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PREFACE
 

The Council of Indian Employers (CIE, constituted by the All India Organi­
sation of Employers (AIOE), the Employers' Federation of India (EFI) and the 
Standing Conference of Public Enterprises (SCOPE), in collaboration with the 
Enterprise Program (USAID) and with technical assistance from the Labour and 
Population Team for Asia and !he Pacific (LAPTAP), International Labour Organi­
sation (ILO), is organising a National Convention on Corporate Sector and Family
Welfare Progr ,mme in India in a couple of months' time. 

Today the population problem is the most baffling one khat faces not only
India, but the world at large. As early is the early 1960's, Dr. B.1-.Scn, then Director 
General of F. A. 0. had warned that there would be no asting peace or security in 
the world uniil hunger and want were eliminated. That wariing is even nore valid 
today. In fact, '..iat is in danger is not rrierely thc health and happines, of individuals 
but the very basis of the human condition, especially in the developing naions. 
Indeed, the demographic overload has reached a most critical point in human 
history. Either wc take the fullest measures to raise pr'oducti, ity and to stabilize 
population growth, or we face disaster, not only for individual nations but for the 
world as a whole. 

Since inde endence, India has no doubt made great strides in many develop­
mental fronts. Ccnsequently the cultural landscape has undergone visible change 
across the country. At the same time, however, it is to be admitted that fruits of 
development have not reached out to the people at large either in equal or desired 
measures. One of the main reasons is that population growth has constantly
outstripped developmental growth. We have not really grabbed with the multiply­
ing problems of multiply ing population. 

It has been realised by the planners that unless population growth is brought
down to a manageable level withia a stipulated time span the country cannot hope 
to progress meaningfully in any field -economic, cultural and social. The need of the 
hour is to transform the current national population control programme into a 
gigantic people's movement. In this great task, the Corporate Sector has to play a 
crucial role. 

Though the picture appears to be not very encouraging at the moment, one 
redeeming feature is that some peers in the industrial sector in India have had the 
vision to see the danger signal much ahead of the time. They launched population
control programmes in their spheres even before the Government stepped in with 
the official programme in 1951. 

Currently, a numoer of large industrial houses have developed their own 
infrastructure to provide family welfare services to their employees as also to the 



communi ties around. Some are also offering services with the help and cooperation 
of government agencies and voluntary organisations devoted to the cause of 
population control. 

The Council of Indian Employers has been actively involved in the family
welfare activities in one form or the other for about two dLecades. A considerable 
fund of knowledge nd experience has accumulated. It is, therefore, natural that the 
Council venture to prepare some kind of a futuristic plan of action, specifically in the 
context of the 90's and in the perspective of the present demograpliic trends. The 
proposed Convention has been conceived with a view to bringing nto bold relief 
what the Corporate Sector can do in the light of past experiences and !:.ssons and the 
challenge of the future. 

To facilitate meaningful and effective deliberation on various problems of 
multiplying population, the publication entitled CorporateSector and Family Welfare 
ProgrammeinIndia in two volumes - Vol. 1: 'Overview of Problems' and Vol. If: 'Case 
Studies' is brought out. 

In this Vol. I,several renowned subject specialists have contributed thought­
provoking papers covering important aspects of the programme. It is hoped that this 
publication will help the management and others involved in running the family 
welfare programme in the industrial sector to improve their performance. 

It has indeed been an arduous task for Mr. Anil Guha, Consultant, to press a 
mass of varied material into two volumes of this publication. He has had the benefit 
in this effort of constant guidance and support of Mr. R. C. Pande, Secretary to the 
Council. 1Ihe Coancil takes this opportunity to sincerely tha.ak !hem and all others 
who have been directly and indirectly involved in the preparation and production 
of this publication. 

COUNCIL OF INDIAN EMPLOYERS 
January 15, 1990 (it NEW DELHI 
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AS YOU TURN OVER THESE PAGES 

You will not be reading a success story. You will have an idea how 
India's family planning effort, the longest and the most expensive in the 
developing world, can still be made a success story. You will also know 
about the factors that have noi made family planning in India a success. 

At the end of the decade, ourpopulation will cross thebillion mark. 
We are still adding 15 million annually to our population, as much as the 
entire population of Australia. Why have we failed to bring population 
growth under control? Do we intend to make it a success? How can we 
make it a success? Even when we know how to, shall we do it the way it 
needs to be done ? Do we have the will to tackle the population problem? 
These and many other like questions will make you to ponder, trouble 
your thoughts, as you read the pages that follow. Perhaps, this and its sister 
volume will catalyse your mind and body to get to doing something about 
the numbers that stand as maijor stumbling block on the road of our 
economic development. It is now acknowledged that in making family 
planning a truly national programme of ideas and action, each one of us 
can contribute his or her mite. 

What's gone wrong with our family welfare programme is now 
fairly well known. In the words of Professor Ashish Bose, noted popula­
tion expert of the Institute of Economic Growth, University of Delhi: "Far 
from being a peoFle's movement, India's family planning programme is 
one hundred percent a bureaucratic programme, a vertical programme 
designed, financed, controlled and monitored from New Delhi. It is based 
upon wrong premises: the government should give financial incentives to 
the people to practise family planning. Over the years increasingly large 
demands have been made in the name of financial incentives. This has 
brought about an increasingly large element of corruption in the family 
planning programme -both individ ual corruption and collective bureau­
cratic corruption. This has damaged the credibility of both the health and 
the family welfare programme". (From Populationto People Vol. 1, New 
Delhi, B. R. Publishing Corporation, 1988, p 135). 

What is to be done ? We have 17 population research centres in 
different universities and research institutions. We also have two huge 
institutions devoted entirely to population research and study : The 
International Institute for Population Studies, in Bombay, and the Na­
tional Institute of IIalth and Family Welfare, in New Delhi. Why have not 



these research centres produced effective blueprints and methods for a 
successful family planning drive? We know why. "Unfortunately, all these
institutions are under the purview of the non-professional bureaucracy at
the Centre, which displays a tendency to treat the research institutions as
servicing agencies of the Ministry", writes Prof. Bose (ibid p 94). This has 
gone on for such a long time that any attempt to question barren bureau­
cratic control of the resea,'ch institutions leads inevitably to cutting off of 
funds or punishment of research personnel. No wonder, th, research 
bodies have become part and parcel of bureaucracy. 

In order to be a success story, family planning must be rebuilt as a
people's movement. The programme has to be liberated from bureaucratic 
control. It has to be woven into our five year plans as an integral part of
social and economic development. From 'population' the emphasis must 
shift to 'people'. Professor Amartya Sen, of Harvard University, has been
pointing out that India's two main development problems are education 
and health. Attack these two problems with full vigour, not only will the
back of mass poverty be broken, family planning will get wings and the 
birth rate will come down. 

Women must be educated in order to understand the ne-d for
family planning and practise family planningasa health and development 
measure when they az, young and repi.,ductive, not when they have 
already given birth to fouror five kids. If the health ofthe family gets beLar,
infant mortality wanes, fewer children are born. If the age of marriage is
raised to the desirable level, and boys and girls are given family planning
lessons in schools, smaller families w1 l be the norm of the human condi­
tion. The blunt reality is this: there will be no success of family planning 
as long as our women remain illiterate, our people suffer from poor health
and poorer nutrition, population planning programmes will continue to
produce poor results. Family Planning, then, must be made an integral 
part of human resource development. 

It is in the context of this plain but stern reality that you must look
for what the organised and informal sectors of industry can do in the field 
of family planning. The organised sector of industry has workforce of more
than 25 million. A very large section of this big workforce is young, in the 
reproductive stage of life, and therefore the ideal target for family plan­
ning. The workers and their spouses are generally educated, have a better 
sense of health, are better fed and clothed than vast majority of our 
population. The corporate sector of industry therefore can/should play a 



significant role in making family planning an integral part of the webs of 
life of its employees. And once this happens in the corporate sector, the 
ripple effect will be felt on the much larger cooperative and informal 
sectors of industry, and then roll on to the rural population which are 
intimately connected with both sectors. 

India is a signatory to the Alma-Ata Declaration of 1978, which 
pledges Health for All by 2000 A. D. It is now a charter of health for all 
countries, especially the developing one. Is there a real possibility that all 
Indians, regardles;s of age and habitat, will be brought under a national 
health plan at the end of the century? To L.ttain that objective, we have to 
reduce infant mortality to 60 per thousand from thecurrent level of 120 and 
reduce the level of death to 9 per thousand from the current level of 15. The 
present scaleof our health programmes is far too inadequate to achieve that 
target. There must be a massive expansion of health programme in India, 
built with the active cooperation and participation of the people. Not 
through big hospitals and medical doctors who are, in any case, unwilling 
to work in the villages. But with hundreds of thousands of networks of 
rural health centres and mobile dispensaries and a vast army of barefoot 
doctors and trained village nurses and midwives, enlisting the active 
cooperation of voluntary agencies and social workers, mobilising people's 
resources for a people's health plan run by the people for the people. 
Properly organised with grassroot leadership, money is no obstacle to a 
national health scheme. In Maharashtra, voluntary organisations run rural 
health services raising a mere ten rupees a year from each beneficiary 
family. Family Planning will have to be woven into a network of health 
service which in turn will have to be woven into a vaster network of 
national development. But 2000 A. D. is only ten years away. 

New Delhi BHABANI SEN GUPTA 
January 15, 1990 



POPULATION PROGRAMME
 
THE NATIONAL SCENE
 

ANIL GUHA*
 

I. BACKGROUND
 

With India's firm commitment to stride into the twenty first century as a country 
in an advanced stage of development by shaking off all weaknesses and clearing all 
backlogs, there is no need to make any fresh case for population planning. Many of 
the challenges of development are interlinked with those of population and the 
challenges on both fronts seem to grow, making the task of overcoming them harder 
everyday. 

II. BASIC FACTS 

The facts stare at our face. In 1981, the population 'tood at 685 million. In March, 
1987 it was estimated at 776 million, increasing approximately at 15 million every 
year. Today it is expected to be anything around 800 million- At the turn of the 
century it could well be 1000 million. If we consider the 1971 population of 547 
million, India will then have nearly doubled the population in a span of barely 30 
years. 

Figures, however colossal, have no significance unless put in a proper perspec­
tive. In case of population, particularly in welfare state, figures have to be seen in 
terms of quality of life. Every life born has a right to its food, cloth, shelter, health, 
education, proper environment of growth and full development as a human being. 
The social and economic activities of the state have to assure the citizens of the state's 
concern and efforts for their well-being. Do our resources and pace of development 
enable us to rise up to the challenge of meeting basic needs of this huge population? 

The sheer magnitude of the task is unnerving. India has only 2.4 per cent of 
world's land area, while it holds more than 15 per cent of the world population. 
There is no scope of expansion of land area nor can there be a large scale migration 
to virgin lands. This basic imbalance between population and land mass, which 
grows adversely with passingyear, can never be rectified. We have to accept this and 
still achieve our socio-economic goals. The course is well charted; optimum utilisa­
tion of our limited resources, faster economic growth and a quick drop in the rate of 
population growth. Since death rate should expectedly go down as a result of 
improved health measures, the only way to bring down the growth in population 
is to achieve a low birth rate. 
* Consultant, Council of Indian Employers 
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IIL THE GOAL 

The twin objectives of the National Health Policy is to achieve "Health for All" 
and a "Net Reproduction Rate of Unity" by the year 2000 A.D. The 1987 birth and 
death r3tes are around 32.0 and 11.0 per thousand respectively, giving a growth rate 
of about 2.1%. The goal by 2000 A.D. of a replacement level of fertility (NRR = 1)
requires reduction in birth rate to the level of 21 and death rate to9 by the turn of the 
century. On way to this, as midterm goals, we have to achieve a crude birth rate of 
29.1 and a crude decdh rate of 10.4 by 1990. This necessitates comprehensive health 
care services for all, a steady drop in infant mortality rates and wider programme to 
induce couples i. reproductive age groups to have small famil 's. 

IV. THE PROGRAMME 

It is not that India woke up suddenly to realise the importance of population 
planning. h was the first country in the world to take ap an official family planning 
programme as part of its socio-cconomic plans introduced shortly after independ­
ence. Much before that, the Mysore State Covernment in British-ruled India was 
credited with opening family planning centres as a welfare measure. 

The official family planning programme included in the very first Five-Year 
Pl3n (1951-56) has grown in size and importance over the successive five year plan
periods, population planning having been placed in the core of the entire planning 
system. The first plan had an outlay of a modest Rs. 65 lakhs (Rs 6.5 million), but it 
denoted a sound basic thinking at the right time. The increase in outlay over the next 
plans and the consequent expansion of the progranime are an evidence of the 
growing awareness and the will to act. Table 1 makes an impressive reading: 

Table 1 

Outlay and Expenditure cn F.W. Programme 
over Different Plan Periods in India 

(In crores of Rupees) 

Period Outlay Expenditure 

First Plan 1951-56 65.0 (In lakhs) 14.5 (In lakhs) 

Second Plan 19.56-61 5.0 2.2 

Third Plan 1961-66 27.0 24.9 

Annual Plans 
(Inter Plan Period) 

1966-67 14.9 13.4 
1967-68 31.0 82.9@ 26.5 70.4 
1968-69 37.0 30.5 

Contd. 
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Table 1 (Concld.) 

Period Outlay Expenditure 

FourthPlan69-74 (Outlay) 
330.0 

1969-70 42.0 36.2
 
1970-71 52.0 48.9
 
1971-72 60.6 285.80 61.8 284.4
 
1972-73 76.3 79.7
 
1973-74 54.9 57.8
 

Fifth Plan74-79 (Outlay) 
497.4 

1974-75 54.1 62.1
 
1975-76 63.2 80.6
 
1976-77 70.1 285.60 173.0 409.0
 
1977-78 98.2 93.3 

Sixth Plan1978-83 (Outlay) 
765.0 

1978-79 111.8 107.6
 
1979-80 116.2 228.00 118.5 226.1
 

Sixth Plan1980-85 (Outlay)
 
(Reviud) 1010.0"*
 

1980-81 140.00 140.9 
1981-82 156.00 193.02
 
1982-83 245.00 288.32
 
1983-84 330.00 382.98
 
1984-85 438.00 424.07
 

Seventh Plan1985-90 (Outlay) 
3256.0 

1985-86 500.00 479.81 
1986-87 530.00 569.18 
1987-88 585.00 607.39* 

* Budget provision * Provisional 

Additionally Rs. 68.00 crores had been transferred for Village Health Guide Scheme under Family Weare 
Progammie. 

V. STRATEGIES 

The nature, scope and direction of the programme over the years went through 
various phases following change in strategies in a dynamic situation. In the begin­
ning, it was a clinical approach, the programme consisting of opening of service 
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centres with the hope that people would come forward to make use of the services.
It was soon realised that in a vast country when, the states, regions, peoples,
communities were at varying stages of development with the majority being at 
below subsistence level, a come-take-it approach would not touch even the fringe of 
the problem. The natural shift was to "Extension Approach", much in the style
adopted for agricultural development. The necessary infrastructure was built up so 
that the message of family planning and the services could be taken ahnost to the 
doorsteps of people even in interior areas of the country. Adoption of family
planning would require motivation, which in turn depends on an individual's own 
judgemen t based on one's educa lion and level of information on tie subject and felt­
need. Provision of services all over the country, backed by an effective communica­
tion formed the core of the new approach. It was decided to provide the services not 
in isolation but as part of an integrated health and family welfare programme. 

Right from the beginning, adoption of family planning has remained a volun­
tary programme. The choice of method is also entirely voluntary. The services have 
a "Cafeteria Approach" so that a couple is free to choose any method from operation 
to contraceptive devices to natural precautions. Education and information, advice 
on suitability of a method in individual cases, and servicesare by and largeavailable 
free of cost. 

In communication activities, to create motivation, tile direct approach of em­
phasising benefits of family planning to the state, family or an individual in an 
impersonal way seen a it was difficultwas to have limited effect. to identify 
demonstrable gains in individual cases. The strategy was modified to encourage
attitudes in individuals which directly favour the adoption oj the small family norm. 
Education, particularly for girls, acquiring of skills again particularly by women,
raising the status of women all were proven factors favouring promotion of family
planning and spacing of children. Family planning was projected as a passage to 
modernity and a step towards higher qualities of life as against mere e-xistence. 

In the case of services also, great emphasis was placed on maternal and child
 
health programmes as it was realised that (i) better health of mother and reduction
 
in infant mortality were strong motivating factors and (ii) MCH services serve as an
 
entry-point for family planning services.
 

VI. FAMILY PLANNING METHODS 

There is no doubt that even with a cafeteria approach the terminal method of 
sterilisation operation, whether for men or for women, has always found favour 
with programme implementation agencies. Probably it suits better for the socio­
economic profile of population as well. For one, it is a sure index of the couple
protection rate. All other methods are fallible or are associated with some hazards. 
It is difficult to work out a correct statistics with users of tile other methods resulting
in faulty assessment and defects in forward planning. There is no doubt that the 
desired reduction in birth rate can be brought about in quicker time if the greater 

4 



majority go in for a terminal method like sterilisation, allow sufficient interval 
between the births o(children, give equal importance to girls born in the family and 
think in terms of higher qualities of life. This is the transition from the ,'arlyclinical 
approach to the development approach. The higher qualitis of life cannot solely 
depend on just health measures: there are several other concomitants. The reali ­
tion came that adoption of family planning will be faster and meaningful in an 
a';mosphere of total development. Co:ceptually therefore the programme has 
moved from family planning to family welfare planning as an inseparable part of the 
total development process. 

For the record, the different methods which are propagated through the 
programmes include conventional contraceptive for prevention of birth and as a 
spacing method; oral pills and IUDs for women for the same purposes; surgical 
operations both for male aid female and natural methods such as rhythm. In 
appropriate cases medical termination of pregnancy is also available. 

VII. 	 SERVICES 

The facilities are available at all hospitals and health centres in the country run 
by the Central and State Governments. In addition, hospitals and health centres run 
by private institutions, voluntary organisatiuns, organised sectors and charitable 
institutions all provide service in varying measures. The total number of service 
centres under the Central and State Governments including the number of person­
nel engaged in the field are shown in Table 2. 

Table 2 

Family Welfare Service Centres in the Country 

A. 	 Urban F.W. Centres (as on 31.3.84) 

(i) 	 run by State Governments - 1,502 
(ii) 	 run by Local Bodies - 357 
(iii) 	 run by Voluntary Organisations - 322 
(iv) 	 attached to Post Partum Centres in - 574 

Hospitals 

Total 2,648 

B. 	 Rural F.W. Centres - 5,435 
(as on 1.4.86) 

C. 	 Primary Health Centres - 14,145 
(as on 1.4.87) 

D. 	 Upgraded PHCE/Co,,munity Health - 905 
Certres (as on 1.4.87) 

E. 	 Sub-Centres (as on 1.4.87) - 98,987 

Total 	119,472 
Contd 

5 



Table 2 (Concld.) 

1. Staff in position (as on 30.6.83) in Urban Centres 

(i) Medical Officers 
- 1,166(ii) Extn. Educators - 263(iii) Lady Health Visitors - 1,128(iv) Auxiliary Nurse Midwives - 2,041(v) F.W. Workeis (M) - 1,237 

Total 6,822 
(vi) Store Keeper-cum-Clerks 

- 8,325 

Total 15,147 

I1. Staff in position (as on 31.3.86) in Rural Centres 

(i) Medical Officers - 6,022(ii) B.E.E. - 5,283(iii) L.H.V. - 9,681(iv) AN.M. - 56,904(v) F.W. Health Asstts. - 11,327
(vi) Computers - 4,663(vii) Store Keeper-cum-Clerks - 4,910(viii) Drivers - 3,412 

Total 102,202 

In addition to above there are community workers which include about 5.54 lakh trainedtraditional Birth Attendants (Dais) and about 3.94 lakh Village Health Guides who cater to thehealth and family welfare service needs of the rural population all over the country. 

Mass education and media activities for family planning communication arecarried out by specialised units both at the Centre and the States. Strategies areworked out to meet the challenge, demands and as a fillip to the service available inparticular areas. Very often concentrated campaigns are carried out offering service
backed by information and education in selected areas. 

VIII. PERFORMANCE 

The results over the years have been an effective coverage of just 39.8% of thetotal number of eligible couples in the country (year 1986-87). Table 3 gives details
of the pet formance during the different plan periods. 
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Table - 3 
Performance 

Sterilisation Equivalent 

Vasectomy Tubectomy Total I.U.D. C C Users Percentageof Couples 

(effectively) protectedby all 
Methods by the end of 

the period 

(1) (2) (3) (4) (5) (6) (7) 

Second Plan 

(Jan.56 - Dec. 60) 70,965 81,712 152,677 - - 0.2 

Third Plan 
(Jan. 61 - March 66) 1,068,638 304,528 1,373,166 812,713 582,141 3.0 

Inter Plan Period 
(1966-67 to 68-69) 3,816,583 875,413 4,391,996 2.057,436 960,896 8.7 

Fourth Plan 
(1969-74) 6,571,106 2,432,520 9,003,626 2,149,160 3,009,995 14.7 

Fifth Plan 
(1974-75 to 77-78) 8,437,064 4,795,491 13,232,555 1,945,648 3,252,570@ 22.5 

co 



(1) 

(Revised) 
Sixth Plan 
(1978-83) 
1978-79 

1979-80 

(Revised) 
Sixth Plan (1980-85)
1980-81 

1981-82 

1982-83 

Vasectomy 

(2) 

390,922 

472,687 

863,609 

438,909 

573,469 

585,489 

Sterilisation 


Tubectomy 


(3) 

1,092,985 

1,305,237 

2,398,222 

1,613,861 

2,218,905 

3,397,700 

Total 

(4) 

1,483,907 

1,777,924 

3,261,831 

2,052,770 

2,792,374 

3,983,189 

Table 3 (Contd.) 

I.U.D. 

(5) 

551,551 

634,509 

1,186,060 

627,650 

750,539 

1,096,671 

Equivalent
 

C C Users 


(6) 

3,469,072@ 

3,068,779@ 

6,537,851 

3,808,936 @ 

4,559,475 @ 

5,948,102 @ 

Percentageof Couples 
(effect iverly) protected by all 

Methods by the end of 
the pefiod 
(7) 

22.4 

22.3 

22.8 

23.7 

25.9 

cm. 



Table 3 (Coneld.) 

Sterilisation Equivaleat 

Vasectomy Tubectomy Total LU.D. C C Users Percentageof Couples 
protected (effectively) 

by all Methods by end of 
the period 

(1) (2) (3) (4) (5) (6) (7) 

(Revised) 
Sixth Plan (Contd.) 

1983-84 661,041 3,871,181 4,532,222 2,134,102 8,389,909 @ 29.5 

1984-85 549,703 3,534,880 4,084,533 2,562,408 9,795,505 @ 32.1 
2,808,611 14,636,527 17,445,138 7,171,370 32,501,927 

Seventh Plan (1985-90) 

1985-86 639,477 4,262,132 4,901,609 3,273,860 10,744,180 @ 34.9 

1986-87 808,184 4,219,980 5,028,164 3,938,962 11,602,190 0 37.5 * 

1987-88" 754,085 4,184,852 4,938,937 4355,953 13,390,187@ 39.8* 

1,447,661 8,482,112 9,929,773 7,212,822 22,346,370 

* Indudes equivalent Oral Pill Umen also. 
__ * Provisional_ 



The crude birth rate today is estimated at around 32.9 (1985) per thousand o
population. The crude death rate is around 11.8 (1985). This gives a national annua 
growth rate of2.11%. To achieve the goal of NRR = 1by 2000 AD, we need to increas
the couple protection rate to 60%and lower the infant mortality rate to at least 60 pe
thousand live births. The target birth rate is 21 and the death rate is 9per thousand 

IX. PERSPECTIVE 

The moot question is whether these goals bear relation to realities. In othel 
words, whether theseare products of wishful thinking or objective assessment of th(
situation after studying all the trends and prospects. Table 4 will provide ar 
interesting perspective. 

Table 4 

Goals for Different Years 

Current Level 1985 1900 2000 

Crude Death 
Rate :Around 

11.8 
(1985) 

12 10.4 9.0 

Crude Birth 32.9 31 27.0 21.0 
Rate: Around (1985) 
Net Reproduction 
Rate (NRR) 

1.48 
(1981) 

1.34 1.17 1.0 

Growth Rate 2.24 1.90 1.60 1.20 
(Annual) (1971-81) 
Family Size 4.4 3.8 - 2.3 

The programme of the description and magnitude outlined earlier should en­
courage every body that it is within our powers to bring about the desired changes
in the growth pattern. Cold statistics, however, gives a shiver. From the mid 70's till
today, we seem to be moving along a plateau whereas we should have crossed the
peak by this time and moved toward moderately declining trend. There have been
fears and apprehensions that we may enter the 21st century not as a proud nation
which has achieved its goal but the one struggling to achieve goals as early as
possible. The rapidly increasing population may still be straining our resources and 
we may still be struggling at subsistence level. 

Where did we go wrong? Without subscribing to the prophecies of doom, it isworthwhile to search for the truth not evading the reality. The Public Accounts 
Committee (PAC) of Parliament in its latest report has been very critical of the
performance. It says in no uncertain terms that despite huge expenditure and efforts, 
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there has been no perceptibe gain. It says "even though family welfare programmehas been ini operation for more than 35 years with an expenditure of over Rs. 2400crores incurred thereon up to the end of the 6th five year plan, it has not been able 
to check growth of population at all". 

In PAC's view "the programme has been implemented without any enthusi­asm like any other routine programme with the result that the growth rate ofpopulation remained unabated." The PAC noted that although certain demo­graphic goals for reduction of birth rate were made explicit at the beginning ofvarious plans, achievement in targetted years has fallen much short of plannedtargets. It took due note of the consequences of the failure. "Perhaps the mostalarming aspect of the runaway birth rate hais been the creation of a broad base agepyrandd with 40% of the population below 14 years ofage which not only raises thedependency burden on the country but will also result in a continuing high fertilityrate in the coming years." The report casts doubts on the Government's claim ofhaving brought more couples under effective family planning. It says "it is at a lossto understand as to how and why the irth rate has remained almost stationary since1977 despite the fact that couple protection rate has gone up considerably from
22.5% in 1977 to 34.9% by March, 1986." 

Strong words, indeed, but even the most vociferous champion of the officialfamily planning programme would have to admit that the results havebeen far fromsatisfactory. Since mere fault-finding and blaming the authorities would get usnowhere, we have to make constant efforts to identify the weaknesses and findremedies to the extent possible. Population planning has to succeed. We have to turnthe tide before the situation goes totally out of control. Any delay in achievement ofdemographic goals is making situation worse in social and demographic develop­ment of the people and the country. Need of the hour is to take the movement in theright direction and put in the right and best efforts to achieve the goals. 

X. PROBLEMS 

Some of the basic problems are all too evident. The annual reports of the
Ministry of Health and Family Welfare candidly recognise these handicaps. India is
a multi-lingual society with wide variations in demographic situation and socio­economic conditions. People practise different religions and there are numerouscultural identities. Varying social customs and beliefs favour large family size andimpede the process of change which could accelerate the adoption of modernmethods of contraception. The universal desire to have at least one or two malechildren and the mean age of marriage of women at 18.3 years are contributoryfactors to large families. The infant mortality rate though came down to 97 in 1985from 140 in 1975, it is still quite high to induce couples to go in for larger familiesand ensure the survival of desired number of children. The literacy rate, a direct factor
favouring family limitation, is still abysmally low. 
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Besides unfavourable socio-economic factors in the acceptance of small 
family norm, the family planning programme has not been able to convince people 
of either disadvantages of large family size or advantages of small :urily size. This 
is particularly so for people living in rural areas where about 80% of India's 
population lives. 

A study of the problems will lead us to the identification of the weaknesses 
of the official family planning programme. Some of these are in the concept.ual field, 
some others are in areas of management and services. But some of the major 
weaknesses originate from the socio-economic conditions of our country which 
militate against fuller development of larger segments of our population, which find 
the messagc of family planning of little consequence in their struggle for existence. 
Since socio-economic changes which can make small family a favourable proposi­
tion is a siow process, the family planning programme has to be made more 
attractive. More effort has to go in strengthening information, education and 
communication elements to increase demand for the services and the quality of 
services has to be improved so that it can generite its own demand. Both these 
components or the programme have to receive emphasis; the intensity of efforts 
should be so much that acceptance of this programme services becomes a part of life 
of people. 

The programme has always been projected as a way to development. In the 
lives of millions, however, this is a distant goal. In their case, socio-economic 
development has to precode adoption of family planning. At least, the process of 
change must be perceptible to them in their everyday experience of life. The message 
of family planning as propagated links happiness and prosperity with number of 
children but it cannot convincingly establish the link betwLen national prosperity 
and individual prosperity, or how the national gain is going to be shared by the 
individual who makes the decision to limit the family size. The demonstrable gains 
should be in the fields of employment, education, health, housing, drinking water, 
all season roads and the like. The message of family planning can be best delivered 
in a package of such development efforts and not as an independent programme 
with distant links with measures which directly affect the lives of the people. To 
quote Shri Ashok Mitra former Secretary Planning Commission: 

"Few people at their levels of poverty, in rural and urban areas, can affcrd to 
remain unemployed for even a whole week. As a result, population growth and 
the increasing size of the labour force have led to work sharing and a perpetu­
ation of low-income levels. It isdifficult fora poor family, to whom an extra child 
is the only cheap capital asset that it can think of to perceive (a) how a smaller 
family is going to improve its lot, because of the limited scope for improvement, 
(b) how fewer children can mean anything but a lessening of its strength in the 
struggle for existence. More children, especially sons, still mean a net inflow of 
wealth from children to parents over lifetime." 
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-"Themessage of family planning thus threatens a radical restructuring of the 
traditional Indian household economy without a concomitant restructuring of 
the national economy. This is the unresolved conflict that the programme of 
family planning faces today and will face for an indefinite length of time until 
work is assured fore very adult on a level of remuneration, health and comfort, 
that will be at least the minimum envisiged by the late Pitamber Pant. A large 
family to the majority of Indian households is still perceived as very much ofan 
asset. This perception is far more real and important to the majority of our 
households than the supposed benefits of small families." 

The desire for sons has also to be viewed in this context. Ordinary rural people 
want at least two sons for more than one reason. Two sons will ensure at least one 
surviving son. A male child is needed to provide muscle power to the family, for 
work and for protection. A son can be sent to places when needed. Hewill maintain 
the family line and is old age security. None of these can be done by daughters who 
will anyway go to others' families after inaniage. in order to have two sons, a family
is prepared to have three or more daughters ignoring family planning. It will be 
meaningless to preach that daughters are as good as sons unless the general status 
of women does not improve or the girls get equal opportunities to develop and earn. 
A system of social security for the old, lowering of infant mortality and gainful 
employment for family members can remove the son complex and bring out 
dramatic changes in reproduction behaviour. 

In a recent seminar, the Chairman of Law Commission, Justice Desai ob­
served that some 30 million children in the school going age are out of schools. His 
suggestion was to make education compulsory for children up to the agc of 14. Any 
one familiar with the conditions in the country knows that there is still large scale 
exploitation of children as labour and money earners. Com; nenting on the new Act 
on child labour, Desai said, this unfortunately does not ban ciild labour but only 
legitimises it by asking for welfare measures for child labour. 

The official family planning programme also suffers from serious administra­
tive and managerial problems. These stand in the way of whatever success could be 
reasonably expected, commensurate with the services, manpower deployment and 
efforts. The services have expanded in terms of hospitals, clinics, health centres, 
family planning centres over the years. But mere numbers do not present the real 
picture. The Indian Council for Medical Research made a survey of 198 primary 
health centres in 99 districts betwecn May, 1987 and April, 1988. The study presented 
at the meeting of the Central Council of Health and Welfare shows: 

(a) 	 All the surveyed PHCs have chronic inadequacy ofstaff, medicine and labour 
and (operating room facilities. 

(b) 	 One third of the 132 family planning camps surveyed had been using 
instruments that were either not sterilised or insufficiently sterilised. All 
categories of medicines were not available, specially vital antibiotics. 
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(c) 	 Only 15% PHCs had the requisite number of auxiliary nurse midwives. 

(d) 	 None of the PHCs surveyed had been maintaining records of infant and 
maternal deaths. Birth weight was either not taken or not registered. 

(e) 	 Most of the ANMs were concerned only with the family planning aspects of
their profession instead of advising on and helping mothers with postnatal 
care. 

Let us not search for the true picture elsewhere than in the annual report of
the Ministry of Health and Family Welfare. It says that various studies conducted 
through private and other organisations have highlighted that the existing infra­
structure is not being optimally utilized, mainly because of its inadequacy to
provide proper services and relatively unfavourable attitude of the people towards 
it. The major inadequacy is related to poor quality of service, non-availability ofstaff,
lack of sympathy of the staff and poor management. 

A very serious allegation against the official family planning programme is 
the belief of many social scientists, demographers and researchers that the success 
claimed to have been achieved by the State governments may be cooked up.
Computing the claims in the field of couple protection and the almost static birth rate
for over a decade, these quarters feel that the reality of the failure in controlling the
population exp.osion does not quite tally with the impressive targets set by the 
Government. It is felt that the target itself has become the goal for the official
planning programme instead of being the means of achieving a lower population
growth rate. The feeling is that a target-oriented approach had led to the complete
alienation of the medical community. Several other studies have indicated that
because of administrative pressure to fulfill the t-r~ets, the field level workers often 
present grossly inflated performance figures making data collection and processing
faulty and leading to wrong conclusions. "Thereport of the Public Accounts Commit­
tee has also been skeptical of the performance figures claimed by the Government. 

There is another trend which social scientists and development planners
consider even more alarming than the short-fall in performance. Family planning
movement was picking up, albeit slowly, till the middle of 70s when an aggressive
sterilisation campaign put the entire momentum in the reverse. After some years of
confusion the programme again regained its importance in the 80s and has been
limping along. What has been noticed is that the programme is not being seriously
discussed in public forums as before. Public interest seems to be on the wane.
There is a sense of resignation in the mind of field workers. The media seems to be
taking only casual interest in the matter with occasional editorials and articles 
which do not go to encourage the hearts of the people seriously involved in the 
promotion of family planning. The country seems to be suffering from a national 
ennui. 
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This trend will have to be reversed with courage, vigour and rededication. 
There has to be a combination of dedication at the field level and imaginative
administrative action to make population planning a success in the shortest possible 
time. 

The programme embraces people of all communities, professions, all relig­
ions, speaking all languages and residing in all states. The official family planning 
programme has strong components involving organized sectors, trade unions,
voluntary agencies and social service institutions. Each one of these will have to lend 
its total weignt to ensure the success of the programme. The organised sector in 
particular is in an advantageous position to achieve optimum results. 

ORGANISED SECTOR 

There are about 25 million employees in the corporate sector. A greater 
percentage of this population comes under eligible category and hence deserves a 
special thrust. It will be seen that many of the serious handicaps from which the 
general family planning programme suffers are largely under control in the organ­
iz"d sector. It is in the interest of the management to keep the workers healthy and 
knowledgeable with an assured income which can take care of their bare necessities 
and generate hopes for a better fu ture through the efforts of an entire family unit. An 
organized unit can create these conditions. In other words, it is an ideal control area 
which researchers look for to draw a valid comparison with an area left open to 
diversified forces. Planning of any kind is much easicr -it ihe control area and family
planning should not be any exception. If the management and the workers' repre­
sentatives can join hands in this task to bring about significant achievements, the 
benefits of such planned parent-hood would be demonstrable, and will set an 
example for others. In fact, it is possible under the organized sector to achieve almost 
cent per cent success provided all out efforts are made and a rapport is struck 
through effective communication between the service agencies and the target 
groups. 

During the last two decades or so, a more favourable climate has been created 
in the organized sector for the promotion of the family planning programme, thanks 
to the pioneering efforts of some of the well known r.ocially conscious large
industrial houses like TVS-Lucas Group of companies in Madras and the Tatas in 
Jamshedpur. The TVS-Lucas initiated F.P. programme as far back as 1938 and the 
Tatas had created the necessary infrastructure and offered both education and 
services on a massive scale both to the employees of the industries there, as also to 
the people at large coming from the surroundih g areas numbering more than 7.50 
lakhs, even before the Government launched the official family planning pro­
gramme in 1952. As a result, the coverage in family planning in Jamshedpur rose to 
over 60 per cent, much above the national acceptance rate. This laudable efforts of 
the Tatas are indeed worth emulating by all other progressive industrial units. In 
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fact, it has already caught up in the Corporate sector and more and more industrial 
units have since joined the mainstream of the national family welfare movement 
generated by the combined efforts of the Government and the large nomber of 
voluntary organisations. 

That the realisation has dawned on the Corporate sector is also evident from 
the fact that they have created family planning nucleus infrastructure in some of 
their regional level and central organizations to devise ways and means to tackle this 
gigantic problem more effectively and systematically through organized efforts in 
close cooperation with the Central and State Governments, international agencies 
and voluntary organizations. During the last few years, the Government have 
initialed and organized a number of successful population control projects in the 
corporate sector in collaboration with industrial units, their associations and inter­
national agencies, drawing rich and varied lessons. It is time that there is an 
exchange of experiences of different kinds in the effort to tackle this most baffling 
problem of extraordinary population growth to control which one almost has to 
enter the privacy of one's bedroom to give them the required information and to 
encourage them to change their most intimate and personal behaviour. 

XI. WARNING 

As far back as August 1971, speaking on India's Green Revolution vis-a-vis 
the grim population problem, Dr. Norman E. Borlaug, the Nobel Laureate, popu­
larly known as the Father of the Green Revolution cautioned us in the following 
words: 

"If the progress of the Green Revolution is extended aggressively to other 
crops, it can buy a few years of respite from the specter of hunger -but it cannot 
solve permanently the hunger problem resulting from exploding population 
growth. The time has come to face up to the monster of exploding population 
growth. The current rate of population growth must be drastically reduced as 
soon as possible by effective human voluntary methods effectively extended by 
the Government's Family Planning Programme. Unless this is done the popu­
lationgrowth monster will first destroy democra tic Governments, then present­
day civilisation, and eventually the species - Homo Sapiens. 

"At the present time, the world populalion is growing at the rate of 2.2 per 
second, or approximately 70 million per year, we are falling farther and farther 
behind in providing a decent statiard of living for all, who are born into this 
world. The time is late - we must turn and fight the population monster if we 
are to build a happier life and a better world. I hope that the Department of 
Family Planning of the Government of India will be equally as successful in 
dealing with population problem, as their counterparts have been on the food 
production front." 
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XII. HOPE 

On the itational scene there are certain developments which held out promise
that we have at last started to move in the right direction. The idea of integrated
planning is gaining ground. The annual report of the Department of Health and 
Family Welfare is testimony to this realisation when it speaks of the future policy 
approach. It says: 

"Population control can no longer be the responsibility of one ministry or 
department. It has to be total governmental approach and effort reflecting the 
total and complete political and administrative commitment of the Government 
across the board, embracing all Governmental agencies, developmental and 
non-developmental. The entire planning process must be geared towards 
controlling population. Every action ofGovernment must be evaluated in terms 
of its impact on population. All Ministries, Departments and Agencies must 
accept population stabilisation as one of their main objectives and reflect it in 
their programmes, in their messages, in theirextension work and in their normal 
day-to-day activities. The Planning Commission must review the performance
of States in terms of their efforts to stabilise the population and evaluate the 
activities of various departments in terms of their contribution towards holding
population growth. The planning and development process of this country 
must indicate the adoption of Small Family Norms as the the objective of all 
programmes. The Governmental agencies must also communicate to non-
Governmental agencies in the country the need to work for the programme and 
work effectively." 

In recent times there are defirite indications that effective power would flow 
to grass root levels to enable people at local level to chalk out and carry on 
developmental programmes more meaningfully. A national perspective plan for 
women is also on the anvil to raise their status and to provide training for 
acquirement of skills leading to gainful employment. The Ministry of Health & 
Family Welfare also have announced that the Panchayats and other local bodies will 
be totally involved in the implementation of Health &Family Welfare Programme.
All these are indications that the weaknesses of the planning process at the grass root 
levels have been recognized and many of the irritanis which tend to stall the 
progress of population planning are proposed to be resoived through peoples'
initiatives with encouragement from the Government. Sceptics may immediately
point out that like all Government intentions, planning at the grass root level may
also get bogged down in the bureaucratic quagmire. But we !ive in hope and not in 
despondency. The country's future will be what we make of it. 
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FAMILY WELFARE EDUCATIONAL ACTIVITIES IN
 
INDUSTRIAL SECTOR - EXPERIENCES AND AN
 

OPERATIONAL GUIDELINE
 

P.P. TALWAR * & K.L. GABA** 

I. BACKGROUND
 

Recognition of the fact that population is one very important parameter in the 
equation of development led our planners to think of making family planning 
programme a part of developmental efforts. India became the first country in the 
world to initiate national family planning programme in 1951 to contain population 
growth. Efforts started in a slow fashion by allocation of small budget to this 
programme and successive plan periods showed greater determination and com­
mitment, with allocation increasing several folds. Planning Commission has clearly 
indicated that money will not be a constraint in making this programme effective 
and all worth while schemes will be provided funds in order to bring down the 
population growth rate to a low level at the earliest. A large infrastructure has been 
built to inform and educate people about benefits of the programme services and to 
provide family planning services to all those who ask for them. 

All these efforts have yielded reasonable returns. About 40 per cent of couples 
are ,Ising contraceptives to plan their familic" and about 95.30 million births have 
been averted since 1956. The programme thus has been responsible for partly 
reducing pressure on the limited resoyrces which the country has. The level of birth 
rate has come down to about 32 births per 1000 population from the level of about 
42 in the sixties- a reduction of about ten points. The level of population growth rate 
has peaked to about 2.2. per cent compared to as high a level as of 3.0 per cent in 
several other developing countries. 

But this achievement is not enough; the target is much higher. Our socio­
economic achievements have been greatly reduced because of rapidly increasing 
population. The programme has lagged behind; it should achieve birth rate of 29 by 
1990 and 21 by the turn of the century; a modest goal in view of our large base 
population and the limited resources. This goal is probably a minimum requirement 
in our pursuit of raising quality of life which is goal of all the planning efforts. Any 
delay in its achievement will have disastrous social and economic consequences for 
the country. There is no alternative but to do everything to ensure that the 
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demographic goal which the country has set for itself is achieved as non-achieve­
ment is a harbinger of the hard days ahead and poor quality of !ife for our people. 
The modest demographic goal is achievement of Net Reproduction Rate of unity by 
the year 2000; this goal when translated to more understandab!e language means 
that the country has to achieve: 

Crude Birth rate of 21 

Crude Death rate of 9 

Couple protection Rate of 60 

Infant Mortality Rate of less than 60 

II. STRATEGY 

There is no denying the fact that the programme needs strengthening in all its 
components. A few, however, have greater relevance than others. The existing 
programme infrastructure needs to be made more effective. People have to be 
informed and educated about the benefits of utilising family welfare services. They 
should have easy access to good quality programme services; the quality has to be 
so good that not only they be satisfied with their own acceptance but be able to 
recommend to others with confidence. The selection of available family planning 
methods need also be broadened so that people may pick and choose various 
available methods. The programme should not confine itself to odly sterilisation 
programme; it has to spread all other methods. For instance, availability of spacing 
methods in indian programme still needs to be strengthened - their client group is 
still under-represented among the programme acceptors. In addition, there are a 
few population groups where special efforts are needed; among them special 
mention may be made of urban slums, backward classes of the society and the 
industrial sector. Though each of this population group forms an important bene­
ficiary group in its own right, the importance of industrial sector is great because of 
its unique features (to be described later). The return for programme investment in 
this sector is high. For this reason, this paper attempts to suggest an operational 
guidelines how the family welfare programme can be made more effective in this 
group. In addition to large numbers of people who belong to this group, this group 
assumes significance because of its ripple effect on the other population groups. 

III. INDUSTRIAL SECTOR 

The organised sector employs 25.3 million workers of the 222 million in the 
labour force t**) and thus forms about 11 per cent of the labour force. Ifcooperative 
and semi organised sectors are also added to the organised sector, then this group 
will form about 15 to 20 per cent of the total labour force population - quite a large 
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group. The government ha, recognised importance of this sector not only because 
it forms a large group in itself but because of its potential for a ripple effect in urban 
informal sector and rural areas. The Ministry of Health and Family Welfare has been 
maintaining a small unit to look into the programme in the organised sector. The 
Ministry of Labour is maintaining an office of Director General (Welfare) because 
less worries and less tension of workers and their overall welfare will be for their 
better prodi-ctivity, thereby increasing their contribution in the national wealth and 
prospericy. 

Three typical characteristics of this (industrial worker) group make it a unique
priority group for the family welfare programme : (i) they are easier to motivate 
because of their own socio-economic characteristic and favourable surroundings; 
(i) they can give greater return for the investment because of its spread effect, and 
(iii) they are located in contiguous area where it is easy to conduct educational 
activities and provide services. That is why, every study has shown more than 
average acceptance of family planning programme in this group. (*) (**) Besides,
provision of family planning education and services has been accepted as obligation 
of the management (employers and managers) to the society and an important
element of the package of welfare to the workers. A successful family planning 
programme in the industry can bring a good deal of benefits to the employers by (i)
giving more buying power to the employees and lhus increasing demand for goods
and services and (i) reducing the cost of benefit schemes. Though such realisation 
has come among employers and top management, yet not very many industries 
have shown sincere efforts in this direction of introduction of family welfare 
educational and service programmcs. 

Most of the organised sector workers belong to younger age groups - about 80 
per cent of them are in the age group where women/wives are in the age group 15­
44 more towards earlier reproductive ages than later. They thus form crucial group 
for the family welfare programme. The educational level of this group is also higher
than the general population. They are in actual contact with ideas of modern living, 
can see association of small and planned family with better quality co living with 
their own eyes and in their own surroundings. They are exposed to new ideas, enjoy 
more income, health facilitiesand higher security. All these characteristics are found 
to be associated with higher aspirations. These circumstances of an individual have 
been found to lead to easy acceptance of the smail family norm where (i) standard 
of living could be better, (ii) children could be better educated, and (iii) health of 
the familycould be better. Thisgroup thus could x motivated to accept programme 

Talwar P.P. etal, Final Evaluation of UNFPA/ILO Tripartite Collaboration Project on Promotion
of Family Welfare Activities in the Organised S ctor, Ahmedabad, National Instt. of Itealth and 
Family Welfare, New Delhi, September, 1987; 

Talwar P.P. & Goel O.P.; Base Survey of Insured Persons wider Employees State Insurance Corpn.
in Uttar Pradesh and Madhya Pradesh, NII IFW New Delhi, November, 1986. 
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services with much greater ease than the general population. This is often shown in 
studies in the industrial sector. 

The cost-effectiveness of the family planning programme related efforts in 
industry are also relatively favourable. Not only it is relatively easy to get acceptors 
among industrial workers for the same degree of efforts and investment but it has 
additional advantage of spread-effect. The workers in the industry keep their 
contact with villges or the areas from where they came and where their families 
belonged. They keep on visiting areas where their roots belonged and where their 
kith and kin resided. They are looked upon as models, ideals and leaders who need 
to be followed by their brethren who still live in the areas from where the industrll 
workers moved to take benefits of social and economic development of the country. 
They are considered fortunates. Their advice thus carries weight and is likely to be 
accepted or at least seriously considered. In such a situation and with such a clout 
if these workers can be educated and motivated for small family norm, they can be 
very effective spokesmen or salesmen for the programme. Thus returns of the family
planning programme efforts among industrial workers could be several folds: they 
could be made acceptors themselves and they could effectively spread message of 
the programme among their near and dear ones back home and make several of 
them acceptors. 

Another favourable point for programme in the industrial sector is an easy ac­
cessibility of the client population. All workers are available in the industry, they 
come in contact regularly with the welfare officers like labour welfare officers, 
medical staff and union leaders who are their well wishers. Thus it becomes easy to 
talk to them, motivate them and even to put peer group pressure on them for 
accepting planned family norm. In quite a few industries they live in the residential 
colonies orjhuggy jhompries in the neighbourhood of the industry -all live together 
and in close vicinity. Thus their accessibility is good and it becomes easy to conduct 
and carry out educational activities and hammer the idea of planned family 
repeatedly. In contrast, general population is very spread-out and thus poor in 
accessibility. It thus becomes relatively easy to educate and motivate the industrial 
worker and get better results for the same degree of efforts. 

Another point favourable to the industrial sector is availability of medical and 
health facilities in most of the industries. Some have large hospitals attached to them, 
some have some medical staff for consultation, others may have only paramedical 
staff. But every unit has some sort of medical facilities and thus technical informa­
tion on family planning and MCH services can be passed on to the client population 
correctly. The informants are those who have better rapport with the clients as they 
are looked upon as keepers of health and welfare of all the family members. 

It is thus easy and much cost-effective to conduct family welfare educational 
and motivational activities in the industrial sector. The results of the efforts would 
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be much greater; the family welfare programme can get a lot of support from this 
section towards achievement of its goal. 

IV. 	 FAMILY WELFARE ?ROGRAMME EFFORTS
 
IN INDUSTRIAL SECTOR
 

A number of organised sector entities, both private and public, have been 
pioneers in the field of family planning. They had shown foresightedness and took 
initiatives even before or during early stage of national programme. The earliest 
initiatives were taken by the TVS-Lucas group of companies in Madras in 1938. () 
The Tata group of industries also embarked on family planning programmes 
around 1950. Other early starters were Alembic Chemicals (1956), Godrej (1957), 
Hindustan Spinning and Weaving Mills (1962) and Indian Oil Corporation (Gujarat 
Refinery 1964). Credit is also due to textile mills of Kohinoor, Century, and Bombay 
Dyeing where inspired employers made some purposeful efforts in this direction. 
Among others, mention may be maoe of Tea Estate Population of Assam where 
cautious beginning in family planning with the help of Family Planning Association 
of India was made as early as 1950, a time when even national family planning 
programme did not exist. By 1968, the family planning programme of Indian Tea 
Association, which covered 70 per cent of the planted area in Assam and includes 
8,00,000 workers had reached maturity. The level of birth rate among the Assam Tea 
Garden workerscamedown from43.4 per 1C00population in 1960to 22.7in 1968(**). 
Among the South Indian Plantations, due to active interest of United Planters 
Association of India (UPASI), the family planning programme was organised in the 
mid-sixties as part of a comprehensive Labour Welfare Scheme. In 1966, a novel 
scheme, popularly known as "No Birth Bonus" scheme was introduced in some 
plantations of South India which provided deferred payment. 

The Tata Iron and Steel Company Limited in Bihar (TISCO) started its family 
planning activities in 1951. In the beginning, emphasis was laid on the educational 
efforts. By 1958, the management decided to make contraceptives available, free of 
cost, to its lower income group employee. In 1967, the management of the Tata group 
of companies decided to go all out for populatising family planning by offering 
attractive incentives to those adopting sterilisation and other means of contracep­
tion. There are several other examples of industries playing pioneer role in publicis­
ing family planning among their workers. 

Since 1970, this movement picked up momentum. Many other industrial houses 
of the country have particulaly responded to national endeavour and have estab­
lished meaningful family planning programme for the benefit of their employees 

* 	 ILO Regional office for Asia and the Pacific (1988). Family Welfare within and beyond organised 
sector: A Comprehensive Plan of Action - A Report to the Government of India. 

Saksena D.N. : Family Planning in the Industrial Sector and Asian response, A Bibiography 
Reviewed, Demographic Research Centre, Department of Economics, Lucknow University, 
Lucknow, India, December, 1976. 
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either on their own or in cooperation with the Central Government and/or leading 
voluntary organisations of the country. An important event in the involvement of 
industrial and business houses in the family welfare programme was the institution 
of the Family Planning Award by the Federation of Indian Chambers of Commerce 
and Industry in 1968. A number of other industrial, commercial and employer 
organisations had also taken up promotional activities in family welfare- slowly in 

the beginning but picking up as the time elapsed. They have subsequently intensi­
fied their involvement and shown more initiative and emphasis. The Employers' 
Federation of India (El) conducted a survey in 1975 to find out how far their 
constituents had taken to this national programme. It was found that out of 345 

respondents, 278 undertakings had taken some positive action in this direction. 

In the public sector, the DefencL 3ervices had set up their family welfare centres 
in military units supported from unit funds first in 1951. The Railways, Post and 

Telegraphs and several large industrial undertakings followed suit and have since 
stepped up their activities. 

The International Labovr Organisation (ILO) gave impetus to the movement of 
family planning activities in the industry. Recognition of the fact came in the sixties 
that rapid population growth was frustracting the ILO's goal of employment 
creation, expanding vocational training and raising workers' living standards in the 
developing countries. A distinct population programme was set up within the ILO's 
high priority World Employment Programme in view of the close links between 
population and employment to provide a broad base for the population activities. 

Their activities can be grouped ir. three broad categories : (i) they sensitised the 
national family welfare agencies about the role organised sector can play in their 
overall family planning programme; (ii) prepared a number of nanuals, technical 
material, educational literature which could help in the incorporation of family 
welfare component in relevant programmes such as workers and cooperative 
education, occupational health, social security, employment, training and so forth, 
and (iii) executed research and action projects with the assistance of UNFPA in the 
organised sector for the promotion of the population/family welfare educational 
activities. 

The organised sector thus has shown initiative and has launched activities 

related to the family planning programme. The success stories have only been a few 
as all the necessary steps have not been taken. There is therefore need to introduce 
more sincerity and seriousness in their efforts. 

V. 	 EXPERIENCES OF FAMILY WELFARE PROGRAMME 
IN ORGANISED SECTOR 

The authorities in national programme have clearly understood the potentials 

of the organised sector in achieving family welfare programme,goals. They have re­
sponded to the tapping of this potential by (i) having a unit in the Ministry of Health 
& Family Welfare iu coordinate efforts in this sector, (ii) providing money (only 
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limited money) to this sector to initiate family welfare activities - more to serve asa catalyst, (iii) involving the organised sector organisations like Federation of IndianChambers of Commerce and Industry (FICCI), Standing Conference of PublicEnterprises (SCOPE), Punjab, Haryana and Delhi Chamber of Commerce &Indus­try (PHDCCI), (iv) giving income tax exemptions to the expenditure committed tothis welfare programme, and (v) seeking support of international organisations likeUNFPA, ILO to support such programmes by funds and technical assistance. Whatis required is more aggressive role to be played by this unit, so that recognition ofthe importance of this sector is actually tapped to achieve goals of the programmeby building strong family welfare programme in this sector. This administrativeunit may perhaps also need support of technical wing in the Ministry or outside forregular monitoring of such activities and providing technical guidance to theindustries where such prograrrmes have been launched. 
The cardinal principle of programmes in the organised sector is to utilise theexisting infrastructure and wherever complementary or compatible, to graft on itpopulation and family welfare elements. This approach is cost effective and permitsthe continuation of family welfare activities on an institutional footing at the end ofthe initial period of effort and adaptation. Some external support or seed nioney isrequired in this initial stage to serve as incentive to the industry and for initial onetime investment on the activities related to the programme. 
Though the idea of family welfare programme has been accepted by all organi­sations and individual industries, the programme has however been started only ina few of them. The acceptance of the principle has not been translated into actualeffective programme in most of the industries, though some semblance has beencreated. Such half-hearted efforts do not serve the real purpose.. Some more fundsare needed and so is needed more technical support to the industries to haveeffective programme. More and more organised sector institutions like FICCI;SCOPE, PHD Chamber of Commerce, All India Organisation of Empinyers (AIOE),Employers' Federation of India (EFI), Co-operative Societies should be involved bysupporting population/family welfare units. These units should have managerialand technical skills and should be able to persuade and help their constituents bydoingground work of initiating the programme. They should also beable to provide


them necessary support.
 
The industries where such programme have started have also shown varying
degrees of efforts ranging from marginal to quite intensive. There is need to bringsincerity and seriousness in these efforts so that their effectiveness can be enhanced.The elements where work is needed start from development of project activitiLs toactual implementation, training of manpower, monitoring and assessment.Strengthening all these elements is likely to give much better returns than what isbeing achieved now. Careful planning, systematic implementation and tight moni­toring and control of these activities is very much required. The national pro­gramme hasbeen and should continue to serve as the Central resource fororganised 
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sector family welfare programmes. It should provide help for (i)project formulation 
and development, (i) project for initiating activities, (iii) conducting base line 
surveys and preparation of eligible couple registers, (iv) training of managerial,
medical, paramedical and educational project staff and (v) development of moni tor­
ing and evaluation system. 

Currently it has been observed that most projects do have all these elements 
covered but efficiency in them is limited. The organised sector should have easy
accessibility to the technical advice in these efforts which are new to their usual 
working style. 

There is need to involve the top and middle level management, workers and 
trade unions in this effort. Though not all of them have to be equally involved, it is 
absolutely necessary that sincerity should exist at ali levels. The lip service type of 
support as it exists in most of industries today v.'ill not lead to desired results. This 
sincerity of involvement has to be ensured through a consultative and review 
machinery, though responsibility of implementation and day-to-day working is of 
different agency. A senior and effective official from the Personnel or 	Health 
Department should be designated a, the focal point for family welfare activities in 
the industry. He should be made answerable (to the top management) for the 
effective implementation and functioning of the programme. For this purpose,
periodic review by a committee headed by the top level management is a must. Such 
committee is likely to maintain seriousness in the operation of the programme at all 
levels. 

One suggestion to generate healthy c,)mpetition among industries is an annual 
award for better pe.rformance. The government should give recognition to good 
work in this area. Some award scheme may be created for industrial units so that 
more interest is generated in the industry. 

VI. 	WHAT CAN BE DONE - A GUIDELINE 

Many industries have implemented family welfare educational/motivational 
activities in their industries but seriousness given to this task is not befitting the 
importance of this programme. It requires total involvement of people at four levels 
- top and middle level management, worker and trade union - and meticulous 
planning at each of these levels. This section will utilise experience of programmes
in various industries and attempt to list activities which can systematise the 
operation of the programme and thus bring greater effectiveness. Ultimately this 
task is to be carried out by (i) involving industrial, commercial and employer
organisations, (ii) blessings of the top level management, (iii) involving middle level 
management, (iv) activaling worker-motivators at plant level, and (v) making trade 
unions as partners. 

The activities to be undertaken at each of these levels are listed below: 
1. 	 All the industrial, commercial and employer organisations are to be encouraged 

to createpopulation cells to work with individual industries in the development 

25 



of population/family welfare educational programme. These cells themselves 
should have necessary skills to be able to help and advise the industries. They 
should also be able to seek suppori from government or other research institu­
tions for any specific type of technical assistance. These population cells will 
(i) actively follow up the industries to conduct family welfare activities, (ii) 
advise them as to how to strengthen the programme activities and (iii) review 
periodically the progress of the programme activities to suggest measures 
which need consideration. These cells will also form a mechanism to maintain 
interest of the top and middle level management in this programme so that 
family welfare programme activities become a regular activity of the industry. 

2. 	 Committed support has to be secured from top level management to conduct 
this activity. This could be done in a workshop/seminar setting wherein the 
political leadership or the organisational leadership (like FICCI,SCOPE, .AlOE, 
EFI, etc.) may be involved. Idea is to sensitise the top level managements in such 
seminar and to take their commitiaent. Afterwards, these managers should be 
followed up in the indu-try to secure blessings and put commitment into actual 
implementation of the programme. 

3. 	 Well-designed incentives are an effective complement to family welfare serv­
ices since they can have a key bearing on family planning decisions. Top level 
management are particularly well-placed to provide innovative but simple-to­
manage incentives to acceptors which could be over and above the government 
incentives. Theycan furtherprovide recognition and encouragement to worker­
motivators, para-ntedical staff for their good work in this programme. There­
fore, additional incentives may be procu-ed for acceptors. Ways are to be 
devised to acknowledge contribution of those who act as motivators in such 
acceptance. Public acknowledgement and appreciation has often been found to 
serve as incentive to this group. 

4. 	 The government, industrial, cormnercial or employer organisations may stimu­
late efforts for these activities in industries by institutingawards. Different types 
of awards can be derised so that healthy competition may be generated among 
industries to carry out educational and motivational activities with greater 
interest at all levels. 

5. 	 Top level management and trade unions be made to include family welfare 
services and family welfare educational activities as part of the total welfare 
package for the employees. 

6. 	 Top level management may be persuaded in the sen':,ar/workshop and later 
on followed up in the actual industry (i) to appoint a committee consisting of 
people from middle level management, active workers and trade union leaders 
to oversee implementation and progress of the programme in the industry, 
(i) to continuously have meetings with this committee to review the progress 
of the programme activities and (iii) to request large industries to act as big 
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brothers by giving support to the nearby small industries in providing services 
and conducting family welfare educational activities. This type of involvement 
of top level management is essential for smooth and effective functioning of the 
programme activities. 

7. 	 The actual responsibility of implementation and operation of the programme 
has to be taken by a few active middle level managers who will be members of 
the committee appointed by the top level managemer t.This committee initially 
has to develop familiarity with the programme. For this purpose, they may have 
to take training/crientation covering principles of managements and admini­
stration, have discussion with local family welfare programme personnel, 
nearby voluntary organisations and research organisations to learn and get 
ideas how the piogramme should be implemented in the industry. In other 
words, the committee members should get oriented to the programme and 
know what programme related resour.es are available to them within and 
outside nearby the organisation which they can use for their own programme 
in the industry. Such orientation should be arranged by the top level manage­
ment. After such exposure and familiarity, the family welfare educational 
activities should be implemented in the industry carefully; help may be secured 
by co-opting members from the government programme machinery, voluntary 
organisations and other nearby institutions which have experience in imple­
menting, monitoring and/or evaluation of the programme. Even population 
cells at the organised sector institutions or national institutions could be 
approached at this stage of planning. Total implementation activities have to be 
planned by this committee well and carefully. 

The following aspects may be considered during planning: 

1. 	 Formulation of strategies of the programme implementation - how the educa­
tional activities will be conducted, how the services will be imparted, and how 
the supply of condoms and ora! contraceptive pills will be procured and given 
to the workers. 

2. 	 How to bring forth involvement of the wives of the top level management in the 
programme activities. 

3. 	 In what form family welfare educational activities can be integrated with the 
other educational activities for the workers; help from outside agency, if 
necessary, may be taken. 

4. 	 Development of records and reports necessary for programme monitoring and 
management. 

5. 	 Selection of worker-motivators who could carry out educational activities 
among workers either individually or in groups. The choice has to be made 
carefully. 
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6. Imparting training to the worker-motivators - the content and venue where 
they could be trained/oriented, should be decided. 

7. 	 Preparing and regularly updating eligible couple registers to identify couples
requiring various family welfare services. These couples be motivated to accept 
those services. In this way, the activities can be made need-based. 

8. 	 Choiceofworker-motivators should be made very carefullyas they are the main 
strength of the organised sector for family welfare educational programme
activities. They should be large in numbers so that together they can feel a group
in itself rather than lone hand. Some desirable criteria in the choice of worker­
motivator are (i) influential with fellow workers, (ii) leadership qualities,
(iii) interest in welfare work, and (iv) preferably acceptor of family planning
methods or at least have strong conviction of small family. They should belong
to the working class so that they have day-to-day communication relations with 
other workers who are to be motivated. 

9. 	 The training to worker motivators should cover (i) technical matters of morbid­
ity, health, MCH and family planning methods, (ii) communication/motiva­
tion, so that they can explain and convince other workers about benefits of 
fan"!y welfare services. The worker-motivators should be thoroughtly trained 
and periodically exposed to refresher training. These workers should be guided
and supported by higher level officers - middle level managers, during their 
activities and in periodic meetings. 

10. 	 The worker-motivators should be supplied with motivation materials. This 
material should be adapted to the target audience so as to be able to communi­
cate messages in the language and terminology with which workers are famil­
iar. 

11. 	 The worker-niotivators should be assigned specific worker-population for 
motivation. Award scheme in the industry will be incentive for the worker­
motivators. Such schemes are likely to generate more enthusiasm in them and 
they are likely to take more interest in the programme activities. 

12. 	 Work of worker-motivators should be reviewed through reports and actual 
participation in their activities. They should be provided support wherever 
needed. It is necessary that they should get feeling of group-backing rather than 
working as an isolated worke'. 

13. 	The educational/motivational activities of the worker-motivators should also 
be conducted in the residential areas of the workers - the spouses should also 
be covered by the programme mes' -es. This programme relates more to 
women and children and thus has grea, ..nd quick appeal to them. It is therefore 
necessary that wives should be reached in the educational activities. This is 
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particularly possible in situations where work force of the industry is living
together in housing provided by the factory or set up in the neighbourhood of 
the industry. Such extension activities outside the industry will be easier by
taking help from voluntary organisations and the government machinery
engaged in family welfare programme. Wives of the top and middle manage­
ment could also be effective force in such motivational activities. 

14. 	 File educational and motivational activities of worker-motivators should also 
include (i)display of family planning literature at variousplacesin the company
and residential areas; (ii) organisation of exhibitions; (iii) organisation of well­
baby clinics, and (iv) organisation of health camps. Periodic organisations of 
these activities will reinforce regular interpersonal and group activities. 

15. 	 Continuous monitoring of the programme in industry by the committee is 
essential to make programme more effective by timely actions. This process
should be made a part and parcel of implementation of the programme. Most 
of the agencies do not take advantage of sound monitoring system. There is need 
to have one - technical help may be sought, if necessary. 

16. 	 Ac-tivating worker-motivators is basic to the success of the family welfare 
activities in industries. Therefore a close working relations with them through 
periodic r.'eetings is very essential. So is necessary their skill development
through periodic orientations. Their contribution to the welfare activities 
shoild be acknowledged and suitably rewarded. They should receive payment 
for out-of-pocket expenses. It will be preferred if some performance-related 
payment scheme is developed so that better work becomes an incentive. There
is also need for periodic meetings of worker-motivators to exchange experi­
ences. 

17. 	Some mechanisvn needs to be developed so that workers receive supply of 
contraceptives when they go for home leave. This typeof arrangement will have 
sprcAd-effect as spouses of the workers may talk about contraceptives to their 
friends. 

18. 	 Support of trade unions is vital to the success of the family welfare programme
in organised sector. Involvement of trade union leaders will bring credibility to 
the programme activities. 

The steps listed above will systematise the process of undertaking popula­
lion/family planning activities in industries. This is essential to bring about desired 
results. 
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ROLE OF EMPLOYERS' ORGANISATIONS IN
 

PIOMOTING FAMILY WELFARE PROGRAMME*
 

R C PANDE** 

The employers in India have been involved in promoting family planning 
among the workers since long. As of fact many business houses had taken up family 
planning programme before the Govt of India came in the scene. There are quite a 
few large industrial houses which, o'er a period of time, have involved themselves 
in similar activities either exclusively or alongwith rural development programmes. 
Apart from individual employers, apex employers' organisations like the AlOE, the 
EFI and the SCOPE and chambei s of commerce like, FICCI, PHD CCI, etc. have also 
contributed considerably in creating awareness among the members about the 
importance of such programmes. 

Following paragraphs focus on family welfare programmes promoted by the 
three constituents of the Council of Indian Employers, namely, the All India 
Organisation of Employers, Employers' Federation of India and the Standing 
Conference of Public Enterprises. An account of the initiative taken by the Indian 
Tea Association and UPASI is also included in the following pages since these two 
bodies have done examplary work in promoting small family awareness. 

I - FAMILY WELFARE AND THE CONSTITUENTS OF THE COUNCIL 

a) All India Organisation of Employers (AIOE) 

The All India Organisation of Employers has been involved in promoting family 
welfare programme since 1978, when with the assistance of the ILO and the UNFPA, 
it took up family welfare activities in three centres, namely, Ludhiana, Kanpu~r and 
Patna. The nain thrust of the programme was to motivate Individual Members 
(industrial establishments) of the organisation to promote family welfare among 
their workers. All these programmes were carried out through the regional employ­
ers' associations in the respective states. 

The r, ajor achievements were: 

- Population and welfare cells were established in the Secretariat of the Bihar 
industries Association and Employers' Associatinn of Northern India; 

This article is based on the information provided by ALOE, EEl, SCOPE and from the publication 
titled 'Family Planning in Industry in the Region : Part Ill Field Experiences' by ILO, 1979. 

Secretary, Council of Indian Employers. 
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- About 607 establishments employing nearly 80,000 workers were covered 
under the project and the work was carried out by 700 trained worker 
motivators; 

- As a result of the project, several enterprises had undertaken family 
planning activities in their respective enterprises. 

The long term impact of the project were: 

- The need for enhancing incentives for promoting small family norm was felt 
by most of the establishments; 

- There was an increased supply of family welfare services, including con­
ventional contraceptives to the factory workers; 

- There was improvement in the general awareness of family planning 
programmes among the workers; 

- Population cells set upduring the project life continue to function even now. 

Encouraged by the results of the first phase, the Organisation took up similar 
programme in three more centres with the ILO and UNFPA financial assistance. In 
the second phase commencing in 1985, three more centres were selected under this 
programme at Jaipur, Begusarai and Coonoor. 

In the second phase about 90,000 workers were covered, 30,000 in each centre. 
The employers' organisations involved were Employers' Association of Rajasthan, 
Jaipur, for Jaipur, Bihar Industries Association, Patna for Begusarai and United 
Planters Association of Southern India, for Coonoor. 

The major thrust in the second phase was on motivating the management 
personnel, alongwith the workers, and in improving monitoring of the project 
activities. One of the positive results was that the trade unions ip these centres took 
deeper interest in project activities. 

The AIOE has now embarked upon similar family welfare programmes with the 
financial assistance from Enterprise Program (USAID) in three centres, Alwar, 
Bokaro and Mangalore. The main objectives of the present project are: 

- To strengthen the existing population/family welfare cell in the AIOE to 
enable it to provide better consultancy and advisory services to all its 
constituents in the importance of family welfare educ, tion and programme. 

- To help setting up family welfare cells in the employers' organisation in the 
three centres selected for the project activity. 
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- To persuade the managements to constitute bipartite committees in the'r 
establishments. 

- In case of small-scale urits, attempts would be made to motivate them to 
jointly implement programme through 'cluster approach'. 

- To provide intensive family welfare education to about 90,000 workers 
(30,000 in each centre) and the population in the surrournding areas through
motivational activities. About 80 worker-motivators would be trained in 
each centre. 

- To improve the couple protection rate by 10 to 12 per cent amongst workers 
and their families and in the neighbourhood in the three centres. 

- To motivate managements to continue with the family welfare programmes
by appropriating the funds even after the project comes to a close. 

- To persuade the mangements to extend family planning services to non­
working population as well. 

b) Employers Fed -ration of India (EFI) 

The Employers' Federation of India with large number of regional employers'
associations and individual companies as its members, has under the leadership of
its past-President, Late Mr Naval H Tata, supported the cause of family planning in 
industry for nearly more than 30 ye.-.rs by actively engaging itself in urging and 
assisting employers to undertake family welfare programmes for their workers. 

The Federation has consistently impressed and urged employers about the need 
to play an active part in the formulation and execution of the national population
policy. It has taken active steps to organise seminars, workshops and meetings, etc. 
to motivate its members to take up family welfare work for employees aspart of their 
regular welfare activity. 

The Federation in 1971, set up an all-India committcL\ at its headquarters for
promotion of family welfare. In 1973, the Federation carried out a nation-wide 
survey in respect of family planning in industry covering 345 industrial units. 
Thereafter in 1974, it organised an in-depth training course in family planning for 
medical officers employed by the units. 

The EFI also established a family welfare cell in 1979 at its headquarters and
undertook two projects with the technical and financial assistance of ILO/UNFPA.
In the first project, spanning three years from 1979 onwards, some 150 industrial 
enterprises employing about I lakh workers were covered. As an outcome of the
project, in about 70 units, family welfare officers were appointed and about 1300
worker motivators trained. These enterprises introduced monchtry incentives and 
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provided other facilities such as stocking and distribution of conventional contra­
ceptives and oral pills. In one of the areas covered, i.e. Pimpri and Chinchwada area,
the birth rate came down from 40.72 per thousand workers in 1979 to 30.91 per
thousand workers in 1982. In the second phase which commenced in January 1988, 
an intensive educational and motivational campaign was carried out through
workers trained to work as worker motivators. 

c) 	 Standing Conference of Public Enterprises (SCOPE) 

The specific objectives of SCOPE for Family Welfare Programme are: 

a) 	 The introduction of the concept of population and family life education to 
employers and Senior Managers in the public sector. 

b) 	 Spreading the message of small family norn and its impact on famivy life of 
the workers, management and workers in the public sector. 

c) 	 To motvate senior managers to provide family welfare programmes and 
family planning services as a part of establishment level health and other 
labour welfare services. 

The population unit of SCOPE came into existance in November, 1985 with the 
suppport of the ILO/LAPTAP and the receiving public enterprises in India. 

Although, ILO/LAPTAP sponsored project came into being in 1985, a begin­
ning was already made in collaboration with ILO in 1983, when SCOPE agreed to 
host ILO's inter-country seminar on family planning and family welfare education 
in public enterprises, in which the participants were from Bangla Desh, Indonesia,
Pakistan, Philippincs, Sri Lanka and India. The main objectives of the Seminar were: 

- To provide a forum for the exchange of views and experiences and discus­
sions on the most practical means by which public enterprises could 
promote population orientated activities and set-up population education 
and family welfare programmcs at plant level. 

- To review population programmes in public sector enterprises in each of the 
countries represented. 

- To identify the most successul ones and examine the factors contributing to 
Success. 

- To evoke interest of Government representatives and also of management 
of public enterprises by convincing them o, the advantages and benefits of 
taking up population programmes in their institutions. 
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- To provide a set of guidelines for public sector enterprises in setting up their 
own infrastructure for such programmes. 

- On-going project with the SCOPE is to help intensively the population 
education programmes in public sector enterprises in particular. 

According to a preliminary study, conducted by SCOPE, public enterprises 
have been doing enormous work in educ.,.ting the workers to adopt small family 
norms. Simultaneously, several meetings were held with the Chief Executives of 
public enterprises. It was fol:Tid more useful to organise high level educational 
programmes for the population officers, personnel managers, labour officers, in­
charge of population activities in various units of public enterprises so that they are 
able to guide and direct the activities down the line. 

The SCOPE has conducted a survey of population education activities, incen­
tives etc. in public enterprises. The future plan for the population cell includes 
activities listed below: 

- It is proposed to hold seminars in various regions in collaboration with 
Ministry of Health & Family Welfare. 

- Preparation of case studies on successful activities, programmes under­
taken by various public enterprises, with the purpose of motivating others. 

- Publication of a manual to help as a reference material; to employ motiva­
tors, programme co-ordinators, etc. This manual would provide necessary 
information for educating workers. 

II- FAMILY PLANNING ACTIVITIES IN PLANTATION SECTOR 

a) Indian Tea Association, Assam (ITA) 

The family planning programme of the Indian Tea Association for the tea 
plantations of Assam had a rather modest beginning. The idea of launching a family 
planning programme came from an awareness of the fact that an excessive growth 
of population resident at the different estates could cause multifarious problems for 
the estate managements as well as for the residents. The objective from the beginning 
was fairly clear; stabilisation of the estate pop flation at a reasonable level by curbing 
the excessive rate of growth. The actual programme was developed from experi­
ences gained from year to year. A cautious beginning was made as early as in 1950, 
even before a proper national family planning programme started. From that year, 
estate medical officers who attended the training and refreshers courses run by the 
Rose Institute were given instructions on birth control and family planning tech­
niques. Nevertheless, the question of launching an active programme for limiting 
the size of the families by birth control was still viewed by the Indian Tea Association 
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with some diffidence because there were doubts about the attitude of Government 
and the reaction of the workers. These doubts were removed when Government 
adopted family planning as an integral part of the Five Year Plans and the rules 
framed under the Plantation Labour Act prescribed maintenance of family planning 
clinics in the estate hospital. In 1957, the Indian Tea Association sought the active 
assistance of the Indian branch of Rose Institute for tackling the problem of family 
planning. Active work on the programme started the same year. 

With the assistance of Family Planning Association of India, attempt was 
made to develop motivational programme for the workers. It was found that there 
was overwhelming response from the workers. In several institutions, a number of 
women workers arrived univited because they had heard that they could obtain 
device on restricting their families. Between 1958 and 1959, as a result of the 
programme, at least 77 per cent of the estates in the membership of the Association 
had medically trained officers and almost all estate hospitals had contraceptives. 

In 1961, a meeting of the senior tea estate managers, chief medical officers and 
others was held to draw up a family planning programme. It was decided to set up 
a high powered standing committee to plan and execute the work. A training course 
was organised for the hospital midwives and nurses. The instructors were provided 
by the Family Planning Association of India. The fertility survey wasalso carried out 
which revealed that by the time average women workers reachel the end of her 
reproductive life, she gave birth to 7-8 babies. The data were of considerable 
assistance for determing the target group for motivational work. 

By 1963, the family planning programme of the Indian Tea Association had 
made good progress. The vital statistics show that the birth rate had come down 
from 43.4 in 1960 to 38.6 in 1963. By 1968, it had come down to 22.7*. By then, 
although the proposal for setting up a training centre for estate social workers could 
not be carried out for lack of funds, motivational and education work was being 
carried out by the estate medical officers and other medical staff. The family
planning services were provided to the workers free of cost and there were monetary 
incentive schemes also. 

Over a period of time, family planning programme launched by the Indian 
Tea Association has created great impact in the region. The programme almost 
totally wasfinanced by thetea industryand wascarried out with the encouragement
and guidance from Family Planning Department of theGovernment of India, which 
also with the assistance from the ILO extended some token financial assistance. The 
ambitious programme for training social workers for estate could not take off the 
ground because of lack of funds. However, in other respects, the programme has 
achieved a great deal. Regular evaluation of the programme is also being carried out 
by the Indian Tea Association with the assistance of Rose Institute. 

'Family Planning in tea plantations in India' from 'Family Planning in lndtistry in the Asian Region', 
by ILO, P. 58 
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b) United Planters Association of Southern India (UPASI) 

In the designing of the programme for family planning motivation, UPASI had 
to learn its lesson from the experience already gained by some of the estates and the 
trerds revealed by the data compiled from the statutery returns of the plantations. 
While it was found that it was easy to follow the general practice in family planning 
activities in plantation, information and clinical facilities and some incentive and 
worthwhile advance in motivational procedure depend on qualitative improve­
ment in the system of motivation and more effective management of the total 
programme. As it was felt that this could not be achieved without reliable informa­
tion in many critical areas, U1PASI carried out a survey and mailed questionnaire 
between 1966-67 to collect information of birth rate, infant mortality, death rate, 
number of infant deaths, etc. It was found that the birth rate had been constantly 
fluctuating between 43.1 at a time when the national birth rate was showing signs 
of dropping to an average of 41 per thousand population. This encouraged UPASI 
to launch an effective family planning programme. 

The national campaign in support of family planning had as its symbol the 
inverted equilateral red triangle. The institutional base was the departmental 
organisation and maternity and child health centres spread throughout the country. 
The Government offered the contraceptives free or at concessional rates. But it was 
found that the message was a negative one and the workers described family 
planning officials as 'baby killers'. 

UPASI felt that it was essential to remove such misgivings. Each estate being 
more or less a self-contained community centre, thus sI ould interact with the target 
group which had to be motivated as much as the workers for whom the scheme was 
intended. The estate managers had considerable influence over the estate commu­
nity. Involving them in the programme meant motivation of estate leadership, 
medical personnel and down the hierarchical system, a task which is of very great 
importance. The unions were approached at the leadership level, both for the 
general acceptance of the project and its detailed working. There were several 
sessions of discussions with the estate managers/estate doctors, staff union leaders, 
labour union leaders and others before operating details of the programme and its 
performance were finalised. 

The initial work was started at threeestates with USAID grant between 1966-67. 
The six districts scheme commenced an year later and covered over 3,50,000 
workers. 

The m:iin aims of the programme undertaken by UPASI were: 

- E,tablish personal relations and mutual confidence between the project 
staff and the target groups; 
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- To obtain all relevant information necessary to plan and measure progress 
or change; 

- To improve personal hygiene and cleanliness in an around workers' quar­
ters; 

- To improve creche facilities and obtain better attendance; 

- To promote recreational activities; 

- To reduce the school drop-outs among workers' children; and 

- To secure acceptance of family size regulatioit, both by spanning and 
reducing the general birth rate. 

More emphasis was laid on the IEC aspect and metivational campaign was 
broadly planned at headquarters in consultation with th, district committees and 
project staff. Special programmes were designed aiming at the specific target 
groups, taking into account age, the family size,etc. The cost of the motivational staff 
in the scheme was met from the USAID grant and later on through the AIOE/ILO 
project. As regards the additional clinical services, it was carried out by the existing 
estate medical system. The financial incentives including no-birth bonus scheme 
were provided by the management of the estate concerned. Since the workers live 
in the working areas, meeting them in groups in the residential areas was never a 
problem. Attendance at clinics is treated as working lime and falls within the 
incentive scheme. 

Special worker motivators who were drawn from among the workers, were 
not used in large scale till the AIOE/ILO project became operative in UPASI. 
However, atter these two projects initiated programmes on family welfare UPASI 
has actively involved in the programme and includes chddren's health and nutrition 
as an integrated part of the family welfare activities. It was felt that the intense 
campaign of contact and discussion, the concern felt for the children's welfare and 
future, the general community approach which the campaign carried with it and the 
ease and frequency of the contact between the project staff and the workers created 
the right atmosphere of trust and acceptance. Under the AlOE Project itself, there 
was a fall of 15 per cent in birth rate in the region in three years. 

37 



MANAGEMENT TECHNIQUES IN FURTHERING 

FAMILY WELFARE PROGRAMME 

Y.P.GUPTA* 

I. INTRODUCTION 

Since independence, almost 42 years have passed. Seven Five Year Plans havebeen implemented but still India continues to have a higher birth rate of 32.0, infant
mortality of 96 and mater -Imortality ratc of 3-4. Although, we have gone quite far
in providing health and family welfare services and significant achievements have
been made, still we continue to be far behind our national goals. Great efforts are
required if the objectives of 'Health For All' by 2000 AD, and that of NRR 1 is to be
achieved. In order to achieve the objectives of 'Ileal th For All' (or at least reach near
the target specially those related to maternal and child health and population
stablization), thcre is urgent need to improve the efficiency and effectiveness of tile
Family Welfare programme. It is also required to make tile best possible use ofscarce 
resources for achieving greater output. This ultimately requires improving the 
management of the whole programme. 

Before discussing different types of management techniques and their applica­tions, it will be desirable to first understand tile management process, various 
aspects of which have to be developed for achieving better results. This involves the 
following types of activities :­

i) Problem recognition, problem formulation, aims and objectives; 

ii) Generating alternative means for meeting the objectives, examining them 
and choosing between them; 

iii) Obtaining (always subject to constraints) resources (material, humanand 
financial) necessary to implement cibosen means; 

iv) Defining the tasks (of organisation as well as of individuals or groups) in 
such a way so as to make effective use of available skills: 

v) Developing and enlarging skills and capabilities; 

vi) Motivating people to accept the objectivcs and to work towards them by 
the chosen means;
 

Associate Professor, National Institute of Ilealth & Family Welfare, New Delhi
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vii) 	 Scheduling of activities or tasks to be performed; and 

viii) 	 Monitoring and control so as to adapt the chosen means in accordance 
with the experience. 

Fig 1 illustrates how in bringing about planned change, several aspects of manage­
ment process ac t together in a continuous cycle, each influencing the others 

Fig 1.The Management Process 
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The significance of this for the present discussion is that in attempting to achieve 
better management of the family welfare programme, the management processes
have to be developed. However, without going into details of the various aspects of 
management process, we shall try to restrict ourselves only to those aspects where 
some improvement could be made using one or more of the management tech­
niques. 

II. MANAGEMENT TECHNIQUES 

Management tecnniques broadly differ from management methods in the sense 
that while methods are rules of choice; techniques are the choices themselves. For 
example, in order to draw a sample of family planning acceptors to prepare their
profile, the use of stratified sampling is a technique whereas the choice between 
simple random sampling, stratification and other sampling designs is a matter of 
scientific method. 

The methods referred to above include : systems analysis; programme budget­
ing; computer-based management information system; orgar.isational and behav­
ioural methods concerned with personnel selecticn,' 3ining, motivation, commu­
nication, adaptation to change, working in groups, the design of organisation and 
so on. Techniques are concerned with the productive use of resources such as work 
study, network analysis, cost analysis, operational research techniques, etc. 

Here, the discussion will be restricted to only management techniques and their 
applications in furthering the family welfare programme. 

The application of different management techniques, details of which will 
follow, are discussed in the example given hereunder: 

Example 

An industry is running a family welfare clinic for the families of its 
workers to provide maternal and child health care and family planning
services. In spite of best efforts of the management, acceptors of family
planning as well as immunization continue to be low. Even the utilization of 
clinic for maternal and child health care services is low. It is proposed to 
improve the functioning of the clinic for its optimum utilization and increas­
ing the number of family planning acceptors. The following management
techniques could be used to improve the working of the clinic and acceptors 
of F.P. methods. 

i) Work Study could be used to analyse the job functions performed by staff 
and the time devoted by them to different family welfare activities, assess­
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ment of the training programme of the health staff to compare whether the 
trainees could perform satisfactorily the tasks required of them etc. etc. and to 
bring out the imbalances, if any, in the performance of different maternal and 
child health and family planning activities. 

ii) Cost-effectiveness analysis for evaluating the alternative service delivery 
systems, namely: 

a) Camp approach Vs. fixed clinic approach for increasing immunization 
coverage and family planning acceptors. 

b) Sales bonuses Vsmobile communication team for increasing contraceptive
sales through a community based distribution programme. 

iii) Network analysis for better planning, implementation, monitoring and 
control for improving the MCH and family planning programme. 

iv) Use of other techniques such as Queuing Theory and Computer Simulation 
to analyse and simulate variousclinic situations to determine theoptimum load 
which the existing clinic staff can take without causing long waiting time to 
patients as well as to reduce the idle time of doctors. 

III. WORK STUDY 

Work study may be defined as a study undertaken to identify activities and 
tasks which need to be carried out to meet identified health/family welfare needs,
and the analysis of these activities or tasks with a view to, among other things,
establishing job descriptions and curicula for various categories of health workers,
and evaluating the effectiveness and efficiency of health services, including man­
power. 

This definition uses certain terms which are defined below: 

Job: 	 The totality ofactivity and/or responsibilities assigned to a category of 
health worker (e. g. ANM working in the family welfare centre of a 
factory). 

Function: 	 A broad area of health care included in a job (e.g. maternal and child 
health care, family planning);a function includes a number ofactivities. 

Activity : A distinct unit or category of work, a part of the function pertaining to 
a specific job (e.g. pregnancy diagnosis, IUD insertions); each activity 
consists of a number of tasks. 
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Task: 	 A specific procedure or unit of work included in an activity (e.g.
physical examination). 

Task 
element: One of the 	many actions which have to be performed to complete

satisfactorily a task (e.g. examination of abdomen, gynaecological 
examination). 

Work studies are undertaken for a number of reasons, the most important of 
which are: 

i) 	 Planning and management of health manpower (e.g. allocation of tasks to 
various categories of health workers). 

ii) 	 Evaluation of the effectiveness and efficiency of programmes of services, in­
cluding performance of the personnel (e.g. does the achievement of targets of 
family planning programme correspond to the time devoted to this pro­
gramme). 

iii) 	 Planning and revision of educational programmes (e.g. does the content of 
curricula relating to family planning correspond to the needs of the pro­
gramme). 

iv) 	 Assessment of training programmes and of the performance of trainees in the 
field of their training (e.g. do programmes effectively attain the defined 
objectives. Can trainees perform statisfactorily the task required of them?) 

The work study technique could be very well used to study whether the time 
devoted to activities relating to family welfare programme for workers of an
industry is commensurate to the achievements made in terms of family planning 
acceptors, because it is commonly said that the health workers devote maximum 
time to family planning at the cost of other health programmes. This will also bring
out clearly the actual timedevoted to family planning because it is quite possible that 
they may be working only with target oriented approach and become complacent 
after that. 

Work studies include a number of activities, some of which are listed below: 

i) 	 Identification of actions to be performed by the medical and para-medical
personnel in providing family welfare service (s) to the population of their 
area; 

ii) 	 Specification of these actions by identifying activities and tasks, and, if 
necessary, task elements; 
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iii) Analysis of present performance of these activities or tasks; and 

iv) On the basis of such an analysis the development of work profiles, i.e. 
job descriptions for various categories of health workers, as and when 
necessary, skill profiles, etc. 

It is not necessary that any one study will be concerned with all these steps. In
fact, the use of work studies will vary from one situation to another. 

IV. COST-BENEFIT AND COST-EFFECTIVENESS ANALYSIS 

The technique of cost-benefit analysis, by relating benefi t. ofa programme to its 
cost, helps the decision maker in deciding which of the alternative programmes
should be given priority and if a particular programme is undertaken, to whatextent 
the programme will be benefited. Cost-benefit analysis has been used in two senses. 
Narrowly, it is a method of aggregating all costs and all benefits associated with a
given project, programme, or decision in monetary terms, conver!ing them to 
present value and combining them in a single index, such as the present value of net 
benefits. In the broader sense, cost-benefit analysis is an activity which investigates
the cost and benefits that are associated with a project, programme or decision. It 
may also deal with the distribution of costs and benefits and the sensitivity of results 
to different contingencies. 

In performing cost-benefit analysis, the opportumity cost has to be taken into 
account; that is, if resources are committed to Family Welfare Programme, then what
is the loss of their value for other uses. This would help in justifying allocation of 
more resources to Family Welfare Programme if the analysis could show that
internal rate of return on investment in F.W. programme is at least as much as the 
investment made in other sectors. If the rates of return is even lower than the bank 
rate of interest, then detailed investigation need to be made about the programme
implementation because major contribution to benefits is the savings in government
expenditure during births avertcd. 

The cost-benefit analysis of Family Planning Programme done by Nation3l
Institute of Heilth and Family Welfare using computer simulation model developed
by Research Triangle Institute, USA, gives a modest estimate of internal rate of 
return at about 15 per cent based on savings in goernment expenditure in four 
sectors alone, that is, public health, education, social welfare and food subsidy due 
to births averted up to 2000 AD. 

In some situations, th2 put pose of government expenditure is specific and well
understood, yet benefits and costs are hard to compare directly because some or all 
the benefits which accrue due to certain action cannot be expressed in monetary
terms. In such cases often Cost-Effectiveness Analysis (CEA) is used in which 
alternative systems are investigated to determine: 

43 



i) 	 which of them is least costly when the aternatives are equally effective in 
achieving the objective, and 

ii) 	 which of the alternatives is most effective in achieving the given objective 
when they are equally costly. 

Occassionally, an extension of cost-effectiveness analysis is useful for investi­
gating budgetary allocation for a public purpose. In that case, one attempts to 
measure benefits and costs in different units, dctailing the maximum benefit that can 
be achieved for each amount of expenditure, leaving the final choice of amount to 
higher level decision maker-. 

Thus, cost 'ffectiveness models are those that search for the least costly way of 
achieving a g'ven objective. They do not, therefore, deal with the resolution of 
uncertainty a, such, but with choice among possible actions. 

The cost effectiveness analysis could be used to study the alternative models/ 
strategies given as under: 

i) 	 Whether locating Community-based-Distribution (CBD) posts in health 
settings will be more effective than locating them in private homes or 
community buildings. 

ii) 	 Evaluation of alternative strategies for delivery of amily welfare services 
e.g. whether use of dai as link worker on fixed ruionthly salary is more 
effective than family level volunteer paid on the basis of performance­
linked schemes, etc. 

iii) 	 Whether camp approach is effective than fixed clinic approach for promot­
ing family planning. 

Problems in Analysing Costs and Benefits 

The concept of cost (or input) benefit (or output) provides an extremely useful 
framework for organising pertinent facts and relationships in dealing with policy 
problems but there are various problems associated with costs or benefits or both. 

i) 	 Costs: What tangiblecosts are associated with actions regarding personnel, 
mate ial, capital expenditure? What other kinds of costs are involved ­
spillover costs, goodwill cost, community disruption, cost of sufferings? In 
what time period these costs fall? Who will pay them? 

However, given the importance of such questions, the problem is from 
where to get such information. 
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Many costs, including many of those which aremost important, are not 
computable in financial terms or are not even quantifiable. But they are real 
costs and may be susceptible to logical analysis. 

ii) 	 The second problem is specifying the relationship between inputs of 
resources and outputs. These relationships are production functions which 
define alternative courses of action available. 

iii) Third problem is defining outputs or benefits. 

iv) What outputs should be produced. 

Benefit-cost analysis is a frame work for keeping our thinking straight in 
evaluating projects, a framework that demands explicit attention to determining the 
impacts of a proposal and assigning values to these impacts. 1t is no more than a tool 
which provides information helpful in taking decisions. 

IV. NETWORK ANALYSIS 

This is very useful for implementation of project/programmes in a time-bound 
manner. The basic principle of network analysis is a simple one - namely, to record 
in the form of a diagram, such as that shown in Fig. 2, the logical sequence in which 
events must take place. 

Fig. 2: An example of Network Analysis 
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By simple arithmetic it is possible with such a diagram to calculate the time by
which such activity must be completed and to identify those activities that are 
critical (i.e. those, if delayed, will delay the whole project). This simple technique
provides a basic discipline by which all concerned in a project can know what is 
expected of them and by what time, and provides a ready means fDr working out 
changes in a programme to minimize the effect of any delays or crises that 
may occur. 

Two types of network technique are commonly employed depending upon the 
situation, namely, PERT (Programme Evaluation and Review Technique) and CPM 
(Critical Path Method). PERT was developed by the US Navy in 1958 for the Polaris 
Missile Project whereas CPM was independently developed in 1957 by Walkar of the 
Integrated Engineering Control Group of American Chemcial Firm and Kelley of 
Remington Corporation of the USA in search of new ways for scheduling of projects.
The use of both techniques for planning and scheduling of work involves three main 
stages : 

i) 	 Breaking down the projects into a set of individual jobs, arranging them into 
a logical sequence and drawing of network similar to the Fig.2. 

ii) 	 Estimating the duration and resource requirements of each job, deducing 
schedule and finding which jobs control the completion of the project; 
and 

iii) Re-allocating budget or other resources to improve the schedule. 

For using PERTand CPM, certain skill/expertise is needed whereas Gantt Chart 
could be used by most of the activity managers. These techniques are useful right
from plann.ng and scheduling the work to monitoring the progress of project 
implementation to ensure its timeliriesss. 

These techniques are widely used in the engineering field but in health and 
family welfare, they have not been commonly employed. However, their applica­
tion for improving the implementation of family welfare programme is illustrated 
hereunder by an example. 

EXAMPLE 

Organisation of a Mass Family Planning Camp for the Workers of an Industry 

In order to organise the camp successfully with minimum problems, prepare a 
plan of action which involves: 
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a. Listing of all major activities and their expected duration as shown 
below: 

Activity Description Duration(in weeks) 

1. Call meeting 

2. Formulate programme, obtain approval 2 

3. Select venue of camp and thke possession 1.5 

4. Elicit community Cooperation 1 

3. Mobilize staff 1 

3. Indent supplies and equipment 2 

3. Indent medicines 1 

8. Receive medicines 2 

3. Indent vehicles 1 

9. Receive vehicles 2 

3. Update EC registers 4 

10. Arrange publicity 4 

11. Arrange intensive drive l 1 

12. Organise camp 2 

13. Arrange intensive drive II 0.5 

14. Extend camp 1 

15. Submit report 1 

b. Scheduling the activities 

This involves defining the inter..relationship in time with other activities 
namely, predecessor, successor or concurrent. 

The activity whose start is dependent on completion of the preceding activity
is called successor and the preceding one is called predecessor activity. Those 
activities which are independent and can be started and action can be initiated 
simultaneously without waiting for completion of any other activity, are called 
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concurrent. For drawing of network, the scheduling is done by alloting the number 
of these activities as shown in (a) where successor activities are given the next 
number of the predecessor activity. Concurrent activities are given the same 
number. After this, the network can be drawn for using the PERT / CPM. 

However, for day to day use for planning, scheduling and monitoring of work, 
another simple technique called Gantt Chart, also popularly known as bar chart 
(after the name of Henry Gantt who developed it prior to World War I around 1900) 
could be used. Here, the activities and their d,. ation are represented by horizontal 
bars as shown below for F.P. programme. 

S I. Activity description Duration Time schedulefor 
No. 	 (Weeks) completion 

1. 	 Call meeting of MOs and other 1
 
staff concerned with F.P.
 

2. 	 Formulate programme and 2
 
obtain approval
 

3. 	 Elicit community participation 1 

4. 	 Select venue of camp and 1.5
 
take possession
 

6. 	 Mobilise staff 3 

7. 	 Procure supplies and equipment 2 

8. 	 Arrange vehicles 1 

9. 	 Procure medicines 2 

10. Update EC registers 	 4 

11. Arrange publicity 	 2 

12. Arrange intensive drive 1 1 

13. Organise camp 	 2 

14. Arrange intensive drive II 0.5 

15. Extend camp 	 1 

Total time required 
_11.5 weeks 
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The foregoing representation also shows the total time required for completion
of the overall activity. If the time duration is to be reduced, then the inter­
relationship of activities is to be examined in more detail to make more activities 
concurrent and reduce the time duration for completion of various activities by
putting more resources, wherever possible. 

The utility of the Gantt Chart is further increased by writing against each 
activity the name of the person responsible for its conduction. Then the project 
manager can easily monitor the progress of project implementation using Gantt 
Chart. 

Comparison of PERT/CPM 

PERT was developed for and has been used mostly in research and develop­
ment types of projects/programmes which are relatively new and not much
information is available. This leads to uncertainty in calculating timings for accom­
plishment of various activities. 

On the other hand, CPM is applied to most repetitive type of projects where
activities are standardized and their properties are known. They utilize more or less 
a standard technology. Changes occur mainly in size, shapes and arrangements
rather than in design concepts. It does not allow uncertainties in time estimates and 
uses only one time estimate (deterministic). Moreover, in CPM, times are related to 
costs. According to CPM, most jobs can be reduced in duration if extra resources are 
assigned to them. 

The cost of getting a job done may increase, but if other advantages outweigh
this added cost, the job should be expedited or crashed. On the other hand, if there
is no reason to shorten a particular job - if it has a generous amount of slack - then 
the job should be done at its normal pace with a lesser assignment of resources. Only
the critical jobs need to be expedited. CPM attempts to solve problems such as ­
which jobs to be expedited and by how much. 

V. OTHER TECHNIQUES 

Other management techniques include operational research techniques such as
Linear Programming, Queuing Theory, Simulation Studies, etc. Linear Program­
ming deals with the choice of a combination of activities having regard to given
constraints and to an objective (benefits to be maximized or costs to be minimized).
The constraints can be technological, financial, biological or human and express
structural factors (e.g. each case sterilized consumes certain time of doctor, para­
medical staff and drugs, etc.), resource limitations (e.g. total doctorand paramedical
staff time cannot exceed what is available), or imposed constraints that reflect value
judgements (as with financial limits). Many practical problems can be formulated 
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in these terms and computer routines are available for solving large scale and 
complex problems. For example, determination of optimal mix of contraceptives to 
be promoted for averting a maximum number of births. The constraints will be in 
terms of age of the mother and number of living children, etc. Linear Programming 
could also be used for optimum allocation of resources between various compo­
nents of the F.W. Programme. 

While input - output methods are descriptive, Linear Programming is pres p­
tive. That is to say, an optimum solution is offered, subject to the given objective and 
to any constraints that may have been imposed. 

Queuing theory is applied to study the problems of congestion. It has been 
extensively used in situations where a service, such as MCH clinic run by an industry 
that has a limited capacity, deals with demands that vary and fluctuate in a way that 
cannot be predicted in detail. In such circumstances, delays or failure to provide
service occur even though the capacity is not fully utilized. By relating delays and 
utilization to thecapacities of the various parts ofa service systemand to the demand 
for service, queuing theory makes it possible to predict whether postulated changes 
(say, in the service pattern) will improve the service provided or alter its cost. 

There are many techniques which are not possible to dcscribe here. However, 
the different techniques for different situations are shown in Table 1. 

Table - 1 Application of different techniques according to their 
level of formality and to the level of activeness of management. 

Level of Activeness of Management 
Management 

Passive:Regulatory Service Active Promotion 
providing of Health & F.W. 

Lower: NETWORK ANALYSIS 
Functioning 
Short term WORK STUDY 

SIMULATION STUDIES 

CAPACITY UTILIZATION STUDIES 

IBEHAVI)URAL SCIENCE 
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Level of Activeness of Management 
Management 

Passive:Regulatory Service Active Promotion 
providing of Health & F.W. 

Middle: INFORMATION SYSTEMS AND RECORD LINKAGE 
Structural
Medium term 

MediutermSTATISTICS AND FORECASTING 

MANPOWER PLANNING 

COST-BENEFT ANALYSIS 

SIULATION STUDIES 

ALLOCATION MODELS 

[SYTEMS ANALYSIS 

Higher: TECHNOLOGICAL FORECASTIN 
Organisation 
Long term SYSTEMS ANALYSIS 

STIR, .TEG!C O.R. STUDIES 

PROGRAMME BUDGETING 

I COST-BENEFIT ANALYSIS 

MANPOWER PLANNING 
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ROLE OF UNIONS/WORKERS IN PROMOTING
 
FAMILY WELFARE
 

AMONG THE EMPLOYEES IN PLANTS AND OUTSIDE
 

M.A. CHANSARKAR * 

I. 	 NATIONAL DEVELOPMENT IN RELATION
 
TO WORKER AND TRADE UNIONS
 

Trade unions have come to occupy an important position in the social and 
ecc,omic development of a country. This is more significant in a country like India 
which follows democracy as a way of life and depends on planned economy for her 
development. Today, the philosophy, concept and approach of trade unions have 
undergone considerable changes. From smaller organizations engaged in protec­
tion and promoting the interests of the workers alone, trade unions have grown up 
into gigantic organizations capable enough to participate in the social, economic and 
political activities of a country. This new spirit, energy and dynamism can no doubt 
be utilised and channclised for the nation-building process. 

Trade unions should not be interested merely in the economic pursuits of their 
members - their wages, bonus, hours of employment, social security and other 
welfare measures - but should have a broader perspective, national economy and 
public interest in view. They cannot by-pass public interest and strive exclusively to 
raise the living standards of the worker community as both are closely linked and 
one should not be viewed at the cost of other but along with the other. 

The workers contribute directly to the economic gn,.vth of industry and of the 
country. They are involved in the development efforts of the country. They should, 
therefore, share the benefits accruing from this development. The trade unions put 
up legitimate demands on their behalf for such benefits. However, population 
increase eats up a good part of the fruits of economic development by hindering 
saving, investments and capital formation. The result is that individual workers do 
not benefit to the maximum level possible from the development of the economy to 
improve their living conditions, in spite of inceaed production. As a well-organ­
ized group of people, their contribution in propagating small family norms is 
important. It should concern workers' family welfare and the living standards of the 
working class as a whole which is linked with economic level of the country. 

Increasing unemployment and under employment in the country, which is 
partly due to the rapid increase in the working age population, constitutes a serious 

Ex-Director, Central Board for Workers Education, Nagpur. 
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threat to theemployment security of the workers. It also affects security schemes and 
other labour we!fare measures. These conditions result in constraints on the 
activities of the trade unions and affect their bargaining power. There are not enough 
jobs and one reason is the rapidly increasing population. This situation causes 
unemployment, under employment and a fall in the earnings of workers. 

The implications of unemployment actually extend into the realm of conditions 
of work. It shapes and determines the pattern of labour management relations. For 
instance, under conditions, where there isa surpluslabour force, management, most 
often, holds the upper hand in collective bargaining. The scarcity of job opportuni­
ties severely limits options of the organized labour. Thus, the level of income tends 
to remain ow. 

In spite of our efforts to control population, the labour force in India isbound to 
increase alarmingly for the next 15-20 years,posinga serious problem not only to the 
trade unions but also to the labour force itself. 

The quest for a better life by workers and their families depends in a large 
measure on the national programme for economic and social development and the 
equitable sharing of gains. The successful implementation of national family welfare 
programme is an important element in the total development programmes of the 
country and of its citizens. Trade unions can contribute meaningfullyand effectively 
to the success of population moderation programmes because of their direct contact 
with the workers and their considerable influence upon them. 

Any activity undertaken by a trade union in the field of social and family welfare 
isa direc, contribution to its strength and influence not onlyamongits own members 
but also in the community and nation as a whole. Trade unions, therefore, have a 
stake in expanding their activities in order to enhance their position and prestige for 
the benefits of workers. 

In fact, everything that concerns workers' welfare should become a matter of 
serious concern to trade unions. A limited family helps to bring health, happiness, 
contentment and well-being to the worker as well as to the members of the family.
Trade unions are thus vitally cczncemed in economic planning including family 
welfare programmes for their workers. The population situation is one which affects 
the life of workers and of their families in many ways. It is, therefore, imperative for 
unions to take up these questions in right earnest. 

II. POPULATION PROBLEM IN RELATION TO WORKERS 

Population pressure does not only affect overall national progress, but it also 
affects adversely living standard of workers. A high rate of population growth can 
reduce employment opportunities, depress wage levels and create shortages of 
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essential articles. Indian economy could not generate adequate employment oppor­
tunities during the previous plan periods to absorb the back-log of unemployed 
people. Looking to the trend ofpopulation pressure and growth rate in the economy, 
this problem is bound to pose serious difficulties in years to come. One of the main 
reasons for our inability to reap the gains of technological advances in industrial and 
scientific field3 is due to unmanageable growing population and its alarming 
increasing trend. This is particularly true for the entire developing world and India 
is no exception to it. 

ropulation affects incomes and wages of the workers. In turn it affects their 
living standard. Rapid increase in population has led to low rate of per-capita 
consumption of essential commodities. Nutrition-content of food has been low. This 
has affected the health of workers and his family. In view of the many adverse effects 
of population pressure on workers' life, trade unions are now assigning higher 
priority to educate their members about the need ofa small family and thus enhance 
welfare of their members. Trade unions no more confine their outlook to their 
traditional functions, but have enlarged the scope of their activities. 

If workers do not plan the growth of their own families, they will not be able to 
make full use of the benefits achieved by their trade unions in raising their living 
standards. They will have to spend more on food, housing, ciothing, schooling and 
medical care of children and will be correspondingly deprived of a part of these or 
other facilities. The effect of family worries is noticed on worker's efficiency and his 
family life. The rate of labour accidents is higher among fathers of larger families. 
Insurance companies also state that harassed parents have more traffic accidents 
than others. 

Another point is the educational problems of worker's children. All parents 
would like their cdldren to reach as high in education and training as "ossible. But 
where will a worker find money to send his eldest son to college or an institute, when 
he has a large family and when his earnings are inadequate to meet the bare 
necessities of his family? 

Organized workers in India have not been able to attain the required need-based 
wage. Trade uniions have to exert much effort to succeed in increasing the wage 
levels of the workers. With a low level of earnings and larger families, it is difficult 
for workers to meet the family needs of food, house, clothing and education. Trade 
unions are now increasingly coming forward with schemes to help workers in this 
regard. But due to inadequate trade union finances the demand for such assistance 
outgrows resources and zestrict labour welfare activities. 

In India today, most of the unionized workers are employed in industry or the 
services which are located in or around cities where population is increasing 
sharply. This inc:ease is partly due to a high birth rate, common to the economically 
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underprivileged groups, and also due to large rural migration towards cities. In theurban areas, this results in unemployment and low salaries. The problems ofmigration and urbanization are equally grave and adversely affect the earnings andliving standards of workers and create difficulties for trade union working. 

The ill-effects of these factors are important from the trade union point of view.They should be checked at an early stage by the social and civic consciousness of themasses or by sufficiently strong social institutions. A trade union functions as apowerful social institution for the workers and therefore, it has to evolve a clearpolicy and programme for workers welfare taking intoconsideration the effect of thepopulation growth rate on the social and economic life of its members. 

III. TRADE UNIONS AND FAMILY WELFARE 

Fanily welfare is now accepted as a welfare measure by all the central tradeunion organizations in India. They are now committed to extend all possiblecooperation in making family welfare programme a success. The trade unions canmake family welfare services an issue of collective bargaining. They can impressupon the emp!oyers the need to introduce family welfare services as a welfaremeasure for the workers. They can demand certain facilities and amenities from theemployers and the Government, not merely at the worksite but also at theirdoorsteps. The subject being of vital importance, it cannot be taken casually - all thethree parties, namely workers, trade unions and the employers, have to be fullycommitted. The process of education and motivation will have to go on until thedesirable result is achieved. Family welfare which includes motivation and use ofcontraceptives and sterilization methods would have to reach the working placeandthe worker's home. Education and motivation would have to reach not only theworkers but also his/her spouse if the programme is to succeed. 

However, it must be understood clearly that family welfare cannot be asubstitute for a plan of rapid economic growth. Family welfare is one of the meanswhich help to achieve economic prosperity. No effort, should be made to divert
attention from speedy economic progress. As a 
matter of fact, socio-economic
 progress leads to acceptance of small family norms. This interdependence should be
properly realized by the trade unions. 

Trade union leaders of varying politica! and ideological affiliations in Indiahave expressed their support for national family i ,Jfare programmes and for theirextension t- trade union members. Nevertheless, the fact remains that trade unionsand workers education bodies have made only a limited contribition to theseactivities so far. No doubt they can, on their own, do more in this area than they havedone in the past. But they will need technical and financial support to undertakeeffective and adequate educational and motivational programmes. Therefore, thecompetent institutions in the field of family welfare planning should give them 
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adequate support and guide them in undertaking action in the population field. Forthispurpose, it would be helpful if the trade union movement could reach a common
understanding abut the activities relating to population matters ­which benefit 
both the society and the workers. 

For 	efficiency and good service, national trade un:on organizations are
usually divided in sectoral federations (e.g. Textiles, Mines, P. &T. or Plantations)
and/or in geographical units (e.g. State or District). It would, therefore, be logical to use the specialized knowledgeof a particular group of workers/unions in determin­
ing educational and motivational approach. This implies that cooperation between
population and family welfare bodies on the one hand and the trade unions on the
other should not be limited to an exchange of views at the national level. More
specialized contacts and meaningful cooperation should be sought for at the lower 
levels also. 

In family welfare, the "face to face" individual or family approach is an
essential part of action. Much of the concrete cooperation can take place at this basic
level. This is why special educational efforts are required of the union members to
make them understand the programme and give necessary communication skills so
that they can communicate effectively with their co-workers. The employers also
will have to be in agreement with this policy and will have to extend facilities for 
carrying out these activities. 

Field workers, clinics and welfaie or medical services all have the task of
giving actual instructions and services concerning the use of birth control methods
and devices. But they also have the very important responsiiility of informing,
educating and motivating workers concerning family welfare. It is at this point that 
cooperation may be offered by trade unions. 

IV. 	 ROLE OF TRADE UNIONS IN POPULATION EDUCATION
 
AND FAMILY WELFARE
 

Trade union' ..mour country do not have the infrastructure and/or resources 
to provide actual "services" to workers for adopting family welfare measures and
this is not their role; but they can play an important role in arousing workers'
confidence in family welfare programme and motivate them by giving them
information so that they become convinced of the need to adopt such practices. Thistypeof rohc has been repeatedly emphasized in different Regional and National level 
seminars, symposia and workshops organized by ILO for trade unions and employ­
ers' representatives to discuss the urgency of the population problem in the organ­ized sector and to initiate action programmes to tackle this issue. The conclusions
reached in these deliberations have established the trade unions' concern in plan­
ning family of the workers. Ithas been accepted that family welfare activities should 
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be regarded as an integral part o'i labour welfare and should be given due priority
in the welfare package of employers and activity of the trade unions. Some specific
suggestions and other ideas for the role of workers and their organizations in the 
field of family welfare planning are the following: 

4.1 	 Educational and Motivational Activities 

(i) Family welfare may be treated as an integral part of labour welfare. While 
employees can conduct the activitie3, the unions can undertake motiva­
tional and educational activities and spread the message of small family and 
planned family with an interval of three to four years between two births. 

(ii) 	 Trade unions can give publicity and undertake educational activities 
through exhibition of relevant charts, graphs, etc. and by organizing semi­
nars and exhibitions to emphasize benefits of planned family and disadvan­
tages of unplanned family. For this purpose, support can be taken from the 
Government machinery and other volun'ary organizations engaged in 
such social programmes. Such seminars/exhibitions may be organized 
among workers at national, regional and plant level. 

(iii) 	 Trade unions can organize training programmes for wor'"ers, newly mar­
ried couples, etc. If financial resources permit. ' "nions can even appoint
full-time trade union welfare officers for this p.z ' -e. Unions can also avail 
of the grants provided by the Central Board for Workers Education/Central 
Social Welfare Board, etc. for the purpose. Even State/Central and 
industry's resources can be secured for this purpose. 

(iv) 	 Trade unions and their members may take full advantage of the existing 
facilities for family welfare services provided by the employers and their 
various organizations. Where such facilities do not exist, the trade unions 
should persuade their respective managements to provide= those facilities. 

(v) Information on family welfare could reach the workers more effectively 
through the journals and other publications published by the trade unions 
which have large circulation. A separate section may be devoted to this 
important topic. 

(vi) 	 Trade unions may bargain for incentives, financial as well as non-financial, 
from their employers, in terms of additional increments, leave, preference 
in promotion, etc (wherever possible). 

(vii) 	 Trade union leaders may set an example to the rank and file. The idea is that 
the leaders should themselves believe and follow small family norm. This 
will have remarkable impact upon the workers as they normally fully 
follow the direction, guidance and advice of their leaders. 
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(viii) 	 In collaboration with the employers, trade unions can organize from time 
to time sterilization camps and motivate members to undergo sterilization. 
Displays and exhibitions of literature and other audio-visual media on 
family welfare in local lanlguages may be frequently organized in union 
offices. 

(ix) 	 Trade unions can explain to the workers the likely adverse effects ofhaving
big size family, its possible impact on the individual worker especially on
his efficiency. Similarly, the problems of housing, education, health and 
medical care can also be brought to the notice of the workers. 

(x) Since a number of workers may have doubts, fears and misgivings about 
family welfare planning, the sterilization methods and their after-effects,
trade unions can seek the services of qualified medical social workers,
medical practitioners etc. to clear their doubts arid motivate them to 
undergo sterilization. 

(xi) 	 Active workers from amongst them (trade unions) can be grouped into 
worker-motivators. They can be trained in the programme activities and 
communication skill to inform, educate and motivate co-workers in accep­
tance of family planning programme services. The financial and other 
support for this purpose may be sought from the Central and State Govern­
ments and the management. 

(xii) Being a po /erful agency for social change, trade unions can motivate the 
general 	public also for family welfare planning. Because of its strength, it 
can bring about the required pressure also on the Government to modify the 
policies and programmes, if necessary, on family welfare planning. 

(xiii) 	 Integrate population and family welfare education into workers education 
and other educationai activities undertaken by them. 

(xiv) 	 Co-operate with and encourage workers to participate in educational pro­
grammes on family welfare arranged by employers; labour administra­
tions; national family welfare agencies; voluntary organizations. 

(xv) 	 Arrange for the appointment and training of trade union family welfare 
officials who will be required to inchlde family welfare motivation as their 
priority task. 

(xvi) 	 Organize regular training classes for trade union leaders to enable them to 
function as honorary worker-motivators in family welfare work. 

(xvii) 	 Whereengaged in educational work, arrange for the training of trade union 
education officers to include population and family welfare in workers 
education activities. 

59 



(xviii) 	 Give special emphasis to family welfare in educational activities directed 
towards women workers and women members of workers' families. The 
most urgent information that could be conveyed to workers and their 
families in the reproductive age group concerns the different contraceptive 
methods which they may utilize. This will answer the all pervading ques­
tions : Why? and How ? Other information which worker would need 
relates to the availability of family welfare services and the cost of obtaining 
or utilizing these services. This information could be imparted through
lectures, group meetings, visits to family welfare clinics, and distribution of 
informational materials. 

4.2 Programme Service Activities 

(i) 	 Trade unions may take up the distribution of conventional contraceptives 
through their organizations. 

(i) 	 Co-operate in identifying and counselling dissatisfied acceptors and ar­
range for their treatment; they can also help in giving follow-up services. 

(iii) 	 Encourage and guide workers to seek such service facilities from public 
centres in cases where the serviccs are not available in the clinics of the 
undertakings. 

(iv) 	 Negotiate with employers and with national family welfare planning 
authorities to improve and/or maintain a high level of family welfare 
services at or near the undertaking. 

The listing above is only illustrative and not to be construed as precluding trade 
unions from exploring other areas of collaboration with employers, with public
authorities and with voluntary organizations. It has been found by experience that 
labour/management co-operation in formulating action programmes generally
leads to strong action oriunted programmes in the lheld of workers' education 

V. SUPPORT TRADE UNIONS' NEED 

Being conversant with the needs and attitudes of the workers, the trade unions 
can make a major contribution to family welfare programmes through participation
in policy formulation. In this connection, it is desirable that trade unions should be 
given adequate representation on national family welfare planning policy bodies 
(dealing with programme for the workers) alongside representation of employers
and the labour administrations. Trade union leaders may be prepared to represent
the workers' view-point and ensure that they are heard on all matters relevant to 
family welfare programmes affecting workers and their families, at national, re­
gional or local level. 
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The extent and effectiveness of the contribution to family welfare by the trade 
unions will depend, in large measure, upon the motivation and involvement of the 
trade union leaders. Therefore they may be afforded the fullest opportunity to 
appreciate the relevance and the magnitude of the population problem and its 
implications in respect of their efforts to obtain a better life for the workers and to 
eradicate mass poverty and misery. Such opportunities should take the form of 
seminars, conferences, dialogues and study tours. Trade unions may be provided
such 	opportunities by the Government and other agencies, both national and 
international. These activities should cover trade union leaders at the national, state, 
district and local levels so that grass root levels may be reached. 

Workers' representatives should bl enabled to participate actively in the plan­
ning 	and management of family welfare planning programmes that may be 
launched in industry. It is highly desirable that an understanding be reached by the 
two partners in industry that questions pertaining to the provision of family welfare 
planning and related welfare services are kept within the area of consultation and 
co-operation. Within the undertaking, this can be effectively promoted by labour/
management committees. Trade Unions should actively co-operate in setting up
these committees and where several unions operate in an undertaking care should 
be exercised that all unions are represented. 

Family Welfare Planning programmes are comparatively a new venture for 
trade unions but may find links with their traditional activities. Trade union 
administrators and leaders may wish to obtain advice and assistance for incorporat­
ing such programmcs i, their regular activities and for conducting them effectively. 
They may obtain the zissistance from the following agencies: 

- National Family Planning authority 

- Employers and their Organizations 

- Voluntary Family Planning Organizations, e.g. Family Planning AssQciation or 
Planned Parenthood Association/Federation and others affiliated to and as­
sisted by the International Planned Parenthood Federation. 

- ILO and other international agencies working for this and similar social pro­
grammes. 

VI. 	 SUPPORT WHICH CENTRAL BOARD FOR WORKERS' EDUCATION 
CAN PROVIDE TO TRADE UNIONS 

The trade unions can avail the benefits of various training progranumes ,nclud­
ing courses on population education conducted by Central Board for Workers' 
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Education (CBWE) for workers engaged in different segment of the economy. They 
can also use educational and motivational material produced by the Board on 
population and family welfare education under different ILO-UNFPA projects on 
population and family welfare education. 

CBWE has been playing ar.important role in preparing workers in organized,
unorganized, rural and informal sector for active and conscious participation in the 
economic development of the country. Population and family welfare education has 
become an integral part of training programmes of the Board conducted at national,
regional and plant levels both in the organized as well as rural unorganized and ill­
organized sectors. 

The population education programme of CBWE developed on the basis of their 
own experience with 6everal such activities aims at: 

(i) 	 enabling workers to know more about the implications of population
increase in the social, economic and family life of the workers; 

(ii) 	 creating an understanding that family welfare planning does not mean only
population control but also family and social welfare; 

(iii) 	 stimulating, through educational and motivational processes, the accep­
tance of the need for small family norms by workers; 

(iv) 	 creating a demand for contraceptive services; and 

(v) 	 realizing the importance and urgency of the problem, and the benefits of 
accepting small family norms. 

The Board has been implementing the activities through Indian Institution
 
of Workers' Education and 43 Regional Centres spread throughout the country.
 

The Central Board for Workers' Education maintains close links with the 
International, National and Regional Institutes, voluntary agencies, and the Gov­
ernment Departments which are actively working in the field of Population Educa­
tion and Family Welfare. There is a continuous and reciprocal flow of literature and 
visual aids produced by the Central Board for Workers' Education and these 
agencies, relating especially to motivational and educationl material. This litera­
ture is suitably used by the Central Board for Workers' Education in its various 
country-wide training programmes for documentation and preparation and need­
based mimeographed material. The Board also renders active co-operations to 
national/regional organizations in organizing and cond dting training programme 
on motivational and educational aspects wherein the ,elp of medical personnel is 
sought for discussing the clinical aspects of family welfare planning methods in 
various training programmes. 
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The International Labour Organization entrusted the Board with Projects for 
Curriculum Development and Production of Teaching Aid on Population Educa­
tion. They were: 

(i) 	 ILO-UNFPA Project on Curriculum Development and Teaching Aids on 
Population Education and Family Welfare. 

(i) 	 ILO-UNFPA Project on Population Education in the Organized Sector for 
production of Educational and Motivational materials for Population 
Education. 

(iii) ILO-UNFPA Project on Population Education-Phase 11. 

The Central Board for Workers' Education has been entrusted with the Project 
on Family Welfare Education for Rural Workers. It has commenced from 1st July
1986 and would run up to 31st December 1989. The project aims at integrating 
Population and Family Welfare components in the Rural Workers' education pro­
gramme undertaken by the Board. It also intends to encourage and promote the 
participation of Rural Workers Organizers in Family Welfare programmes with the 
assistance of the Regional Centres. 

Through these projects, Manuals, Pictorial booklets and Visual Aids have 
been produced by the Board for Workers Educators, teaching institutes, trade union 
leaders, local union representatives and active worker motivators in Asia and India. 
The list of the same is given in the Annexure. This material presents the concept of 
family welfare as a positive welfare programme linked to immediate needs of the 
irdividual family, improving the health care, education of children etc. This mate­
rial is available to trade unions and also to any other organizations interested to 
work with industrial workers. 
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ANNEXURE 

The Central Board for Workers' Education has produced the following literature and 
visual aids (tinder various ILO-UNFPA Projects): 

1. 	 Manual for Labour Educators 

2. 	 Pictorial Booklet 

3. 	 Filmstrip 

4. 	 Posters 

5. 	 Folders 

6. 	 Stickers 

7. 	 Hand Book On Population
 
Education for Workers:
 

Level I 

8. 	 -do- Level 1I 

9. 	 -do- Level III 

10. 	Story Book 

11. 	 Pictorial Booklet 

12. 	 Filmstrip 

- RoleofTrac eUnionsinFamily Welfare. 

- We Two Our Two. 

- Trade Union Goals and Family Welfare. 

- (i) Bargain for two 

(ii) Enough 

-	 (i) How can Trade Unions partici­
pate in Family Welfare? 

(ii) Some Population Questions.
 
- (i) Spacing leads to Family
 

Welfare. 

(ii) Strive for Small Family. 

- For Education Officers and Worker
 
Educators.
 

- For Teacher Instructors and Middle 
Level Trade Union Leaders. 

- For Local Trade Union 
Representatives and Active Workers. 

- Stories on Workers' Family Life 
- A set of Eight Stories. 

- Children are like Plants. 

- Stake of Trade Unions in Workers' 
Family Welfare. 
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13. 	 Flannel Graph Add Joy, Spread Joy. 

14. 	 Stickers (i) Third Child not a Bonus. 

(ii) 	 Children by accident endanger 
safety at work. 

(iii) 	 Elect a small family - Select 
your future happily. 

15. 	 Pictorial Booklet - Why Family Planning 

16. 	Filmstrips - (i) Family Planning 

(ii) 	 We Two Our Two. 

17. 	Flash Cards - Family Planning 

18. 	 h:ctorial Chart - Population of India 

19. 	 Handbook on Population Education for Workers Level - II. 

20. 	Handbook on Population Education for Workers Level-Ill. 

21. 	 Workers Family Life - A set of Eight Stories. 

22. 	 Pictorial Booklet - Children are Like Plants. 

23. 	 Our Population 

24. 	 Population Profile 

25. 	Family Welfare & Home Budget 

26. 	 Family Welfare and Rural Workers Organizations. 

27. 	Family Welfare - Teaching Learning Exercises. 

28. 	 Rural Co-operatives and Family Welfare. 

29. 	 Responsible Parenthood. 

30. 	Community Health and Hygiene. 
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31. Health, Nutrition and Family Welfare. 

32. Family Welfare & Nutrition Education. 

33. Family Welfare and Quality of Life. 

34. (Folders giving talking points). 

(i) Our Population 

(ii) Marriage and First Baby 

(iii) Responsible Parenthood 

(iv) Protect Your Baby 

(v) Methods Limiting Family Size 

(vi) Some Doubts, Fears, Questions about Family Welfare 

(vii) Home Budget for Family Welfare 

(viii) Health and Nutrition 

(ix) Hygiene, Cleanliness and Family 

(x) What is not Family Welfare? 

(xi) My Union My Family 

(xii) Co-operatives and Family Welfare 

(xiii) Ecology and Family Welfare 

(xiv) Our National Policy on Family Welfare 

(xv) New Approach to Family Welfare 

(xvi) National Family Welfare Programme. 
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35. 	Prototype A.V. Aids 

A. 	 Posters
 

The following Posters have been developed:
 

(i) 	 Our Rainbow Family 

(ii) 	 My Daughter My Son 

(iii) 	 Ishta Putra 

(iv) 	 Gone with the Wind. 

B. 	 Slides 

About 102 slides on the following topics have been produced by the Board: 

(i) Children are like Plants 	 22 Frames 

23 i(ii) 	 We Two Our Two 

(iii) 	 Bargain for Two 1Frame 

1(iv) 	 Enough 

(v) Add Joy Spread Joy 	 1 

(vi) 	 Elect a Small Family Select Your 
Future Happily I 

(v) Third Child not a Bonus 	 1 

(vi) 	 Children by Accident Endanger Safety
 
and Work 1
 

(vii) 	 State of Trade Unions in Workers 
Family Welfare 24 Frames 

(viii) 	 Trade Union Goals and Family Welfare 27 

102 
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C. 	 The work regarding production of following prototype A.V. Aids is in 

progress: (position as on 31.3.88) 

(i) 	 Flip Book
 

Rural Workers and Family Welfare
 

(ii) 	 Flip Charts 

(a) 	 A Day in the Life of a Rural Woman 

(b) 	 The Role of Rural Workers Organizations in Family Welfare 

(c) 	 Some Questions about Family Welfare 

The above mentioned material will be translated into Hindi and other regional 
tanguages. 
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ROLE OF INCENTIVES AND DISINCENTIVES IN PROMO-

TION OF FAMILY PLANNING IN CORPORATE SECTOR
 

P.S. BHATIA * 

I. INTRODUCTION 

Provision of incentives has been one of the important strategies ofIndian Family 
Planning Programme. They started in the form of compensation for the time (and 
thus wages) lost of the acceptor who has to undergo some rest (at least refrain from 
heavy physical activity) after accepting sterilization operation. Thus it started as a 
small amount which attempted to c 'rpensate for the lost wages, but over the time 
it took the form of incentives when it became some multiple of the lost wages.
Despite several studies, the role of this strategy in the family planning programme 
is still not precisely known. It is, therefore, of great interest to analyse the evidence 
on this strategy in accelerating family planning programme acceptance. It is ,f 
particular relevance to study its role in the corporate sector because of the fact that 
(i)several companies have been giving higher amount of incentives to their workers 
for accepting sterilization services, and (ii) several more companies can adopt this 
strategy without any problem. This paper, therefore, makes an attempt to discuss 
the role of incentives and disincentives in the context of family planning pro­
gramme, covering their various aspects. They will particularly be considered in the 
context of corporate sector so that inf-rmed decisions could be taken in respect of 
this programme strategy. 

H. CONCEPT OF INCEN'ITVES AND DISINCENTIVES 

"
An "Incentive may be defined as a tangible or intangible benefit in cash, kind 
or both, offered to an individual couple or to a section of population in order to 
stimulate them toaccept certain method of family planning to limit their family size. 
"Disincentives" may be defined as tangible or intangible sanctions applicable, toan 
individual couple depriving them from certain benefits for having family size larger 
than some specified number, or to a section of population for not achieving family 
planning acceptance upto certain level. 

III. INCENTIVES IN INDIAN INDUSTRIES 

In order to assess the role of incentives in promoting family phnning pro­
gramme in industries it isessential to know the various types of incentives in vogue 
in this sector. 

Formerly Asstt. Prof., National Instt. of Health &Family Welfare, New Delhi. 

" Cited in, Balasubramanlan IC1988. A Study of lncentives and Disincentives in Family Planning 
Programme with Special Reference to Indian Programme. 

69 



Tata industries were the first to introduce an incentive package to motivate their 
workers for accepting sterilization. The scheme was first tried by TISCO, a Tata 
Industry, in Jamshedpur in 1964. For every worker opting for sterilization, an
incentive of Rs. 100/- was given. In 1967, the incentive amount was increased to Rs. 
200/- and this benefit was simultaneously implemented in all the Tata Industries. 
(Khan and Prasad, 1977:1-2). 

No precise information is available rzgarding the number of industries offering
incentives to their employees for accepting family planning methods. An attempt 
was made toassess the situation in 1982 when the International Labour Organisation
circulated a questionnaire to a number of irdustries in India for getting information 
on the availability of family planning facilities for their employees. Till 1982, 134 
industries had provided information (Khan 1982). 

Out of 134 industries, which provided information, 100 were offering cash
incentives and the rest 34 did not have any incentive schemc. The amount of cash 
incentive to an acceptor generally varied from Rs. 50/- to Rs. 500/-. A few industries 
were offering still larger amount of cash payment to aceptors. For example, Steel 
Authority of India Ltd., a public sector undertaking was offering Rs. 2,000/- to a 
tubectomy acceptor and Rs. 1000/- to a vasectomy acceptor. Similarly, Larsen and 
Toubro a private sector undertaking wasofferingRs. 1,000/- forboth vasectomy and 
tubectomy acceptor (Khan, 1982), Godrej Enterprises were providing graded incen­
tives according to the number -)f children that the sterilization acceptor had. The 
acceptor with two living childrer. received Rs. 100/- those with three living children 
Rs. 75/- those with four living chiidren Rs. 45/- and those with five living children 
Rs. 25/-. 

Of 134 industries, 95 had provisions of granting paid leave varying from two 
days to eleven or more days to their workers who underwent sterilization opera­
tions. In case of vasectomy, a number of industrial units were giving average of 10 
days paid leave as an incentive. It is importa,,t to note that in a few units, two or three 
days paid leave was given to the worker when his/her spouse accepted sterilization. 

None of the industrial units was providing any incentive to the IUD acceptors. 

IV. IMPACT OF INCENTIVES ON ACCEPTANCE OF FAMILY PLANNING 
The main purpose of offering incentives is to enhance acceptance of family

planning. It is therefore, important to study the role of incentives in this regard. A 
study was conducted in 1969 to assess effectiveness of incentive programme in Tata 
Industries. It compared adoptior. rates ofsterilization of two sets of samples; (i)3,988
married workers from Tata Industries which offered Rs. 200/- as incentive money
and (ii) 3,872 married workers from five non-Tata Industries of similar size and 
located nearby where no incentive money or an incentive of less than Rs. 25/-was 
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offered. The study showed that incentive was significantly associated with high 
rates of adoption of sterilization. However, zonewise analysis of the same data 
showed ambiguous results. Khan &Prasad (1980)* made an attempt to evaluate the 
Tata incentive programme by applying more sophisticated analysis to clear up
ambiguities of earlier study. The impact of incentive was evaluated by (i)comparing 
the sterilization rates of Tata and non-Taa industries at two points time 1969 (i.e.
about 2 years after the commencement of the Tata incentive scheme when not many
industries were giving incentives) and 1976 (i.e. current sterilization rate when a 
majority of the industries started giving a varying amount of incentives). The study
brought out that in East and West zones, upto 1969 Tata industries had a signifi­
cantly higher cumulative sterilization rates i.e. 17.9 and 24.6 respectively in compari­
son to theNon-Tata Industries of 11.8 and 18.5 respectively. The margin of difference 
(1976 vs. 1969) in sterilization rates in the two types of industries had reduced 
considerably. It was thus at this stage concluded that the difference in sterilization 
rate in the two types of industries was mainly because of incentivesand motivati'onal 
work. However, multivariate analysis of data indicated that role of incentives in 
promoting sterilization among the industrial worker was only marginal, more 
important factor in predicting acceptance of sterilization was the level of motiva­
tional facilities in the industries. 

Some reflection on th, -role of incentives in promoting family planning amongst 
the industries is available from a mini-survey conducted by the ILO Labour and 
Population Team in India in 1982 (*). "Most (91%) of ilke employers and managers 
of the ut iits where one or other incentive scheme was in operation, felt that the 
scheme had helped in promoting small family size norm among the workers and 
many of them had adopted sterilization/family plknning." About 6 percent felt that 
incentives had no role in promoting family planning while 3 per cent were not sure 
of its impact. 

Bhatia, Gaba and Talwar (1984) **based on their review of various studies on 
incentives which included those pertaining to incentives applicable to acceptors
frorm general public and some studies of industral uraits have observed: "though 
one may be inclined to conclude from the studies done so far that incentives for 
acceptors contribute somewhat in enhancing the adoption of family planning
method but it is not possible to quantify such contribution based on the available 
information." 

Khan M.E. and Prasad CV.S. 1980. Fertility Control in India, New Delhi, Manohar Publications. 

(*)International Labour Organization, Inter-country seminar on Incentives for family planning/family 
welfare in industrial sector, Puncak (Indonesia) 5-9 October, 1982. 

o*Bhatia P.S.; Gaba K.L. and Talwar P.P. Role of Incentives in the context of In,.ian Family Welfare 
Programme - a critical Review. National lnstt. of Health & Family Welfare, New Delhi. 
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Findings of various studies sometimes give contradictory picture. But overall 
they lead to the conclusion that ircentives tend to give a tilt towards acceptance ol
services to those who are in the final stages of decision-making about accepting
services. Therefore incentives may be useful for the corporate sector employers but 
the choice of incentives has to be carefully made because it is easy to introduce the
scheme but most difficult to withdraw it. Such sclemes should be properly
weighted to make them optimally effective. Some of the considerations in the choice 
of a scheme are • 

- its sustainability in view of the cost 

- its usefulness for the section of workers who need tc be brought into the 
programme 

- its administration in the industry 

- its degree of impact - both to bring nuimber of acceptors and demographic 
quality of acceptors 

- iis reaction among workers and trade unions 

- its ethical issues 

- its benefits to the managerment 

This paper will consider some of these aspects to highlight that implementation
of any incentive scheme is a serious matter and needs to be seriously considered and 
not taken casually as is done most of the time in the industrial sector. 

4.1 Impact of Incentives on the Demographic Quality of Acceptors 

There is a belief in certain quarters that although incentives increase the rate of
adoption, the demographic quality of such acceptors may be relatively low i.e. 
acceptors may belong to higher age groups with lower fertility and sometimes even
ineligible cases may be included among acceptors particularly when higher incen­
tives are provided to acceptors and/or when incentives are also provided to service
providers and officials in the programme. Though it may be difficult to control 
quality of acceptors in a programme for general public (it is difficult to verify the 
demographic characteristics of acceptors particularly their number of children) but
in industrial units, the quality of acceptors can be controlled because family details 
are available. One does not know the demographic quality of acceptors who accept
family planning in the industries except in the study of Tata employees where Khan 
and Prasad (1980) found that Tata industries where higher incentives were 
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provided were able to motivate workers to adopt sterilization at a relatively lower 
age and at lower parity than those of nowi-Tata industries particularly in East Zone 
where no incentives were provided. It is advised that the corporate sector should 
make full use of its inherent advantage. It can introduce a scheme wherein those 
whose demographic quality is better would receive higher incentives. The incen­
tives may be linked with age and/or number of children; if possible age of the 
youngest child may also be weaved into the scheme to exclude those who are less 
fertile or infertile. No motivational efforts and incentives are needed for such 
couples (less fertile or infertile) as their acceptance of any method is not likely to 
make desired demographic impact. 

4.2 How much an Incentive can be Costiy? 

While introducing any incentive scheme it is very essential that cost per birth 
averted for various categories of prospective beneficiaries is worked out as it is not 
cost-effective if an incentive is going to prove too costly. Some consideration should 
also be given to who is actually going to be the beneficiary. If most of the 
beneficiaries are those who should not be given incentives (because they would 
have accepted family planning anyway), then the scheme needs reconsideration. 
One example of this type of incentive is an incentive of personal pay not to be 
absorbed in future increment introduced for Central Government employees in late 
seventy nine (and later on introduced by some State Governments and Public 
undertakings). 

Bhatia (1987) made a detailed analysis of cost per birth averted for different 
categories of acceptors from Central Government employees under this scheme. 
According to him, the cost per birth averted for a male employee whose annual 
incentive is Rs. 50/- varied from Rs. 4912/- (fo-, an acceptor at the age 30 years) to 
Rs. 1,12,200/- (for an acceptor at age 49-50) if incentive money till retirement is taken 
into account. The corresponding cost per birth averted for Class II,Class IIland 
Class IV employee whose annual increment is Rs. 30,15, and 5 respectively varied 
from Rs. 4,357/- to Rs. 99,500/-, Rs. 2136/- to Rs. 48,780/- and Rs. 854/- to Rs. 
19,520!- respectively. The cost per birth averted for corresponding categories of 
acceptors if pension benefits during retirement period is also taken into account 
varies from Rs. 5,668/- to Rs. 1,75,000/-, Rs, 4860/- to Rs. 1,41,500/- and Rs, 2,388/ 
- to Rs. 69,780/- and Rs. 938/- to Rs. 26,520/-. The cost per birth averted in case of 
female acceptors was comparatively higher than the corresponding categories of 
male employee. The cost per birth averted according to revised pay scale will be 
much higher for each category of acceptor. This showed the higher the age of 
acceptor more is going to be the cost per birth averted and therefore it is not 
advisable to give any incentive to an acceptor belonging to higher age group. 

Another factor which is important in the case of this scheme is the type of 
beneficiaries. This large amount of incentive money is being paid to the government 

73 



employees who are much better off than general public and this large amount tothem cannot be justified on ethical ground. Moreover, this 	group has all thecharacteristics which will make them to accept family planning even without thishuge amount of incentive and therefore this incentive cannot be justified to them.The corporate seetor has all the data to control such incongruities and therefore they
should keep such factors in mind. 

4.3 	 Benefits to the Management 

There are 	two types of benefits that can accrue to management throughinvestment in family planning, one is tangible money benefit, the other one isnon-tangible benefit in terms of improvement in worker-management relation 
ship. 

4.3.1 Tangible Monetary Benefit 
The industrial units including mines and tea plantations could be broadlydivided into the categories, whose employees are not covered under Employees

State Insurance Corporation (ESIC) Act and thus they are under statutoryobligations to provide maternity benefits (12 weeks wages) to their femaleemployees and medical facilities to their employees and their family members.Some are also under statutory obligations to provide other facilities such ascreches, nutritional food and educational facilities to their employee's children.These type of industrial units will have monetary savings if family planning isacceptcU' by their employees. In such cases they can easily justify high amounts 
of incentive money to their employees. The amount of savings will howeverdepend on the amount of wages of the beneficiary, her age, the number ofchildr.n that she has, and above all the age of youngest child as the number ofdeliveries (birth) that she will be saving (by accepting sterilization) will dependon her these demographic characteristics. There is every justification that suchindustries should introduce incentive scheme and strong family planning 
programme. 

The other category of units, which are covered under ESIC, are not likely tohave much monetary benefit of this type (maternity leave benefits and medicalfacilities being provided by ESIC) but will still have to make payments forcreches, nutritional and educational facilities, etc. Their work will also suffer ifthe worker goes on maternity leave as new worker may not have adequatebackground to carry out wo-k satisfactorily. Even problems of' large family sizewill affect output of the employees. Therefore family planning programme and
incentives for this group of industries are also useful. 

4.3.2 Long Term Benefits 
There is a general feeling that workers with smal! families have less socioeconomic problems and hence have less worries and less absenteeism. Such 
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workers are likely to lead to better worker-management relationship and hence 
more production. An opinion survey conducted by ILO Labour and Population
Team in India * and analysed by Khan has stated in respect of whether incentive 
schemes improve - 7ork performance in the following words: " Many of the 
employers/managers believed that the schemes had helped in improving work 
performance in many respects. For example, employers/managers of 26 units 
(25%) felt that absenteeism of worker had reduced. Similarly about 16% felt that 
accidents had reduced and 11% believed that the scheme had contributed in 
increasing the productivity of the company". 

Even this opinion survey suggests that management feels small family of 
worker is good for their work output. Therefore management should think of 
family planning programme and give all reasonable incentives to motivate their 
workers to accept the services. 

V. INCENTIVES SUGGESTED FROM TIME TO TIME 

Many individuals and working groups have suggested various types of incen­
tives from time to time particularly for the acceptors of terminal methods after 
hai ing specifiecd number of chiidren. These schemes include, enhancement of cash 
incentive money, monthly remittance of Rs. 50/- for five years particularly to cover 
the basic nutritional need of the child, various types of certificates or bonds 
including security bond for couples who opt for sterilization alter one or two 
daughters, Rs, 10,000/- bond in the name of woman, insurance policies, lottery
scheme, free education for first two children, preference for seats in educational 
institutes, priority in allotment of Government accommodation, telephone and 
electricity connection, preference in granting bank loans for purchase of agricultural
equipment and for establishment of small scale industries in rural areas for couples
who limit their fanily size to a certain number of children. 

Tile Working Group set up by Family Planning Foundation (**) had suggested 
a number of incentives that could be formulated by each ministry. These incentives 
according to the Group would fit into the socio-economic development pattern
and in particular, the basic minimum needs of people. These will also 
promote the adoption of small family norm. Their recommendations are listed 
below : 

i. 	 For regular employees, who undergo sterilization after two children, alterna­
tive type of monetary incentives have been suggested in lieu of lumpsum pay­
ment. These are: advance increnent in salary, ten percent increase in pension, 

4, lbid 

" Family Planning Foundation, 1982. Incentives and Disincentives to promote Family Planning, 
New Delhi: Family Planning Foundation. 
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educational allowance for two children, prolonged maternity leave with pay 
for the mother. 

ii. Deferred incentive schemes have been suggested as suitable for regular em­
ployees of Public Sector, organized industries, plantations, mince, to-opera­
tive societies and educational institutions. 

iii. Bonus to female employecs who do net utilize their matem f ieave for a 
certain number of years is considered another effective sche 
first birth or space the second. 

.e to delay the 

Inter Country Seminar *on Incentives for Family Planning Welfare in Industrial 
Sector has given the following ideas for incentive schemes: 

i. 	 Preference for employment may be given to children of employees who have 
accepted small family norm. 

ii. 	 Facilities for higher education, and training for acceptors; Scholarships for 
children of acceptors of effective methods or continuing use of family plan­
ning methods. 

iii. 	 Increment in pay, special allowances for acceptors of permanent methods of 
contraception; 

iv. 	 Life Insurance for acceptors of family planning at the cost of the employer. 

v. 	 Extensions of the age of retirement or optional early retirement with full 
benefits for acceptors and/or motivators. 

From the above suggestions it is obvious that there is no dearth of proposals on 
new incentives, rather suggestions for incentives are given very freely. They should 
be used and implemented ii' "heindustry as far as practicable. Before this happens, 
however, they should be considered on various criteria listed earlier. 

VI. 	DISINCENTIVES 

The study on Incentives and Disincentives to promote family planning con­
ducted by Family Planning Foundation (**) had suggested the following disincen­
tives (not specifically for industrial workers ) which were considered more personal 
to the parents and affect the child minimally. 

i. 	 Forregular employees, no maternity leave benefits for the third or subsequent 
child. 

Balasubramanian K. 1988. A study of Incentives and Disincentives in Family Planning Programme
with spedal reference to Indian Programme. 

7, Ibid 
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ii. 	 Low priority in admission of third and subsequent children in educational in­
stitutions. 

iii. 	 Graded increase in accouchment fee charged in maternity hospitals depend­
ing on family size (beyond two) and family income. 

It is obvious that (ii)above affect directly and maximally the child most and (i)
will also affect the child substantially and not minimally. Therefore implementation
of disincentives has to be conQered very carefully and with great caution. In
genral, introduction of any disincentives for the promotion of family planning
ace,,ptance among workers looks illogical and unjustified because : 

i. 	 When there is no disincentive for general public then what is the justification
of introduction of any for industrial workers? 

ii. 	 In a society like ours, where even simple social laws regardiag compulsory
primary education, registration of births and deaths and minimum age of 
marriage, cannot be effectively enforced, it is absolutely out of question even 
to think of introducing any disincentive for promoting family planning 
acceptance. 

iii. 	 Certain benefits are provided to the industrial workerseither through various 
welfare funds generated under certain Acts or through certain statutory laws. 
Depriving any worker of any such benefits would amount to violation of law 
and will lead to litigation. 

iv. 	 Even denial of any benefits to workers, now provided by company on its own 
(though not required under any statutory obligation) will adversely affect the 
management-workers relationship. 

v. One of the objectives of family planning programme is to improve the quality
of life; so denial of any benefit will, directly or indirectly, adversely affect the 
quality of life and the life of the chi), an, the future citizen of the country. 

VII. SUMMARY AND RECOMMENDATIONS 

A number of industrial units are providing incentives to their employees w'.o 
accept sterilization, and are thus contributing in the national endeavoar of premot­
ing small family norng. However, no industry is providing any incentive for IUD 
•'cceptors or for acceptors of other methods. Thus the spacing !nethods seem to be 
not receiving due importance. 

Regarding role of incentives in increasing family planning acceptance amongst
industrial workers, one may be inclined to agree that the incentives do help in
promoting acceptance but it is very difficult to quantify their impact as not many 
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studies have been conducted in our country to measure such impact. Similarly, it is 
rather more difficult to measure the impact of incentive schemes on improving work 
performance in terms of reduction in absenteeism, accidents and hence improve­
ment in productivity as no scientific studies have been conducted covering these 
areas. Industries can provide good laboratories to conduct such studies, particularly
in those units where higher incentives have been provided and also have been in 
vogue for quite a long time so 'hat some concrete and meaningful conclusions can 
be drawn. 

It is very easy to introduce any incentive but it is most difficult to withdraw it. 
It is therefore, imperative that while introducing any incentive scheme, its various 
implications such as, cost involved and cost per birth likely to be saved, its impact 
on increasing acceptance and on the demographic quality of acceptors, and accep­
tance of other methods, its implementation and its after effects, reaction of trade 
union leaders and workers, etc. should be thoroughly examined. Such considera­
tions should not be viewed as suggesting that incentives should not be given. Tf-2ir 
utility and the utility of family planning programme in the corporate sector have 
been accepted nd this should form regular responsil.)ility of the management. Only
point to be noted is that sone caution should 1x taken to stact an incentive scheme 
so that i,could lead to maximum benefit to the programme. 

Various types of incentive schemes have been suggested from time to time. 
They, after proper mcdification, in view of some of the considerations suggested 
here, may be implemcnted. 

Introduction of any kind of disincentive for promoting family planning accep­
tance amongst industrial workers is not favoured at all because of various reasons. 
These include non-existence of any disincentive applicable to couples in general
public, the unethical aspects, particularly, its harmful effects on children, likelihood 
of violation of labour laws and unfavourable reaction of workers and trade unions. 
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THE ROLE OF WOMEN'S ORGANISATIONS IN THE 

FAMILY WELFARE PROGRAMME 

Smt. AVABAI B.WADIA* 

The Problem 

The 1981 Census revealed that India's population had doubled since independ­
ence and the result of the 1991 Census will provide another shock. At the current 
growth rate of 2.1 percent per annum, population will double in 32 years. Therefore,
if we are to achieve our major goals of poverty alleviation, social and economic 
justice and sustainable development, the present growth rate must bebrought down 
as quickly as possible to a manageable level. Even with such strenuous 
efforts, however, India's population is likely to exceed one billion in another 
10 to 15 years. 

The adverse results of a rapidly increasing population are already being
experienced by all strata of society, whether they are visible and obvious to them or 
not,by whittling down the gains made from developmental measures and retarding
the spread of even minimum basic services to reach -ver-larger numbers of the 
people, both rural and urban. The whole planning process to promote abetter quality of life for all, becomes seriously defective for it is like building on 
shifting sands unless the base, which is the population, is .-it a fairly steady 
level. 

The Family Planning Programme 

Starting from the First 5-Year Plan, a programme of family planning has been 
spread throughout the country, primarily for health and welfare, but it also serves 
as a major means by which smaller-sized families can be planned on an individual 
level, and effect a reduction in population growth on the macro level. 

The programme, which started with a purely clinical approach, has undergone
several phases. It was broadened by the extension approach and the dissemination 
of information, education and motivation on a widespread scale, as also by a 
diversification of services, both clinical and non-clinical. Currently, a third and the 
most crucial phase is being promoted whereby not only does it strive to bring
elucation and services to the "doorsteps" of the people, but also seeks to involve the 
people themselves as active participants, both as promoters and users of family 
planning. 

President, Family Planning Association of India 
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Implicit in this is the realisation that family planning is a people's mov ement. 
Government has a vital role in providing the necessary facilities such as information 
and services but ultimately, it is only the action taken by the millions of couples 
which can make family planning a success. 

Studies have shown that a large majorityof people are now aware of the idea and 
means of family planning, but the gap between awareness and practice is still too 
wide, and needs to be narrowed down as quickly as possible. Family planning is not 
an isolated programme, but closely allied to a whole cluster of measures such as 
those for promoting health, literacy and education, building up public opinion and 
legal backing for social change in old and outmoded customs, providing economic 
opportunities, and, most important, raising the status of women, so that they can 
make decisions regarding theirown reproductive health. It has taken many years for 
policy makers and planners to recognise the synergy that exists in all these measures 
of human and social development and the need to promote them through interlock­
ing and integrated programmes. 

Other Asian Countries 

It is a sad commentary that even after 40 years of work, the progress in reducing 
population growth has been slow in India even though 80 million births have been 
averted. Other Asian countries which started the same process long after India had 
shownt the way, have achieved greater success in reducing their rate of growth. For 
example, the "couple protection rate" of those who have adopted family planning 
is about 39 per cent of eligible couples in India whereas it is about 57 per cent in Sri 
Lanka; 70 per cent in China; 70 per cent in South Korea; 42 per cent in Malaysia; 45 
per cent in Indonesia; and 70 percent in Thailand. In all these countries, the maternal 
and infant mortality rates are comparatively low while literacy and educational 
rates are high. India lags behind in these indices as well. It should be noted that the 
correlation amongst these three aspects of maternal mortality, child survival, and 
high literacy especially among women significantly influences the reduction in 
population growth. 

Younger Couples 

In India so far, 55 per cent of the couples protected by family planning have been 
in the age group 35 to 44, and only 16 ,per cent are below the age of 30. These are the 
ones who produce more children. Therefore, the need to bring in younger couples 
who would space their children, and then limit the family, is imperative for the 
programme to succeed, and the facilities and methods for spacing should be brought 
to their attention in an effective way. A serious obstacle lies in the fact that old social 
customs which are outmoded and retard the quality of life still prevail among large 
numbers of the population. Among these it has been shown that the practice of early 
marriage and teenage pregnancies is highly detrimental to the physical, mental and 
emotional maturity of girls. 
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The WHO formula for hazardous pregnancies emphasises that high risk preg­
nancies are those which occur too soon (under the age 19), too late iafter age 35), too 
close (wi th an interval of two years or less) and too frequently (more than 3 children).
'if these high risk pregnancies can be avoided, child mortahty would be halved and 
maternal mortality would go down substantially. 

In India, the regional variations are striking, with Kerala, Tamil Nadu and other 
Southern States giving a much better showing than the four large Northern States 
of Uttar Pradesh, Bihar, Rajasthan and Madhya Pradesh. But on an all-India basis, 
the figures show that 6.6 per cent of girls are already married between 10 to 14 years;
43.5 per cent between 15 to 18 years and 88.4 per cent between 20 to 24 years. Early 
marriages therefore account for more than 50 per cent of all women. Maternal 
mortality is very high - between 400-500 per 100,000, mostly occurring in young 
mothers upto age 24. In Sri Lanka it is 98 and inThailand 80. Infant mortality on an 
all-India basis is 97 per 1000 live births; (in Kerala it is 31 and in UP it is 115-178, 
';howing how women's literacy and health facilities can makea vast difference). The 
number of children per woman is about 4.2 in India whereas in Sri Lanka it is 3.6, in 
China it is 2.5, in Europe and USA it is 1.9. 

Family planning is a measure whcre both men and women have a responsibil­
ity, but women have a primary interest in it as a protective measure. Women have 
at least three roles: the domestic and household role, the role as wives and mothers 
and their role as individuals and citizens, with all the rights that this implies. In 
particular, their reproductive role should be in harmonious relation to their other 
roles, and not turn into a kind of shackle, preventing their participation in the wider 
life of the community and nation. Family planning is an essential measure which can 
increase their health and well-being and open up opportunities for activities outside 
the home. 

Voluntary Organisations 

In addition to the vast government network of health and family planning 
services, the mobilisation of non-governmental organisations and groups is abso­
lutely vital to the success of the programme. 

It was a women's organisation which first pioneered the promotion of birth 
control (as it was then called) as a measure to improve the health of the mother and 
the care of the child. The All India Women's Conference took the lead in 1976 and 
helped to popularise the idea, est iblishing some service centres also. Some other 
smaller organisations also did so. 3ut these were sporadic activities which came to 
a halt when World War II broke ott. 

After Independence, the newly established Family Planning Association of 
India consisting ofboth men and women, started the work on an organised basis and 
was also instrumental in approaching and persuading Government to take it up as 
an official measure. Thus, from the first Five Year Plan, family planning was 
included in the Health Chapter. Thereafter, Gevernment encouraged voluntary 
organisations to undertake this work, with the help of government grants. 
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Unfortunately, many organisations, especially women's organisations, were not 
able to make much headway, primarily due to lack of funds since government grants 
were given under stringent conditions and were released in a very dilatory manner 
and also, the sheer difficulty of promoting this new concept and philosophy of the 
planned family. Nevertheless, there are a number of NGOs who have persevered 
and are carrying on family planning activities; but generally they are not made up 
exclusively of women, butconsist of men and women volunteers, usually with some 
professional staff. 

It must be emphasised that such wider spectrum of non-governmental 
organisations must be involved in different aspects of the programme - not only
welfare, social, medical or health organisations,but also all Chambers ofCommerce, 
Trade Unions, public service bodies like Rotary, Lions, etc. and all women's 
organisations. In particular, a revivial of active programmes by women's associa­
tions is very necessary for maternal and child health, family planning, primary
health care and women's develbpment are inextricably linked together.Although 
there are thousands of women's organisations, some with all-India character and 
some others, which are mostly local, have not given family planning the attention 
it deserves. There are several reasons for this, but in general, they have not received 
the impetus to undertake this difficult aspect of promoting welfare by way of the 
necessary personalised guidance and facilities. If this could be done by persons who 
can empathise with them, that is, those who are from the NGO sector itself, much 
bettcr responses would be forthcoming. 

Key Role of Women 

Realising the key role of women in family planning acceptance, the Family 
Planning Association of India, which has been promoting a multi-faceted pro­
gramme with various innovative projects, has paid special attention to women's 
development. It has set up Mahila Mandals in rural areas, and Parivar Pragati
Mandals where its urban branch's function. This step has served to create 1,058 
Mahila Mandals with 28,064 nral women volunteers, and 61 Parivar Pragati 
Mandals with another 3,665 women voluiteers. The aim has been to arouse the 
interest of women in development and the exercise of their rights and responsibili­
ties for general community welfare, for literacy and education, for skills-training for 
income generation, the education of their children, and especially for the health care 
of mothers and children, including family planning. 

The results have been quite remarkable in many cases. For by stimulating and 
helping women to organise themselves, they have emerged out of their isolation and 
resignation to oppressive customs, and discovered their identity as individuals and 
activists. 

The Mahila Mandals carry out varied programmes including the distribution of 
contraceptives like condoms, Neo-Sampoon tablets and oral pills (with medical 
backup) through 218 contraceptive depots, which have been set upby them. Of those 
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members of the Mandals who are in the reproductive age group, 57.8 per cent are 
currently practising family planning. 

The active involvement of Mahila Mandals in health activities has enabled an 
intensive promotion of the immunisation programme to be carried out in many 
areas. For example, in five village of Bhiwandi Block in Maharashtra State, the 
Mahila Mandals were able to immunise a!l children below 6 years of age. Likewise, 
in 18 villages of Agastheeswaram Block in Tamil Nadu, 69% of children below 6 
years have been immunised through their efforts. 

Nine members of the Kojeswari Mahila Mandal in Gorhe Gram Panchayat in 
Wada Block have been elected to the Panchayat to become the first all-women 
Panchayat in Maharashtra, even though one member is illiterate. All of them are 
promoting family welfare along with measures such as arranging water supply in 
the village, encouraging small savings, and the immunisation of children. 

Many of the Mahila Mandals have set up Balwadis, started income-generating
activities and through shramdan (voluntary labour) contributed to improvements
in village sanitation, cleanliness, afforestation, fruit-tree plantation and making
kitchen gardens. The need for preserving the environment, as also promoting the 
small family norm, have been linked and have become meaningful for family and 
community betterment. Having observed the sustained efforts being made by the 
Mahila Mandals, the rural youth too have started supporting them in these endeav­
ours. Thus, the FPAI has helped to mobilise rural women in bringing about a 
qualitative change in the welfare of their families and communities in an integrated 
way, where several aspects like health, education and economic measures are 
promoted as a package and not in isolated compartments. 

There are several other NGOs also who are carrying out similar programmes. 
Each of these non-governmental organisations have worked out their own method­
ologies for involving the people in developmental and environmental programmes 
and the scope for such activities at grassroots level is enormous. 

A Bridge between Government and the People 

Special care has been taken to establish a rapport between the workers of the 
FPAI and the government functionaries at the riral base and they cooperate and 
help each other. In many instances, government assistance which was unutilised, 
has been brought to the villagers through the FPAI workers. This has been a valuable 
exercise in bridging the gap between the people and the government. 

The results are a clear pointer to the way in which family planning can become 
a widely accepted practice as a meaningful element in measures for better living.
With active encouragement, support and funding from Government, non-govern­
mental efforts can be widely mobilised all over the country for achieving the goals
for family welfare. 
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NGOs, WOMEN MANAGERS AND FAMILY WELFARE 

Dr. N. HAMSA* 

Introduction 

Family planning as an instrument of population control was initiated on a mass 
scale in India at the beginning of the sixties. At the time, the country woke up to the 
realisation that the population, which had been more or less steady since the 
beginning of the century, was rising at a cumulatively fast rate. This extraordinary
growth in population was a direct conrequence of the interplay between the birth 
rate and the increase in life expectancy at birth due to qualitative improvement in 
public health measures. Among the western countries the decline in mortality had 
been accompanied by a simultaneous decline in the birth rate as part of a general
social transformation in the wake of industrial and economic progress. However,
India was a long way off the stage of economic and social development where a 
substantial dec!n: in the birth rate could be expected to occur on its own. 

The family planning programme launched by the Government of India in 1951 
was designed to achieve a substantial reduction in the country's rate of population
growth. As a programme, it was the largest anywhere in the world. It also sought to 
achieve the most lofty target. 

The success of the family planning programme was likely to be contingent on 
three things: (a) that the programme should be consonant with the peoples needs,
values and aspirations about family life and need for children, (b) that the pro­
gramme should allow participation of the people in i's implementation and (c) that 
the programme implementation should be based on sound maragement principles
to ensure that the goals were achieved with the lowest investment in terms of time 
and financial and human resources. 

In practice, however, as far as people's participation in the planning and 
execution of the programme was concerned, it was conspicuous by its absence. It 
was essentially a programme of the Government of India. The reasons for this are 
two fold. First, family planning work could not really draw any benefit from the 
voluntary agencies as the whole concept of a small family based on individualism 
and consumerism was alien to the concept of family and solidarity of the family net 
work. Therefore, voluntary organisations devoted exclusively to family planning, 
no matter how sincere and great the devotion of the workers, could hardly succeed 
in propagating family planning. Second, the procedures of administering grants to 
voluntary agencies were cumbersome and the method of evaluation of their work 
was faulty. Even in respect of marginal input the execution of the programme was 
seriously wanting. 

Sr. Assistant Secretary, Federation of Indian Chambers of Commerce & Industry, New Delhi. 
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Role of Voluniary Organisations 

The old emphasis on fertility control and population reduction has since been 
virtually abandoned in favour of an approach which places greater emphasis upon 
promotion of general well-being of the family. The official policy as announced in 
the Sixth Five-Year Plan emphasized that the family planning programme has to be 
an integral part of the development package. 

The recognition s-eeks also to inject elements of voluntarism and ptvoples' 
participation into the programme. Eventually with this reorientation, problems of 
an inherent elitist bias and lack of people's participation which characterised the 
family planning programme from the beginning were very largely taken care of. 
Increasingly, as the special measures adopted to enlarge the role and parfdcipation 
in the programme are put into practice, a large body of non governmental organi­
sations (NGOs) came forward to promote and popularise family welfare measures 
in different parts of the country. 

However, the ability of these NGOs to carry forward and strengthen the 
family planning programme in the years ahead is likely to be very largely dependent 
upon the extent to which these organisations a:re able to build managerial compe­
tence and skills. This is likely, over the long run, to depend on the skills and 
managerial competence these organisations already possess and or. their readiness 
to allow those responsible for implementing the programme and projects to acquire 
such skills and competence. 

Study Objectives 

It is against this scenario, that a study was conducted of the women managers 
engaged in family planning programme of the NGOs sector in Delhi by the author, 
for International Council on Management of Population Programmes (Comp), 
Malaysia. This paper is based on the study report. 

The basic objective of the study was to give a concrete shape to the shift in 
favour of involving the NGOs in family welfare work through an examination of the 
nature arid extent of managerial skills and competence available to them. The study 
was intended to contribute to the development of specific policy initiatives regard­
ing increasing the managerial skills and competence in the NGOs for effective 
implementation of the family welfare activities. Towards this end, the study 
proposed to (a) find out the extent to which women managers are associated with 
or involved in the execution of family welfare projects in the NGO sector, (b) 
evaluate the socio-economic and professional profiles of the women managers in 
order to get an idea of the managerial skills and competence leve!s already existing 
in the NGOs, (c) ascertain how available managerial skills and competence of 
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women managers can be improved through suitable training courses and pro­grammes in project management and implementation, and (d) ascertain and indi­cate the areas where such training courses and programmes might concentrate forbetter implementation of family welfare programmes by the NGOs. 

NGOs & Women Workers in Family Welfare 

According to available information, there are over 600 NGOs in Delhi. For thestudy, the selection of the NGOs was based on a purposive sampling design, and 30NGOs working in the field of family welfare were selected. However, as the studyproceeded, it was not possible to find NGOs exclusively engaged in promotion offamily planning. Therefore, it was decided in include NGOs engaged in women and
child welfare as well. In the process, four points clearly emerged: 

1) Barring a few cases, family planning and family welfare is not an exclusive 
area of any of the NGOs. Most of them are engaged in work in other areas even
if they are involved in fAmily welfare activity. 

2) Their activities are clustered in related areas which are of direct relevance tofamily welfare work. For instance, even if an NGO is not directly engaged infamily welfare work understood narrowly as family planning, it is very oftenfound to be engaged in programmes relating to welfare of women andchildren which indirectly relate to family welfare and carry the potential for
helping promotion of family welfare. 

3) Some NGOs are oriented to develop some degree of specialisation in a clusterofclosely related activities such as family welfare, women's development and
child welfare even if they are engaged in other areas. 

4) The NGOs Projects and Programmes cover diverse needs and requirements. 

Women's Involvement 

One of the criticisms often made in the context of developmental work inIndia is that women are not involved in any large measure. This is particularly apoint made in the context of promotion offamily welfare. It has often been suggestedthat if the family welfare programme has to be made a success, women willincreasingly have to be mobilized for work in this field. It seems from the study, thatwhile it may be true that the execution of developmental prugrammes in thegovernmental sector is very largely in the hands of men, this is not the case in theNGOs. More often than not the NGOs are dominated by women workers who areboth having the organisation as well as assuming the principal responsibility for
implementation of specific programmes. 

86 



In response to a query, whether it made any difference to a programme if it was 
managed by a woman most NGOs replied in the negative. Their contention was that 
on the contrary, women being incharge of the NGOs or running its programmes, 
were very often a positive factor in the success it achieved. It is pointed out that 
womc n carry a greater sense of responsibility, work harder and are extremely
sincere. These factors make for greater success in tile sphere of voluntary work. 
Accordingly most NGOs thought that involving women in voluntary work was of 
grea positive value. 

NGOs also pointed out that several temperamental characteristics of women 
were particularly suited for working in welfare project. Many NGO heads inter­
viewed observed that the kind of work their NGOs were doing came naturally to 
women because of the temperament and personality, and they were able to ap­
proa-h 'hetarget population with a sense of sympathy often lacking in men. On the 
whole, therefore, the involvement of women in voluntary work beingcarried r.-t by
the NGOs was not seen to handicap the effectiveness of the programme. 

Conclusion 

The study findings suggest that NGOs have great potential for undertaking
family welfare programmes with emphasis on family planning. As regards the 
existing NGOs programmes and projects in the 30 NGOs selected for the study, they 
are generally headed by women managers. However, the women managers have 
not undergone any formal training in the execu tion and management of projects and 
programmes. 

Most of them are doing the work on voluntary basis and even when they are 
working on regular basis the payment they are getting is nominal. This isa basic 
lacun.e in the NGOs. 

The findings also indicate that the NGOs do not at present have family welfare 
as their main activity. Their areas of activities generally cover women's education,
protection of women against harassment on account of dowry, legal education for 
women etc. However, most of the projects and prog-a3nmes undertaken by them are 
such the family welfare activity can be integrated with their ongoing 
programmes. 

The NGOs are mostly active only wh2n some issues come into focus, such as, 
dowry deaths, eve-teasing, etc. As regards income generating programmes, they
impart training to women from down-trodden sections of society in sewing and 
tailoring etc. so that they can make a living and augment family earnings. 
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Even though, the programmes the NGOs are currently undertaking are un­
doubtedly laudable in themselves, there is tremendous scope for improvement in 
the planning and execu'ion for them to become effective. There is need for better 
managerial inputs and stcng organisational and infrastructural base. Except for a 
couple of NGOs, most organisations lack trained personnel. The remuneration 
given to them is very low. 

The study has shown that the women heading the NGOs, are also incharge, of 
the programmes undertaken by them. These women come from the upper and 
upper middie class background with an inclination for humanitarian work. How­
ever, despite their zeal and commitment, they are rnot able to devote enough time to 
programmes due to other social commitments. To make the activities of the NGs 
impact oriented, it is necessar, that they should be encouraged to evolve a project 
management strategy. This requires action in three areas: 

a) 	 Project p!anning 

b) 	 Strategy for execution and 

c) 	 Re-organization for financial efficiency where necessary. 

Side by side with the heads of the NGOs for whom involvement i(Ithe work of 
the NGO is purely voluntary, there is need to employ project directors who can 
devote full time for every programme to be undertaken by the NGO. These project
directors should either have had formal training in social welfare, project manage­
ment or should be given an opportunity to undergo short term courses in project 
management. 

Since NGO projects are almost always action-oriented, achievement in the form 
of concrete results is very important. Necessary changes in strategy would be 
required from time to time. Apart from training, this requires an induct feeling and 
inclusion. Women managers are likely to be well suited for social welfare pro­
grammes. 

The study findings suggest four principal recomrmendations for ensuring
effective implementation of family welfare programme by the NGOs: 

a) 	 There should be integrated women's development and social welfare pro­
grammes with a family planning component. 

b) 	 There is need to formalise and bring structural changes in the management of 
the programmes. 
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c) 	 Special training programmes and courses should be evolved either by re­
puted management training institutes or by the goverr-ient recognised
institutions involved in women welfare and family planning activities. 

d) 	 There should be more paid project directors devoting full time for project
activities and the remuneration should be enough to attract the best 
talents. 
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IEC - THE VITAL INPUT IN CORPORATE SECTOR 

FAMILY WELFARE PROGRAMME 

Prof. N. N. PILLAI* 

Why IEC 

Experience has shown that IEC is an important input in the family welfareprogramme in developing countries. The objectives of IEC in the programme, be itof the government or organised sector, can be generalised as below: 

1. To build on the existing base of awareness about the family welfareprogramme; to generate increawing demand for family planning and healthservices through education and motivation; to promote the adoption of one
method or more as a means of reducing fertility. 

2. To integrate family planning communication into the larger context ofcommunity health to gain greater credibility and acceptance in the community. 

3. To obtain recognition and support for the health and family welfareprogramme from other government departments and agencies and private
enterprises. 

4. To win the approval of social leaders and other influentials for small familynorm and family planning methods besides their activecooperatic r,in child and 
mother care programmc_. 

The objectives of the IEC campaign in specific contexts depend on theaudiencesto whom the communication has to be addressed. The government programme haswithin purview people all over the country as its target - the rural and urbanpopulation, the rich and the poor, the literate and the illiterate. Besides thesebeneficiaries, the campaign to aim at another category ofaudience also. This consistsof administrators, trainers, doctors, media specialists and field workers, who are tobe motivated to work towards the achievement oi the goals, because, the success ofthe programme depends largely on the involvement and commitment of these

functionaries.
 

A major sub-sector of the national programme is the organised sector whichemploys about 20% of the 220 million labour force in the country. Besides contri­buting to the national effort to reduce the birth rate and improve the health statusof people, especially mothers and children, the organised sector has certain imme­
* IEC Consultant to Kerala Government & Principal, College of Communication and Management,
Bharatiya Vidya Bhavan, Delhi 
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diate interests in promoting family welfare among their employees. With reducedfertility rate, the productivity and efficiency level of the employees goes up consid­erably. Miny ind:striai houses and public sector undertakings have realised thisand have organised family planning and health care programmes for the benefit oftheir employees either of their own or in cooperation with the government agencies.Though the need of implementing the programme is appreciated by most industrialunits in the courty, it is stated that a large number of them are yet to introdu ce thescheme. Efforts have to be made to bring home to all the units of the organised sectorthe importance and urgency of bringing their employees under the protection of
regular family welfare services. 

The Importance and Urgency 

As stated above, the managements which have shown imagination and takenthe initiative to introduce family welfare programmes in their organisations havebenefited from the better health and happier family life of the employees. Theimproved couple protection rate and health status have resulted in better produc­tivity and smoother functioning. Corporate efforts ensure better adoption of therecommended practices than what the general programme would motivate because
of a number of reasons such as., 

a) 	 The employees are a homogeneous group having almost identical needs 
and attitudes. 

b) 	 Working together and living in the same residential area, they are exposedto the living conditions, family life and aspiration patterns of their reference 
group and also the progressive peer groups. 

c) 	 The educational level of the employee, is usually higher so that theyunderstand the essential prerequisites of a better life. They are exposed to 
new ide3s through nedia and better mobility. 

d) 	 The women employees and spouses of male employees tend to accept smallfamily norm and health care measures more easily due to the positive
influence of the environment. 

Planning IEC 

The basic step in the planning of an IEC campaign is identifying the target. Theobjective of the campaign determines the target. Campaigns like family welfarehave target audiences who are widely different in their socio-economic characteris­
tics which makes it necessary to have different messages addressed to each audienceaccording to their respective needs, interests, predispositions etc. The audience,thus, is segmented on the basis of certain homogeneous characteristics, common to 
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the group. A great advantage with the corporate sector is that the targets form 
homogeneous segments - the employees belong to, say, two categories - the 
workers and the white collar employees. They fall into two or three well defined 
categories in terms of income, education, age, professional status etc. About 80% of 
the industrial labour belong to younger age group where women/wives are in the 
reproductive age-group 15-44. Their exposure to outside worid and theiraspirations 
are also industrial. I"hey are almost a captive audience available in the same place. 
They are the campaign planner's delight because ofl this neat and material segmea­
tation. 

IEC programme for family welfare in organised sector has another target. That 
is the management. It has been found that the corporate sector units whIch have 
managements committed to the ideal of family welfare have done weh in this 
respect. Just the opposite are the units managed by those who are indifferent or not 
cooperative. The function of IEC is, therefore, to motivate also the management. 

Family welfare communication passes through several stages - from creating 
awareness among the prospects to motiva~ing them to adopt the method that suits 
them. These stages have important implications for the target audiences and 
subsequently for the setting of communication goals and strategies relevant to the 
target. 

In the initial stages of programme development in corporate units, communica­
tion needs are centred iistaff audiences - administrators, trainers, medical staff, 
union leaders who should be responsible for developing and implementing the 
prograrmne. As the programme expands, emphasis changes to field workers in 
larger units who must be trained and equipped to car, the family welfare message 
to workers and other employees. Communication media have to be utilized to reach 
the "ready acceptors" who need only the information on various family planning 
methods available and where the services can be obtained. The focus of communi­
cation -Imultaneousl, falls on others who know and even approve of family 
planning in varying degrees but do not practise. There arc,yet others who do not 
practise family planning on religious, social cr economic grounds. Communication 
strategies must deal with problems of persuading these groups because they form 
the largest vulnerable section who can be persuaded if they are made to see family 
planning vitally related to their own immediate interests. 

Top managers, at least those who deal with the personnel, should be got 
involved in the programme. TlW.,y need only an orientation to the advantages of 
introducing family welfaie measure, in the organisaion and the facilities to be 
provided for the pirqx;se. Also they should be informed how to tie up their 
programmes with the programmes of the health and family welfare department in 
the district. 
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Role of Managers 

The corporate managers have to play an important role in promoting family 
welfare among the employees. They should take initiative in mebilising the support 
of theemployees to organise Mahila Samajs and Youth Clubsin the factory township 
and the w,orkers' colonies. Experience in Kerala has shown that the most consisient 
support for family welfare education and also in motivating people to adopt family 
planning methods has come from women's organisations which function as Family 
Education Centres. Youth Clubs take interest in organi!ing health camps and 
popularising IEC material. 

Managements should cooperate with district authorities ind make it known 
that extra incentives would be provided for sterilization including leave with pay for 
a few days. Progressive managements sponror women representatives for orienta­
tion training courses periodically organised by the District Health authorities. They 
gt infonlation about various aspects of family welfare and clarify their doubts on 
the consequences of different industrial andmethods. In townships workers' 
colonies interpersonal communication is the most effective IEC and the orientation 
provided by the district health officers are prescisely tailored to equip the women 
volunteers with necessary knowledge and information. 

The Mahila Samajs, Youth Clubs and other voluntary organisations should be 
encouraged to keep in close touch with the District Inf.rmation and Media Officials 
who would supply useful audio visual material including films for promotional 
services. 

There are corporate managements which have earned national commendation 
for the encouragements they have been giving to the employees for their achieve­
ments in promoting family welfare and health care in their organisations. Those 
organisa tions which have adopted the neighbourhood areas for development can 
implement the programmes more effectively if they encourage healthy competition 
among voluntary agencies and organisations in the adopted area. Large industrial 
establishments which have their own townships with hospitals and other facilities 
will be able to make such services available to the people of the adopted area also if 
it is not far from the townships. The IEC efforts of district health personnel can be 
effectively supplemented by the corporate management. Small units may not be able 
to build their own education and health infrastructure, but easily manage to attract 
the district health and family welfare communication personnel on a regular basis. 
What is needed is some additional incentives to the employees and the initiative in 
arranging family planning and health care camps. 
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Several plantations in the high ranges of Kerala have been having liaison with 
the district health service authorities for regular extension services in the workers' 
colonies. Large establishments can produce their own publicity material and have
their own communication efforts in the colonies. This need not cause big invest­
ments except owning some 16 mm projectors, slide projectors, public address
5ystems, etc. besides having some hoardings, posters, etc. displayed imaginatively
to influenceand remind the employees on a continuing basis. A larger variety of IEC
material such as films, film strips, slides, posters, pamphlets, etc. available with the 
Health Communication officials at PHC level should be made use of. 

Two types of films are available with the District Media Officers of the state 
governments and the Field Puolicity Units of the Central Government which are
located in all districts - documentaries which explain the advantages and dispel
fears of different methods and short persuasive films which provide entertainment 
together with information. Corporate managements should establish regulat link 
with th officials for showing these films in women's clubs and in different parts of
the colony ai frequent intcrvals. Also these films can be borrowed if the establish­
rnent have their own equipment. 

The Soul of Communication is the Message 

Broadly there are two approaches in designing the message factual ap­-
proach and emotional approach. The success of IEC depends fifty per cent on the 
correct diagnosis of the problem and the other fifty per cent on the correct prescrip­
tion of the remedy. For instance, if the resistance to family planning is due to
economic reasons such as more children means more hands to work and earn, strong
factual argument may be required to convince the target otherwise. If the reason for
resistance is the fear of the consequences of certain methods, convincing presenta­
tijn of facts alone will work, if necessary, supported by credible testimonial appeal.
The success of IEC depends on deciding what the nature of the message should be,
identifying the appropriate media and creating suitable message. 

Media as the channels which carry the message to the target is important in 
IEC as they have their own characteristics which determine the type of audience 
exposed to them as also the type of creativity required to make the message effective.
Most of the corporate units have their own house magazines. This is an effective tool 
to communicate not only with the employees but also with their family. The 
potential of this medium should be used imaginatively. 

How the mass media can be used independently by the corporate units and 
also in collaboration with the Health officials has been explained earlier. Besides 
these, there are certain unconventional media which can be used effectively in
industrial townships and colonies. A few of them are mentined below. 
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Unconventional Media 

Schools and institutions like balwadies are to be increasingly used for the 
promotion of all aspects of family welfare. Nursury rhymes, action songs, riddles,
slogans, competitions, etc. will help motivate parents and others in the society and 
at home. Imaginative nursery rhymes and action songs will be a source of joy to the 
children; parents and the community will get a different level of message. Children 
will recite poems which would communicate the message of health and hygiene.
Well produced books containing nursery rhymes of this nature should be made
available to the children at subsidized price. Inter-school and inter-institutional 
competitions should be arranged forchildren .. hich would involve the parents also. 

Health volunteer schemes may be introduccd in schools to involve secondary
schoal childrcn in the health care activities of th- neighbourhood community. The 
tremendous interest of the children of that age group to take up leadership respon­
sibilities in the community should be encouraged by asking -ilevolunteer groups to 
monitor regularly and report to the sub centres the health problems of the houses in 
their neighbourhood. Members of the volunteer corp may be given a short orienta­
tion training in the school itself so that they get clear insight into their responsibili­
ties. Such programmes of students' involvement would be ofgreat importance in the 
communities having labour predominance because the labourei s usually find little 
time to go to the centres or meet doctors even when they are ill. 

IEC can yield much mo-e dividend if the target population is receptive. What 
ultimately decides the receptivity of the target is the ability of that population to 
understand what is good for them. This sense of discrimination is developed by
education, especially the education of women. IEC, therefore, should have as its
running theme the importance offemale education, as an essential part of the family 
welfare campaign. 
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ROLE OF COOPERATIVES IN PROMOTING
 
FAMILY WELFARE PLANNING
 

H.R. MUNJAL* 

Cooperation is product of adversity created by the onslaught of industrial revo­
lution in the 18th and 19th Centuries. Economic policies pursued during that period 
were extremely in favour of capitalists, whose sole aim was to earn profits irrespec­
tive of the means adopted. Society was divided into two distinct socio-econornic 
groups termed as the "haves" and the "have nots". The "haves", who owned the 
means of production, were a very powerful group and the "have nots", who were 
actually operating the nmachines as labourers, were at their mercy. 

The highest degree of exploitation led to extreme privation and poverty of the 
wage earning class from where it was difficult to extricate. This state of affairs 
continued for about 100 years. Ultimately, when the extent and intensity of exploi­
tation became almost unbearable, the labour class, as a step to mitigate their woes, 
organised themsolve,, into different groups. While trade unions were organised to 
demand better working conditions and higher wages, workers also organised into 
cooperative groups to free themselves from the shackles of mill owners for purchase 
of daily necessities of life at reasonable prices. 

The idea of cooperation germinated in England, and caught up with the 
imagination of the working class elsewhere in Europe in the middle of the 19th 
Century. Cooperation, based on the concept of joint efforts by pooling resources in 
men and material, thus developed as a mass movement aiming at economic 
betterment on the one hand and social uplift of the common people on the other. The 
basicprinciples underlying theconceptof coooperation continue to steadfastly hold 
the ground even today. 

The philosophy and ideology of cooperation, therefore, is based on open
membership and voluntarism with full regard to the individual's personality as a 
human being. It is a unique institution combining in itself personal initiative and 
collective discipline. It abhors exploitation and places human freedom and right to 
participate in management much higher than the capital. 

With the passage of time, the cooperative movement diversified covering 
almost all aspects of human economic and social life. The famous addage that
"cooperation starts with cradle and ends with the grave" is an indication of its 
diversity. With political, economic and social changes, tile role of cooperation has 
also undergone change without, ofcourse, changing its fundamental principles and 
fraternal spirit. From the initial indifferent, if not hcstile attitude of the State, 
cooperatives are now recognised as potential instruments of socio-economic plan­
ning. This is particularly true in case of the developing nations. 
* Secretary, National Council for Cooperative Training, New Delhi. 
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In the words of Jawahar Lal Nehru, the architect of modem India, "In the 
economic structure of India, Cooperation is not even a free choice; it is a necessity".
In India, cooperation is, therefore, considered as an expedient vehicle to bring about 
socio-economic transformation in the people, more particularly in the rural areas 
where poverty is more pronounced and social customs and traditions more deep 
rooted. 

Social Aspect of Cooperation 

The present day cooperatives, though more concerned with the economic 
betterment of its members, work for the ultimate objective to bring about qualitative
improvements in human life. Conceptually and ideologically, cooperatives are 
expected to bring about complete transformation of society based on the principles
of equality, non-exploitation, non-violence, mutual respect, fraternal feelings and 
freedom from poverty and deprivation. An important part of the preamble of 
cooperation is creation of environments for a happier life for the individual and the 
society as a whole. In the final analysis, there will be a "Cooperative Common­
wealth" where peoples of the world having faith in its ideology and principles will 
establish a new world order. Conscious efforts are made to create better understand­
ing and congenial atmosphere for the members to lead a fuller and happier life. 
Social aspects of cooperatives thus cover activities relating to education, housing,
health and nutrition for their members and their dependents. 

Why cooperatives should be interested in social welfare activities is an oft 
repeated question. Economic and financial success of any organisation cannot be 
taken as an end; this is borne out by evolution ofeconomic tl,,ught.The State is now 
equally concerned with the welfare of its pcople as it is with their economic 
development. Economic progress is only a means to achieve something higher
beyond the realms of material gains in the realm of moral, ethical and cultural 
achievements. Economic activities by themselves do not generate the feeling of
"belonging". Conscious efforts are required to generate the feeling of oneness 
leading finally to developing finer qualities of life. The end result of an economic 
organisation, therefore, should be the well-being of the community and its mem­
bers. Cooperation thus also believes in the development of social and ethical values 
as much as it believes in the economic betterment of its members. 

Cooperative Movement in India - A Profile 

The cooperative movement, which started in India in the first decade of the 
present century, has grown in stature and size. In nearly 3.5 iakh cooperatives, it has 
a membership of nearly 15 crores with a working capital of about Rs. 48,000 crores. 
The Indian cooperative movement is by far the largest in the world insofar as 
membership is concerned. An overview of its activities reveals that:­

97 



- Credit cooperatives disbursed Rs. 4,550 crores agricultural credit to the 
farmers during the year 1987-88. 

- Marketingcoop.'ratives marketed agricultural produce worth Rs. 5,400 crores 
in 1988-89. 

- Agricultural inputs : IFFCO and KRIBHCO produced 19 lakh tonnes of 
fertilizer nutrients- over 21 per cent of indigenous N &P production; 76,000 
cooperative fertilizer retail outlets in the country distributed 35 lakh tonnes 
of fertilizer nutrients in 1988-89, which is more than 32 per cent of the total 
fertilizer distribution. Other agricultural inputs worth Rs. 218 crores were 
also provided through cooperatives. 

- Sugarcooperatives : Cooperatives contributed about 58 per cent to the na­
tional sugar production in 1987-88. 

- Oilseedsprocessing:For achieving self-reliance in oilseeds sector, 300 coop­
erative oilseeds processing units have been set up in the country. 

- Spinning mills : About 20 per cent of total spindleage capacity of spinning 
mills in the country is accounted for by tle cooperative spinning mills. 

- Fruits and vegetables : Cooperative fruit and vegetable processing units 
marketed produce worth Rs. 28 crores in 1987-88. 

- Storage : For scientific storage of agricultural produce cooperatives have 
created a storage capacity of over 10.9 million tonnes by 1988-89 as com­
pared to hardly 1.1 million tonnes in 1962-63. Over 48,000 primary agricul­
tural cooperative societies and most of the marketing societies in the 
country now own godowns. 

- Consumer : Essential consumer items worth Rs. 2,075 crores were made 
available to the rural community by cooperatives in 1983-89. 

Weaker sections : For the development of weaker sections such as weavers,
fishermen, tribals, scheduled castes, etc., a large number of specialised 
cooperatives have been set up. 

- Handloom : Nearly 58 per cent of the handlooms in the country are under 
cooperative fold accounting for 30 per cent of the total fabric production. 

- Housing : 26,000 housing cooperative societies in the country have 
completed 0.65 million houses and 0.31 million houses are now under 
construction. 
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Cooperation and Family Welfare 

Cooperative institutions, therefore, provide a very wide and ideal social and 
economic institutional framework in India. The sections of the society covered by the 
cooperatives are farmers, artisans, tribals and weaker sections, which are the most 
vulnerable sections as for population growth is concerned. The role of cooperatives
in generating national awareness on issues relating to family welfare among this 
section of the population cannot thus be over-emphasized. 

Induction of family welfare activities among the cooperative societies such as 
providing community service, education, health and medical care, women welfare 
and social security is not only desirable but is essential keeping in view the national 
priorities. Family welfare, though, technically speaking, is a social activity, it 
ultimately leads to higher standard of living of the people. The growth rate of 
population has a direct impact on the poverty situation. While the developmental
activities in India nave achieved positive results on account of planned economic 
development, the impact on the standard of living of the people has been minimum 
due to the population explosion. 

Besides, cooperatives are under statutory obligation to promote social welfare 
of its members by apportioning part of their resources in the common good fund and 
education fund. They are supposed to make use of these resources for the construc­
tion of public institutions and managing the public services. Adult education and 
family welfare education are the other subjects with which the cooperatives should 
concern themselves. As in Japan, where a cooperative society at the gross root level 
is not merely an input supplying agency, but a living institution that brings up its 
members right from their childhood and takes care of all aspects of human life, the 
cooperatives in India should also measure up to this task. Cooperatives, which are 
peoples institutions at the grass root level are best suited to create meaningful 
awareness among the lower strata of the society on the advantages of small size 
family, to them as individuals, to the society to which they belong and to the country 
as a whole. 

Role of Cooperative Training and Education 

The role of cooperatives in promoting family welfare was first recognised in the 
national seminar on "Population Problems and Cooperatives" organised jointly by
the Government of India, the International Labour Organisation and the National 
Cooperative Union of India in December, 1974. It created nationwide awareness 
about the possibility of integration of family welfare programmes with cooperative
training and education programmes. The national seminar was followed by a 
national workshop in October, 1979, which amongst other things, identified areas 
and subjects for inclusion in the cooperative training and education curricula. 
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The National Council for Cooperative Training, an apex body in the country 
responsible for planning and implementation of training courses for the functionar­
ies working for the growth and development of cooperatives, organised a national 
workshop (in collaboration with the International Labour Organisation) for the 
cooperative trainers in December, 1985 at Bangalore. The trainers' workshop 
identitied the constraints and suggested measures for effective coverage of the 
topics related to family welfare identified earlier by the national workshop referred 
to above. The trainers' workshop also recommended preparation of resource mate­
rial and designing of short duration orientation courses on population/family 
welfare programmes. 

The Cooperative Training Colleges were called upon to coordinate with the 
local family welfare departments and other agencies to mutual advantage. In 1986, 
a Sub-Committee under the Chairmanship of Chief Director, Ministry of Agricul­
ture, Departmcnt of Agriculture and Cooperation was constituted to prepare 
modules on family welfare through cooperative training programmes. The Sub-
Committee comprised of officers from the Ministry of Health and Family Welfare, 
New Delhi, National Council for Cooperative Training and selected voluntary 
agencies. The Sub-Committee recommended a framework of subjects to be included 
in different types of cooperative training courses organised at the Cooperative 
Training Colleges. In pursuance of the recommendations of this Committee, Gov­
ernment of India in the Ministry of Health and Family Welfare have allocated 
adequate funds for preparation of training material and training aids such as video 
films on the role of cooperatives in promotiog family welfare amongst the members 
of cooperatives. 

It appears from the above that family welfare education has become an integral 
part of the curricula of cooperative training piogrammes organised at the 18 
Cooperative TrainingColleges located in different parts of the country administered 
by the National Council for Cooperative Training. 

The NCCT has an organic link with the 95 Junior Cooperative Training Centres 
administered by the State Cooperative Unions generally and the State Governments 
in certaip States. The Junior Cooperative Training Centres are re.ponsible for 
training of grass root level functionaries of the cooperative societies such as the 
Managers/Secretaries/Accountants of the primary cooperative societies. Nearly 
25,000 subordinate staff receive training in the Junior Cooperative Training Centres 
annually. While the senior executives' role is to formulate policies and programmes 
for the cooperatives, intermediate executives have the supervisory and promotional 
role. It is the grass root level functionaries, as employees of the primary cooperative 
societies, who are in regular contact with the members of the cooperatives. These 
employees can p!ay a significant catalytic role in promoting family welfare pro­
grammes. It is, therefore, of paramount importance that this section of employees of 
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cooperatives should be motivated through specially designed intensive training 
programme. 

Cooperative education programmes administered by the State and district
cooperative unions i- a still more potent scheme to get across the idea of family 

welfare/family planning to the cooperative members at the village level. The coop­
erative education scheme envisages educating and motivating the members to 
accept the concept and ideology of cooperation with the ultimate objective of 
developing their loyalty towards cooperative societies. The members in two to 
seven-day classes are told about their rights and responsibilities towards the 
cooperative society. The cooperative education scheme is administered through the 
Cooperative Education Instructors, which number 835 at present. Cooperative 
education scheme is also implemented through 59 Education projects directly 
administered by the National Cooperative Union of India in some selected States. 
Annually, about 12 lakh members of cooperative societies are exposed to the 
cooperative education programmes in the country. 

It will greatly help in creating awareness amongst the members if by some 
arrangements family welfare education is clubbed with cooperative education 
schemes. So far collaboration is largely confined to cooperative training pro, 
grammes at the middle level. It has not yet directly covered the cooperative 
membership at the grass root level. The arrangements with the National Council for 
Cooperative Training, at best have created awareness among the supervisory and 
regulatory groups of functionaries. The programme of integration has vet to reach 
the grass root level. Involvement of primary cooperative societies at the village level 
in the family welfare programmes will ultimately help in the cooperatives playing 
the real supportive role to these programmes. 

Information - Education - Communication (IEC) 

The objective of family welfare is to improve the quality of life of the common 
people by their voluntary acceptance of family welfare norms. As already noted, 
the principle of voluntarism is accepted as the basis of cooperation. Population pro­
gramme is designed to work itself into the whole fabric of social lifeand help to bring 
about social change. Enhancing the knowledge and changing the attitudes of the 
people towards family welfare/family planning is ihe most critical aspect of the 
entire scheme. 

Appropriate IEC techniques are, therefore, required to secure desired results 
through the cooperative societies. The scope of family welfare through the coopera­
tives can be enlarged by developing an effective system of communication process. 
Such a system must take into consideration the socio-economic background of the 
members and their interaction with the cooperative society. The scope of 
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communication is tremendousasa member visits the cooperative society frequently 
to satisfy his financial and material requirements. He comes to the cooperative
society for obtaining credit, fertilizer, insecticides and finally for repayment of the 
loans. In between also he visits the society for purchase of say essential consumer 
goods and attending the general body meetings, etc. The IEC, therefore, can be 

(a) Inter-personal communication. 

(b) Group communication 

Of the two, inter-peisonal communication can be adopted with great advan­
tage. It ensures timely feed back which is considered essential for developing
confidence among the audience. Internal communication and interaction can deter­
mine the attitudeand behaviour of the individual. Besides, it is natural that in a small 
group, there are some individuals, whose advice is sought and generally accepted.
Theadvice in matters relating to family welfare is generallyquickly accepted if given
in the informal work situation. The Secretary/ Manager of a primarycooperative can 
be given the role of a voluntary motivator. 

The type of information required by the member should be so designed as to 
enhance his knowledge on the subject. It no! only should be able to change his 
attitude, the member should also be able to practise the information. The IEC 
material, therefore, in the cooperative sector has to be of a particular type and 
should be carefully prepared taking into account the background of the members. 
The material should be attrac,i,,e and simple with simple illustrations. The audio 
visual material can have quick impact on the members provided it is prepared
keeping in view the community's specific social background, more so if the charac­
ters are selected from amongst them. Care must be taken to display the material at 
an appropriate time and place so that the idea gets across. It would be ideal illthe 
communication message/material is prepared with the help of the specific member 
audience.
 

Scope of Family Welfare Through Cooperatives 

Family welfare isoneof the means to reach the ultimategoal of the cooperatives.
The cooperatives, therefore, must accept promotion of family welfare as their
legitimate activity. The emotional-involvement of the cooperative institutions in 
family welfare activities has to bean essential pre-requisite for effective propagation
of the idea. The following can be the areas where cooperatives at the base level can 
help in promoting family welfare :­

(i) 	 Amendment of the bye-laws to include family welfare as one of the social 
objectives of the society. 

(ii) 	 Inclusion of family welfare/family planning camps for its members and 
their spouses. 
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(iii) 	 Constitution of a sub-committee on family welfare to over-vie" .-the ictivi­
ties in this field. 

(iv) 	 Organising family welfare/family planning camps for its members and 
their spouses. 

(v) 	 Coordination with the district family welfare institutions for technical 
support. 

(vi) 	 Inclusion of family welfare as an agenda in the annual cooperative week 
celebrations - organisation of exhibitions, film shows, etc. on family welfare 
during this week, 

(vii) 	 Creation of a discussion forum among the members. 

(viii) Distribution centre for contraceptives. 

(ix) 	 Distribution of publicity material to the inembers on their visits to the office 
of the cooperative society. 

Pre-Requisites for Success 

Cooperatives would be able to succeed in carrying through the message of 
family welfare to its members only if they accept 6ae programme as part of their on 
going social activity. Thereafter, intensive training and education programmes for 
the Secretaries and selected members (motivators and cooperative education in­
structors) should be arranged. Success also presupposes effective coordination 
between the various agencies responsible for family welfare programme with the 
cooperatives so that the available financial and technical support could be provided 
to the cooperatives. It is imperative that the State Governments, which have 
complete control over the functioning of cooperatives, must also accept, as a matter 
of policy, the role assigned to cooperatives in promoting family welfare pro­
grammes. 

Family Welfare Cooperative Society - A Model 

Thus far, the emphasis has been only on thle existing structure of cooperatives 
as motivating agencies to promote family welfare. The magnitude of the problem 
and the national urgencyattached to it, however, require additional efforts to use the 
cooperative stnuicture in promoting family welfare. At present there does not exist 
any cooperative society exclusively for this purpose. Organisation of cooperative 
societies in this field will help in boosting the programme thrDugh the cooperatives. 
Given below is a broad outline ,f a National Family Welfare Cooperative Society to 
be registered under the Multi-State Cooperative Societies Act, 1984. 
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1. Objects 

- To create genergal awaren," samongst the members of cooperative societies 
on family welfare. 

- To develop horizontal and vertical linkages with the cooperatives. 
- To act as a resource centre for production of informative material including

films, video casettes, etc. for use by the cooperative societies. 
- To coordinate with the Central and State Governments in the related min­

istries/departments, national and international agencies promoting the 
cause of family welfare. 

- To promote and organise publicity campaigns on family welfare. 
- To act as a national warehouse for supply and distribution of condoms. 
- To instal and operate a printing press for printing publicity material on 

family welfare. 
- To arrange training of Cooperative Trainers, Cooperative Education In­

structors and motivators. 
- To promote organisation of primary health and family welfare cooperative 

societies. 

- To monitor and evaluate programmes related to family welfare imple­
men ted through the cooperatives. 

- To perform any other function promoting the cause of family welfare. 

2. Membership 

In accordance with section - 19, sub-section-1 of the Multi-State Cooperative
Societies Act, 1984, the proposed cooperative society may have membership from 
the following ­

(a) Any individual competent to contract. 

(b) Any Multi-State Cooperative Society. 

(c) The Central Government. 

(d) A State Government. 

(e) The National Cooperative Development Corporation. 

(f) Any other corporation owned or controlled by Government. 

104 



(g) 	 Any Government company as defined in section - 617 of the Companies 
Act, 1956. 

(h) 	 Such class or classes of persons or association of persons as may be 
permitted by the Central Registrar having regard to the natureand activities 
of a Multi-State Cooperative Society. 

3,. Funds 

Follwoing could be the sources of funds:­

- Share capital. 

- Income from the printing press. 

- Membership fee. 

- Government grants. 

- Donations. 

Section - 59 of the Multi-State Cooperative Societies Act, 1984 also provides for 
government loans and government guarantee on the repayment of principal and 
interest on debentures issued by a Multi-State Cooperative Society. In case the 
society so desires, it can create a "Corpus Fund" and utilise the interest accrued 
thereupon for planning its activities. 

Conclusion 

Cooperation as an economic organisation, is recognised as a powerful instru­
ment to bring about economic and social transformation of the society in general and 
the weaker sections in particular. The movement is basically interested in develop­
ing human personality for a fuller and better life of its members. Family welfare can 
be one of the means to achieve this aim. Cooperatives have a very wide base which 
no other organised sector has in the country. Membership of the cooperative socie­
ties constitutes the vulnerable sections of the population as for population growth
is concerned. The scope of implementing family welfare programme through
cooperatives is rather unlimited. What is required is the determination and commit­
ment at official and non-official levels. Government and the voluntary agencies
responsible for implementation of the family welfare programme would do well to 
coordinatt their activities with the activities undertaken by the cooperatives.
Intensive training of the cooperative functionaries in family welfare would be very
helpful in pushing across the ideas relating to various facets of the programme. 
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FAMILY WELFARE WITHIN AND BEYOND THE ORGANISED 
SECTOR - A COMPREHENSIVE PLAN OF ACTION 

A BRIEF OVERVIEW 

JALALUDDIN AHMED * 

I. INTRODUCTION 

India was the first country in the world to launch a national family welfare 
programme to reduce fertility as part of development planning. It was also the first 
country to introduce family planning activities in the organised industrial sector. 
The International Labour Organisation's (ILO) involvement and initiatives in 
promoting family welfare as part of labour welfare in the context of the work-etting 
has drawn inspiration from India': earlier experience. Since the early 70s, ILO/ 
LAPTAP has been working in India in close partnership with the Department of 
Family Welfare (DFW), Ministry of Health and Family Welfare and the ILO's 
tripartite constituents (Ministry of Labour, employers' anu workers' organisations), 
thereby contributing towards broadening and deepening family welfare pro­
gramme in the organised sector. 

II. ORGANISED SECTOR 

In the organised sector, thanks to the facilities like health care and old age 
benefits, a properly designed education motivation progranme can make the "two­
chid norm" a reality. There is already some evidence that family planning acceptors 
under projects of organised sector, although small, is important as a special sector 
with its potential for a multiplier effect in urban informal sector and rural areas. In 
addition, most of the organised sector workers belong to younger age groups and 
almost 80 per cent of them are amongst eligible couples. ILO/LAPTAP has always 
emphasized the role of the organized sector in promoting family welfare and will 
also continue to lend its support to this sector while extending its activities to the 
informal, semi-organized and cooperative sectors. 

Given various favourable factors, namely, a better educated clientele with more 
exposure to modem ideas and outlook, availability of and access to certain basic 
facilities and services provided by theemployer and the desire to improve family life 
and prospects, the organised sector family welfare programme has no doubt fared 
better than the overall national family welfare programme. However, within the 

Advisor on Labour and Population, India, Labour and Population Team for Asia and the Pacific, 
International Labour Organisation, Bangkok. 
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organised sector itself performance has been uneven depending on the content of 
the programme at the enterprise level, the motivation and spirit with which it has 
been pursued and the level and quantum of other social and labour welfare 
benefits provided to a particular group of workers. Indeed, the concept of family
welfare including the emphasis on a small family advocated by the ILO is based on 
the premise that family welfare/family planning should be considered by all the the 
parties concerned - the Government, the employers and the workers - as part
and parcel of a broader concept of labour welfare. This approach alone, the ILO 
feels, can persuade the employers and the trade unions to see that family planning
is in their own interest in addition to the national interest. Once a group 
or an individual is convinced about self interest, commitment becomes more 
compelling. 

III. ACTIVITIES OF ILO 

ILO/LAPTAP's participation in the organised sector programme in India began
in the form of organisation/motivation of the Ministryof Labour, the employers and 
theirorganisations and trade unions. The next stageof these cooperative efforts with 
the Ministry of Health and Family Welfare was to initiate and implement nearly 20 
projects with UNFPA financial support. The coverage of these projects has not been 
confined to the organised industrial sector per se but has includeca all types of 
organisations - education, welfare, administrative and others - in the labour sector 
proper. Experimental work with apex cooperative bodies to provide family welfare 
education and services to their members in rural and urban areas has also been 
undertaken. 

By and large, ILO/LAPTAP's projects are exploratory and to a certain extent 
innovative in nature. They test different approaches for the purpose of replication
later. A cardinal principle of programmes designed by the ILO is to seek to utilise 
the existing infrastructures. And wherever complementary or compatible they
graft on it the population and family welfare elements. This approach is not 
only cost effective but also permits the continuation of family welfare 
activities on an institutional footing at the end of the initial period of effort and 
adaptation. 

Under the impetus of sustained activities by the 1LO, family welfare has entered
into the mainstream of the activities in the labour sector. Effective coordination 
between theorganized sector activities and thenational family welfare programme 
- which to some extent, parallels that between education/motivation and services 
- has been achieved. However, it may be added that while the work done so far has,
without a doubt, made an impact with the result that the organized sector 
programme's scope and coverage today is more enhanced than what it was before 
1974. It cannot, unfortunately, be said that its full potential has been harnessed 
however. 
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IV. PLAN OF ACTION 

In the last few years, Ministry of Health and Family Welfare has taken various 
measures to achieve a more comprehensive coverage of the organised sector and to 
extend the programme to cover rural areas, the poorer segmnts and high fertility 
groups. Based on its experience in India and other countries, seminar discussions at 
the regional and national level and research work, LAPTAP has al3o considered 
various approaches to reach the same goal. The cooperative efforts of the Depart­
ment of Family Welfare and LAIPTAP culminated in a formal request being made to 
LAPTAP, in May 1987, by the Government of India to undertake a study for 
developing a comprehensive plan of action for the Family Welfare Programme in the 
organized sector. The study was carried out and the report "Family Welfare within 
and Beyond the Organised Sector: A Comprehensive Plan of Action" was presented 
to the Union Minister of Health and Family Welfare, Government of India by the 
Director, LAPTAP. 

The Report has analysed in detail the background, the existing programme, 
potential for additional or fresh activities in each sector or programme area. After 
this analysis, specific recommendations have been made for action which will lead 
to refinement of existing activities, expansion of coverage, launching of pilot/ 
experimental activities in new programme/organizational settings etc. Each recom­
mendation clearly outlines the different steps which might be taken by the parties 
concerned, leading to the achievements of the objectives aimed at. 

The recommendations are in the form of an extensiveagenda foraction on which 
follow up work could begin almost immediately. Many of the areas for action and 
the steps recommended may have been previously considered or mentioned in one 
form or another. However, it is for the first time that the issues involved, possible 
implications of launching activities in areas not covered so far and expansion of 
activities in the covered areas have been systematically studied and a step by step 
approach recommended for action. I! is believed that the implementation of these 
recommendations, over the next couple of years, would achieve comprehensive 
coverage and participation by the organized sector and related entities in the 
national family welfare programme. It will also open up new avenues by testing the 
practicality of including family welfare concepts in areas and programmes which 
have hitherto rot been covered. 

In all, there are 41 recommendations involving specific action by the various 
parties, the Government, different entities in the areas and sectors identified and 
ILO/LAPTAP. A list has been annexed. Not unexpectedly, it is envisaged that the 
Government will play a key role in initiating, monitoring and following up on the 
various forms of action. ILO/LAPTAP assistance and contribution in many of the 
recommendations have also been indicated and such assistance will be available on 
request. 
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MAJOR RECOMMENDATIONS BY LAPTAP
 

Sector/Areas 

Government Sector 

Sr. No. 

1 

Public Sector 2 

3. 

4. 

5. 

6. 

7. 

Labour Welfare 
Funds and agencies 8. 

9. 

10. 

Recommendations 

In depth review of programme in the Railways to 
consider its linkages with other labour welfare 
schemes, participation of representadives of bene­
ficiary groups, use of other available channels, 
incentive schemes, etc. 

Review ofprogramme in Coal India Limited (CIL), 
to examine "adoption" of peripheral villages, 
stepping up of motivational activities, participa­
tion of trade unions, improvement of coverage, 
etc. 

Review of programme in Steel Authority of India 
Limited (SAIL) for exchange of experience, and to 
examine future directions. 

More comprehensive programme/involvement 
by SCOPE for better coverage through public 
sector undertakings. 

Strengthen population unit of SCOPE, if neces­
sary, through a UNFPA/ILO project. 

Indian Ports Association (IPA). Compile Informa­
tion and consider steps to improve and expand 
FW activities. 

State Road Transport Undertakings. Collect, ana­
lyse data, prepare action-oriented paper, convene 
seminar to discuss involvement of SRTUs. Con­
sider UNFPA/ILO project. 

Expedite decision on project for Beedi Workers, to 
launch a much-needed activity for Beedi Workers. 

Assistance to Mica and other Mines. Funds to 
equip and enable health care facilities to provide 
FW services. 

Suggested pattern of assistance for support to the 
Mica and other Mines. Funds for FW to meet their 
identified needs for family welfare work. 
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Sector/Areas Sr. No. 	 Recommendations 

11. 	 Representation of DFW on Governing Body and 
Managing Committee of National Welfare Fund 
for Fishermen to open up opportunities for link­
age between the Fund's main activities and family 
welfare. 

12. 	 Feasibility and plans for State/Union Territory 
Labour Welfare Boards in Delhi, Gujarat, Tamil 
Nadu, Uttar Pradesh and West Bengal, to promote 
family welfare activities through them. 

13. 	 Feasibility and plans for State Labour Depart­
ments of Assam, Bihar, Jammu and Kashmir, 
Orissa and Rajasthan, to promote their active in­
volvement in family welfare based on the experi­
ence in Andhra Pradesh. 

Private sector 14 Joint Panel of AlOE &EFI for identification and 
drawing up of model programme; for industrial 
associations/enterprises throughout the country. 

15. 	 Fresh initiatives for area projects with trade un­
ions based on TLA experience. 

Plantations 16. 	 Setting up of a Working Group by Consultative 
Committee of Plantations Associations (CCPA)
for analysis of past work and patterns for further 
work in plantations. 

Cooperatives 17. NCUI to prepare project proposal for integration 
of population/family welfare in cooperative edu­
cation and training programmes at various levels 
in all parts of the country. 

18. 	 Further work by and assistance to National Fed­
eration of Cooperative Sugar Factories to set up a 
Population Cell in the Federation, to organize a 
campaign for more comprehensive work, and to 
prepare a mode; scheme and pattern ofassistance. 

19. 	 Review of iFFCO programme for improvement,. 
expansion and replication. 
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Sector/Areas Sr. No. 

20. 

21. 

22. 

Semi-Organised Sector 
and Poverty Groups 23. 

24. 

25. 

26. 

27. 

28. 

Recommendations 

Policy decision and action by and with Federation 
of Cooperative Spinning Mills to carry out family 
welfare activities. 

Consultation with/by Dairy Cooperatives in 
Gujarat, Maharashtra, Karnataka and Tamil 
Nadu, for exploring possibilities of pilot projects, 
determination of criteria, etc. 

Work with/by National Federation of 
Fishermen's Cooperatives Ltd., (FISH COPPED), 
Ministry of Agriculture and National Fishermen's 
Welfare Fund. Pre-selection of 10-15 state federa­
tions of central societies, 'or participation in pilot 
project. 

Development Commissioner (Handlooms) to 
expedite preparation of pilot family welfare proj­
ect for Andhra Pradesh, Orissa, Tamil Nadu and 
Uttar Pradesh. 

Work with/by Khadi and Village Industries 
Commission in five selected States, possible pilot 
project for UNFPA funding. 

Rural Electrification Corporation's (REC) involve­
ment in FW activities through RE cooperatives. 

Work by SCOPE for and with selected national 
construction undertakings, possible pilot project 
for the benefit of large number of construction 
workers. 

Department of Rural Development to study link­
ages between employment programmes and FW 
issues, initiate pilot projects and consider integra­
tion ofFW elements in rural development training 
institutions. 

DFW to promote demonstration projects in 
women's development programmes particularly 
in employment-related schemes by selected rural­
oriented organizations. 
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Institutional Framework 29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

Programme Related 37. 
Issues 

38. 

Representation of the plantations sector in Tripar­
tite National Committee on Family Welfare 
Planning. 

Representation of national cooperative federa­
tions of sugar mills, spinning mills, dairying and 
fishermen, in the Standing Committee of DFW on 
the Cooperative Sector. 

Strengthening of Organized Sector Unit of DFW 
for it to better perform its existing responsibilities 
and to cope with more work to be generated from 
this study. 

9FW should extend assistance in organising 
"opinion leaders" camps to various "Organised 
Sector" bodies identified in this study. 

Extension of the "village health guides" scheme to 
organized atd cooperative sectors. 

Expediting decision on project proposal for na­
tional vocational training system in view of its vast 
potential. 

Integration of population/FW elements in suit­
able on going varied range of training activities of 
National Labour Institute to exploit and develop 
its potential to contribute towards family welfare 
issues in the organized sector. 

Further measures by ESIC to revitalize and ex­
pand coverage for family welfare. 

Further training and orientation for employers, 
trade union leaders, cooperative managers, enter­
prise level personnel, worker educators, etc. 

More intensive and more systematic work by 
DFW with regard to organized and cooperative 
sectors to improve coverage, performance and to 
be more responsive to needs of target groups. 
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39. 	 Early finalizalion by DFW of draft scheme of na­
tional family welfare awards to industrial under­
takings and associations. 

40. 	 Treatment of organized and cooperative sector 
institutions at par with voluntary agencies for 
grants-in-aid assistance. 

41. 	 DFW support and UNFPA consideration for fi­
nancial assistance to LAPTAP for further work 
arising from the study. 
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OPTIONS FOR DELIVERING HEALTH AND FAMILY
 
PLANNING SERVICES IN INDIA THROUGH
 

MANAGED HEALTH CARE INSURANCE
 

HAROLD R. HUNTER* MBA 

EXECUTIVE SUMMARY 

The paper develops opiions for the delivery of health and family planning 
programmes in India under insurance, using various cost containment incentives. 
Current systems of financingand delivery of health and family planning in India are 
noted. In the U.S., increased availability of health insurance increased prices while 
improving health. Price increases generated mechanisms of controlling the cost of 
health care, including the development of prepaid group practice plans. 

Various types of managed care are defined along with their potential to control 
costs and deliver health and family planning services in India. Preliminary market­
ing research results are presented which point to acceptance by employers in greater 
Delhi. India's experience with family welfare is related to the potential managed 
care configurations in the organized sector and reasons why the organized sector 
can be a cost effective focus for family planning are enumerated. 

The issue of social insurance such as ESIC being a vehicle for health and family 
welfare is discussed along with supplemental benefits available through employ­
ment. Financing and utilization of ESIC benefits is discussed as well as the question 
of contracting by ESIC for health and family planning. Issues revolving around the 
feasibility of managed care in India by different industrial and population groups 
are considered, including the ability to deliver IEC services, relations with NGOs 
and existing state health facilities. 

Factors are analyzed that determine whether a managed care system, such as a 
prepaid group practice in India, would be economically viable, such as pricing, 
benefits, enrollment strategy, organizational structure as well as employer and 
worker attitudes. Other factors include mechanisms of cost control, rate-setting and 
purchasing services. 

Tentative findings indicate that distinct but limited market for managed care 
exists in India. Segments of the market along with several products are identified. 
Recommendations include approaching employers about senior and junior man­
agement followed by discussions with ESIC to assess interest in contracting for 
health and family planning services. The advantages and disadvantages of the open 
panel or IPA model are discussed and management concerns identified. Finally, 
policy implications are raised that any commitment to privatization through man­
aged care in India needs to be considered. 
*Professor and Director, -icalthCare Administration Program, California State University, Long Beach. 
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INTRODUCTION 

Since Independence, a series of successive five year plans have set goals for 
economic growth, social progress and improved health for India. While not all goals 
were met, there has been remarkable economic growth, technological and social 
progress. Still, while mortality rates fell, due to improved health, with infant 
mortality rates declining from 151 per 1000 live births, population grew, and 
today India has 15% of the world's populatior on 2.4% of the world's land area. 
(1,2) 

At the time of Independence, public health was a function of India's states, 
which it remains today. Yet, over the years, high priority programmes such as family 
planning, have beern pre-empted by the national government. (3) This resulted in 
high visibility for some programme. The Bhore Report, which conceived India's 
regionalized health care system, envisioned a primary health centre served by 
subcentres referring to a district hospital which, in turn, refers to tertiary 
hospitals. (4) 

Since 1948, social insurance for those working in the organized sector (the 
formal economy) making less than Rs 1600/month, were covered through India's 
social security system, the Employees State Insurance Corporation. Both industrial 
workers and, in many areas, their families were served through separate ESIC 
facilities. The funding for these services, which includes cash sickness benefits and 
disability, is funded by a payroll tax on employees and employers as well as a state 
contribution. This contribution is higher if dependents are not covered, creating 
incentives for family coverage. Another health scheme thai has separate financing 
of health care in India covers government employees through the Central Govern­
ment Health Services. Unlike many developing nations, India uses existing provid­
ers and facilities for this group. (5) 

Another system of care is through the many private practitioners that account 
for 70%of health spending in India. (6) The private practice of allopathic, homoeo­
pathic and ayurvedic medicine appears to be flourishing in India and even the rural 
and urban poor spend on private health care. Hence, the rationale for developing 
private sector alternatives rests on the reality of existing arrangements. 

HEALTH CARE AND ECONOMIC GROWTH 

While state and federal health efforts must continue to concentrate on the rural 
and urban poor and unorganized sectors, India's recent industrial growth presents 
opportunities and potential problems. As in many industrializing countries, the 
value of a skilled labour force cannot be underestimated. From 1970 until 1986, 
earnings per employee have increased by 122% and output per employee has 
increased by 145%, putting India well on the road to industrial development. (7) Not 
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only is a healthy workforce essential to productivity, but fringe benefits in the form 
of health services or insurance to workers and their families reduces absenteeism 
and promotes worker loyalty, thus protecting investments in training while improv­
ing the health status of the nation. 

It is the organized sector throughout the world in which many of the innovations 
in health care have been made. The first social insurance scheme was developed for 
workers by Blamarck in Germany in 1883. Other European countries followed suit. 
Indeed, India marked industrial workers for health benefits through ESIC early in 
its indeoendence. The U. S. took a different road by creating tax and administrative 
incentives for private companies to buy health insurance for their workers. The 
presence of "third parties" (insurance companies, medical service plans such as Blue 
Cross and prepaid health plans or prototype HMOs) replaced the direct purchase 
of health care from physicians by patients. (8) Except in isolated industries, the 
growth of health insurance also replaced the earlier arrangements through direct 
provision of health care by employers through a panel of physicians. Thus, a free 
market solution to the problem of lack of accessibility was found through employ­
ment. 

The result of expanding entitlement to health care was to increase prices and 
utilization while imp,,-oving health status. One must ask, is it possible to increase 
accessibility to services without driving up thecosts of care? While India's organized 
sector is small, it is growing and represents the engine of econ mic development. 
Further, the organized sector - those working in the wage economy and their 
families have a vested interest in both health care and family planning. In fact, some 
of the most successful and cost effective family planning programmes in India were 
delilvered as part of health services, through employers but, the cost of integrated 
preventive, culative and family welfare services must be balanced against the 
benefits. 

HEALTH CARE COST CONTAINMENT 

There are several strategies to control the costs of private health care in the face 
of induced demard. The simplest method is to curtail services. This strategy would 
disproportionately affect the poorest and sickest. Another strategy would be to 
expand eligibility for ESIC to a great number of the employed population and their 
families. This would require more money since capacity would need to be ex­
panded. Moreover, many clerical and administrative persons eligible for ESI would 
continue to pay for private medical care or even go without care. Another option is 
to strengthen the public, iedical system to care for the organized sector, but in public 
facilities in Malaysia, lndo~iesia and Brazil, primary care units were by-passed while 
tertiary care hospitals were over-utilized. Therefore, under this option, one could 
expect that the All-India Institute for Medical Sciences and similar bigger urban 

116 



hospitals would be under increased pressure to admit more patients, while PHC.s 
and District Hospitals would remain under-used. 

Another strategy for the organized sector is to finance health through the private 
sectr, using managed care techniques. Managed care involves the control of health 
care delivery by a purchaser through economic and organizational incentives and 
disincentives. Originally, the term was synonymous with prepaid health plans or 
health maintenance organizations (HMOs) in which physicians and hospitals ser,, 
an enrolled group for a set monthly fee. (9) 

TYPES OF MANAGED CARE ARRANGEMENTS 

Several models of HMOs evolved in the U. S.; staff models in which physicians 
are employed by the insuring organization, such as GHA in Washington, D. C., 
group models, in which the insuring organization contracts with an independent 
medical group, such as the Kaiser-Permanents Medical Care Program and IPAs or 
individual practice associations wherein the insuring organization contracts sepa­
rately with individual physicians. Later, the network model evolved where the 
HMO or insuring organization contracts with several independent groups. 

Some of the incentives and disincentives included payment of providers on per 
capita basis, removing the connection between the numbei of services delivered and 
payment or placing a portion of at risk, dependent on performance measures such 
as hospitalization as well as prospective or concurrent revue of utilization of 
hospital services. HMOs use half the number of expensive hospital days per 1000 
population than unmanaged care. (10) 

Managed care has come to include variations such as preferred provider 
organizations, in which contracts are made with select primary care physicians, 
specialists, hospitals, nursing homes, etc., for discounted fees and include agree­
ments for utilization and record revue. Some employees contract with private firms 
to act as watch over quality and appropriate use of services. In the U. S.under these 
broad definitions, most health care is managed, and unmanaged indemnity insur­
ance represents an ever-shrinking proportion of health services. In India, the more 
stringent definition of an HMO would be more appropriate since privately pur­
chased health insurance is not common. 

How then can an HMO-like organization improve the financing and delivery of 
health and family planning services for the organized sector in India? The Tyagi 
Foundation is presently engaged in a feasibility study to ascertain whether this type 
of organization can sustain itself in the Union Territory of Delhi. Assisted by the 
Enterprise Program, the Foundation is testing the market for different health and 
family planning benefits. BASIS, a New Delhi-based market research firm, inter­
viewed over 2100 employees of 300 firms located in Delhi about current health 
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schemes, prices, employees expectations, benefits and patterns of use. Employers 
were segmented into manufacturing, service, traders and institutions by location in 
different areas of the Union Territory. They were further categorized into single
location firms, firms with multiple branches but headquartered in Delhi (multi­
head) and finns with employees in Delhi but whose main office is in another city
(multi-branch). Employers interviewed represented senior management, junior of­
ficers, clerici and manual workers. Approximately one percent of the 35,000 estab­
lishments in Delhi were sampled. (11) 

This survey, along with in-depth interviews of prospective employers, actuar­
ial analyses and pro forma projections of various health benefit packages will 
determine whether health care management through an HMO-like organization is 
feasible in the organized sector in the Indian context. 

Preliminary dati seems to point to the presence of market, with 85% of firms 
offering health benefits to their employees over and above ESI. Of these, 60% 
reimburse medical bills and another 8% purchase health insurance; 35% of these 
firms, moreover, believe that the ideal benefit would involve paying more for health 
in return for guaranteed benefits and facilities. (12) It is these firms who would 
develop managed care techniques to assure quality, guard against fraud and waste,
and control health costs, which have escalated in urban areas of India as they have 
in other industrializing countries. Group insurance of this type, moreover, can serve 
to make family planning services acceptable to the organized sector since it is a part 
of curative and preventive health care. 

FAMILY PLANNING AND MANAGED CARE 

India's Family Planning Programme was marked by distinct phases. From 1951­
1961, it consisted of giving away contraceptives. In 1961, theextension approach was 
implemented, in which education was stressed and outreach was aimed at couples
with three or more children. Community leaders were identified for the purpose of 
influencing people to accept Family Planning. In 1967-68, Family Planning merged
with general health uncler the rubricof family welfare, which included ante-natal 
care, immunizations, etc. Although ostensibly a voluntary, cafeteria approach, it 
emphasized sterilization, which was not effective in reducing pepulation growth
since it was mainly used by completed families. After adverse publicity revolving 
around sterilization, the emphasis shifted to child spacing. Family Planning is de­
livered in government hospitals and clinics and to no cost by voluntary organiza­
tions such as the FPAI and the Red Cross. (13) 

Family welfare efforts led to reducing Crude Birth Rates for India from45 in 1980 
to 32 in 1985 to 30/1000 today. Crude Death Rates are down to 10.4/1000 and infant 
Mortality Rates down to 90/1000 live births in 1985 from 151/1000 in 1970. The 
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present Couple Protection Rate is 42%. Objectives for the seventh five year plan is 
a Crude Birth Rateof 21 /1000; Crude Death Rateof 10.4/1000(ora net reproductive 
rate of 1), as well as reducing the infant Mortality Rate to 60/1000 live births. (14) 
Today, India has nearly 800 million persons and despite having attained self­
sufficiency in foodgrains, there is a little room for trial and error policies that could 
lead to increased population. 

Increasing family planning acceptance and practice depends on multi-pronged 
approach, with cooperation from many quarters and targeting several segments of 
Indian society. One group that represents a growing and important segment is the 
organized sector, i.e., those who are formally employed. It is estimated t'at 
30,000,000 of India's population are in the organized sector. This represents 
approximately 4 percent of India's population. (15) This segment of the population 
can be a cost-effective focus for family planning efforts for the following 
reasons: 

1. 	 The organized sector is highly visible and organized, both through employ­
ment and union membership. 

2. 	 Employees can be reached in one place, making delivery of educational and 
health services easier than for unemployed or rural population. 

3. 	 Employees, particularly moreeducated employees, are opinion leaders and 
many still have links to rural areas. 

4. 	 Many newly urbanized and upwardly mobile employees have high 
receptivity to family planning and future-oriented benefits such as 
pre-natal services, immunizations and other preventive activities. 

5. 	 Unlike rural and peri-urban slum dwellers, women tend to have more 
educational and economic opportunity in the organized sector and there­
fore, are more receptive and influential in limiting the size of their families 
and adopting healthful behaviours. 

6. 	 There is more discretionary income in the organized sector, which gives 
health expenditures a higher utility. 

7. 	 Members of the organized sector are used to services being offered as a 
fringe benefit of employment and associate health, family welfare and 
occuptional services with their job. 
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8. 	 Employees are easily accessible in the workplace and, at least for blue collar 
workers in industrial housing estates, the mobilization of the organized 
sector entails both working through employers and residential associations 
to incorporate family welfare services into packages that represent services 
that are in high demand. One area that is sought and paid for by employed
Indians is curative, medically-oriented health care. The Tyagi Foundation 
Managed Care Project was conceived to incorporate family planning and 
preventive services into a comprehensive health delivery system financed 
through fixed periodic payments by employed groups. 

SOCIAL INSURANCE FOR EMPLOYEE HEALTH 

A salient part of the background of any health care financing arrangement in 
India is understanding current public and private schemes. A large portion of the 
workforce is covered under the Employees State Insurance Corporation. This social 
security system was founded in 1948 under the influence of Britain's Labour 
Governmcnt and covers workers paid up to Rs. 1600/month. (Legislation passed
that has raised that limit at the discretion of the government. A new limit is expected 
to reach Rs. 2500/month for ESI eligibility). ESI has been marked by expansion from 
manufacturing to service industries. At present, establishments employing less than 
20 workers are required to be covered (less than 10 if extenial power is used). The 
employee contributes 2.25% of base salary and the employer contributes 5%, up to 
a current maximum of Rs. 1600/month. ESIC funds disability, sick leave and 
workers compensation as well as medical care. (16) Companies can be exempted if 
they offer equal or better benefits, and many firms such as Tata Industries are exem -
since they own or operate medical facilities and arrange for medical care and 
disability payments. (17) 

The law has incentives to pay for permanent family planning methods, since 
sickness benefits are doubled for vasectomies and tubectomies. ESIC utilizes 50 
medical visits per 1000 persons covered and total of 1.5 million specialist referrals 
and 318,000 hospital admissions. The estimated per capita cost is R. 50/month. ESIC, 
moreover, must certify if any worker absences over three days which places 
pres.;ure on ESI provides and facilities. (18) 

ESIC operates its own clinics and hospitals and is funded not only through a 
payroll tax of 5% on employers and 2.25% on employees but also through state 
contributions. Occupational health monitoring is the responsibility not of ESIC but 
of the State Factory Inspectorate, created under the Factory Act of 1948. (19) The 
degree of compliance with the ESI tax payment is higher among larger, more 
formalized firms, (20) and, as in most countries, those who work in small, undercapi­
talized firms are less likely to have health insurance coverage. 
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Many companies and establishments also offer cash allowance for sickness 
benefits. Other companies have their own clinics, panels of physicians and even 
hospitals. There is provision in the ESIC Act for exemption if benefits at least equal 
to ESI are offered. Most often the largest firms have an exemption. ESIC facilities in 
many places are underused, particularly by clerical and other workers, and are seen 
largely as a place to obtain absence certificates. The most probable initial targets for 
any Managed Care Project would be those employers that are willing to offer 
supplemental in-kind health services beyond ESIC. 

There are, moreover, different levels of health benefits for different levels of 
employees, and employers are more interested in providing benefits to key employ­
ees, who are more highly paid, on the job longer and better trained. Insurance is 
available, but health insurance cuvers very few people, mostly under indemnity 
policies. Schemes insuring individuals and employees for complete health services 
exist through private companies or hospitals, but premiums have been driven up by 
induced demand. Add to this the availability of free care in government hospitals, 
and one sees that devc!oping a viable Managed Care Plan will involve careful 
planning, market and product positioning. 

The Medical Commissioner of ESIC noted that 75% of ESIC's 2.4 billion rupee 
($ 150 million) budget is for health care. This amounts to Rs. 600 per family per year. 
There are standards of planning such as I bed/1000 population covered by ESIC. It 
should be noted that ESIC data from absence certificate indicates that, while 
managers miss aipproximately 7 days of work per year, (much the same as most 
industrialized nations), manual workers miss I month of work annually. (21) How 
much of this is because of sickness is not known. It was noted that clerical and other 
skilled workers were seldom seen in ESI facilities, indicating the existence of a 
market for employees that can't or won't use ESI. 

One area that was tried in ESIC was the panel system. ESI officials indicated that 
panel arrangements were being phased out because of its higher cost. They also 
noted that cooperation with an outside agency is diffcult and obtained only through 
the Ministry of Labour. However, it is expected that the panel system would be 
retained for family planning. (22) Officials noted that in the past exemptions from 
ESI were given too easily. The strong preference of ESIC to centralize would point 
away from contracting at the present time. 

Health care is a state responsibility and each state contributes 1/8 of the cost of 
ESIC. Governance of ESIC includes state officials, as well as iepresentives of labour, 
management and the federal ministries of Labour and Health. Each state has its own 
separdte authority. There is a separate Directorate for Delhi with four hospitals and 
37 dispensaries. (23) 
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ESIC has three levels of family coverage - restricted, expanded (outpatient and 
specialist) and full (including hospitalization), which is most common. (24) 10% of 
visits result in a referral to a specialist and 10% of those (or 1%of the total) are 
admitted toa hospital. Some officials note widespread misuse of certificatesand the 
lack of confidence in the system in many places. In some states, trade unions are 
reputed tc ave great influence over ESI but this does not appear to be the case for 
Delhi. Yet, what may be a difficulty for ESIC may turn out to be a benefit by involving
trade unions in promoting healthful behaviours and the small family norm. 

ISSUES OF FEASIBILITY OF MANAGED HEALTH CARE 

Another question salient in the Indian context is whether managed care 
arrangements are feasible in small industries and small scale units located in 
clusters. 

Small industries can develop a fixed site by pooling their resources if located in 
an industrial estate or through pooling of risks through an insurance company. The 
fixed site would require formal cooperation between several firms and fixed 
contributions according to some formula and would be likely to be feasible where 
families live close to the worksite. Enrolling small groups into an HMO-like 
organization can be an underwriting risk. Enrollment in the plan needs to be 
mandatory to avoid attracting only those with high probabilities of usage. 

The most promising development would be if ESIC were to contract with an 
HMO-like entity. Changes would have to be made in benefit design and delivery
mechanisms, since EST is not fully used but is far less expensive on a per capita basis 
than other health schemes. If a company can pay the medical portion to an HMO­
like plan rather than ESIC, it may allow more responsiveness to employee needs. 
Hopefully, money now spent on private practitioners could be spent on a social 
insurance system, allowing more control of costs and quality of care. 

In the BASIS study of Delhi, 21 firms had their own panel of providers. (25) This 
type of arrangement would be difficult for an HMO-like organization to penetrate
Unless most of the doctor's patients were employees of the firm, in which case 
managed care incentives could be used and the panel incorporated into the plan. For 
panel physicians for whom direct company panel arrangements represent a small 
proportion of their income, this would be much more difficult. In other countries, 
many HMOs, such as Kaiser-Permanents, developed from panelsof physicians who 
were sale providers for industrial firms. 

One advantage of the economiesof scale inherent in an HMO-like managed care 
system, is that IEC activities, health education, preventive and promotive activities 
could be provided. These would be acceptable because it would be part of a 
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business-based (and possibly labour union-based) medical care system. A managed 
care system could not only provide information to employees, providers and 
government but, because of the crcdibility inherent in its industrial and tech-nologi­
cal sponsorship, be able to change behaviours in child health, family planning and 
perhaps in industrial safety, thereby reducing absenteeism due to time required for 
family responsibilities as well as workers compensation costs. The IEC component
could be built into the mainstream health care or a separate IEC-outreach compo­
nent targeted on workers' families could be developed. 

Often families of industrial workers remain in villages or migrate to urban 
slums. Most often it is the responsibility of local government or NGOs to provide
health and social services for these populations. An -IMO-like organization can 
work with these organizations on an ad hoc cooperative basis or contract with them 
for specific services. One possibility is for the HMO to act as a broker and monitor 
fora variety of services to assure their availability, accessibility and quality. Another 
mechanism is for the H-[MO to contract with ESIC, NGOs or local government for 
specific services such as maternity, family planning or rehabilitation of injured 
workers or others. 

Factors in the Feasibility of HMO's 

Price- In a competitive market, price both to the employer and to the employee in 
the form of a premium compared to alternative health schemes will determine its 
success. Penetration of the market by managed care systems, reaches 50% in parts
of the U. S. and Brazil. (26) Another price factor is out of pocket cost to employees
in the form of premium- contribution, co-payments or deductibles. When workers 
are accustomed to free care, it is difficult to begin to charge for health services. The 
BASIS report found that one product that appears to be popular in Delhi is family
planning. Over half the employers surveyed by BASIS indicated they would be 
willing to pay extra for family planning for their employees. (27) Insurance was 
available only to executives in about one-third ofall companies, to all employees not 
eligible for ESI in another one-third of companies and available to all employees for 
the rest of firms surveyed. (28) 

Product- The benefit structure will determine the acceptability of the HMO. Most 
employers expect coverage of hospital (nursing home) care as well as primary care. 
The fad lities used will be a factor in whether an employer would wish to change his 
medical arrangemens. It is possible to have different benefits, facilities and ameni­
ties for ciifferent classes of workers at different premium levels. An HMO-like 
organization may wish to target the segment of the market that is not eligible for 
ESIC. Ar, HMO needs to analyze the market segments selected in terms of compari­
son to competitors. There is a tendency to favour high technology tertiary services 
such as organ transplants, diagnostic imaging or heat by-pass operations. 
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Voluntary orMandatoryEnrollment- Many insuring organizations believe that they 
cannot write coverage for health care unless it is mandatory for all. Some HMOs on 
the other hand, insisted that a choice be available among health plans. Voluntary 
enrollment sometimes may lead to adverse selection in which the high using 
segments of the population choose the most comprehensive plan. This has to be 
reflected in premium rates. The advantage of choice is that it tends to reduce 
empioyee dissatisfaction. 

Delivery of Services - In many cases a clinic atmosphere, as is found in some staff or 
group model HMOs creates dissatisfaction. Upper level employees expect the same 
amenities as in private practice. This is easier to achieve in an open panel arrange­
ment like an IPA or a PPO. On the othcr hand, some economies of scale are inherent 
in group practice, especially in ancillary services such as X-ray, laboratory or 
pharmacy. 

Attitudes of Employer - Since the employers are the purchasers of health schemes, 
their attitude about prepaid private sector alternatives is critical. Employers have to 
be!ieve they are getting good value for their investment and that it will result in a 
healthier, happier, more productive workforce. A major factor of HMO success is its 
relations with cmployers. 

Attitudes of Employees - The end user of health care is the patient. The confidence of 
employees and his/her family in the physicians, facilities and organization cannot 
be underestimated. there is a two step marketing process in selling an HMO. First, 
one has to convince the employer to offer the scheme and provide access to HMO 
staff. Then, one has to convince the employees (and where applicable, the labour 
union) that the decision was sound and that the employee gains more than he loses. 
This is true even in a mandatory plan. 

UtilizationControl- Physicians must be motivated and provided with incentives to 
be judicious in use of expensive benefits such as outside specialist care, hospitals, 
drugs and other ancillary services, without making the patient feel he or she is not 
getting enough service. Control by the plan of referral and utilization patterns is a 
key factor of organizational success. Superivsion of UR staff, peer review and 
monetary incentives and disincentives are techniques of managing use and costs. 

Underwriting and Selection - Part of any insurance scheme is the control and 
balancing of risks. Medical care is affected not only by health status, but by consumer 
preferences and patterns of use. Options that HMOs inay use include medical 
screening and actuarial estimates, followed by experience rating of groups. One 
reason that individual insurance is expensive in India is that the smaller the group, 
the more difficult it is to predict expenses. For this reason, larger aggregations (such 
as coalitions of small business) present less risk and lower overhead costs. Size of the 
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group affects overhead and, therefore, rate-setting. Rates must be set above, as-of­
yet unknown, marginal costs, and yield enough revenue in the long run to fund 
reserves and expansion. Careful projections and pricing of different tiers (e.g, one 
person, two person families, etc.) and benefit levels must be done early and revised 
often. 

Contractingwith Suppliers and Purchasers-- Getting the best price for services and
products, such as hospital care and drugs, require ne,-otiating volume discounts. 
Sometimes even managing or buying a facility or supplier may be necessary when 
supplies are constrmned. Also contracting with potential purchasers such as ESC 
or CGHS may provide the r ,tient volume that will allow the HMO to break even.
This requires familiarity with governmental agencies and procurement procedures.
In many places, HMOs first and largest accounts were state and federal government
employees whose stability of employment facilitates predictability and ailows ease 
of management of enrollees. 

FINDINGS AND RECOMMENDATIONS 

A market for managed care exists in the Urban Organized Sector in Delhi and 
probably in other large cities in India. While representing a small proportion
of the total population, it appears to be able to generate sufficient enrollment 
to create a financially viable organization to deliver health care. 

2. 	 There appears to be an additional market for bundled and fee for service 
packages, such as complete maternity care and executive health checks, as 
well as for prepaid comprehensive care, all of which will include preventive
benefits and family planning counselling and services. 

3. 	 The segments of the market that appear to offer the greatest potential, initially, 
are the junior and senior managers of multi-site service and manufacturing
industry. It is hoped that a demonstration effect will stimulate other employ­
ees in the organized sector to alter their preventive and family planning
behaviour. At a later time, industrial workers and other geographic areas 
must be included. 

4. 	 The major thrust will be to offer a prepaid comprehensive health care benefit 
in both high option and low option packages. These will be supplemented by
bundled and fee for service maternal and child health, family planning and 
industrial health services. 

5. 	 To reach the bulk of industrial workers, ESIC must be approached to assess 
their interest in contracting the health care and family planning service for a
portion of their beneficiaries in a delimited geographic area. In addition, 
expansion of managed care in rural areas is critial for the benefits are to be 
brought to the vast majority of the Indian people. 
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6. 	 Essential steps for developing managed care will be costing the prepaid
benefit package to compete with existing company sponsored schemes. A 
large part of refining and projecting the various products will entail costing
alternative arriangements with hospitals, including exploring back to back (or
wraparound) coverage for hospital care with General Insurance Corporation 
or arrangements with individual hospitals in which risk is shared. Alterna­
tively, reinsurance arrangements will need to be explored. Companies and 
individuals favouring in-kind medical protection, largely multi-site compa­
nies, will be likely targets. However, companies that give medical allowances 
rather than service benefits will be difficult to penetrate. 

7. 	 The rapidly rising costs of hospital care in Delhi and Bombay, lega! require­
ments on employers, and capacity limits in urban hospitals serving upwardly
mobile families is likely to create cost containment pressures which will be 
met by various managed care configurations. The Tyagi Foundation Project 
can be a prototype for these managed care efforts. 

8. 	 An alternative to the fixed site clinic is the IPA or individual practice 
association. This type of arrangement involves a prepaid health plan contract­
ing with individual physicians for care delivered in their own offices. The 
physicians organize into a separate entity called the IPA, with its own elected 
representatives. Ownership of the IPA is often by physicians themselves, 
much like a physician's cooperative. Shares of ownership can be through an 
equal partnership or through shares known (in the U.S.) as a Professional 
Corporation or ( in India) as a limited company, to denote limitation of 
liability. IPA physicians can be paid on a discounted fee for service arrange­
ment, a discounted fee schedule, a fee schedule with a set aside, or withhold 
account. This latter arrangement is implemented by setting aside a proportion 
of fees, often 20-25%. The physician is then "at risk" for hospital costs and 
frequently for speciality care. If utilization and costs of hospital and speciality 
care exceed budget, the money set aside can be lost. If utilization is lower than 
projected, the savings are shared with the IPA physicians. In the Indian 
context, the question that must be answered ishow can financial incentives be 
developed that outweigh commissions physicians can expect to receive from 
referrals? In the Indian environment, as in the U.S. environment, i t is better to 
contract directly with a limited number of hospitals, specialists, laboratories, 
pharmacists, etc. to provide leverage in negotiations. 

The advantages of the IPA over the fi --Iclinic with employed physicians (the
staff model HMO) or the fixed clinic with a ,oup of physicians under an exclusive 
contract (the group model HMO) are: 
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A. 	 Expansion is easier without being tied to fixed facilities and permanent
employees. It would be possible, in Delhi, for example, to contract with
physicians serving South Delhi and later develop contracts in NOIDA and
Okhla using a different IPA and a different hospital. Likewise, for the
industrial estates of West Delhi. This would segment the market to different 
populations using geographically, medically and socially appropriate hospi­
tals and specialists. Each IPA should start with at least 10 physicians to 
provide a critical mass. 

B. 	 An IPA has lower startup costs since the timeand money todevelop clinics can 
be spent developing the provider network. 

C. 	 Because an IPA can start faster, revenues can be generated sooner. Marketing,
however, needs to be more intensive to convince employers and individual 
enrollees that this is not just another panel, but a plan that operates on prepaid
insurance principles and can assure comprehensive, high quality care. 

IPA model managed care systems have grown more rapidly than other HMOs,
but sore have floundered during their expansion phase. (29) Some cautions in 
developing an IPA or other open panel arrangements are: (30) 

A. 	 It is harder to control patterns when they are geographically dispersed and
ph.'sicians continue to practise in their own office. The cost savings can be 
dissipated when physicians incur costs to the Plan for referrals and hospitali­
zation without controls. It is important that each participating physician has
enough Plan patients that it makes upa significant portion of his/her income,
otherwise incentives will be too weak to change practice behaviour. 

B. 	 A related probklm of IPAs is the difficulty in tracking accounts receivable and 
incurred but not reported costs (INBRs), since physicians practise independ­
en"y and lags in communication mean lags in billing. Successful IPAs keep
track ofreferrals and hospitalized patients on a daily basisand book estimated 
expenses immediately. In addition, the medical director and utilization 
review (UR) staff must constantly monitor patients who are referred for
specialist care, outside laboratory tests and X-rays, hospitalization, or who 
receive emergency services outside the I'lan. 

C. 	 Management information system must be capable of capturing billing, utili­
zation and claims data. Many IPAs provide personal computers (PCs) to their
participating physicians and have claims and billing information on line. The
incentive of obtaining and being trained on a PC can be an incentive to a 
physician to participate. 
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D. 	 In an IPA the number of benefit packages may have to be limited, since 
pal.ients eligible for different levels of benefits could create complications for 
the practitioner in solo practice. Also, the billing of patients over and above 
premiums (and copayments) must be avoided since cash control would be 
compromised. 

KEY FACTORS IN DEVELOPING OPEN PANEL
 
MANAGED CARE ARRANGEMENTS
 

- Marketing to physicians is essential. Selection of providers will make or break 
an IPA in India. Marketing should be started early and will require 
the collaboration of a knowledgeable, committed primary care physician 
who can talk to younger physicians, who will form the core of the provider 
netwcrk. 

- In the Indian environment, it is recommended the primary physicians be 
paid by capitation (i.e., a fixed monthly amount for each patient on the 
panel). 

- In addition, some incentives and disincentives can be built into the payment 
e.g. 

a bonus for reducing hospital days per patient under an age-adjusted 
target. 

a bonus for fewer than budgeted referrals to outside specialists. This must 
be carefully orchestrated not to create patient dissatisfaction, disen­
rollments or a reputation for skimping on care. 

a bonus for providing a minimum number of preventive care, matermal and 
child health and family planning services. 

bonus for quality, as judged by standards developed by the medical 
director, i.e., lower reinfection rates, return to hospital, preventable infant 
mortality, etc., as well as courtesy and availability to patients. 

physicians who cannot conform to utilization and quality guidelines must 
be re-educated and if necessary, replaced. 

It is important that Fhysicians feel a sense of ownership of the IPA. The 
message that is to be sent is "ifwe do well" and "we are an elite, professional 
group." Therefore, ongoing provider relations are critical. 
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Policy Implications 

The introduction of privately administered, managed care arrangements into 
the states and territories of India has implications for economic development and 
social equity. The private, organized sector is already establishig the precedent for 
reimbursement of health for employees. This, along with discretionary individual 
expenditures, are driving up the cost of medical care which will eventually affect the 
costs of all production. At the same time, the public system, which serves the 
majority of the population, is languishing in some places. The point of these priva­
tization efforts is not to increase the gap in health services between the haves and 
have-nots, but to bring the incentives and technqiues of private sector management 
to bear on the essential areas of health and family planning in a public-private 
partnership. 

Social Insurance, which in India was pioneered through the Employees Insur­
ance Corporation in 1948 should not be abandoned at the time when industrial 
growth is taking off. Rather the financing should be used more effectively to create 
choice and efficiency in health care delivery configurations. In many ways, the 
organized sector and tho business community should be exemplars. The innovative 
use of tax and labour laws can lead to greater efficiency in the allocation of scarce 
resources while enhancing the operation of governmental responsibilities. Equity in 
health care, however, requires not only the creation of incentives but their rigorous
and fair enforcement. You are to be commended foryour concern and your foresight
and interest in the health benefits of your employees and ultimately the health of 
the nation. 

129 



REFERENCES 

1. 	 World Development Report, 1988 World Bank, Oxford. 

2. 	 Ibid. 

3. 	 Deodhar, N S"Primary Health Care in India", Journalof PublicHealthPolicy3 (1) 
:76-99 March, 1982. 

4. 	 Government of India, MOHFW Report of Health Survey and Planning Com­
mittee Vol. 1 New Delhi, 1962. 

5. 	 Bose, A and Desai, Studies in Social Dynamics of PrimaryHealth Care, Delhi 
Hindustan & Publishing Co. 1983. 

6. 	 Govt. of India Ministry of Health and F-mily welfare Estimate. 

7. 	 World Development Report OPCIT. 

8. 	 Roemer M 1,An introduction to the U S Health Care System, 2nd Ed. New York 
: Springer 1987 

9. 	 Group Health Association of America, Annual Report 1987. 

10. 	 Luft H S,HealthMaintenanceOrganisationsDimensionsof Performance, New York 
: Wiley and Sons, 1981. 

11. 	 BASIS 'Market Definition Study for the Tyagi Foundation', New Delhi, August, 
1989. 

12. 	 Ibid. 

13. 	 Government of India, Ministry of Health and Family Welfare Health Informa­
tion, 1989. 

14. 	 Ibid. 

15. 	 Enterprise Program estimates. 

16. 	 Social Security Programmes through out the world-1983, Research Report No. 
59 U S Department of Health Human Services, S S A, 1984. 

13G
 



17. 	Communication with Medical Commissioner, ESIC August, 1989. 

18. 	 ESIC Annual Report, 1988 Government of India. 

19. 	 Social Security Programmes throughout the World 1983 OPCIT. 

20. 	Communication with Medical Commissioner, ESIC Agugust, 1989. 

21. 	 Ibid. 

22. 	 Ibid. 

23. 	 Ibid. 

24. 	 Ibid. 

25. 	 BASIS Market Definition Study OPCIT. 

26. 	Hunter Hand Coutinho, A"HMOs in the U S and Brazil GroupHealthJournal 3 
:22-4 May, 1983. 

27. 	BASIS Market Definition Study OPC!F. 

28. 	 Ibid. 

29. 	 "Report of Consolidated Technical Assistance Project", Group Heal!h Associa­
tion of America, 1982. 

30. 	 FOX P D and Heinen L, Detenninantsof HMO Success, Ann Arbor : Health 
Administration Press Perspectives, 1987. 

131 



RESOURCE MOBILISATION FOR EDUCATIONAL
 
ACTIVITIES IN FAMILY WELFARE PROGRAMME
 

IN ORGANISED SECTOR
 

ANIL GUHA*
 

I. 	 INTRODUCTION 

The success of any social programme depends largely on involvement of its 
people. The government can formulate effective programmes, provide leadership
and coordinate activities including mobilisation of services for social needs of 
people only upto a certain level. It will be wrong to expect that government alone can 
fully implement all the social programmes that they may launch and achieve the 
goals. It is always the people that ultimately matter. Ifany socil programme like the 
family welfare programme has to achieve its objective of reducing the birth rate to 
a specified leve within a given span of time, then there is no other go but to make 
it a people's programme, or rather the people's movement. How can this be brought 
about? Is it possible entirely by government efforts? Perhaps not. 

II. 	 SETTING UP OF CENTRAL RESOURCE MOBILISATION
 
ORGANISATION
 

The way out is to mobilise voluntary efforts of individuals, institutions and or­
ganisations. This leads to the concept of the establishment ofa central resource mo­
bi!isation organisation with branches in different parts of the country. Though such 
mobilisation could cover a larger canvas, the process could start with the educa­
tional and motivational aspects of family planning programme. 

The family welfare programme is not just a birth control programme. It is a 
multi-faceted welfare programme which should ultimately lead to thebeiterment of 
life of the individual, the family, the society and the nation. We have not only to offer 
to prospective eligible couples birth control methods/services, we have also to 
ensure better health care for children and mothers by offering a package of inte­
grated maternal and child health care servces like nutrition and immunisation. To 
make such a prog,'amme successful in a vast country like India with many ethnic,
cultural, social and linguistic variations, a great sustained effort would be needed to 
inform, educate and motivate people. Such an educational programme can effec­
tively be launched only through an integrated multi-media campaign, which again
has to be continuously monitored by some vibrant central organisation having its 
branches at different strategic centres. 

Consultant, Council of Indian Employers, New Delhi. 
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While it may be possible to design an effective multi-media campaign by
drafting the services of experts available in the communication field, the crux of the
problem is how effectively such a well-designed multi-media campaign can be 
implemented successfully by government alone. The constraint of funds and 
paucity of available institutional media resources in the country may thwart the 
progress and extension of the educational programme. Hence the need for mobilis­
ing all the voluntary resources and channelise them through a central organisation 
with its branches at different places. 

III. 	WHAT RESOURCES TO BE MOBILISED 

The first task is to get a multi-media campaign strategy developed and suitable 
prototype media material designed. Since the members of the employers' organisa­
tions are the largest advertisers, it should be possible for employers' organisations
to give a patriotic call to the available advertising talents in the country- individuals 
and established agencies - to contribute free services, if not total, at least partial, for 
formulating the strategy and design of the educational campaign and prepare
prototypes needed for that purpose. There is no doubt that the response will be 
positive as basically people are patriotic. At this point, a federated agency could be 
established integrating the services thus made available. 

This agency then would take up the task of designing the can paign in close 
consultation and cooperation with the concerned government depailments, study­
ing in-depth the requirements of the programme. Let us assume that the voluntary
efforts in cooperation with the appropriate government agencies are able to design
the required multi-media campaign and prepare the material and prototypes for 
various media ­both for mass media and the inter personal communication. Now 
comes the problem of implementation. Even if the government finds it possible to
provide adequate funds for effective launching of the campaign, without people's
active participation in the implementation of the campaign, it would not be possible
to ensure effective results. Alongwith governmental efforts therefore all-out 
endeavour is required to be made to enlist the voluntary services of individuals 
and organised bodies. This should be possible if the peer group in the industrial 
world and the top political leaders jointly make appeals to individuals and 
institutions. 

IV. 	DESIGNING AND IMPLEMENTATION OF EDUCATIONAL 
CAMPAIGN 

The task is two-fold. First to get the required campaign strategy and the 
prototype media materials designed, and, secondly, to get the media campaign
effectively launched and implemented in a sustained manner. The operational work 
plan may be as follows: 
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4.1 To develop the media strategy and prototypes 

i) 	 A list of reputed advertising agencies, commercial artists (renowned individu­
als), script writers etc. will have to be prepared. 

ii) 	 An approach should be made to them from the Icading employ -s' organisa­
tions in collaboration with the concerned government departments, by is'3uing 
an appeal at appropriate level requesting for contribution for the preparation 
of the campaign strategy and media materials. 

iii) 	 Offers of contributions received will be recorded. A working group of execu­
tives of repu ted agencies could be formed and they may be entrusted to process 
the offers received from agencies and individuals into the preparation of the 
campaign. This working group may work in close consultation and co­
operation with the expertise available with the concerned government depart­
ments. 

iv) 	 It is possible that the offers may come in the form of time, space, piece work, 
scripts etc. To work out successfully such a media plan, some whole-time staff, 
both management and technical, would be required. This may be provided by 
the government or the employers' organisations or by some of the leading 
agencies participating on a cost basis. Some of the leading agencies may 
provide whole-time services for the project being partially compensated. The 
free offers of contributions coming from individual artists, script writers etc. 
would be utilised by the working group to the fullest advantage. 

With regard to the cost of preparation of the prototypes for a multi-media 
campaign and launching of such a campaign on a massive scale it would be 
necessary to assess the cost of each item of prototypes required for the 
campaign and then the cost of multipiying those prototypes as per the require­
ment. The cost of launching the campaign over a period of time covering 
different regions, addressed to different target audience groups will no doubt 
be quite high. The total cost in fact will depend on the magnitude and intensity 
of the coverage required to be made. But voluntary contribution from the ap­
proach suggested above will make such efforts light from financial viewpoint. 

4.2 	 Launching of the Campaign 

i) 	 On the basis of the operational work plan of the media campaign the details of 
the phased implementation have to be worked out indicating the requirement 
of time on TV, Radio, Cinema, Theatres, etc., space in newspapers, magazines, 
house journals, etc. for release of advertisements and sponsored articles etc. 
and space for outdoor advertising eg. wall-space for wall paintings/ wall sten­
cils/hoardings, kiosks, neon signs, glow signs, translides etc., display spaces 
on trams, buses, railway coaches etc. The requirements of funds for the 
implementation of the phased campaign also have to be worked out in details 
media-wise and item-wise. 
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ii) 	 Lists of Newspapers/magazines/house journals (the names of Mg. Directors/ 
Chief Editors), advertising agencies/advertisers (who could contribute adver­
tising space), owners or Mg. Directors of TV/radio/cinema theatres (if not 
government owned) etc. to be prepared. 

iii) 	 On the basis of the requirements thus worked out, further appeals from the 
leaders of the industries and also from the political leaders should go to 
different organisations, institutions and individuals requesting for voluntary 
contributions for the national programme. 

iv) 	 All offers of contributions that may come in response to the national appeal will 
have to be mobilised at a central level which may be called the central resource 
mobilisation organisation. Offers will then he analysed, categorised and cred­
ited under appropriate heads to facilitate campaign planning and implemen­
tation, media-wise and area-wise. 

v) 	 Monetary contributions will be spent as and when required for implementa­
tion of the campaign where adequate time/space offers are not received. 

vi) 	 Since the offers would be forthcoming from all parts of the country and the 
campaign has to cover the entire country it will be necessary to open branches 
of central resource mobil isation organisation at appropriate regional levelsand 
the 'credits' of free offers received would be directed to such branches for fuller 
utilisation. 

V. 	 An Example 

It may be necessary to concretise the above concept by an example. Take for 
example that the campaign prepared has the following media prototypes as compo­
nents : 

1. A film (2 mts. quickie) 

2. A serialised radio programme (15 mts. duration each) 

3. A TV play (15 mts. duration) 

4. A hoarding design 

5. A poster 

6. A design for bus/tram/train panel 

7. A display advertisement for newspaper/journals 

8. An article written by a reputed social scientist etc. etc. 
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Now to implement these we need the following : 

i) For the film we need to make copies for release in cinema theatres and
require free time for their showir.g. Our efforts would, therefore, be to get 
resources in respcct of both. 

ii) 	 For the serialised radio programme, if only one prototype has been pre­
pared the first task would be to get a series of similar software materials 
prepared in advance, say atleast for 3 months broadcast - if it is proposed
to be a weekly programme then atleast 12 such radio programmes should 
be in hand before the programme starts on the radio. For this purpose, either 
we try to obtain free services of competent radio play writers oremploy such 
writers on payment basis, funds being made available through voluntary
contributions. Next we need time on radio for broadcasting. Since such
items are normally broadcast through commercial channels of radio, they
will have to be paid for. Efforts may be made to get necessary free time from 
the radio for the programme. Alternatively both 'software' preparation and 
'Time' can be financed by sponsorship of some big advertisers or social/
cultural organisations. Some years back a series, titled " love stories of
India" was sponsored on the radio jointly by "Femina" a women's maga­
zine and by some 'pill' manufacturers: The Programme had promoted the 
family planning programme. 

iii) 	 A TV play has two element3: cost on a drama troupe for the show and the 
TV time cost. Both can be met by sponsorship. 

iv) 	 For the hoarding display, places at strategic points would be required.
Normally such sites are commercially owned and rented out. Some sites be
obtained free from Advertising Agencies owning them and some sites can 
be acquired under the sponsorship of big business houses or such organi­
sations as Rotary Clubs/Lions Clubs/Chambers of Commerce, etc. The 
charges for painting the design if necessary can be met from monetary
'credits' that may be received. 

v) 	 A poster first is to be reproduced ini the required quantity - and then 
distribu ted and displayed according to a plan. For its production, tree offers
from printers and paper manufacturers may be tried. Depcnding on the 
availability of such offers it can be got produced other-wisc .Aith the money
received through voluntary contributions. If it isa metallic poster itsdisplay 
spaces at strategic places eg. Post offices, Railway platforms, Cinema hall 
Lounges etc., may be obtained free. 

vi) 	 A design for tram/ bus/train panel to execute would need work of adver­
tising studio/metal printer for printing/painting, and display space on 
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tram/bus/train. All this can be obtained free fully or partially. Partly if 
required, the expendituremaybe met out offunds raised through voluntary 
contributions. 

vii) 	 For a display advertisement to be released in newspapers/journals free 
space can either be obtained from the papers or expenditure can be met by 
donation of space by an advertiser. 

vii;) 	 An article received from a Social Scientist a a free contribution can be 
released also free, readership pages being donated by the the newspapers. 

VI. 	 FEASIBILITY OF IDEA 

That all this is possible can be further authenticated by a few examples. 

1. 	 Special articles on family planning contributed free by eminent writers/ 
scholars are getting published in leading newspapers in India - the spaces 
being donated by some advertisers (Commercial Houses). 

2. 	 Lions Clubs, New Delhi organised a fund raising function on 11th Decem­
ber, 1976 in aid of 'he farily planning programme. Mohamed Rafi, a noted 
singer along with a few selected filmstars gave free perform.nce. The 
numerous advertisements which were released in local newspapers publi­
cising the function almost daily for a number of days were all free, spaces 
being donated by various companies. 

3. 	 On an appeal from the Department of Family Planning, Govt. of India large 
number of House journals are regularly devoting their columns for the 
furtherance of the national family planning programme. Many of them are 
bringing out special supplements on family planning from time to time. 

4. 	 There have been many similar contributions during the last few years from 
various individuals and organisations for the cause of the national family 
planning programme. Many companies have also integrated family plan­
ning messages both visually and textually with their owr messages in their 
publicity campaigns. While these ensure participation, due to non-mobili­
sation of such voluntary efforts at a central place no multimedia campaign 
planning and implementation could be done with such voluntary efforts. 
The effect of such voluntary efforts would be manifold and in the desired 
direction if mobilised and channelised through some established Central 
Agency. 

5. It may be ;v.-rthwhile to note in this connection that few leading advertising 
agencies in the USA have voluntarily joined together to form the National 
Advertising Council Inc. (Headqrs. at New York) and carrying on 
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voluntarily for the last many years special educational campaigns worth 
millions of dollars through TV, radio, film, newspapers etc. on problems
like, Population, Drug Abuse, Forest Fire, Family Planning, Tuberculosis, 
Summer jobs for students, etc etc. What could be done by the voluntary
efforts of a few well-meanirig patriotic advertising firms in the USA can also 
be done elsewhere, if sincere efforts are made at national level. 

VII. TO SUM UP 

1. 	 The voluntary resource mobilisation organisation plan has its central objec­
tive in the involvement of the establishments in the private and public 
sectors and also individuals to promote and supplement the existing or 
fresh efforts at population communication and motivation work at national 
level. 

2. 	 The operational work plan may be as follows: 

i) 	 Preparation of lists of major advertising agencies, advertisers in the 
press, radio, TV, cinema, theatres etc. 

ii) 	 To approach them through appropriate authorities at national level 
responsible for population activities fordonations and contributions in 
cash, space, time etc. 

iii) 	 To draw up a comprehensive action plan for utilisation of these volun­
tary offers supplementing the inputs already put into the programme 
by the national authorities. 

iv) 	 Preparation of prototype and materials for different media use for 
which contributions and donations have been received. 

v) 	 Implementation of the plan ie. mounting of the campaign which would 
involve production and distribution of different media materials and 
their placements. 

vi) 	 Evaluation of the campaign launched so that shortcomings if any found 
would be rectified in future operations. 

For the implementation of the scheme outlined above at national level the 
division of responsibilities may be as follows: 

i) 	 The plan for a central resource organisation based on outline given
above may be prepared by the Apex Body of the industrial houses ie. 
FICCI in close collaboration with the Govt. of India. 
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ii) 	 Appeals to the institutions in the private and public sectors requesting 
for contributions and donations and also for the preparation of proto­
type software could be drafted/issued by the central and regional 
organisations of trade and industries. 

iii) 	 The plan could be implemented centrally by the FICCIthrough a special 
family welfarecell which will be mainly responsible for such operations 
asgeneration of interest in the industrial sector for the promotion of the 
national family welfare programme, elicit generous donations/contri­
butions for the promotion of the programme, receipt of the donations 
in cash, kind, space or time and for investing these for educational and 
motivational purposes. 

iv) 	 Independent research and evaluation orgarisation could be entrusted 
with the job of evaluation and for the introduction of such changes as 
may be necessary to make the operations more effective and efficient. 
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1916 

LANDMARKS OF THE FAMILY PLANNING 
MOVEMENT IN INDIA 

Pyare Kishan Wattal published his book 'THE POPULATION 

PROBLEM IN INDIA". 

1923 

1923 

1925 

1925 

N.S. Phadke starts Birth Control League in Bombay. 

G.D. Kulkarni establishes a Birth Control League in Poona. 

Prof. Raghunath Dhondo Karve opened a birth control clinic. 

The Neo Malthusian League formed in Madras. 
June11, 1930 	The Mysore Government issued orders to open the first government 

birth control clinic in the world. 
1931 	 Census in India draws attention to the Population problem. 

1932 The Senate of Madras University, the Government of Madras and the
All India Women's Conference (Lucknow session) supported birth 
control. Madras University starts instructions in contraceptions. 

1933 All India Women's Conference passes a Resolution in favour of birth 
control. 

1935 	 The National Planning Committee set up by the Indian National Con­
gress, under the chairmanship of Shri Jawaharlal Nehru supported 
family planning. 

1935-36 Mrs. Margaret Sanger visi ted India on the invitation of the All India 
Women's Conference. 

Dec.1, 1935 	 The Society for the Study and Promotion of Family Hygiene was 
formed in Bombay. 

1936 	 Dr. A P Pillai, a vigorous advocate for family planning, conducted 

training courses. 

1939 	 'Birth Control World-wide' opened clinics in U.P. and M.P. 
1939 	 Col. B.L. Raina started Matra Sewa Sangh in Ujjain, M.P. 

1940 	 Shri P.N. Sapru successfully moved a resolution in the Council of 
States for estabilshment of birth control clinics. 

1940 	 Mrs. Rena Dutta toured extensively in India on behalf of the Family 
Planning Association, London. 
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1940 	 The Society for the Study and Promotion of Family Hygiene became 
the Family Planning Society, incorporating the Bhagini Samaj Birth 
Control Clinic in Bombay. 

1943 	 The Health Survey and Development Committee appointed by the 
Government of India recommended provision of birth control serv­
ices for health reasons. 

1946 	 Bhore Committee recommcnds birth control. 

1946 	 Bombay Municipal Corporation accepts a resolution for giving birth 
control advice in its clinics. 

1947 	 Bombay Municipal Corporation opens two birth control clinics. 

1949 	 The Family Planning Association of India was formed under the 
presidency of Shrimathi Dhanavanthi Rama Rau. 

1949 	 Indian Army introduces family planning in its Health and Welfare 
Organisations at the suggestion of General Carriappa. 

Around a) Dr. Abraham Stone visited India under the auspices of WHO to 
1950-51 advise on establishment of studies on Rhythm method as a contra­

ceptive device. 

b) 	 The Population Council sent Dr. Frank Notestein and Dr. Leona 
Baungartner to India to study population matters 

1951,April 	 Planning Commission, Iealth Panel appointed a Committee to report 
on population growth and family planning programmes with Dr. 
Sushila Nayar, Smt. Dhanavanthi Rama Rau, Shri R.A. Gopalaswamy,
Dr. Gyan Chand and Dr. A.C. Basu as members. 

1951 	 Family Planning included in the First Five Year Plan of India. 

1951 	 Family Planning Association of India holds its First All India Confer­
ence on Family Planning in Bombay. 

1952 	 Family Planning Association of India hosts Third International Con­
ference on Planned Parenthood. Birth of International Planned Par­
enthood Federation. 

1953 	 The Family Planning Research and Programme Committee in its first 
meeting in July, 1F'3 stressed that the family planning programme 
should not be concerned in the limited sense of birth control or merely 
spacing of children, but to promote the growth of the family as a unit 
of society in a manner designed to facilitate the fulfillment of those 
conditions necessary for weifare. 
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