receptiveness of the eligible
population for services, or past performance. Overambitious acceptor targets
set in the past may have had negative influence on program performance by
demoralizing program staff and may also have reinforced the tendency of pro-
gram managers and workers to focus attention more on numbers of acceptors than
on the quality of services. There is a real question about the objective of
the Family Welfare Program; should it continue to be defined in terms of ac-
peptor targets or redefined in terms of making information about and services
for contraception more widely available? An emphasis on the quality of ser-
vices rather than on numbers of acceptors is quite likely to contribute to im-
provements in program performance. -

Program managers give insufficient attention to the planning concept.
This is ironic, since the program itself aims for the acceptance of the plan-
ning concept by the masses. Insufficient planning of various program inputs,

including financial and personnel resources, is an important constraint to
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achieving program objectives whether they are set in terms of quality of ser-
vices or numbers of acceptors. The projection of program performance in a
vaccum may not be a fruitful excercise. However, the projection of program
performance based on anticipated changes in program strategies and inputs, and
on an analysis of past performance in relation to program inputs can be useful
for identifying gaps between objectives and anticipated performance, and for
fdentifying modifications in program strategies required to achieve the pro-
gram objectives.

Since the Family Welfare Program is centrally funded, its implementa-
tion tends to be determined primarily at the central level. The resulting
uniformity of proaram inputs does not counteract the effect of other factors
that contribute to the differences among the states in level of performance.
The implementation strategy that has produced relatively high performance
levels in Maharashtra and Gujarat has not succeeded in Bihar and Uttar
Pradesh. While it might appear reasonable to continue with the successful
strategy in the high-performing states, it appears necessary to make radical
changes which are directly responsive to the special problems in the low-per-
forming states. This might require a substantial increase in the allocation
. of resources to the former. The need to find state-specific solutions to the
problem of low performance is particularly urgent in Uttar Pradesh and Bihar,
where 28 percent of the eligible couples in India live and where the preva-
lence rate is less than half that of the other states.

In some states, poor performance may be due largely to insufficient
comnitment of the state government to the program arising from the lack of
participation of state officials in its design. If state governments could be

induced to play a more active role in designing their own family welfare pro-
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grams, they might make greater efforts to ensure their success. This same
principle is probably applicable at all levels: district managers will be
more committed to successful implementation of plans that they have had a part

in designing, as will the personnel of PHCs and subcenters, and village

leaders.

Reliance on Sterilization

Since its inception, the Indian Family Welfare Program has relied on
sterilization. In the early years, this emphasis may have maximized program
- effects. However, at the present stage of development, continuation of such
an emphasis will be an important constraint to achieving the rapid increases
in prevalence of contraception. In fact, the ultimate target of 60 percent
prevalence cannot be achieved by sterilization alone or even by sterilization
predominantly. It is doubtful that sterilization pravalence could ever be
rafsed beyond 40 percent, and it seems 1ikely that the maximum level will
prove to be lower.

As an irreversible method, sterilization is useful only for couples
who are ready to cease childbearing altogether. In India, with its high in-
fant and child mortality levels, most couples are not willing to use an fr-
reversible method after having only two or three children, even if that is
their desired family size, for fear that one or more children may die and may
need to be replaced. Thus, sterilization is not an acceptable method, even
for many who may be ready to limit the size of their families.

Though Nirodh and the IUD have been available as program methods for
years, neither has been made widely available nor used by very large propor-

tions. At present, only one percent of the eligible couples are using the IUD
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and no more than four percent afe using Nirodh. In contrast, about 21 percent
are sterilized.

The Lippes loop has rever attained 2 high level of popularity. How-
ever, there appears to be great interest in the Copper-T at present, and the
demand for this device is said to far exceed existing availability. If true,
it presents an important opporiunity for the ;. -ogram to achieve major in-
creases in the use of contraceptive methods for spacing and in the use of more
effective reversible methods by limiters who reject irreversible methods.

Expansion in the availability of oral pills appears to preseni a
greater problem. There is a pervasive recistance among medical professionals
to oral pills 2nd a belief that seme urban women will resist using them due to
side effects and fears about major health consequences. The team was also in-
formed by some medical persons that rural women have difficulty remembering to
take a pill evefy day, but no one was able to point to hard evidence support-
ing this assertion, which appeared to be more a stereotypic prejudgment than a
well-estahlished, empirical fact. Perhaps joint efforts to increase the moti-
vation of doctors to prcmote pill use and to dispel fears about health effects
could be employed to increase the acceptability of this method. A major con-
: straint to widespread use of pills is the requirement that pill acceptors be
examined by a doctor. Since most of the doctors in rural areas are men,'many
potential pill acceptors will resist undergoing pelvic examinations.

The availability of some typés of contraceptive supplies is alio
limited by restrictiohs on who may provide them. Prescription of oral pills
has been the sole responsibility of physicians. Though ANMs have been author-

ized to provide initial prescriptions for up to three months, subsequent use
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of pills could be continued only after examiniation by a physician. The team
has been informed that the Village Health Guides will soon be uuthorized to
preﬁcribe pilis on the same basis as ANMs. Such &2 change will probably have
relatively little effect on actual practice in many areas since the same
facturs that presently prevent potential pill acceptors from being seen by a
physician before acceptance will probably continue to prevent them from being
seen within three months after initial acceptance from an ANM or VYHG. ANMs
who have been trained in IUD insertion are not permitted to perform IUD inser-
tions on their own for the first few years after their training, while they
gain experience either through assisting senior paramedics or doing supervised
insertions. Persons authorized to insert the Lippes loop are still not
authorized to insert the Copper-T until they have undergone special training,
despite the similarity of the two types of insertion.

Although medical termination of pregnancy is not a contraceptive
'method. it is an important adjunct to reversible methods in the event of acci-
dental pregnancy. Presently, only physicians are permitted to perform MIP, a
restriction which makes it unavailable to much of the rural population. This
restriction is intensified by the lack of female doctors in rural areas, since
some women might resist having MTP performed by a male doctor.

Efforts to establish depot holders for the dist-ibution of Nirodh have
not been very successful in the past but are being %ried againm using the VHGs.
Logistical problems are 1likely to present difficuities in this effort, given
the numbers of VHGS already trained and to be trained. Nirodh has also been
distributed through commercial channels; sales, however, have been largely

J1imited to urbar and semi-urhan areas.
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Incompletely Developed Commercial Marketing System

The Government of India launched the Nirodh Marketing Program in
September 1968 to increase the use and distribution of Niroch Condoms through
the distribution networks of the country's six largest marketing companies.
The objectives of this program were:

1. .To create a large-scale primary demand for Nirodh.

2. To accomplish nationwide sales through modern marketing techni-

ques.

3. To price the product at a very low level (subsidized by the
government) and make the user perceive it as an everyday necessity
like “"soap and tea."

The full potential of this very important jnitiative has not yet been
realized. It is necessary to thoroughly analyze past experience in order to
identify constraints and take remedial actions to achieve the objectives.

The primary sale of Nirodh, that is, the sale from the government to
the marketing companies, increased from 16 million condems in 1968/65 to 116
million in 1973/74; dipped to a low of 64 million in 1974/75; increased up to
140 million in 1977/78; and decreased again to 78 million in 197¢/80. The
_ sales figures of 130 million in 1980/81 and 160 million (projected) for
1981/82 indicate substantial improvement, provided this is not followed by the
Tow level cycles observed in earlier years.

‘ There are good reasons for the erratic pattern depicted by the primary
sale of Nirodh in the past. The peak achieved in 1973/74 represented over-
stocking prior to increase in the price. In 1974/75, not only was the con-

sumer price increased from Rs. 0.15 to Rs. 0.25 for a packet of three condoms,
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but the publicity campaign for Nirodh was completely stopped. The peak of
1980/81 reflected a change in leadership at the Ministry and increased in-
volvement of chief executives of the marketing companies.

Publicity for Nirodh was recumed in 1976/77, but as a component of the
overall family planning program. The marketing companies, responsible for
distribution, are not involved in developing publicity material, which is
done through the Ministry of Information and Broadcasting. Frequently public-
ity materials are not available in areas where distribution and sale of con-
doms are being intensively promoted through special bonus offers and related
activities.

Inadequate use is made of the information generated through the retail
store audit surveys carried out by the Operations Research Group. These sur-
veys provide quarterly and annual estimates of total consumer purchase and
distribution by population size of towns, type of retail outlet, and geo-
graphic zones in the country. A trend analysis of consumer purchase rather
than primary sale alone would provide a better indication of changes in con-
sumer demand for Nirodh. Similarly, analysis of changes in consumer sales
through various outlets, in different geographic areas, and in different popu-
lation size categories of cities and towns, along with alterations in adver-
_tising campaigns and marketing strategies, is important for understanding
varying market conditions and for planning. The planning for the future
should also be facilitated by the results of the national surveys conducted by
ORG. Emphasis should be given to understanding changes between 1970 and 1980,

and their probable causes.



Partia) Staffing of Health Infrastructure: Personnel Recruitment ard

Retention, and Poor Motivation

At all levels and in all areas of program activities, the recruitment
and retention of qualified personnel appear to present a major problem. Many
sanctioned positions remain vacan*. This problem is particularly serious at
the field level, especially in rural areas. In 1979, for instance, 39 percent
of the sanctioned positions for rural family welfare health assistants and 24
percent of the sanctioned positions for female health visitors remained
vacant. The vacancy rate for medical officers and block extension educators
was lower (13 percent) but still high enough to cause concern. Though auxil-
iary nurse/midwives were not in such short supply (96 percent of the sanc-
tioned positions were filled), the vacancy rates for higher-level personnel
probably affected the quality of supervision andvthe avajlability of support
services. Furthermore, vacancies among “"computors” (31 percent) and store-
keepers (17 percent) probably forced medical and paramedical workers to divert
~some of their time to routine clerical functions, time they might have used to
provide services.

In addition to the general problem of attracting qualified medical and
paramedical workers to rural areas, the program faces the problem in some
areas of providing suitable accommodations for such workers, especially female
doctors, who are preferable to male doctors for doing pelvic examinations and
IUD insertions.

It has been observed that many of the family welfare workers appear to
be less concerned with providing an important service than with simply doing a
job to earn money. This orientation is reflected in the tendency of many to

fccus almost exclusively on trying to persuade people to undergo sterilization

55



rather than educating couples about the variety of contraceptive options
available to them and helping them select the most appropriate ones. This
problem is undoubtedly exacerbated by the fact that motivators are offered
bonuses for successful referral of sterilization clients but not for acceptors
of other methods. It may also stem from an overemphasis on sterilization in
training and on quantity rather than quality of services in supervision and
evaluation of their work. Low salaries at all levels probably affect motiva-
tion. Even Village Health Guides, who are nominally volunteer workers but
receive an honorarium of Rs. 50 per month, consider themselves underpaid in

relation to the broad range of functions they are expected to perform.

Inadequate Supervisior

Inadequate supervision is often cited as a weakness of the program's
field activities. The problems of vacant supervisory positions and the focus
on quantity rather ihan quality have already been noted. In addition, it has
been asserted that inadequacy of transportation facilities for supervisors
1imits the frequency with which they can directly observe and guide the
workers for whom they are responsible. The time available for supervision is
pften limited, since the supervisors are themselves primarily responsible .or
other activities. Village Health Guides are supervised by subcenter ANMs,
whose chief responsibility is to provide services at the subcenter and ...0
therefore have 1little time to spend on supervision. Subcenter personnel are
supposed to be supervised by PHC personnel, who in turn heve their own medical
and paramedical functions to perform. Furthermore, the quality of supervision
suffers from a lack of emphasis during training on developing supervisory

skills.
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Problems in Production and Distribution

Problems with the production and procurement of contraceptives re-
strict their availability to the people. The number of condoms distributed by
the program each year has been approaching the limits of current production
capacity, and this may have inhibited wider use in some areas. Problems with
quality control in the production of Lippes loops were reported, and these
problems may have affected the acceptability of this method to both service
providers and clients. ODemand for the Copper-T was reported to have exceeded
existing supplies in many areas. We do not know whether the production and
procurement procedures for oral pills are adequate to even fill the supply
channels in the expanded program of distribution.

It is widely noted that many workers and family welfare centers lack
adequate supplies or equipment for providing contraceptive service. 7ine team
was not shown quantitative figures, but the froquency with which program
officials and others noted this problem in discussions suggests that it is
widespread. The very lack of quantitative data suggests that the movement of
supplies may not be monitored system:iicolly enough to prevent widespread
shortages. This problem may help explain the low rates of acceptance and use
_of methods that require resupply. As reversible methods begin to be used by
large proportions of eligible couples an¢ as the numbers of subcenters and
VHGs continue to grow, the logistical problems are bound to increase greatly.
It is doubtful that the present logistics system will be able to cope satis-

factorily with such increases.
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Problems in Interpersonal Communications and Inadequate Informational

Material

Interpersonal communication is recognized by program managers to be
the most important communication channel for motivating couples to use contra-
ceptive methods.  (In the past, the 1ittle available research evidence has in-
dicated disturbingly small proportions of couples reached by program workers,
especially in low-performance states like Bihar. This problem may be reduced
by the ongoing effort to train one Village Health Guide for every thousand
persons in the rural areas. However, at the present rate of training (about
200,000 VHGs trained in the first four years) it will take about a decade to
reach the goal of one per thousand, allowing for population growth and re-
placement of VHGs who drop out.

Furthermore, simply placing VHGs in the villages is not going to en-
sure that those couples most in need of information about contraception are
adequately covered. The motivation of VHGs will need to be particularly
strong to ensure that they play an active role, making home visits to inform
and motivate potential acceptors rather than waiting for villagers to visit
them. Such motivation may be difficult to maintain over a long period of
time, even with the encouragement of the community leaders who select them.
ﬁoreover, they need to place highest priority on reaching couples, especially
wives, who are least likely to be seen by other program workers or to have
access to the mass media: the illiterate, the poorest, the most remote. The
need for setting such priorities does not appear to be emphasized at present.
Moreover, the policy of leaving the selection of VHG trainees to the village
panchayat :nay, in some areas, serve the interests of the village elites rather

than the needs of the relatively disadvantaged members of the comnunity.
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In recent years, it has been increasingly recognized that the program
needs to promote more use of female methods, particularly the more effective
reversible methods, for those couples who are prepared to practice contracep-
tion but not to take the risk involved in having an irreversible operation.

As a result, current policy calis for selecting women rather than men to be
VHGs. However, in areas of low female literacy, a large proportion of the VHG
trainees continue to be men, since none of the female residents is deemed
capable of satisfactorily completing training or using the VHG manual.

The program produces and disseminates a variety of mass media materi-
als. However, these do not play an important role in the recruitment of ac-
ceptors or in the maintenance of continuing users. The radio coverage is
reported to be high and the radio is used for promoting family planning, but
jt is better suited for stressing the advantages of small families than for
informing people in detail about the methods available, where they can be ob-
tained, and how they can be used. Posters, billboards, and the like are in-
appropriate for much more than conveying slogans. Leaflets, booklets, and
advertisements are used for providing detailed information, but such materials
tend to be directed at relatively well-educated, urban couples. Moreover, the

_printed materials are generally printed in small quantities. For instance,
the currently used Hindi-language leaflet on the IUD was printed in January
1981 with a press run of 180,000 copies. In contrast, there are over 40
million Hindi-speaking eligible couples. There are no non-verbal, pictorial
printed materials prepared specifically for illiterate or semi-literate
couples.

The capacity of the communication program is constrained by a lack of

both financial and personnel resources. Only three percent of the Family Wel-
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fare budget under the current Five Year Plan is allocated for "media and ex-
tension," excluding staff costs. Of the sanctioned communication staff posi-
tions at the state, district, and block levels, only 78 percent are filled.
At the state level, only one-third of the health education officers and tech-
nical staff and two-thirds of the State Mass Education/Media Officers are in
place. The shortages of both funds and personnel for communications at the
state level undoubtedly inhibit the capacity of many states to design materi-

als specially suited to local conditions.

Limited Use of Operations Research and Evaluation

Though there is general agreement that management of the program is
not as strong as it might be, much of the assessment of tha program's
strengths and weaknesses has been based more on impressions and hearsay than
on systematic research. , Before the 1970s, program-related research tended to
be limited to small-scale KAP studies that yielded 1ittle useful information
for guiding program managers interested in improving service and support
systems. Invariably, results of these surveys misled program managers into
believing in the existence of a high unmet demand for contraception. Since
1970, there lLas been increasing emphasis on managerially useful research.
§urveys of eligible couples have gone beyond the conventional KAP fertility
questiens, inquiring about exposure and response to program messages, person-
nel, and services. _Surveys of service providers and opinion leaders have“been
conducted to provide a different perspective from that obtained from surveys
of eligible couples. Surveys of acceptors have been conducted for studying
continuation and termination of contraceptive practice, and reactions to pro-

gram services and the methods available. In-depth surveys, non-survey methods
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and qualitative analysis of processes have been increasingly used to augment
conventional surveys. However, the usefulness of this research, especially at
the central level, has been limited by fragmentation, slow feedback, and lack
of accessibility of results.

The problem of fragmentation lies in the fact that most studies have
been of relatively small geographic scope, based on small samples, and per-
formed by relatively small, regional research centers. The analysis has often
beeh inconclusive owing to small sample sizes, and the generalizability of the
results _s been limited by small geographic scope. Since many of the region-
al research institutes are at an early stage of development, the quality of
analysis and its relevance for managers has not always been very high. Some
of the larger-scale, more useful studies have suffered from long delays be-
tween the time of data collection and the publication of results. For in-
stance, the analysis of a particularly useful study conducted in the important
state of Uttar Pradesh in 1971-72 has been published only in 1982. The prob-
lem of accessibility is an outgrowth of the problems of fragmentation and slow
feedback. There is currently no clearinghouse to monitor the status of on-
going research; retrieve research feports; inforin researchers, program man-
_agers, and other population specialists of their availability; or attempt to
abstract and synthesize findings and implications. In the late 1970s, the

MOHFW initiated publication of a semiannual Population Research Bulletin,

which abstracted recent research findings, but the last issue (Vvol. I1I, No. 1)
was dated December 1979. However, the Ministry intends to revive this poten-

tially useful publication in the near future.
The Ministry's capacity to monitor and utilize the results of research

is constrained by the 1imited staff size'of the Evaluation and Intelligence

91



Division at the Central level and its state counterparts, the Demographic and
Evaluation Cells. At both levels there are numerous vacancies. At the state
level, only five out of 27 sanctioned social scientists are in place; 15 out
of 27 demographers; 65 out of 111 statisticians, statistical assistants, and
statistical consultants; and 43 out of 199 field and evaluation workers.
Furthermore, the research skills of many of the personnel presently in posi-
tion are in need of upgrading. With most of the time of the existing staff
focused on implementation and checking of the recording and reporting system,
little time is left for extensive involvement in either the desigr of research

or the assessment of findings and their implications for management.

EXTERNAL CONSTRAINTS

India is famous for the richness, strength and diversity of.its social
settings. In any locale, behavior which affects fertility is influenced by
perceptions, beliefs, long-standing traditions, prevalent practices and social
structure. An emphasis on male preference in India affects the status of
females as the producers of children, a- candidates for receiving an educa-
tion, and as candidates for possibile employment opportunities.

Age-at-marriage is the result of a complex of behavior patterns re-
lated to concepts of propriety, caste structure, kinship alliances and other
varfables. Similarly, there are community expectations about childbearing
after marriage; cultural variables influencing postpartum sexual activity; and
patterns and beliefs surrounding the duration of lactation. The acceptability
and popularity of methods of contraception are alsc affected by the cultural
setting. Concepts of the source of strength and the foundations of virility,

for exampie, may affect the acceptance of vasectomies.
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In addition to constraints of the family planning proyram which limit
the availability of services and information about a variety of contraceptive
methods and induced abortions, many other factors restrict the utilization of
available services. However, the sociocultural factors and behavior patterns
which influence fertility and program performance are not well understood.
Much of what is thought about or credited to these sociocultural variables
represents only informed guesses. They will remain so until systematic re-
search into these factors (particularly in rural areas) is completed. Avail-
able information suggests that the factors which influence vertility and pro-
gram performance include persistently high infant and child mortality, low
female education, lack of women's participation in economic activities, conti-
nued importance of and reliance on children and especially sons, and economic
conditions of couples. The importance of some of these factors for fertility

behavior is illustrated below.

Persistently Higr Infant and Child Mortality

The mortality level of children, especially infants, remains high in
India. The infant mortality rate was estimated to be around 132 in 1974-76.
vlt varied from 55 in Kerala to 185 in Uttar Pradesh. High infant mortality is
considered to be one of the constraints for achieving small family size. It
should, however, be recognized that there is a two-way relationship between
tne level of infant and child mortality and fertility. High birth order is
one of the factors associated with high infant mortality. A decrease in
fertility through reduction in the proportion of high-parity births can
decrease infant mortality independent of improvements in birth weight and

nutrition.
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A decrease in infant and child mortality can have an immediate effect
on fertility through biological mechanisms. For example, early child death
curtails the period of breastfeeding and, therefore, shortens the birth inter-
val. A decrease in infant mortality can suppress current fertility by
increasing the duratiun of breastfeeding. The effect of a decrease in infart
and child mortality on total family size, espcially total number of surviving
children, s uncertain. Two types of effects are usually identified: the
replacement effecf and the insurance effect. The replacement effect refers to
the replacement of the child who died. This effect is likely %o be important
for families who have experienced the death of a child. The insurance effect
refers to the excess fertility required to compensate for the potential loss
of children. This effect is 1ikely to be important for all couples and likely
to depend upon their own experience with child death and their perceptions of
the general level of infant and child mortality in the community. Empirical
studies in the past have usually concentrated on the replacement effect, and
the evidence has been of a mixed nature. It is, howe :r, suspected that a
substantial decrease in infant and child mortality would change parents' per-
ceptions about the general level of mortality in the community and thus would
decrease fertility in the long run.

-

Low Female Literacy and Education

The overall literacy level in India has been increasing since indepen-
dence. Female literacy has also increased from about eight percent in 1951
to about 25 percent in 1981. Even at this low level of overall literacy,
there is a considerable variation between states. Female literacy. in 1981

ranged from 11-14 percent in Bihar, Rajasthan, and Uttar Pradesh, to 65 per-
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cent in Kerala. The low level of literacy among females is one of the most if
not the most important constraint for achieving the goal of small family
size.

The level of female education in many developing countries including
India has been shown to be negatively associated with fertility. There are
some exceptions, more likely to be due to deficiencies in the measurement of
education and of fertility rather than to education itself. The results of
the surveys conducted by the Registrar General's office in 1972 and 1978, sum-
marized in Table 17, confirm this reiationship for India. The observed rela-
tionship between education and fertility is the net result of effects of
education on the age at marriage, the use of contraception, and the duratien
of breastfgeding (the first two effects leading to lower fertility, the third
to higher fertility since increased education is associated with decreased
duration of breastfeeding). Moreover, the demand for children has always been
shown to decrease with advancements in female education. There are two com-
peting hypotheses.

According to one explanation, additional education increases a woman's
chances to participate in the paid labor force in the modern sector. Poten-
_tial trade-offs might be created between time spent on childbearing and rear-
ing on tke one hand, and economic and other gains perceived from working in
the modern sector on the other. These trade-offs are likely to exert downward
pressure on individual fertility. But education in the absence of increases
in opportunities to participate in the modern sector may not create downward
pressure on individual fertility. According to the second explanation, educa-
tion enhances a woman's status within and outside the immediace family and in-

creases her chances to be exposed to macs media and especially to printed
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TABLE 17: FERTILITY RATES BY SELECTED CHARACTERISTICS

Characteristics Marital ;2§:}11ty Rated Fertility Rate
19/7¢ 1978
Rural  Urban Rural  Urban Rural Urban

A1l Women 6.8 6.0 5.6 4.7 4.6 3.1
Level of Education

Niterate 69 6.3 55 4.5 87 4.2

Literate 7.1 5.0 5.0 4.5 3.4 3.1

Primary 4.9 4.1 3.4 3.6

Matric + 5.0 4.5 5.0 3.8 3.5 3.2
Per Capita Monthly Expenditﬁre (Rupees)

Below Rs. 20 7.5 *

21-50 6.8 6.6 } 6.2 6.0

51-100 5.8 4.3 4.8 4.6

100+ 2.4 2.5 3.4 2.7

Source: Registar General and Census Commissioner, India.
Fertility Differentials in India, 1972 and Survey on

Infant and Child Mortality, 19/9:

A Preliminary Report.

Ministry of home Aftairs, hew Delhi.

* Small number of cases.

a. Fertility rates for 1978 are underestimated and, therefore,

these results overestimate the decline in fertility between 1972

and 1978.
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material. This reduces her jsolation and broadens her circle of contacts,
which in turn are conducive to changes in her general outlook and behavior,
fncluding fertility. A recent analysis of the relationship between education
and fertility in eleven developing countries provides support for the second
explanation. This effect is especially important in a country like India,
where in 1970 only five percent of women in the childhearing age group were
exposed to printed material through newspapers and periodicals, and only 28.5
percent were exposed to any one of the three media -- press, cinema, and
radio. This means that advances in female education, even up to the primary
level, can be expected to have a negative influence on fertility. This can
happen even in the absence of a simultanecus increase in the potential oppor-

tunity for employment.

Low Status and Economic Role of Women

Children, especially sons, are believed to enhance women‘s status
within and outside the household. A number ofvfactors affecting women's
status are changing gradually. In addition to female education, enhancement
of women's econdmic role is likely to improve their status and contribute to
_ downward trend in fertility.

The presumed effect of the economic roles of women on their fertility
involves various assumptions: (1) explicit decisions are made at the house-
hold level about various aspects of 1ife such as allocation of financial re-
sources for consumption, saving, and investment in the development of human
resources through improvements in the quality rather than the quantity of
children; (2) women are more likely than men to invest in development of

human resources; (3) women's access to and control over financial resources
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both within and outside the family would increase their relative role and
power in decisionmaking within the household; and therefore, (4) increase in
women's access to and control over financial resources is likely to decrease
their subsequent fertility. If so, such measures as creation of employment
potential for women and increasing their access to credit, marketing, and
other means of production would enhance their participation in the paid labor
force and enhance thejr access to and control over financial resources, which

in turn would decrease their subsequent fertility.

Continued Imporiance of and Reliance on Children

The demand for children is commonly assumed to be determined by the
balance between the total cost and benefits of children to parents. The word
®total" includes the actual and perceived economic as well as psychological
and social costs to parents, and benefits derived by them. In developing
societies like India, high fertility is explained on the assumption that bene-
fits derived from children are usually higher than the costs involved in rais-
ing them. It s further assumed that a decreas. in benefits including utility
of children and/or an increase in costs of raising them would lead to a de-
cline in the demand for children and a subsequent reduction in fertility.
These two sides of the equation have various components, which have received
different emphasis in the literature. This has generated various specific
assumptions about the importance of each of the components.

According to one explanation, children, and especially sons, are seen
as important for old-age security, i.e., parents want to have at least one
surviving son by the time they reach old age. Sons in old age are deemed

important for economic as well as non-economic reasons including the perfor-
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mance of religious rites. Four to five births may be necessary, on an aver-
age, to have one son surviving to adulthood, because about 50 percent of
births are boys, and because of high infant and child mortality. Thus, a sub-
stantial decline in infant and child mortality, and provision of old-age
security, may lead to a reduction in fertility.

Another hypothesis deals with parents’ reliance on children as a form
of insurance against the level of environmentally and socially determined
risk. A decrease in the level of risk to parents through such programs as the
guaranteed employment scheme in Maharashtra and increase in the availability
of such mechanisms as credit and other cooperatives to deal with these risks
are likely to decrease parents’ reiiance on children and to reduce their sub-

sequent fertility.

High Poverty

The government has defined the poverty level in terms of assumed mini-
mum nutritional requirements and the minimum expenditure required to meet
these requirements of 2,400 calories per person per day in rural areas and

2,100 calories for urban areas. These caloric requirements are equivalent to

. a per cepita monthly expenditure of Rs. 65 for rural areas and Rs. 75 for

urban areas (1977/78 prices). About 48 percent of the people were estimated
to live below the poverty line. This varied from 15 percent in Puﬁjab to 66
percent in Orissa. | |

The relationship between poverty and fertility is demonstrated by the
observed association between fertility measures and per capita monthly house-
hold expenditures. The measures of current fertility, based on children born

in one year prior to the survey by per capita monthly expenditure, are shown
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in Table 17 for 1972 and 1978. These data indicate that fertility is in-
versely related to per capita monthly expenditure. The total marital fertil-
ity rate in both rural and urban areas decreased significantly with an in-
crease in per capita monthly expenditure in 1972 as well as 1978.

Per:istence of high poverty can influence fertility (number of live
births) through various mechanisms including a demand for more children, high
infant and child mortality, and the lack of accessibility to contraceptive
methods among poor people. The available data are not sufficient to make
these distinctions, which is important for planning interventions to reduce
fertility. |

In sum, fertility is likely to decrease with a decrease in infant and
child mortality, an increase in female education, an increase in the economic
role of women, a decrease in the economic value of children, and improvements
in the economic conditions of the poor. The relative importance of these
factors, however 1is nci known. Moreover, there are inherent differences in
the time dimension in which fertility effects of changes in these factors
could be expected. Measures to decrease the economic value of children, to
increase the economic role of women, and to improve the economic conditions of
the poor are important in influencing fertility levels of couples already in
their childbearing period or who will be starting their childbearing in the
near future. Measures to decrease infant and child mortality and to increase
education of girls can have some immediate effect on fertility; but are really
important in influencing fertility of‘couples who will be starting their
childbearing in about ten years. The alleviation of these external con-
straints will create more favorable environments for the adoption of small

family size behavior.

100



VII. DIRECTIONS FOR THE FUTURE

The future course of fertility in India will depend upon what happens
to marriage patterns, the prevalence and duration of breastfeeding, the adop-
tion of contraception including sterilization and abstinence, and the preva-
lence of induced abortions. The provisional figures for 1980/81 and figures
for 1981/82 projected on the basis of the first nine months' performance indi-
cate that achievement by March 1982 will amount to only 63 percent of the
original Sixth Plan target for sterilizations, 68 percent for IUDs, and 71
percent for conventional contraceptives. One option is to revise downwards
the targets set in the Sixth Plan. This has been done in the past and may
well be done in the future, especially if the shortfalls continue to
accumulate with time, but at present the mood is optimistic and government
officials indicate strong commitment to the desirability of achieving the
demographic objectives set in the Sixth Plan.

There is a strong need to analytically examine the {2asibility of
achieving these demographic objectives, to review available options, and to
set the future directions to achieve these objectives. Since program activi-
ties can do very little to influence the demand for children, marriage pat-
terns, or the prevalence and duration of breastfeeding, it may be necessary to
reconsider the roles and responsibilities of the Family Welfare Program.
Perhaps the responsibility of the Family Welfare Program can be defined as
making widely available the information about and services for contraceptive
methods and induced abortion. The achievement of national demographic objec-
tives, perhaps, should be defined as the overall responsibility of the

Planning Commission or some other organization like it. Such a demarcation
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would make sense because much more needs to be done to make the services
available with an emphasis on their quality. This is essential for achieving

the quantitative targets.

PROGRAM IMPLEMENTATION
Public Sector

If the targets set for the next two decades are to be met, there is a
need to estimate the inputs required to achieve them. The resource alloca-
tions specified for the remainder of the Sixth Five Year Plan are likely to
contribute to an increase in prevalence between 1982 and 1985, but it is
doubtful that the effective prevalence level will increase by more than one or
two points per year, reaching about 27-30 percent by 1985, without a radical
intensification of program efforts. For the longer term, a more rapid accel-
eration of performance will require not only monetary resources but the care-
ful development of a more solid foundation of managerial capacity, technical
expertise, and commitment of personnel at all levels to promoting the health
and welfare of all their :lients, especially the most disadvantaged.

There is a need for enhanced management capacity at all levels. In
_ terms of high-level management, the need is greatest at the state level, since
each of the state ministries must manage a large bureaucracy and contend with
unique cultural, geographic, and social conditions that require modification
of central guidelines for program strategy in order to maximize effectiveness
and efficiency. In terms of lower-level management, it is most jmportant to
increase supervisory skills at the PHC level and below. Workers at the sub-
center and village levels need to be systematically trained in personnel man-

agement techniques, which will enable them to set priorities among their tasks
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and systematically organize their time so as to maximize their coverage of the
population to be served, especially those segment§ most in need of information
and services. Supervisory procedures should be designed to reinforce such
training and assess quality of work instead of or in addition to achievement
of quantitative targets.

With its heavy reliance on steriiization, the Indian Family Welfare
Program has primarily served the needs of those couples who have already had
enough children to take the risk of choosing an irreversible method. A large
potential demand for reversible methods probably exists for couples who reject
sterilization because they may want to have more children later on. So far,
the actual acceptance of reversible methods has been disappointingly low, but
this may be because they have not been made widely available or emphasized to
the same dégree as sterilization. Furthermore, the potential acceptors may
not be the only ones who need special motivation. Many program officials and
workers believe that the IUD has already proved to be unacceptable in the past
and that the oral pills will also be unacceptable. With such an attitude,
officials may not make a great enough effort to overcome the expected resist-
ance to acceptance of such methods. The condom has numerous disadvantages,
but the Rirodh program, with its imaginative and vigorous promotional camp-
aign, has been able to attract many times more acceptors than programs for
either pills or the IUD. It has been found in many programs that acceptance
of modern, clinical methods is determined to a large extent by the attitudes
of the medical and paramedical persons responsible for providing them. If the
doctors and ANMs can be convinced of the importance of promoting pills and the
IUD, it 1is likely that their acceptability among eligible couples can be

greatly increased as well.

103



A major need is increasing the ratio of clinical and field personnel
to population as rapidly as possible. The rate of training of VHGS needs to
be accelerated if the target of one per 1,000 rural population is to be
reached before the end of the decade. In addition, it appears likely that
many medical and paramedical posts, especially in rural areas, will remain un-
filled in the absence of special efforts to make assignment to such posts more
attractive, especially for female workers.

In addition to increasing the numbers of paid and volunteer workers,
ft is necessary to make greater efforts to improve the orientation of workers
to their work. The present emphasis on maximizing the numbers of acceptors,
especially of sterilization, without regard to their characteristics or needs,
should be replaced by a more systematic strategy of identifying the couples
most in need of services and going through the various methods of contracep-
tion with them, helping them to select the one most appropriate and acceptable
to them. Such a reorientation of perspective could be introduced through
modifications in the training curricula and strengthened through changes in
supervisory procedures.

Communications support materials need to be made more widely avail-

_ able, especially in remote rural areas. This applies particularly to printed
leaflets and booklets that can be given to acceptors (for instructions on use
of the method accepted, for reference, and for showing to friends and rela-
tives) or potential acceptors. If such materials were redesigned to incorpor-
ate more pictures and fewer words, they would be much more attractive and use-
ful to less educated and semi-literate persons than the existing materials.
The quantities of such materials would need to be greatly increased to reach a

substantial proportion of couples. If the goal were to provide ten percent of
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all couples with copies of a particular leaflet, over four million copies
would be required in Hindi alone.

In addition to providing greater quantities of detailed communications
support materials, it is important to link these materials with interpersonai
communication as much as possible. The two approaches naturally complement
each other. The support materials may provide the message in a more accurate,
carefully packaged form, but interpersonal communication is much more immedi-
ate and provides an opportunity for the recipient to ask questions and for the
communicator to allay fears and objections. Broadcast and printed materials
could be designed in such a way as to augment interpersonal communication.
Group meetings could be scheduled to coincide with radio broadcasts, which
could be used to stimulate discussion. Printed materials could be used as
visual aids during home visits and then left with the couple for further
reference or to be shared with others. Such an approach would even permit the
production of printed materials for illiterates, composed entirely or almost
entirely of pictures. The field worker could explain the meaning of the
pictures, which could then be left with the couple to help them remember what
they had been told. "

The unevenness of the centrally-designed program's performance in the
various states indicates a need to diversify the program, tailoring strategies
and resource inputs to the particular conditions in individual states. Given
the high cost of recruiting acceptors in Uttar Pradesh and Bihar, for in-
stance, it appears necessary at least for the short run, until a more cost-
effective'approach can be found, to spend proportionately much more money than
in other states in order to bring performance up to the average level of the

other states. This idea has been proposed before, but it has not been tried

105



to an appreciable degree because it was felt that it would be rewarding in-
efficiency. However, considering how low the performance is in these two
siates and how large a proportion of the total population they represent, the
central government cannot expect the national fertility rate to decline
steeply enough to meet the targets for 1985 and 1996 without a substantial and
rapid improvement in their performance. The area projects in a few districts
of these states represent a good step in this direction, and the early experi-
ence there should provide useful feedback on innovative strategies likely to
be relatively effective and efficient. However, the need for a rapid improve-
ment in these states suggests the need to expand the area projects to cover as
many districts as feasible given available resources, especially in states
that have shown the poorest performance.

The principle of diversification of program inputs and strategies does
not apply only to Uttar Pradesh and Bihar. In the more successful states, it
is likely that the state health ministries, being relatively highly committed
to their work, would be particularly interested in innovating and that such
innovations would tend to enhance effectiveness and/or efficiency. The prin-
ciple of two-way communication -- upward as well as downward -- could be
.applied at all levels, with states having greater opportunity to deviate from
centrally prescribed strategies, districts having greater opportunity for
deviating from state strategies, and so forth. The advantage of such flexi-
bility would be twofold: the strategies would be better fitted to local
conditions, and the program managers and personnel at all levels would have a
greater commitment to making the strategies work. Ultimately, such a system
of two-way communication should reach down to the community level, with com-

munity leaders and local organizations participating directly in the planning
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and implementation of the program. Since 1977, the organization of camps for
opinion leaders and the use of village panchayats for selecting village health
workers have constituted important steps in this direction.

If the program is to successfully promote increased use of reversible
methods, especially pills and condoms, it is important that the present logis-
tics system be streamlined at all levels. The changes should be introduced as
soon as possible, while the flow of contraceptive supplies is still relatively
light, so that the program will be able to handle rapid increases in the
futuré without serious dislocations. The streamlining of the logistics system
should include more storage facilities at state, district, and PHC levels
where reserve stocks can be stored to meet emergency needs, especially in the
event of delays in the filling of orders at higher levels; a first-in/first-
out inventory system to avoid wastage; and an efficient information system to
provide rapiu feedback on stocks on-hand and flowing through all levels of the
pipeline, to provide sufficiently early warning of diminishing stocks. For
the immediate future, there is an urgent need to increase the supply of
Copper-T devices to replenish the pipeline in areas where demand for the
device has outrun available supplies or threatens to do so.

The importance of reaching women is recognized by the MOHFW. Accord-
ingly, the Ministry has urged that wcmen rather than men be selected to serve
as Village Health Guides. Nevertheless, many of the trainees are male. It is
asserted that in many places it is not possible to find women w2ll enough
educated to understand the training curriculum and manual. In order to in-
crease the proportion of women selected for training, it may be necessary to
redesign the curriculum and manual to make them more understandable to semi-

literate trainees. The training of dais, many of whom are 1111terﬁte. has
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succeeded in increasing their understandirg of family planning and their capa-
city to communicate their knowledge to others. It should be possible to train
female VHGs in much the same manner.

Though there are substantial differences in the conditions under which
the various state ministries operate, it is unlikely that they account for all
tha variation in state performance. It is Jikely that the ministries of low-
performing states could benefit from increased exposure to the experience of
other states. This could be accomplished through a variety of mechanisms,
such as conferences, site visits, and exchanges of written materials. The ex-
change process should involve not only the top decision-makers but also tech-
nical specialists in such areas as communications, training, management, and
research. In addition to fostering the transfer of efficient and effective
approaches to program implementation, the exchange might also make officials
of the high-performing states more appreciative of the special problems faced
by the low-performing states and the resulting need to divert proportionately
more resources to them in order to improve their performance.

The acceptability of reversible methods may be enhanced by wider pro-
vision of legal abortion, especially in the rural areas, and by explicitly
_pointing out that any of the reversible methods can be made 100 percent effec-
tive if used in conjunction with abortion in the event of accidental pregnan-
cy. An important advantage of increased abortions for the Family Welfare
Program -- apart from their direct effect on fertility and their health bene-
fits ~- is the potential for increased referral of abortion cases for contra-
ception. Motivation to practice contraception is particularly high at the

time of an induced abortion.
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Commercial Distribution

The Sixth Plan target includes the sale of 500 million Nirodh condoms
fqr 1984/85 -- a little less than four times the level (130 million) achieved
in 1980/81. This level represents close to the full potential of the market
targeted by the Nirodh Marketing Scheme. The potential market for commercial
distribution includes young couples (up to age 30 years) living in urban and
semi-urban areas. There are about 110 million couples in India. About 20
percent live in urban areas and 50 percent are below the age of 30 years.

This means about 11 miliion couples below the age of 30 years live in urbar
areas. In any one year, a maximum of 60 percent (6.6 million) couples are
1ikely to use any family planning method. Even if all of them use Nirodh and
use it regularly {i.e., 72 condoms per year), the total annual consumption
will be 475 million condoms per year. It is obvious that a level of 500
million cannot be achieved without a substantial impact in the rural market.

Continuation of the present trajectory of inputs in terms of organiza-
tion at the center, of the advertising campaign, and of marketing research do
not appear to be sufficient to achieve the full potential of the marketing
program. The complexities involved in the expansion of the marketfng program
will increase with the inclusion of a different brand of lubricated condom ard
oral contraceptives in the distribution network. Present organization within
the Ministry of Health and Family Welfare (which includes three persons at the
center) cannot adequately handle the increased complexities and workload.
Consequently, the full potential of the marketing program is likely to remain
unrealized. Serious consideration should be given to alternate orga~izational
structures, including an autonomous or semi-autonomous organization with the

commerical capacity required to run a very large, complex marketing operation.
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Private Sector

While India possesses a large and varied number of private sector in-
stitutions providing family pianning services, their contribution to the
natirnal family planning effort is limited at present, and is stronger in
urban areas and in southern states. Because of their generally high quality
of services, acceptance by the community, and capacity to innovate, these ser-
vice institutions can contribute substantially more to the overall national
effort. An important direction for the future is to expand the efforts of
these institutions through substantially increased financial support, strong
encouragement at federal and state levels, and the development of mechanisms
to channel support to small, private organizations. Strengthening of {inkages
between private and governmental services would also be desirable. PVOs can
initiate new services, train government health workers, and serve as models
for effective service delivery. Government can benefit by adapting successful
elements of PVO programs to larger-scale operations.

The type of institutions that can be drawn into population-related
work can also be expanded. For example, the Institute of Social Studies has
identified over 110 zgencies reaching poor women in India, many of which could
. provide family planning information, if not services. Other private develop- |
ment agencies could also be mobilized, with the intent of capitalizing on
their strength in maintaining direct community involvement.

The private commercial sectdr js another important resource. At pre-
sent, a few companies, such as Tata Industries, provide family planning ser-
vices for their employees and families. A direction for the future is to en-
courage all industries to provide services, or at least information regarding

family planning. Mechanisms to strengthen and sustain commercial efforts need
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to be devised. While this sector is relatively small and urban-based, it
should be relatively easy to reach, and can serve as an important focus for
diffusion of family planning norms and practices in the communities. The role
of the private pharmaceutical sector in manufacture, distribution and sale of
contraceptives should be fully exploited in considering the expansion of the
current marketing program ta include oral contraceptives in its distribution

network.

RESEARCH

Operations Research

For assessing the overall performance of the family planning progfam.
it 1s necessary to conduct national-level research to augment the routine
service statistics that emanate from the record-keeping and reporting system.
While the service statistics provfde a useful and up-to-date gauge of short-
term trends in program performance, they can be misleading in the long run :
without supplementary survey deta. For instance, the estimates of prevalence
involve assumptions that need to be periodically verified or updated -- the
assumption that every 72 condoms distributed provide cne couple-year of proe
tection, the assumptions about continuation rates for the 1UD, and thé'aséhﬁ§4_
iions about the degree to which fertility declines as a result of contracep-
tive use. Such needs can be met by conducting surveys of eligible couples at
least eveky five years (instead of the_present ten-year interval between ORG
surveys) in which data are collected oh fertility and its four proximate
determinants -- marriage patterns, prevalence 2nd duration of breastfeeding,
use of contraception, and prevalence of induced abortion. In addition, data

on contacts by field workers, access and exposure to program communications
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and services, and attitudes toward and knowledge about specific contraceptivé
‘methods and program services (including MTP) should be ascertained. Surveys
should also obtain jnformation on use-effectiveness either by incorporating
the necessary questions in the surveys of 2ligible couples or by mounting
“special surveys of acceptors. Eithér type of survey could be done at the
Stéte level, but conducting them at the national level with samples large
~erough to allow for statewise analysis would ensure greater comparability of
responses and prbvide very precise estimates of national levels. The past ex-
perience with survey data on prevalence suggests a need to tincorporate quality
checks in the survey design to indicate the reliability and validity of survey
estimates.

Given cultural, sociai. demographic, and other variations among
states, it is probably best to conduct most other types of studies at the
state levei, where questionnaires can be tailored to fit local conditions and
data needs. In order to develop the capacity to conduct state-level studies
of high quality, it will be necessary to increase the budget for research, and
to fi1l vacant research-related positions to free more time of state-level
research personnel for participating in the design of research projects and
. for facilitating the'ut11ization of research findings. It will also be neces-
sary to upgrade the research skills of the personnel of both the state mini-
stries and the population research centers. Presently, most research is done
by salaried staff without =xtra funding for hiring part-time workers for in-
terviewing, coding, or tabulations. If the state-level studies are to havé B
sufficiently large scope to ﬁrovide significant and generalizable reSuits'in a .
reasonably shoft period of time, it may be necessary to provide special addi-

tional funding for individual projects.
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Such an expanded research program would require more funding than is
presently available. It would also require careful planning to avoid over-
looking important recearch needs, to ensure that research findings would be
available when needed, and to facilitate the cumulative development of
research-based knowledge by feeding the findings from early research into the
planning and design of subsequent research projects.

Apart from periodic natfonal surveys of the type describedsabove.
priority research areas for the 1980s include the following: surveys of pro-
gram personnel, especially at the PHC level and below, to determine their
work-related knowledge, work habits, sources of satisfaction and dissatisfac-
tion with their work, and other managerially relevant topics; surveys 6f opin-
fon leaders, especiailv those whose participation in the program has been
sought, to learn of their attitudes toward past and potential future partici-
pation in the program; systematic observation of program operations, both ser-
vices and cemmunications; in-depth surveys and focus group discussions to
probe attitudes toward the small family norm, program services, and contracep-
t. methods, and to explore family planning decision-making among eligible
couples; and anthr0p61ogical studies of community structure, behavior pat-
.terns, and norms in relation to program communications and services. In all
- these types of stedies, the perspective of the users.or'potentiaI users needs

" to be understood, if the program is to succeed in providing services that are
responsive to their needs. - .
To make the resu]ts of research more accessible to program managers,
the research pIanning process needs to 1nclude cons1derat1on of the problems
of communicating findings to them and helping them interpret the implications

of the findings for program implementation. This needs to be done at both the
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central and state levels. Given the diversity -- both in terms of content and
geographic area -- to be generated by the research program, there is 2 need
for establishing a central clearinghouse with communication lines to each of
the states, in which research reports can be gathered, cataleged, and abstrac-
ted, and fron which inventories can be sent to state and central researchers,
managers, and other population specialists. The central clearinghouse should
have an 1nformét10n retrieval capacity and should, if possible, commission or
conduct literature reviews of important topics on which information is avail-
able from diverse sources.

At the central and state ministries, there is a need for “1iaison per-
sonnel® who are trained in both managerent and research, and who can bridge
the gap between researchers and managers. Such persons could represent the
program managers in designing research projects and monitoring their progress,
and could represent the research organization in reporting the findings and
their implications to managers. These liaison personnel could be developed
from among the existing staff positions in MOHFW at the center and state-level
departments, or could be hired 2= consultants. In addition to adding such
personnel to the departments, it is essential that program managers themselves
are drawn more directly into the research process from jdentification of re-
search priorities to the utilization of findings, by participating more in
planning, project design, and conferences. The process would be facilitated
if researchers could be induced to prepare reports more clearly directed at
managers -- short, simple reports that highlight management-related findings

and translate these findings into recommendations for implementation.
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Biomedical Research

The family planning program does not offer a wide range of methods,
and needs to add new technolcgies. India has led the way among developing
countries in biomedical research. An fmportant direction for the future is to
build upon this valuable resource, emphasizing those aspects most directly
relevant to the national program. High on the list of priorities is accept-
sbility and safety research on existing and new contraceptives that appear to
have utility for the national program, and studies on appropriate modes of in-
troduction. As oral contraceptives are now being introduced by the MOHFH,
research on their acceptability and safety is of greatest importance. Other
coniraceptives that could be readily introduced in the near future include the
subdermal implant (Norplant) and injectable methods. An improved Copper-T
1UD, the TCu 380 Ag, is also ready for use following satisfactory introductory
trials. These technologfes and others can be rapidly tested through the ICMR
network and NIHFW. Each of these méthods could contribute substantialiy to
the program within the next two or three years by increasing the options
available for spacing purposes.

In view of the importance attached to laparoscopic steriliiation. it
is extremely important to determine the safety of this technique in India
through large-scale epidemiological studies on women w@o have undergone this
procedure. There is a lack of qualified epidemiologists in India to design
and analyze large-scale studies of this type. Special training programs are
required to build a cedre of epidemiologists.

At a lower level of priority, other fertility regulation methods
deserve attention, including vaginal rings, new approaches to sterilization,

various methods of medical termination of pregnancy, an¢ barrier methods.
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A third level of priority is research on methods that are at an early
stage in the research and development process. An exception to this is the
vaccine approach which has been pioneered by Indian scientists. Although much
more research is required on vaccines, the role of the Indian research commu-
nity is vital for their continued worldwide development.

Periodic review of research results, and examination of future priori-
ties, need to be undertaken jointly by the MOHFW, ICMR, and NIHFW. The Family
Planning Foundation has coordinated such a review, and is well placed to per-
form this function in the future. Continued attention should be given to pro-

gram relevance of technologies.

RELEVANCE OF BEYOND FAMILY PLANNING MEASURES

The identification and implementation of appropriate measures to raise
the age at marriage, to decrease the demand for children, and to counteract
the positive fertility effects of potential decreases in breastfeeding, are
outside the scope of “"family planning" and should be treated as "beyond family
planning.” Various government and private interventions can and do affect
these three factors. The magnitude of their effects may be even higher than
‘the effects of the current activities of the Family Planning Program.

A substantial expansion in the accessibility of various fertility
regulation methods, no doubt, will increase their use from the current level
of 23 percent, but is quite unlikely to increase it to 60 percent during the
next 15 years; hence, a need for measures beyond family planning. The need
would also imply that a reduction in the birth rate in India should not con-
tinue to be the sole responsibility of the Department of Family Welfare.

Though this {s accepted in principle in the Sixth Five Year Plan, it is yet to

116



be implemented. For discussion purposes, the beyond family planning measures
are divided into five broad categories: (1) legal sanctions, (2) tax and wel-
fare benefits and penalties, (3) incentives, (4) community-oriented

approaches, and (5) mix of development policies.

Legal Sanctions

This category includes legislative measures to raise the age at marri-
age and to limit family size (for example, compulsory sterilization). Legis-
lation prescribing the minimum age of marriage has not been successful in
raising the age of marriage. Such legislation cannot be implemented by force
sut might be useful in the long run to counteract the effect of social pres-
sure to marry at a young age. Something more than legislation, however, is
required to increase the social acceptability of increasing the age of marri-
age. The identification of possible actions requires a better understanding
of forces that determine age at marriage, celibacy, and dissolution of marri-
age.

Legislative measures to limit family size, are politically and ethi-
cally unacceptable, and are not viable options. Such measures are neither
feasible nor necessary in India because much remains tn be done to implement
even the non-compulsory program in an effective manner.

There are other legislative measures which might indirectly affect the
balance between costs and benefits of population growth at the individual
family level or at an aggregate level. Legal measures, for example, to prohi-
bit child labor, improve the status of women, provide guaranteed employment,
and provide old-age security can affect the demand and need for many children

at tie family level.
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In general, legislative measures can be effective {if they are accepted
voluntarily, if they create social pressure to conform, or if they are imple-
mented by force. Adoption of any legislative measure to restrict population
growth should be carefully assessed in terms of the problems involved in its
implementation, its potential effectiveness and side effects on other aspects
of 1ife, and its effect on the delicate balance between individual freedom and

social responsibility.

Tax and Welfare Benefits and Penalties

This category includes measures involving preferential treatment for
smaller families and penalties for larger families, for example, increase in
taxation with family size and withdrawal of maternity benefits after the third
child. Most of these measures are unlikely to have any substantial effect on
fertility in India because a very small proportion of the population can
potentially he affected. Moreover, linking benefits or penalties with family
size would require an efficient system of verification. This would not be

feasible given the incomplete registration of births and deaths.

Incentives
This category 1nc]udes payment of incentives to individual couples for
accepting contraceptive methods or for controlling their fertility. The role
of incentives is a potentially important one and deserves careful study.
Incentives in India in the form of compensation for lost wages have
been paid to couples for adoption of sterilization and IUDs. At least one
limited experiment was conducted in which the payment of incentives was linked

to the period for which the couple had no birth. In some special drives, up
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to Rs. 200 in cash and kind have been paid for undergoing sterilization. High
incentives in the order of Rs. 2,000 to 5,000 suggested for each sterilization
may attract couples but are not viable options because of the prohibitive cost
of the incentives alone and tne poiential for abuse. Moreover, the demo-
graphic effect would be doubtful because such a program would certainly
attract a large proportion of couples who are not likely to have another
birth. Three main issues requiring special attention in designing and imple-
menting a cash incentive program are: (1) the total cost of the scheme, (2)
the potential for misuse, and (3) the demographic effectiveness. If incen-
tives beyond current levels are seriously contemplated, careful analysis and
pilot studies would be required.

One way to reduce the cost and increase the demographic effectiveness
of an incentive program is to identify the target group and restrict the pay-
ment of incentives to couples in this group. Of course, services without in-
centives must be provided to other couples as well. The age of the youngest
child can serve as a useful criterion for identifying the target group -- a
period of up to about three years following a birth is a good indicator that
the couple has not yet become sterile. The pregnant state is one extreme of
this scale -- the age of the youngest child being minus X months. Pregnant
women, however, are not deemed eligible for family planning services and,
therefore, are usually excluded from the target group. Still, husbands of
pregnant women can be considered the prime target group for vasectomy in an
incentive program. There is some evidence that women are more motivated to
accept family planning methods immediately following the termination of a
pregnancy. In all probability, men are also likely to be motivated while

their wives are pregnant. The motivation of these husbands to undergo vasec-
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tomy can be enhanced by individual incentives and “gifts" for the child to be
born. Such a scheme can have substantial effect on birth rate even if it
fnitially attracts couples with three or more living children. Pilot studies
are needed to estimate the budgetary implications, to assess the acceptability
of men undergoing vasectomies while the wife is pregnant, and to estimate the

optimum incentives required.

Community-Oriented Approzches

Community-oriented approaches appear to be likely mechanisms for in-
novations to reduce the rate of population growth by providing incentives in
cash or in kind to the community, and by placing the burden of population
growth on the community itself, including restricting out-migration and insti-
tuting community taxes to be paid by the entire community.

This approach has certain attractions because individuals living in a
community may be more likely to identify themselves with the welfare and in-
terests of their community, rather than of the country as a whole. Indivi-
duals may find themselves too remote from decision-makers in the central and
the state governments, who may be perceived as responsible for deciding, for
example, whether or not their community and in turn they themselves would have
an easy access to a school or a dispensary, or to improved irrigation.

The success of community-oriented approaches is likely to depend upon
the extent to which they facilitate the emergence of collective decision-
making at the community level. The concept is not new in the Indian context
given a long history of community development programs, but its application

would require effective decentralization.
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There are few examples of village-level incentives linked to a decline
in birth rate or to an increase in the use of contraception in Indi&; The
effectiveness of such measures is not known and is not obvious. Other speci-
fic steps that could be taken in India are not so clear, especially in view of
the fact that the Indian villages defined according to their geographic
boundaries do not qualify as communities with common interests; and even if
they did, about 83 percent of some 600,000 villages had a population of less
than 1,000 in 1971.

The presumed success of the Chinese experience is usually given as an
example of the feasibility and effectiveness of community-oriented approaches.
It is doubtful that this element of the Chinese experience can be replicated

in India without concomitant changes in political structure.

Development Policies

This category includes measures to modify the mix.of developmental
policies to substantially enhance its effects on fertility-related attitudes
and behavior. Most developmental activities do influence individual decisions
about marriage, family size, spacing, and cont;aceptive behavior. Potential
fertility effects of developmental activities could, in theory, be considered
in their selection, design and implementation. However, such consideration is
rar- This may in part be due to lack of interest because soie programs, such
as improved education, can be adequately justified solely on the basis of
their primary, non-demographic objectives. “n addition, how various forces
affect couples' decisions about family size is noi well understood; This
restricts the ability to design and implement programs specifically oriented

to influencing couples' decisions about family size. But much can be done.
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Twe first step is to initiate analytical examination of alternate development
policies and programs with a focus upon their anticipated or actual effects on
fertility-related attitudes and behavior.

The analytical examination of policies and programs related to devel-
opment of economic and human resources in India by definition will have to
util’ze some assumptions about how various forces in the society affect
couples' decisions about family size.

The assumptions mentioned under the section on external constraints
can be used in examining the policies and programs related to development of
economic and human resources, with a focus upon their fertility impacts. 1In
addition to family planning, primary focus of such an examination should be on
policies and programs in three other sectors: (1) rural development including
agricultural change and employment, (2) health, and (3) education. The pur-
pose of the examinétion would ye to see whether and to what extent inve;tments
in health and education provide opportunities for people, especially the poor,
to develop their human resources, whether and to what extent rural development
including agricultural change and employment reduces their dependence upon
children; and whether and to what extent the family planning program provides
_access to services for a variety of contraceptives.

Two types of questions important for an analytical examination are:
(1) whether investment in programs to create rural employment, for example, is
the most cost-effective way to reduce fertility; and (2) whether and to what
extent the fertility effect of investment to create employment can be en-
hanced, for example, through public works programs or guaranteed employment
schemes. Questions of the first type require comparisons of relative fertil-

ity effects of public jnvestments between rural development, education,
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health, and family planning. These comparisons are made difficult by differ-
ences between primary objectives of sector-specific activities, and by inher-
ent differences in the time dimension in which these fertility effects become
apparent. Questions of the second type, on the other hand, require compari-
sons between alternate policies and programs within one sector such as educa-
tion, and thus may be more meaningful and manageable. In the following para-
graphs, the utility of analytical examinations is iilustrated by briefly sum-

marizing some of the results of such an exanination of the education sector in

India.

The education system in India has been expanding rapidly in terms of
expenditure, enrollment of children in schools, and literacy rates. For ex-
ample, the literacy fate in the total population increased from 16 percent
prior to independence in 1941 to 36 percent in 1981. The enrollment of girls
is substantially lower than that of boys, but is expanding proportionately
faster than the enrollment of boys, and female lite:acy fis increasing faster
than male literacy. The education of both boys and eirls, however, is still
far from the national cbjective of universal primary education. Despite this,
the share of direct expenditrres on early childhood and e]ementary education
decreased from 46 percent in 1961/62 to 43 percent in 1974/75, and it in-
creased on higher education from 22 percent to 28 percent during the same
period. The average annual expenditure per pupil by the government increases
tremendously with the level of educition. For example, the average cost per
pupil in 1974/75 was estimated to be Rs. 83 per year in primary schools and
about Rs. 3,865 per year in universities. Most of these costs are born by the

government and represent indirect subsidias to students and their families.
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The Sixth Plan included an outlay of about Rs. 2,524 crores for educa-
tion which is about 2.6 percent of the total public sector outlay. The plan,
while recognizing shortfalls in achieving the goal of universal education of
211 children up to the age of 14 years, allocated only 36 percent of the
education resources to early childhood and elementary education, and 16 per-
cent to secondary education. In fact, the absolute amount of fund:s allocated
to university and higher education is more than those allocated to secondary
education (Rs. 486 versus 398 crores). Out of the funds allocated to educa-
tion from the central government, 39 percent is allocated to university and
higher education, 23 percent to technical education, and only 7 percent to
early childhood and elementary education. Obviously, the order of priorities
has to be changed if the national objective of universal education is to be
achieved. But, can these changes be guided by differences in the potential
fertility levels of alternate allocations?

The policies of the education sector can influence the educational
achievement of children and, to some extent, the balance between the cost and
benefits of children's education to their parents. The latter is especially
important for education beyond the secondary school level. At present, almost
’pll of the direct cost of education is met by the government. Consequently,
pressure to expand higher education has been increasing every year, and so has
the budgetary allocation and expenditure. If the actual cost of higher educa-
tion is distributed among students and their parents, it would reduce pressure
for a continuous expansion of higher education and, by increasing the actual
cost of higher education to be borne by parents, might have a negative feed-
back effect on fertility of parents and their peer groups. Certain measures,

in terms of loans and scholarships for bright students from poor families,
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would have to be taken so that they also have opportunities for better educa-
tion.

Improvements in children's education will affect their own subsequent
fertd’ 'ty because female education has been consistently shown to be inversely
related to fertility. Even primary school education can have negative effect
on fertility by enhancing the chances of their exposure to mass media. Thus,
the policies and programc of the education sector can influence the average
fertility of the cohort of female children who become eligible to enter the
school system in 1981 by increasing the proportion of children who complete
primary level education. Efforts have to be made to identify and implement
programs oriented to decreasing the high drop-out and repetition rates during
the initial years of schooling.

An emphasis on primary education will require allocation of additional
resources for primary school education, which can be done by increasing the
total resources allocated to education or by reallocation of resources within
the education sector. Changes in order of priorities including allocation of
resources to reflect an emphasis on broad-based primary level education, along
with a substantial recovery of cost of higher education from students and
Fheir parents, would likely have a negative influence on the future course of
fertility in India.

In sum, there is enough potential to improve the accessibility of
appropriate fertility regulation methods, which will facilitate and 1ncre5se
the use of contraception, sterilization, and 1nduced abortions, and-wiil c@n-
tribute to fertility decline. quever, 1fvpa§t Experience is any guide!'im? 

provements in the family planning progrém alone .are unlikely to reduce the
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birth rate to the extent desired and prejected; henée, the need for identifi-
cation and implementation of measures beyond family planning; |

The discussion presented above clearly demonstrates a need for expand-
.1ng policy-relevant research to identify and evaluate "beyond family planning"
| measures. This is not instead of but in addition to research related to
family planning. This has budgetary implications. Almost all the resources
for social science recearch in population in India are allocated from the
family planning budget, which may have contributed to an overemphasis on
‘fesearch related to family planning. An expansion of policy-relevant research
beydnd family planning would require a diversification of resources.

A distinction between family planning and beyond family planning
measures has organizational implications as well. As mentioned earlier, one
option is to define the responsibilities of the program in terms of increasing
Inthe availability of information on and services for a variety of fertility
"regulation methods, and to shift the overall responsibility for achieving _
national demographic objectives to the Planning Commission. This would make
sense because identification and implementation of beyond family pTanning
measures require an examination of the first and the secoﬁd order effé¢ts of

_policies and programs in various sectors.
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VIII.'OPPORTUNITIES FOR US ASSISTANCE

Following an absence of US . ssistance to the indian population program
from 1973 to 1979, a renewed bilateral aid program was established.vand the
number of centrally-funded AID activities increased. At the present time, the
climate for continued US assistance is particularly good and, indeed, there 1is
evident desire for increased support in the future. The technical capacity of
USAID and other US institutions in the population field is recognized in
India. The renewed commitment of the government to pepulation efforts sug-
gests that this is an especially propitious time for US assistance to be main-‘
tained and expanded in areas of mutual interest, where the US can offer parti-
cularly relevant support.

At the same time, it must be emphasized that approximately 82 percent
of the government's family planning budget is financed by the government it-
self, and that an increased domestic contribution to the program is essential
4or success. International assistance, while marginal to the overall re-
sources required, can make a substantial difference in improving and expanding"
the national program effort. The following areas are seen to be highly signi- |
ficant for achieving the national objectives and the expansion of the program,
consistent with the government's policies and priorities, and corresponding to
the technical strengths and experience of USAID and supporting US-based insti-

tutions.

1. USAID should seek opportunities to facilitate broad-based, population

policy-oriented work leading to improvements in policy formulation, program

planning, implementation, and evaluation.
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The importance of broad-based, policy-oriented work cannot be over-
emphasized. The Sixth Five Year F.an recognizes the importance of reducing
the rate of population growth, and recognizes the role of many factors, such
as young age at marriage, low levels of female literacy and education, high
{nfant and . .1d mortality, low status of women, and high poverty levels, in
maintaining high fertility. The Plan calls for improvement in each of these
factors. However, there are no focused policies, programs, or increases in
resources to achieve this improvement. While the Plan document emphasizes
that the responsibility for reducing the rate of population growth has to be
shared by various ministries, there is no mechanism that will help the govern-
ment to move from intention to implementation.

while the national demographic objettives set by the national govern-
ment are known, there is no overall, coordinated strategy to achieve these
objectives, combining p]ans to improve the underlying factors determining high
fertility with plans to satisfy the demand for smaller families through the
fanily planning program. Such a strategy has to involve a number of sectors,
especially education, agriculture, social affairs and rural reconstruction, as
well as health and family welfare. The fssues go beyond the provision of con-
traceptive services through the field infrastructure of other ministries. |
They involve planning and resource allocation for development of human ré-
sources through improving primary education and decreasing infant and child
mortality; understanding the implications of agricultural and rural develop-
ment for sociocultural change, including the economic role of women and chil-
dren; and understanding the implications of the minimum needs program and

Guaranteed Employment Schemes with regard to demographic behavior. The Sixth
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Plan document has recognized some of the linkages, but they have yet to be put
to practice in sectoral planning.

A mechanism, obviously cutside the Department of Family Welfare, is
required to facilitate and coordinate systematic work leading to the indenti-
fication, implementation, and evaluation of various interventions to reduce
the rate of population growth. The Planning Conmission appears to be the
logical place for developing and establishing such a coordinating mechanism,
but other avenues, including the office of the Registrar General, should also
pe explored.

Indian organizations and social scientists have to take the lead in
establishing priorities and undertaking broad-based, policy-oriented research
and analysis of population and development issues. What the future role of
USAID in this work might be is not clear because of its sensitivity, and
because it will not involve a significant trahsfer of resources. Neverthe-
less, USAID can play an important role by highlighting the importance of this
work. This can be done through discussions with the Planning Commission and
other institutions to assess their perceptions and needs, and to crystalize
the issues involved. A second step would require identification and estab-
lishment of appropriate mechanisms under which policy-oriented research and
analysis can be undertaken and utilized. If appropriate, USAID, with the con-
currence of the government, might invite a team of experienced social scien-
tists to further explore these issues with Indian planners and social scien-
tists, and to assist them in establishing appropriate mechanisms. These
mechanisms might include commissioned research on selected topics; the estab-

lishment of a network of Indian institutions; and participation of selected
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US-based §nstitutions through research collaboration, seminars and workshops,

and an exchange visitors program.

2. USAID should seek opportunities to strengthen program planning practices

at the national and state levels.

A major constraint in the impiementation of the National Family Wel-
fare Program is the inadequate planning of program inputs at all 1levels, in-
cluding the need for resources, management systems, trained manpower, supply
and distribution systems, and relevant research. USAID, with its present in-
volvement in five states, has an excellent opportunity to work closely with
state Ministries of Health to introduce or strengthen planning concepts and
practices. Future support to low-performance states should emphasize manage-
ment and planning needs. Similar opportunities should be explored at the .
Centrai Ministry of Health and Family Welfare, especially in conjunction with
the preparations for the next Five Year Plan. Detailed plans will be required
to obtain the large budgetary increases needed for the achievement. of the
government's demographic objectives, and to implement the program effectively.
There are highly competent individuals and managment groups in India that
_could assist in this planning process. USAID should explore the possibility
of assisting the government in utilizing available management and planning

skills.

3. USAID should support efforts to effectively incorporate reversible contra-

ceptive methods into the program.

Achievement of national objectives in contraceptive prevalence will

require a dramatic increase in the use of oral contraceptives, IUDs, condoms,
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and perhaps other revérsible methods. This requires a major shift in pmphasis
away from sterilization, and will necessiate expanded manufacturing capabili-
ties, strengthened logistics and distribution systems, training of personnel,
and special efforts to overcome opposition to the use of orals and IUDs.
USAID has a unique capability to assist in all aspects of this effort. from
product introduction planning to delivery at rural levels. India has manu-
facturing capability for orals, IUDs and condoms, but production needs to be
greatly expanded, and quality control procedures strengthened. Both USAID and
US private sector resources can be 1mporfant contributors to this essential
_aétivity.

The need to design and implement new logistics systems at the national
and state levels is another crucial area appropriate for USAID support. A
palculated. carefully planned product introductfon program will require
product information materials, scientific and educational programs for phy514
cians and other health personnel, and a massive training effort for service
delivery personnel and their supervisors. Successful product introduction
will require coordination of all these elements, at national and state levels.
'USAID's new project under discussion should provide an opportunity fo assist
the central]y—pfanned elements of this effort. The five-state rural assist-
ance program will enable USAID to help in the implementation of the service
delivery aspects, test appropriate training and supervisicn programs. and
measure effectiveness. USAID assistance to research activities to test the
safety and acceptability of reversible methods will assist in program plann-

ing, and should serve as an important source of information to counteract'pro-

fessional resistance.
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4. USAID should support efforts to expand the Social Marketing Program.

Plans tc dramatically expand the role of subsidized commerciai distri-
bution of condoms, and to add orals as well, require a much larger, reorgan-
ized management and marketing system. USAID, with its extensive experience in
this area, is ideally suited to provide technical assistance. This is the
most important element in the néw assistance program under discussioen, and
deserves highest priority. Careful consideration should be given to the
establishment of an autonomous or semf-autonomous management structure. sepa-
 rate from the MOHFW. This would enable tﬁe brogram to operate on a commercial
basis, facilitate the recruitment of sufficient numbers of qualified market
specialists, and permit greater flexibility. In any case, a substantial in-
crease in qualified marketing staff wili be required. USAID can assist in
planning, market research, promotional campaigns, distribution, logistics, and

evaluation.

5. USAID should support program-related research, especially operations

research and evaluation for management needs, and safety and acceptability of

contraceptives.

_ In view of the dramatic increase in program effort that is envisaged,
and the diversity that exists among Indian states, extensive and continuous
experimentation will be required to achieve the most effective program opera-
tions at local and state levels. Operations research and management feedback
are essential for this process. USAID and US-based organizations have exper-
tise and experience in operations research to contribute to effective program

implementation. USAID participation in the area support program in five

states gives an excellent opportunity to incorporate operations research in
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the design and implementation of these rural programs. Such research should
start as soon as possible if it is to influence the implementation of the
USAID assisted projects. Indian operations research capabilities are strong.
"USAID's role should be to bring together US-based and Indian operations
research agencies to assist state and district level programs. Special
efforts will be needéd to assure that research is relevant to program needs,
that results are quickly obtained and published, and that the information is
fed back and utilized by program managers. USAID can also facilitate ihe
wider dissemination of research results through exchange visits among state
officials, publications, and workshops. To facilitate these activities,
technical assistance through the USAID Mission or through US intermediary
organizations will be required.

Another area requiring attention is monitoring of changes in fertility
and its proximate determinants through periodic national surveys at intervals
of five years. Indian organizations have the technical capacities to conduct
this type of survey. For cxample, the Operations Research Group conducted two
surveys in 1970 and 1980. USAID, perhaps, can facilitate the establisment of
a mechanism through which this-type of survey can be repeated every five.
years,
| Research on thé safety and acceptability of existing and new contra-
ceptives is 1mportan€ to support the introduction of a number of reversible
contraceptives, including oral contraceptives, IUDs, injectable methods, and
the Norplant sub-dermal implants. Strong research capacity exists in India,
and USAID should support program relevant research and facilitate the use of
research results for program purposes. There are very few skilléd.epidemiolo-

gists in India to plan and analyze large-scale safety and acceptability
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studies. Fellowships in epidemiology for a number of qualified Indians are
recommended.

Support to research and development of new contraceptives should
receive lower priority, largely because this work in India is adequately sup-
ported by the National Institutes of Health, Korld Health Organization, Ford
and Rockefeller Foundations, International Committee for Contraceptive
Research, Program for Applied Research on Fertiliy iteyulation, International
Fertility Research Program, International Development Research Centre, Family
Planning Foundation and the Indian government. USAID should help in facili-

tating these collaborative efforts.

6. USAID should continue overall support to state-level programs and should

consider future extension to low-performance states.

As indicated in the previous recomendations, USAID participation in
five state-level rural family planning and health programs provides an impor-
tant opportunity to assist the government in local-level implementation, which
will be the ultimate test of the program as it expands beyond intermittent
sterilization camps to a comprehensive program. Such assistance, including
Aplanning and management, operations research, staffing, training, supervision
and evaluation, has been well received and is potentially useful beyond the
boundaries of the existing areas. The five states initially selected are
moderately successful in past family planning performance. The greatest chal-
lenge for the future 1ies in the populous low-performance states, especially
Uttar Pradesh and Bihar. While no change in USAID involvement with state-

level programs is presently recommended, USAID should in the future consider
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extending its assista.ce to state-level programs in some of these low-perform-

ing regions.

7. USAID should continue to support private voluntary organizations.

India has many PVOs, including several that have developed highly suc-
cessful, flexible, and innovative family planning programs, usually with
strong community linkages and effective integration with other development
activities. USAID, through its new rupee grant for PVOs, is well positioned
to channel support to large PVOs, including associations of health practi-
tioners (private physicians, Ayurvedics, and Unanis). This program should
continue to receive support, including publication of success stories and
utilization of relevant experiences for government planning purposes. In
addition, appropriate mechanisms within India to assist smaller PVOs need to
be developed, both at national and state levels. There is a large potential
for growth of the private sector, and an even larger potential for stimulating
and improving to public sector programs. While some assistance for Indian
PVOs may come from centrally-funded programs such as FPIA, direct support

through an India-based and managed mechanism is preferable.

8. USAID should support selected information, education, and communications

programs, emphasizing information on methods.

Over the past two decades, India has invested heavily in motivational
IE&C activities, promoting a “two chiid" norm and the general importance of
family planning. Its impact has not been demonstrated. What is required at
this stage is a greatly expanded effort to provide users and poteqt1a1 users

with practical information on each contraceptive method: how it is used,
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where it can be ohtained, and what its advantages and disadvantages are.
These materials need to be prepared and printed in sufficient quantifies for
i11iterate or semi-literate populations, with use of pictures and symbols.
This approach is an essential component to the effective introduction of
reversible contraceptives and is crucial to their wide ac.eptance and conti-

nued use. Support to further motivational and awareness-raising efforts in

1E&C should be given a much lower priority.

POSSIBLE US PRIVATE SECTOR COLLABORATION

The team was requested to investigate the potential role of the US
private sector in support of the Indian population program, and to suggest
ways that it could be enhanced.

Many of the above-mentioned program areas have been supported by pri-
véte US groups. This jncludes the Ford and Rockefeller Foundations, and the
| Population Council in the biomedical field; several US PVOs in program deliv-
ery; as well as a significant number of US-based private organizations receiv-
jng centrally-funded U3SAID support. Most of these activities appear to be
serving useful purposcs, and should be encouraged by USAID. In fact, USAID
may need to increase the role of centrally-funded agencies in India to support
and implement a number of the acti- ities recommended in this report.

An additional area of involvement is in the manufacture and marketing
of contraceptives. US industrial input may be required to expand and improve
manufacturing capacity and to ensure high levels of quality assurance. us

marketing skills may best be provided by private US agencies. These potential
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roles for private sector groups need to be explored as USAID develops its neQ
grant program in contraceptive manufacture and commercial marketing.

The government intends to encourage increased involvement of the
Indian industrial sector in family planning, particularly through the provi-
sion of family planning services to employees. Beyond this, it is desirable
to stimulate greater awareness and concern about population problems among
leading industrialists in order to stimulate policy debate in the areas of
government development policy as it affects population, roles of foreign aid
to the private sector, and similar topics. This can be accomplished by en-
couraging exchanges between Indian and US business groups, organizing sympo-
sia, and preparing policy briefs that present populaticn issues in terms rele-
vant to business concerns. The Population Resource Center in the US under-
takes similar programs to stimulate ¢ :areness smong Amerizan business leaders,
and could probably facilitate exchanges between the Indian and US business
communities. Business International Inc., is another private US agency that
studies relevant husiness issues globally, and arranges conferences and ex-
changes. In Indfa, the Employers' Association has expressed interest in such

a program, and is willing to enter into discussions with the US business com-

munity.
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