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Preface

At 5 pm on 10 July 2015, the World Population Day, the population of India
touched the magic figure of 12,7423,9769 constituting 17.25 % of the global
population, as per the National Population Fund. With a rate of growth of 1.6 %,
faster than China’s rate of growth of population, India will have 1.63 billion people
by 2050 and will surpass China. Population of India, as per the 2011 Census, is
almost equal to the combined population of the USA, Indonesia, Brazil, Pakistan,
Bangladesh and Japan. Unfortunately, for India, there is hardly any commensurate
response to the enormity of this impending danger across the stakeholders.
Population clock in India is, in fact, a mere national showpiece, a record keeper of
number; it has not been of any use to generate or tick any alarming signal for the
nation. This casual feeling has infected the administration of population control and
family planning right from the policy-making areas down to its implementation at
various layers of field functionaries. The absence of correct focus on an alarming
situation has been the sad story of population control scenario in India. This is due
to the fact that both the union government and the state governments have not been
administering its constitutional mandate of population control and family planning,
as enshrined at serial number 20A of the concurrent list of the Constitution of India.
Instead, the country has taken up family welfare programme which lacks the robust
vision of sustainable population in the country.

This laissez-faire approach in a runaway population scenario in our country has
been compounded further by the demographic agenda of multiplying number by a
particular religious group for improving its electoral voice through population ratio
in the country. The porous international border together with a soft approach
towards infiltration is responsible for continuous influx in the border states of India
and in the consequent incremental population size. India has turned into a safe
haven for illegal migrants. Since in our country vote bank politics is the order of the
day, political parties of all descriptions are afraid to speak against illegal migrants.
This is an irony of the role of political leaders in the population control programme
in India.

The National Population Policy 2000 has since expired. The commitment and
concern for the runaway population in India are still to be reflected in any policy
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of the day. The population control is still not an agenda of the work programme
of the country; neither does it have any officially declared national norm of family
size. It is hedged under the politically convenient concept of family welfare. Even
the family welfare programme is now submerged under the National Health
Mission. The big area of issue-based programme management is nowhere in sight
and ironically, and the Department of Family Welfare has been wound up from the
Ministry of Health and Family Welfare. The country has been left itself to an
autogenerating process of demographic transition. The extent of carrying capacity
of burgeoning population never bothers us.

India is an important signatory to the Declaration of Sustainable Development
Goals (SDGs) at the Sustainable Development Summit 2015. The visionary and
game-changing SDGs are now to be reached by the world in general and India in
particular. The sustainable population is the prime requisite for achieving sustain-
able development and reaching SDGs.

This book intends to make a thorough investigation of the population problem
issues in India from diverse angles- demographic, policy and programme etc. and
attempts to capture the state of preparedness of our country to reach sustainable
population.

In undertaking this study, I have made use of related publications of the
Directorate of Census Operations, West Bengal and government of India. For the
record, among others, I owe a great debt to the Websites of the Registrar General of
Census, different ministries, government of India, Planning Commission, UN,
UNDP, WHO, UNICEF, UNESCO, IIPS and also numerous others for making
liberal use of relevant materials to prepare this book. I also express my thanks and
gratitude to the library stuff of the Directorate of Census Operations, West Bengal,
and also of the Bureau of Applied Economics and Statistics, government of West
Bengal, for assistance. Moreover, I put on record the constant encouragement and
support that I received from my daughter, Maniparna, to complete the study.

Finally, I deeply acknowledge the exemplary guidance and assistance that I
received from Ms. Margaret Deignan, publishing editor, Springer Nature, and I am
grateful to her and to the Springer Nature for agreeing to publish this book at the
quickest time possible.

Salt lake Bedprakas SyamRoy
August 2016
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About the Book

India faces the daunting challenge of alarming size of population. With 2.4 %
geographical space, India houses 17.5 % of the global population and is soon to
overtake China by 2030. The absence of correct focus on an alarming situation has
been the sad story of population control scenario in India. Both the union gov-
ernment and the state governments have not been administering its constitutional
mandate of ‘population control and family planning’, as enshrined at 20A of the
concurrent list of the Constitution of India. Instead, the country took up family
welfare programme which is now subsumed under the National Health Mission.
The big area of issue-based programme management is nowhere in sight, and
ironically, the Department of Family Welfare has been wound up. The country has
been left itself to an autogenerating process of demographic transition. The extent
of carrying capacity of burgeoning population never bothers us.

India is an important signatory to the Declaration of Sustainable Development
Goals at the Sustainable Development Summit, 2015. The visionary and
game-changing SDGs are now to be reached by the world in general and India in
particular. The sustainable population is the prime requisite for achieving sustain-
able development and reaching SDGs.

This book intends to make a thorough investigation of the population problem
issues in India from diverse angles- demographic, policy and programme, and
attempts to capture the state of preparedness of our country to reach sustainable
population.
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Theoretical Framework and Issues of
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Chapter 1
Theoretical Framework on Studies
of Population

Abstract Population control and management is the most burning problem of the
day and also a very challenging job in India. The programme managers and service
providers of population control and management are tasked with high valued
performance expectation to prevent runaway population growth in the states of
India and restore population stabilisation in the country. Such functionaries are
expected to be well conversant with the theoretical background of the areas of their
functional domain. Generally speaking, population control and family planning
does not belong to any particular of academic discipline. It happens to address a lot
of cross cutting issues ranging from economics to medical science, from education
to women empowerment, from child health to communication, from religious faith
to legal provisions, and from human development to climatic change and sustain-
able development and so on. All these subject areas have their own big subject
universe to significantly influence the reproductive behaviour of the citizens and
impact the size of population. Since the knowledge of relevant subjects areas is
crucial in the functioning areas of population control and family planning, it is only
desirable that programme managers and service providers would need to scale up
their skill and institutional capacity building to discharge their functional respon-
sibilities. Economics happened to be the first discipline to take up seriously the
problem of population in theoretical analysis. The broad outlines of theories of
population, like Malthusian theory of population, the optimum theory of population
and the theory of demographic transition have been touched, at the first instance, to
familiarise with subject-environment before initiating programme intervention, its
focused implementation and monitoring for the intended outcome.

Keywords Population control managers � Professional knowledge � Malthusian
theory of population � The optimum theory of population � The theory of demo-
graphic transition

Population control and management is the most burning problem of the day and
also a very challenging job in India. The programme managers and service pro-
viders of population control and management are tasked with high valued

© Springer International Publishing Switzerland 2017
B. SyamRoy, India’s Journey Towards Sustainable Population,
DOI 10.1007/978-3-319-47494-6_1

3



performance expectation to prevent runaway population growth in the states of
India and restore population stabilisation in the country. Such functionaries are
expected to be well conversant with the theoretical background of the areas of their
functional domain. Generally speaking, population control and family planning
does not belong to any particular of academic discipline. It happens to address a lot
of cross cutting issues ranging from economics to medical science, from education
to women empowerment, from child health to communication, from religious faith
to legal provisions, and from human development to climatic change and sustain-
able development and so on. All these subject areas have their own big subject
universe and some components of such big subjects do significantly influence the
reproductive behaviour of the citizens and thereby impact the size of population in
the given location. Since the knowledge of relevant subjects areas is crucial in the
functioning areas of population control and family planning, it is only desirable that
programme managers and service providers would need to equip themselves ade-
quately to scale up their skill and institutional capacity building to discharge their
functional responsibilities. Accordingly, an overview of all related subjects is taken
up hereunder, in several chapters, to appreciate the theoretical background and the
need to familiarise with subject-environment before initiating programme inter-
vention, its focused implementation and monitoring for the intended outcome.

Economics happened to be the first discipline to take up seriously the problem of
population in theoretical analysis. The broad outlines of such theories of population
would be discussed hereunder. Historically, though Adam Smith and Benjamin
Franklin happened to be pioneer in opening up population related issues at their
time, it was Robert Tomas Malthus who, with his population doctrine, revolu-
tionized the economic thinking by spelling out the linkage between population and
food supply ever since the first publication of his Essay in 1798. After extensive
tour and new findings, Malthus revised his first Essay in 1803 and finally sum-
marized it in a short essay, A Summary View of the Principle of Population in
1830. The essence of Malthusian theory of population could be as follows:

Malthus predicted that food production would increase arithmetically (1, 2, 3, 4,
5, …), but population would increase geometrically (1, 2, 4, 8, 16, …). Eventually
the demand for food by the increasing population would exceed the world’s
capacity to produce. The results would be war, famine, pestilence and strife.

Malthus was criticised mainly from two standpoints. The first was on the data
used by him. The source of his data was based on America, a British colony and
was provided by a close personal friend, Benjamin Franklin, prior to US inde-
pendence. Population was growing rapidly there due to British migration. Food
production did not need to grow as rapidly as the population since food was so
abundant in the new world. As the population increased, more and more land was
cultivated, and food production increased at the same rate as the population.

The second criticism centred on the assumption of constant production tech-
nology in agriculture. This was obvious. It was an era when the steam engine was
the only source of power and its applicability was not developed for use in any form
in agriculture. Production technology in agriculture has since come into being to
improve increasing yields per acre.
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The Optimum theory of population:
The optimum theory of population was propounded by Edwin Cannan in 1924 in

his book Wealth and later popularised by Robbins, Dalton and Carr-Saunders. The
proponents of this theory believes in the linkage between the size of population and
the production of wealth as distinguished from Malthusian views between popu-
lation and food supply.

The optimum population is the desired ideal number of the population that a
country should have taking into consideration available resources at its command
and also of means of production of the country. It will yield the maximum returns or
income per head, considering its resources. Any deviation from this optimum-sized
population will lead to a reduction in the per capita income. If the increase in
population is followed by the increase in per capita income, the country is
under-populated and it can afford to increase its population till it reaches the
optimum level. On the contrary, if the increase in population leads to diminution in
per capita income, the country is over-populated and needs a decline in population
till the per capita income is maximised.

However, the optimum population level is not a fixed figure for any country for
all time to come. Such a figure is variable with changes in the stock of natural
resources and/or techniques of production. If there are improvements in the stock of
natural resources or up-gradation in the methods and techniques of production, the
output per head will rise and the optimum point will shift upward. Thus the opti-
mum population is not anything static but a movable figure.

Let us now briefly touch upon the difference between the Malthusian Theory and
the Optimum Theory:

(a) Malthusian theory dwelt on relationship between population growth and food
production, whereas the optimum theory focuses on linkage between level of
population and the resource base and its use as reflected in its per capita income
level.

(b) Malthusian theory of population spoke of situation when a country exceeding a
particular size of population would plunge in misery and distress. There is no
rigidly fixed maximum population size in the optimum theory.

(c) For Malthus, famine, war and disease were the signs of over-population
whereas the optimum theory maintains that even in the absence of such dis-
tressing phenomena, there can be over-population when its per capita income
goes down.

(d) Malthus was haunted by the fear that population would outstrip food supply.
The modern economists do not suffer from any such apprehensions.

Theory of Demographic transition:
The linkage between Population Growth and Economic Development is an

eternal query for theoretical economists as it is linked with population stabilization
and right kind of population size in a country. Admittedly, there is a mutual and
close relation between the growth of population and the economic development of a
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country. One affects the other which, in turn, is affected by the other. This is
brought out by the Theory of Demographic Transition:

(a) Effect of Growing Population on Economic Development:

Rapidly growing population impacts the economy in two ways: it stimulates
economic growth on the one hand and affects it on the other. By enlarging effective
demand, it releases economic force, motive and incentives to speed up initiatives
and efforts to take up in a big way the challenges for economic development for the
potential big market for goods and services and to make full use of the available
resources by all possible ways. In the process, it accelerates economic growth.

On the other hand, hugely growing population appears to be a great obstacle for
economic growth in a number of ways:

(i) The huge size of population very often compels such under developed
country to import huge quantities of food grains on occasional crop failures
and food shortages forcing diversion of essential foreign exchange for
importing scarce capital goods so crucial (e.g., plant, machinery and
equipment and accessories, and essential raw materials) for rapid economic
growth.

(ii) Since the huge population contains a high percentage of unproductive
population and a higher size of BPL, it forces the government to make
provision for subsidy and other attendant social sector expenditures thereby
compromising its own economic priority programme.

(iii) Similarly, a rapidly growing population aggravates the unemployment
problems of all kinds—disguised or otherwise: under-employed or unem-
ployed, both in rural and urban areas and forcing the government to divert
country’s resources to make provision for unemployment allowances and
other related expenditures.

(iv) The huge size of population makes it difficult to improve quality of life and
human development suffers.

(v) Finally, the most serious consequence of the fast growing population is that it
affects the country’s capacity to save and invest- a crucial factor for eco-
nomic growth.

To sum up, a size of fast growing population acts as a drag on economic growth.
Let us now see how economic growth impacts the population scenario:

(b) Effect of Economic Growth on Population Growth:

An underdeveloped country passes through a phase of high birth rates and high
death rates. The birth rates are high because of the existence of universal and early
marriages. The death rates are very high on ground of poor diet, bad sanitary
conditions and absence of adequate preventive and curative medical facilities. The
sociological features of such underdeveloped countries are characterised by high
birth rates, high death rate, high IMR, inflexible social beliefs, rigid customs and
non-negotiable religious attitudes and so on. The economic compulsion for
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supplementing family income also forces children to join in labour market and
indirectly promotes for larger number of children in the family.

With the launching of economic development, the socio-economic features of
the country undergoes gradual changes. Economic development brings in its trail
improved agricultural practices, ensures increased food production and its avail-
ability. As a result per capita food intake increases and nutritional standard also
improves. Along with the same, the medical facilities also go up and ensures better
standard of living. All these improvements bring down the death rate. Initially, the
birth rates also continue to rule high. As a result the population growth becomes
still more rapid and the country faces a situation of ‘population explosion’.
However, with continued economic development, the birth rates of the country start
falling. People realise the benefits of small families and the large number of chil-
dren are no longer regarded as asset. The low IMR and small families become the
accepted pattern of society. This, in short, is the Theory of Demographic Transition.

The demographic transition theory is a model that tries to explain the stages of
population growth of a nation over a period of time. Economists could locate four
stages in which such demographic transition usually takes place. The Stage one of
the demographic transition model is associated with pre-industrial society where
birth rate is high and death rate is also high resulting in the process a population of a
relatively stable size and a slow growth rate. This stage was observable for most of
human history. The Stage two of the demographic transition model takes place in a
developing nation. In this second stage, although the birth rate remains high, the
death rate drops, particularly of the category of infant mortality. As a result, a rapid
population growth takes place there. This imbalance in the population size may
however, be temporary. The Stage three of demographic transition can be seen in
any newly developed nation when birth rates drop further while death rates remain
constant. Rearing of children becomes more expensive and women also choose to
have fewer children. The fourth stage of stable population occurs when both the
birth rates and the death rates are low. Death rates are low because of improved
quality of life in the form of improved medical facilities, required food and nutrition
coverage. The birth rate is low because people find values of small family and have
access to all kinds of contraception, and women are, by and large, gainfully
employed or have other work opportunities for economic empowerment.
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Chapter 2
Issues Arising Out of Theories
for Control of Population

Abstract The theories of population threw up several issues governing population
stabilisation of a country. Such issues look upon the population problem from its
own domain perspective. Individually, such issues are important; collectively they
explain genesis of the whole problem. The critical issues that have significant-
bearing on sustainable population are the trend and the status of Population, Food
grains Production scenario, Poverty status, Nutritional status, Unemployment sce-
nario, Human Development Index, Resources scenario, Environmental and
Climatic scenario. The trend and the current situation of such issues have been
examined in the context of Indian situation and assessed the prospect of carrying
further load of population.

Keywords Status of Population � Food grains production scenario � Poverty sta-
tus � Nutritional status � Unemployment scenario � Human development profile �
Resources scenario � Environmental and climatic scenario

The theories of population threw up several issues governing population stabili-
sation of a country. Such issues look upon the population problem from its own
domain perspective. Individually, such issues are important; collectively they
explain genesis of the whole problem. A select list of such issues are taken up here
under in the context of our country.

2.1 Population status

Population is the most important asset of any country. Population is responsible in
building up the economic edifice, cultural foundation and the standard of civi-
lization of a country. On it also depends the quality of life of its citizens. However,
the size of population is also the single most problem for any country when such
size surpasses the optimum population and put a drag on economic prosperity and
quality of life. With 2.4 % of the land territory of the world, India covers more than
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17.5 % of the population of the world as per census 2011. The population size of
India is unusually very big and the trend of growth of population is also very
alarming. In a number of Tables from 2.1, 2.2, 2.3, 2.4, 2.5, 2.6, 2.7 and 2.8, the
size of population, its decadal increment,decadal growth and density have been
captured from censuses in India for the states of this country which are
self-explanatory and indicate the critical population scenario of the country.

Table 2.1 Decadal growth of the size of population of India from 1951–2011

Census Year Size of population Male population Female population

1951 361,088,090 185,528,462 175,559,628

1961 439,234,771 226,293,201 212,941,570

1971 548,159,652 284,049,276 264,110,376

1981 683,329,097 353,374,460 329,954,637

1991 846,421,039 439,358,440 407,062,599

2001 1,020,193,422 531,277,078 495,738,169

2011 1,210,569,573 623,121,843 587,447,730

Sources Census publications of different years including PCA 2011

Table 2.2 Decadal incremental size of the population of India

Census year Size of population Incremental
population

Decadal growth Sex ratio

1951 361,088,090 – 13.31 946

1961 439,234,771 78,146,680 21.64 941

1971 548,159,652 108,924,881 24.80 930

1981 683,329,097 135,169,445 24.66 934

1991 846,421,039 163,091,942 23.86 927

2001 1,020,193,422 173,772,383 21.54 933

2011 1,210,569,573 190,376,151 17.7 943

Sources Census publications of different years including PCA 2011

Table 2.3 Growth of absolute number of population of India

Census
Year

POPULATION
OF INDIA

Times of population
growth of India over the
1951 census

Incremental
population over
last census

Density of
population

1951 361,088,090 – – 117

1961 439,234,771 1.21 78,146,680 142

1971 548,159,652 1.51 108,924,881 177

1981 683,329,097 1.89 135,169,445 216

1991 846,421,039 2.34 163,091,942 267

2001 1,020,193,422 2.82 173,772,383 325

2011 1,210,569,573 3.35 190,376,151 382

Sources Census publications of different years including PCA 2011, India
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Table 2.5 Decadal growth of population in the states of India

States 1951 1961 1971 1981 1991 2001 2011

Andhra Pradesh 14.02 15.65 20.90 23.10 24.20 14.59 11.0

Arunachal Pradesh NA NA 38.91 35.15 36.83 27.06 26.0

Assam 19.93 34.98 34.95 23.36 24.24 18.92 17.1

Bihar 10.58 19.79 20.91 23.38 24.16 28.62 25.4

Chhattisgarh 9.42 22.77 27.12 20.39 25.73 18.27 22.6

NCT of Delh# 90.00 52.44 52.93 53.00 51.45 47.02 21.2

Goa 1.21 7.77 34.77 26.75 16.08 15.21 8.2

Gujarat 18.69 26.88 29.39 27.67 21.19 22.66 19.3

Haryana 7.60 33.79 32.22 28.75 27.41 28.43 19.9

Himachal Pradesh 5.42 17.87 23.04 23.71 20.79 17.54 12.9

Jammu & Kashmir 10.42 9.44 29.65 29.69 30.34 29.43 23.6

Jharkhand 9.35 19.69 22.58 23.79 24.03 23.36 22.4

Karnataka 19.36 21.57 24.22 26.75 21.12 17.51 15.6

Kerala 22.82 24.76 26.29 19.24 14.32 9.43 4.9

Madhya Pradesh 8.38 24.73 29.28 27.16 27.24 24.26 20.3

Maharashtra 19.27 23.60 27.45 24.54 25.73 22.73 16.0

Manipur 12.80 35.04 37.53 32.46 24.29 24.86 18.6

Meghalaya 8.97 27.03 31.50 32.04 32.86 30.65 27.9

Mizoram 28.42 35.61 24.93 48.55 39.70 28.82 23.5

Nagaland 12.30 73.35 39.98 50.05 56.08 64.53 −0.6

Odisha 6.38 19.82 25.05 20.17 20.06 16.25 14.0

Pondicherry# 11.31 16.34 27.81 28.15 33.64 20.62 28.1

Punjab −4.58 21.56 21.70 23.89 20.81 20.10 13.9

Rajasthan 15.20 26.20 27.83 33.97 28.44 28.41 21.4

Sikkim 13.34 17.76 29.38 50.77 28.47 33.06 12.9

Tamil Nadu 14.66 11.85 22.30 17.50 15.39 11.72 15.6

Tripura 24.56 27.03 31.50 32.04 32.86 16.03 14.8

Uttar Pradesh 11.78 16.38 19.54 25.39 25.55 25.85 20.2

Uttarakhand 12.67 22.57 24.42 27.45 24.23 20.41 18.8

West Bengal 13.22 32.80 26.87 23.17 24.73 17.77 13.8

Chadigarh# 7,47 394.13 114.59 75.55 42.16 40.28 17.2

Daman&Diu# 13.55 −24.56 70.85 26.07 28.62 55.73 53.8

D&N Haveli# 2.70 39.56 27.45 24.54 25.73 59.22 55.9

Lakshadweep# 14.60 14.61 31.95 26.53 28.47 17.30 6.3

A&N Islands# –8.28 105.19 81.17 63.93 48.70 26.90 6.9

All India 13.31 21.64 24.80 24.66 23.86 21.54 17.7

Sources Census of India, paper 1 of 2011 and PCA, 2011; # stands for Union Territories

2.1 Population status 13



Table 2.6 Decadal rate of growth of some of the selected countries of the world

Countries Reference date Population in millions Decadal change

China 01.11.2010 1341.0 5.43

India 01.03.2011 1210.5 17.64

USA 01.04.2010 308.7 7.26

Indonesia 31.05.2010 237.6 15.05

Brazil 01.08.2010 190.7 9.39

Pakistan 01.07.2010 184.8 24.78

Bangladesh 01.07.2010 164.4 16.76

Nigeria 01.07.2010 158.3 26.84

Russian Federation 01.07.2010 140.4 –4.29

Japan 01.10.2010 128.1 1.1

Other countries 01.07.2010 2844.7 15.43

World 01.07.2010 6908.7 12.97

Source Census of India, paper 1 of 2011

Table 2.7 Density of population in the states of India

States 1951 1961 1971 1981 1991 2001 2011

Andhra Pradesh 112 131 158 195 242 277 308

Arunachal Pradesh – 4 6 8 10 13 17

Assam 102 138 186 230 286 340 398

Bihar 223 267 324 402 685 881 1106

Chhattisgarh – – – – 130 154 189

NCT of Delhi# 1176 1793 2742 4194 6352 9340 11,320

Goa 148 159 215 272 316 364 394

Gujarat 83 105 136 174 211 258 308

Haryana 128 172 227 292 327 478 573

Himachal Pradesh 43 51 62 77 93 109 123

Jammu & Kashmir NA NA NA 59 77 100 124

Jharkhand – – – – #276 338 414

Karnataka 101 123 153 194 235 276 319

Kerala 349 435 549 655 749 820 860

Madhya Pradesh 59 73 94 118 158 196 236

Maharashtra 104 129 164 204 257 315 365

Manipur 26 35 48 64 82 97 115

Meghalaya 27 34 45 60 79 103 132

Mizoram 9 13 16 23 33 42 52

Nagaland 13 22 31 47 73 120 119

Odisha 94 113 141 169 203 236 270

Pondicherry# 645 750 959 1229 1683 1989 2547

Punjab 182 221 269 333 403 484 551
(continued)
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The religion-wise growth of population of India is an issue of great demographic
importance and is also of serious concern from population stabilisation point of
view. While the Census of India shows the religious group under the Hindus, the
Muslim, the Christain, the Sikh, the Buddhists, the Jains and others, the data
analysis hereunder centers around on two principal religious groups, the Hindus and
the Muslims, who share the major burden of population size in the country. The
self-introductory Tables from 2.9, 2.10, 2.11, 2.12 and 2.13 reveal the relative
contribution of the Hindus and the Muslims to the alarming population size and
growth in the states of India.

To sum up, the total population of India at 0.00 hour of Ist March 2011was 1210.6
million. Of this, the total rural population was 833.5 million and the urban population
377.1 million. In absolute numbers, out of the total increase of 182 million added to
the last decade, the contribution of rural and urban areas is equal to 91.0 million each.
Uttar Pradesh has the largest rural population of 155.3 million (18.6 % of the
country’s rural population) whereas Maharashtra has the highest urban population of
50.8 million (13.5 % of country’s urban population) in the country.

Table 2.7 (continued)

States 1951 1961 1971 1981 1991 2001 2011

Rajasthan 47 59 75 100 129 165 200

Sikkim 19 23 30 45 57 76 86

Tamil Nadu 232 259 317 372 429 480 555

Tripura 61 109 148 196 263 305 350

Uttar Pradesh 215 251 300 377 548 690 829

Uttarakhand – – – – 133 159 189

West Bengal 296 394 499 615 761 903 1028

Chadigarh# 213 1052 2257 3961 5632 7900 9258

Daman&Diu# 434 327 559 705 907 1425 2191

D&N Haveli# 85 118 151 221 282 449 700

Lakshadweep# 657 753 994 1258 1616 2022 2149

A&N Islands# 4 8 14 23 34 43 46

All India 117 142 177 216 267 325 382

Sources Census publications and PCA, 2011; # stands for Union Territories

Table 2.8 Relative density of population of some other populated countries of the world

Country Population (in thousand) Density of population

China 1,354,146 141

India 1,210,569 382

USAa 308 33

Indonesia 232,517 122

Brazil 195,425 23
aUSA Census 2010
Source Census publication, 2011, India
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Table 2.9 The muslim population in India and its growth rate

Census/Year Total
population

Muslim
population

Proportion
of muslim
population
to total
population
(%)

Incremental
decadal size
of muslim

Decadal
growth
rate of
muslim
population

Decadal
growth
rate of
India

1951 361,088,090 35,856,047 9.93 NA −16.5 13.31

1961 439,234,771 46,998,120 10.70 11,142,073 31.07 21.64

1971 548,159,652 61,448,696 11.21 14,459,576 30.74 24.8

1981 683,329,097 77,557,852 11.35 16,109,156 26.21 24.66

1991 846,421,039 102,586,957 12.12 25,029,105 32.27 23.86

2001 1,020,193,422 138,159,437 13.43 35,572,480 34.68 21.54

2011 1,210,569,573 172,245,158 14.88 34,085,721 24.67 17.7

Source Census of India in 2001 and 2011

Table 2.10 Decadal growth of the hindus in the states of India in 2011

States Total
population in
2011

Hindu
population
in 2011

Hindu
population
in 2001

Decadal
growth of
pop of the
states in
2011

Decadal
growth
rate of
hindus in
2011

Decadal
growth
rate of
muslims
in 2011

Andhra
Pradesh

84,580,777 74,824,149 67,836,651 11.0 10.30 18.98

Arunachal
Pradesh

1,383,727 401,876 379,935 26.0 5.77 30.81

Assam 31,205,576 19,180,759 17,296,455 17.1 10.89 29.59

Bihar 104,099,452 86,078,686 69,076,919 25.4 24.61 27.95

Chhattisgarh 25,545,198 23,819,789 707,978 22.6 20.73 25.73

NCT of
Delhia

16,787,941 13,712,106 11,358,049 21.2 20.72 32.96

Goa 1,458,545 963,877 886,551 8.2 8.72 31.83

Gujarat 60,439,692 53,533,988 45,143,074 19.3 18.58 27.30

Haryana 25,351,462 22,171,128 18,655,925 19.9 18.84 45.66

Himachal
Pradesh

6,864,602 6,532,765 5,800,222 12.9 12.62 25.41

Jammu &
Kashmir

12,541,302 3,566,674 3,005,349 23.6 18.67 26.12

Jharkhand 32,988,134 22,376,051 18,475,681 22.4 21.11 28.48

Karnataka 61,095,297 51,317,472 44,321,279 15.6 15.78 22.12

Kerala 33,406,061 18,282,492 17,883,449 4.9 2.23 12.84

Madhya
Pradesh

72,626,809 66,007,121 55,004,675 20.3 20.00 24.29

Maharashtra 112,374,333 89,703,057 77,859,385 16.0 15.21 26.30

Manipur 2,570,390 1,181,876 996,894 18.6 18.55 25.61
(continued)
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Table 2.10 (continued)

States Total
population in
2011

Hindu
population
in 2011

Hindu
population
in 2001

Decadal
growth of
pop of the
states in
2011

Decadal
growth
rate of
hindus in
2011

Decadal
growth
rate of
muslims
in 2011

Meghalaya 2,966,889 342,078 307,822 27.9 11.12 31.49

Mizoram 1,097,206 30,136 31,562 23.5 –4.51 46.87

Nagaland 1,978,502 173,054 153,162 −0.6 12.98 39.87

Odisha 41,974,218 39,300,341 34,726,129 14.0 13.17 19.64

Pondicherrya 1,247,953 1,089,409 845,449 28.1 28.85 27.29

Punjab 27,743,338 10,678,138 8,997,942 13.9 18.67 40.16

Rajasthan 68,548,437 60,657,103 50,151,452 21.4 20.94 29.81

Sikkim 610,577 352,662 329,548 12.9 7.01 28.26

Tamil Nadu 72,147,030 63,188,168 54,985,079 15.6 14.91 21.86

Tripura 3,673,917 3,063,903 2,739,310 14.8 11.84 24.21

Uttar Pradesh 199,812,341 159,312,654 133,979,263 20.2 18.90 25.19

Uttarakhand 10,086,292 8,368,636 7,212,260 18.8 16.03 38.99

West Bengal 91,276,115 64,385,546 58,104,835 13.8 10.80 21.81

Chadigarha 1,055,450 852,574 707,978 17.2 20.42 44.73

Daman&Diua 243,247 220,150 141,901 53.8 55.14 56.97

D&N Havelia 343,709 322,857 206,203 55.9 56.57 98.07

Lakshadweepa 64,473 1788 2221 6.3 −19.49 7.54

A&N Islandsa 380,581 264,296 246,589 6.9 7.18 9.83

All India 1,210,569,573 966,257,353 827,578,868 17.7 16.75 24.65

Source Census of India in 2001 and 2011
aUnion territories

Table 2.11 Decadal growth of the hindus, muslims and the states of India in 2011

States Total
population in
2011

Hindu
population
in 2011

Muslim
population
in 2011

Decadal
growth of
pop of the
state/India
in 2011

Decadal
growth
rate of
hindus
in 2011

Decadal
growth
rate of
muslims
in 2011

Andhra
Pradesh

84,580,777 74,824,149 8,082,412 11.0 10.30 18.98

Arunachal
Pradesh

1,383,727 401,876 27,045 26.0 5.77 30.81

Assam 31,205,576 19,180,759 10,679,345 17.1 10.89 29.59

Bihar 104,099,452 86,078,686 17,557,809 25.4 24.61 27.95

Chhattisgarh 25,545,198 23,819,789 514,998 22.6 20.73 25.73

NCT of
Delhia

16,787,941 13,712,106 2,158,684 21.2 20.72 32.96

Goa 1,458,545 963,877 121,564 8.2 8.72 31.83
(continued)
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Table 2.11 (continued)

States Total
population in
2011

Hindu
population
in 2011

Muslim
population
in 2011

Decadal
growth of
pop of the
state/India
in 2011

Decadal
growth
rate of
hindus
in 2011

Decadal
growth
rate of
muslims
in 2011

Gujarat 60,439,692 53,533,988 5,846,761 19.3 18.58 27.30

Haryana 25,351,462 22,171,128 1,781,342 19.9 18.84 45.66

Himachal
Pradesh

6,864,602 6,532,765 149,881 12.9 12.62 25.41

Jammu &
Kashmir

12,541,302 3,566,674 8,567,485 23.6 18.67 26.12

Jharkhand 32,988,134 22,376,051 4,793,994 22.4 21.11 28.48

Karnataka 61,095,297 51,317,472 7,893,065 15.6 15.78 22.12

Kerala 33,406,061 18,282,492 8,873,472 4.9 2.23 12.84

Madhya
Pradesh

72,626,809 66,007,121 4,774,695 20.3 20.00 24.29

Maharashtra 112,374,333 89,703,057 12,971,152 16.0 15.21 26.30

Manipur 2,570,390 1,181,876 239,836 18.6 18.55 25.61

Meghalaya 2,966,889 342,078 130,399 27.9 11.12 31.49

Mizoram 1,097,206 30,136 14,832 23.5 −4.51 46.87

Nagaland 1,978,502 173,054 48,963 –0.6 12.98 39.87

Odisha 41,974,218 39,300,341 911,670 14.0 13.17 19.64

Pondicherrya 1,247,953 1,089,409 75,556 28.1 28.85 27.29

Punjab 27,743,338 10,678,138 535,489 13.9 18.67 40.16

Rajasthan 68,548,437 60,657,103 6,215,377 21.4 20.94 29.81

Sikkim 610,577 352,662 9867 12.9 7.01 28.26

Tamil Nadu 72,147,030 63,188,168 316,042 15.6 14.91 21.86

Tripura 3,673,917 3,063,903 316,042 14.8 11.84 24.21

Uttar Pradesh 199,812,341 159,312,654 38,483,967 20.2 18.90 25.19

Uttarakhand 10,086,292 8,368,636 1,406,825 18.8 16.03 38.99

West Bengal 91,276,115 64,385,546 24,654,825 13.8 10.80 21.81

Chandigarha 1,055,450 852,574 51,447 17.2 20.42 44.73

Daman&Diua 243,247 220,150 19,277 53.8 55.14 56.97

D&N Havelia 343,709 322,857 12,922 55.9 56.57 98.07

Lakshadweepa 64,473 1788 62,268 6.3 −19.49 7.54

A&N Islandsa 380,581 264,296 32,143 6.9 7.18 9.83

All India 1,210,569,573 966,257,353 172,245,158 17.7 16.75 24.65

Source Census of India in 2001 and 2011
aUnion territories
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The growth rate of population in India during 2001–2011 was 17.7 %
(Rural-12.3 %, Urban-31.8 %). Meghalaya has recorded the highest growth rate in
rural population and Daman&Diu (218.8) the highest decadal growth rate in urban
population.

The population density in Census 2011 works out to be 382 showing an increase
of 57 points from 2001. Delhi (11320) turns out to be the most densely inhabited
followed by Chandigarh (9258) in all States/UTs, both in Census 2001 and 2011.
Among the major States, Bihar occupies the first position with a density of 1106,
surpassing West Bengal which occupied the first position during 2001. The mini-
mum population density works out to be in Arunachal Pradesh (17) for both
censuses.

The census 2011 has revealed that India is on way to overtake China, the most
populous country of the World, that too, not even at a distant point of time.
Unfortunately for India, there is hardly any commensurate response to the enormity
of this impending danger across the stake holders. This casual feeling has its spread
effects in the administration of population control and family planning right from
the policy making areas down to its implementation at different layers of field
functionaries in a hierarchical format. The absence of correct focus in an alarming
situation has been the sad story of population control scenario in India. This is due
to the fact that both the Union government and the State governments have not been
administering its constitutional mandate of Population control and family planning,
as enshrined at serial no 20A of the Concurrent List of the Constitution of India.
Instead the country had taken up a water-down concept of Family Welfare which
lacks the robust vision and kicking effect required for a sustainable population in
the country. Incidentally, the population of India, as per the 2011 Census is almost
equal to the combined population of USA, Indonesia, Brazil, Pakistan, Bangladesh
and Japan. India will also overtake China, the most populous country in the world
as per projection below:

Table 2.13 Decadal growth rates of hindus and muslims since 1951

Census
year

Hindu
population
in million

Decadal
growth of
Hindus

Muslim
population
in million

Decadal
growth of
Muslims

Muslim rate of
growth more than
Hindu rate of growth

1951 303.5 27.36 35.4 −16.5 –

1961 366.5 20.75 46.9 32.48 11.73

1971 453.3 23.68 61.4 30.92 7.24

1981 562.4 24.07 80.3 30.78 6.71

1991 690.1 22.71 106.7 32.87 10.16

2001 827.6 19.92 138.2 29.52 9.60

2011 966.2 16.75 172.2 24.60 7.85

Source IIPSIndia
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Year India China World

2009 1,160,813,000 1,338,612,968 6,786,743,939

2012 1,208,116,000 1,366,205,049 7,028,369,002

2015 1,254,019,000 1,393,417,233 7,269,526,256

2020 1,326,155,000 1,430,532,735 7,659,291,953

2025 1,388,994,000 1,453,123,817 8,027,490,191

2050 1,807,878,574 1,424,161,948 9,538,988,263

Sources National Commission on Population Govt. of India and U.S Census Bureau, International
Database 29.05.2015

2.2 Food grains Production scenario

Connected with huge size of population is the need for adequate food grains to
support required calories to such population to ensure a healthier people. It is true
that just as the society evolves, food system also evolves. However, basic food
grains for life support and food security remains almost the same. The position of
food grains productions etc for the country is captured here to have an idea how far
and to what extent the country is in a position to withstand burgeoning population
pressure on the food grains front.

It would appear from above Table 2.14 that the area, production and yield under
food grains has grown very slowly and even registered negative in a number of

Table 2.14 Food grains
production scenario of India
since 1951–1952 (unit—in
million tons)

Year Area Production Yield

1951–1952 76.5 47.0 65.8

1952–53 80.5 51.7 70.1

1953–1954 86.0 60.7 77.7

1954–1955 85.0 59.0 75.7

1955–1956 87.0 59.0 73.3

1956–1957 87.5 61.7 75.2

1957–1958 86.2 55.7 69.4

1958–1959 90.3 66.7 79.6

1959–1960 91.5 64.9 75.6

1960–1961 90.9 69.6 81.9

1961–1962 92.0 69.4 80.2

1962–1963 92.9 67.3 76.6

1963–1964 92.5 67.9 77.5

1964–1965 91.6 75.4 87.8

1965–1966 90.6 60.6 71.0

1966–1967 90.8 60.8 71.2

1967–1968 95.7 78.3 86.6

1968–1969 94.8 76.3 84.2

1969–1970 97.3 81.6 87.5

1970–1971 97.9 87.9 93.2
(continued)
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Table 2.14 (continued) Year Area Production Yield

1971–1972 96.6 86.1 91.3

1972–1973 93.9 79.1 85.8

1973–1974 99.6 85.3 89.0

1974–1975 95.3 81.0 87.0

1975–1976 100.8 98.8 99.7

1976–1977 97.8 89.6 92.4

1977–1978 100.3 103.0 103.2

1978–1979 101.5 107.0 105.7

1979–1980 98.5 87.5 88.7

1980–1981 99.8 104.9 105.1

1981–1982 101.7 107.6 105.9

1982–1983 98.6 103.7 104.9

1983–1984 103.4 122.8 117.8

1984–1985 99.8 117.5 115.5

1985–1986 100.9 123.4 120.6

1986–1987 100.2 116.9 114.9

1987–1988 94.3 113.5 117.2

1988–1989 100.6 138.1 134.2

1989–1990 99.9 139.1 135.5

1990–1991 100.7 143.7 137.8

1991–1992 96.0 137.6 136.5

1992–1993 97.0 144.3 142.0

1993–1994 127.4 135.1 106.0

1994–1995 128.8 141.0 109.5

1995–1996 125.4 131.4 104.8

1996–1997 128.4 145.1 113.0

1997–1998 128.7 140.9 109.5

1998–1999 130.0 150.0 115.4

1999–2000 127.8 152.9 119.6

2000–2001 125.7 141.9 112.9

2001–2002 127.5 155.3 121.8

2002–2003 118.2 126.6 107.0

2003–2004 128.2 155.1 121.0

2004–2005 124.7 144.2 115.6

2005–2006 126.3 152.5 120.8

2006–2007 128.5 158.8 123.6

2007–2008 128.8 168.6 130.9

2008–2009 127.6 171.3 134.3

2009–2010 126.0 159.4 126.5

2010–2011 131.7 178.9 135.9

2011–2012 129.8 188.1 144.9

Source Ministry of Agriculture, Government of India
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years. This is due to shifting of land use for non- agriculture purposes including
industrialisation and urbanization and also due to adverse climatic factors. Besides,
shrinkage of area under food grains was also due to transfer of food grains pro-
duction area to non-food commercial crops area. Be that as it may, let us look at the
annual growth rate of them over the years and then reposition them census year
wise with decadal growth of population, as in Tables 2.15 and 2.16.

In the given scenario, it would be relevant to reorganize the per cent growth of
areas, productions and yields vis-à-vis growth of population as per the census years:

The Provisional Census, 2011 Handbook published by the Registrar General of
Census, Government of India also published a Table on census year wise popu-
lation, GDP and Output of Food grains which is shown in Table 2.17.

The data, in brief, show a less than hopeful trend- scenario in the food-grains
sector. The inelastic nature of availability of additional acreage of land for
food-grains production together with not- commensurate growth of productivity is a
real problem to withstand the burgeoning population size and its resultant

Table 2.15 Growth of Food grains Production scenario of India since 1951–1952 (unit—in
million tons)

Year Area Growth (%) Production Growth (%) Yield Growth (%)

1951–1952 76.5 47 65.8

1952–1953 80.5 5.23 51.7 10 70.1 6.53

1953–1954 86 6.83 60.7 17.41 77.7 10.84

1954–1955 85 −1.16 59 −2.80 75.7 −2.57

1955–1956 87 2.35 59 0.00 73.3 −3.17

1956–1957 87.5 0.57 61.7 4.58 75.2 2.59

1957–1958 86.2 −1.49 55.7 −9.72 69.4 −7.71

1958–1959 90.3 4.76 66.7 19.75 79.6 14.70

1959–1960 91.5 1.33 64.9 −2.70 75.6 −5.03

1960–1961 90.9 −0.66 69.6 7.24 81.9 8.33

1961–1962 92 1.21 69.4 −0.29 80.2 −2.08

1962–1963 92.9 0.98 67.3 −3.03 76.6 −4.49

1963–1964 92.5 −0.43 67.9 0.89 77.5 1.17

1964–1965 91.6 −0.97 75.4 11.05 87.8 13.29

1965–1966 90.6 −1.09 60.6 −19.63 71 −19.13

1966–1967 90.8 0.22 60.8 0.33 71.2 0.28

1967–1968 95.7 5.40 78.3 28.78 86.6 21.63

1968–1969 94.8 −0.94 76.3 −2.55 84.2 −2.77

1969–1970 97.3 2.64 81.6 6.95 87.5 3.92

1970–1971 97.9 0.62 87.9 7.72 93.2 6.51

1971–1972 96.6 −1.33 86.1 −2.05 91.3 −2.04

1972–1973 93.9 −2.80 79.1 −8.13 85.8 −6.02

1973–1974 99.6 6.07 85.3 7.84 89 3.73

1974–1975 95.3 −4.32 81 −5.04 87 −2.25
(continued)
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Table 2.15 (continued)

Year Area Growth (%) Production Growth (%) Yield Growth (%)

1975–1976 100.8 5.77 98.8 21.98 99.7 14.60

1976–1977 97.8 −2.98 89.6 −9.31 92.4 −7.32

1977–1978 100.3 2.56 103 14.96 103.2 11.69

1978–1979 101.5 1.20 107 3.88 105.7 2.42

1979–1980 98.5 −2.96 87.5 −18.22 88.7 −16.08

1980–1981 99.8 1.32 104.9 19.89 105.1 18.49

1981–1982 101.7 1.90 107.6 2.57 105.9 0.76

1982–1983 98.6 −3.05 103.7 −3.62 104.9 −0.94

1983–1984 103.4 4.87 122.8 18.42 117.8 12.30

1984–1985 99.8 −3.48 117.5 −4.32 115.5 −1.95

1985–1986 100.9 1.10 123.4 5.02 120.6 4.42

1986–1987 100.2 −0.69 116.9 −5.27 114.9 −4.73

1987–1988 94.3 −5.89 113.5 −2.91 117.2 2.00

1988–89 100.6 6.68 138.1 21.67 134.2 14.51

1989–1990 99.9 −0.70 139.1 0.72 135.5 0.97

1990–1991 100.7 0.80 143.7 3.31 137.8 1.70

1991–1992 96 −4.67 137.6 −4.24 136.5 −0.94

1992–1993 97 1.04 144.3 4.87 142 4.03

1993–94 127.4 31.34 135.1 −6.38 106 −25.35

1994–1995 128.8 1.10 141 4.37 109.5 3.30

1995–1996 125.4 −2.64 131.4 −6.81 104.8 −4.29

1996–1997 128.4 2.39 145.1 10.43 113 7.82

1997–1998 128.7 0.23 140.9 −2.89 109.5 −3.10

1998–99 130 1.01 150 6.46 115.4 5.39

1999–2000 127.8 −1.69 152.9 1.93 119.6 3.64

2000–2001 125.7 −1.64 141.9 −7.19 112.9 −5.60

2001–2002 127.5 1.43 155.3 9.44 121.8 7.88

2002–2003 118.2 −7.29 126.6 −18.48 107 −12.15

2003–2004 128.2 8.46 155.1 22.51 121 13.08

2004–2005 124.7 −2.73 144.2 −7.03 115.6 −4.46

2005–2006 126.3 1.28 152.5 5.76 120.8 4.50

2006–2007 128.5 1.74 158.8 4.13 123.6 2.32

2007–2008 128.8 0.23 168.6 6.17 130.9 5.91

2008–2009 127.6 −0.93 171.3 1.60 134.3 2.60

2009–2010 126 −1.25 159.4 −6.95 126.5 −5.81

2010–2011 131.7 4.52 178.9 12.23 135.9 7.43

2011–2012 129.8 −1.44 188.1 5.14 144.9 6.62

Source Ministry of Agriculture, Government of India
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requirement for food-grains. The situation is bound to be more critical in years to
come with the annual addition of around 19 million population per year together
with possible demand of food-grains basket of energy requirement of 2400 kcal per
person per day for the rural sector and 2100 kcal for the urban sector, a norm earlier
set by the Planning Commission but not in place, is taken into consideration.
Indeed, the hiatus of the growth of population and the growth of food-grains pro-
duction is a pointer of the upcoming disaster in the food-grains scenario.

2.3 Poverty status

Poverty exists in all societies where a section or a proportion of its citizens fails to
attain a level of wellbeing considered to be a reasonable minimum by the standard of
the society. It varies from time to time and also from one country to another
depending on the cost of living and the level of development. Historically, the first
poverty line study in India, undertaken in 1962 by a Working Group set up by the
Government of India, recorded a Per capita Total Consumption Expenditure (PCTE)
of Rs. 20 per month in 1960–1961 prices. The Planning Commission defined the
poverty level as below the average per capita daily intake of 2400 calories in rural

Table 2.16 Decadal growth of food grains production scenarioof India since 1951–1952

Year Decadal growth of
population

% of growth
Area

% growth of food grains
production

% growth of
Yield

1951 13.31 NA NA NA

1961 21.64 1.21 −0.2.9 −0.2.08

1971 24.80 −1.33 −2.05 −2.04

1981 24.66 1.90 2.57 0.76

1991 23.86 −4.67 −4.24 −0.94

2001 21.54 1.43 9.44 7.88

2011 17.7 −1.44 5.14 6.62

Table 2.17 Census year wise population, GDP and output of food grains

Census Year Population
(in millions)

GDP (at constant prices
in Rs. -crore)

Output of Food grains
(million tons)

1950–1951 361 224,786 50.8

1960–1961 439 329,825 82.0

1970–1971 548 474,131 108.4

1980–1981 683 641,921 129.6

1990–1991 846 1,083,572 176.4

2000–2001 1028.7 1,864,300 196.8

2010–2011 1210.2 4,493,743 218.2

Source Census Handbook, 2011(provisional)
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areas and 2100 calories for urban areas. Based on NSS data 1973–1974, it was
estimated that total consumption expenditure of Rs. 49.09 per capita per month in the
rural areas and Rs. 56.64 per capita per month in the urban areas were the appropriate
poverty lines. These were the accepted norms for poverty studies with adjustment in
the cost of living index. The simplest measure of poverty is given by head count
ratio, which essentially measures the percentage of people below the poverty line.
All estimates of poverty usually follow the head count ratio for simplicity.

Let us now look at the Poverty Estimates of the Planning Commission from time
to time on India and within its states to understand the magnitude of the poverty
situation time and its linkage, if any, with the decadal growth of population. The
Number and Percentage of Population Below Poverty Line by States for the year
1972–1973 and thereafter is given in Tables 2.18, 2.19 and 2.20.

Table 2.18 Number and percentage of population below poverty line by states, 1972–1973
(officially released estimates)

Sl No No of states Rural Urban Combined

No of lakhs % age No of lakhs % age No of lakhs % age

0 1 2 3 4 5 6 7

1 Andhra Pradesh 207.1 57.7 38.5 43.8 245.6 54.9

2 Assam 69.0 48.2 4.9 33.8 73.9 47.0

3 Bihar 291.2 55.8 25.9 43.4 317.1 54.5

4 Gujarat 86.9 43.9 26.6 34.0 113.5 41.1

5 Haryana 18.4 21.5 5.6 29.9 24.0 23.1

6 Himachal Pradesh 5.1 15.5 0.3 12.5 5.4 15.1

7 Janmu& Kashmir 14.1 36.1 4.7 51.6 18.8 39.0

8 Karnataka 119.0 52.3 34.3 45.8 153.3 50.5

9 Kerala 106.4 57.8 19.2 52.7 125.6 56.9

10 Madhya Prades 222.3 61.4 32.5 44.8 254.8 58.6

11 Maharashtra 191.5 53.9 56.7 34.3 248.2 47.7

12 Manipur 2.4 24.7 0.4 24.2 2.8 24.7

13 Meghalaya 1.8 20.6 0.2 10.8 2.0 19.0

14 Orissa 147.3 71.0 8.5 43.3 155.8 68.6

15 Punjab 22.6 21.5 7.3 21.8 29.9 21.5

16 Rajasthan 105.0 47.5 18.8 39.3 123.8 46.0

17 Tamil Nadu 183.5 63.0 67.8 52.2 251.3 59.7

18 Tripura 6.2 42.6 0.3 18.7 6.5 39.9

19 Uttar Pradesh 413.1 53.0 66.4 51.6 479.5 52.8

20 West Bengal 220.9 64.0 41.6 35.9 262.5 56.8

21 Nagaland and all union
territories

8.4 37.6 12.8 26.7 21.2 30.2

22 All India 2442.2 54.1 473.3 41.2 2915.5 51.5

Notes
1. The above estimates are derived by using the poverty lines of Rs. 41 and Rs. 47 per capita per month for rural
and urban areas respectively at 1972–1973 prices, corresponding to the poverty lines of Rs. 49.1 and Rs. 56.6
respectively at 1973–1974 prices
2. The number of persons below poverty line relates to the population as on 1st Oct., 1972
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Official estimates of poverty in India have been made, as above, by the Planning
Commission on the basis of methodology recommended by the Lakdawala
Committee (1993). There has been much discussion thereafter as to whether the
poverty lines underlying these official estimates needed to be redefined as the
official poverty lines based on specified level of calorie got broken over time with
the change of consumption pattern and no longer regarded as appropriate.
Moreover, for the purpose of determining eligibility for certain benefits, a certain
percentage of the population are needed to be eligible as the target group which
would facilitate to measure the extent to which growth over time has benefited the

Table 2.19 Number and Percentage of Population Below Poverty Line by States, 1983–1984
(Officially Released Estimates)

Sl
No

No of States Rural Urban Combined

No of
Lakhs

%
age

No of
Lakhs

%
age

No of
Lakhs

%
age

0 1 2 3 4 5 6 7

1 Andhra Pradesh 164.4 38.7 40.7 29.5 205.1 36.4

2 Assam 44.9 23.8 4.9 21.6 49.8 23.5

3 Bihar 329.4 51.4 36.1 37.0 365.5 49.5

4 Gujarat 67.7 27.6 19.9 17.3 87.6 24.3

5 Haryana 16.2 15.2 5.5 16.9 21.7 15.6

6 Himachal Pradesh 5.8 14.0 0.3 8.0 6.1 13.5

7 Janmu& Kashmir 8.1 16.4 2.2 15.8 10.3 16.3

8 Karnataka 102.9 37.5 34.7 29.2 137.6 35.0

9 Kerala 55.9 26.1 15.6 30.1 71.5 26.8

10 Madhya Pradesh 218.0 50.3 36.9 31.1 254.9 46.2

11 Maharashtra 176.1 41.5 55.9 23.3 232.0 34.9

12 Manipur 1.3 11.7 0.6 13.8 1.9 12.3

13 Meghalaya 3.9 33.7 0.1 4.0 4.0 28.0

14 Orissa 107.7 44.8 10.4 29.3 118.1 42.8

15 Punjab 13.7 10.9 10.7 21.0 24.4 13.8

16 Rajasthan 105.0 36.6 21.2 26.1 126.2 34.3

17 Tamil Nadu 147.6 44.1 52.6 30.9 200.2 39.6

18 Tripura 4.6 23.5 0.5 19.6 5.1 23.0

19 Uttar Pradesh 440.0 46.5 90.6 40.3 530.6 45.3

20 West Bengal 183.9 43.8 41.2 26.5 225.1 39.2

21 Nagaland and all union
territories

17.9 47.4 14.4 17.7 32.3 27.1

22 All India 2215.0 40.4 495.0 28.1 2710.0 37.4

Notes
1. The above estimates are derived by using the poverty line of Rs. 131.8 per capita per month for
rural areas and 152.1 per capita per month for urban areas at 1987–1988 prices, corresponding to
the poverty lines of Rs. 49.1 and Rs. 56.6 respectively for 1973–1974
2. The number of persons below poverty line relates to the population as on 1st March, 1988
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poor, i.e., reduced the number or the percentage of the population below the poverty
line. Further, as in case of any price index, there is also a case for periodically
raising the poverty line even beyond pure inflation adjustment in order to reflect
growth of income in the economy.

Planning Commission had accordingly appointed the Tendulkar Committee in
December 2005 to review alternate concepts of poverty and recommend changes in
the existing procedures of official estimation of poverty. The Tendulkar Committee
submitted its report in November 2009. The Committee reviewed various

Table 2.20 Poverty estimates for 1993–1994 and 2003–2004 using Lakdawala Methodology

Sl No Name of the state/union territory 1993–1994 2003–2004

Rural Urban Combined Rural Urban Combined

1 Andhra Pradesh 15.9 38.3 22.2 11.2 28.0 15.8

2 Arunachal Pradesh 45.0 7.7 39.4 22.3 3.3 17.6

3 Assam 45.0 7.7 40.9 22.3 3.3 19.7

4 Bihar 58.2 34.5 55.0 42.1 34.6 41.4

5 Chhattisgarh NA NA NA 40.8 41.2 40.9

6 Delhi 1.9 16.0 14.7 6.9 15.2 14.7

7 Goa 5.3 27.0 14.9 5.4 21.3 13.8

8 Gujarat 22.2 27.9 24.2 19.1 13.0 16.8

9 Haryana 28.0 16.4 25.1 13.6 15.1 14.0

10 Himachal Pradesh 30.3 9.2 28.4 10.7 3.4 10.0

11 Jammu & Kashmir 30.3 9.2 25.2 4.6 7.9 5.4

12 Jharkhand NA NA NA 46.3 20.2 40.3

13 Karnataka 29.9 40.1 33.2 20.8 32.6 25.0

14 Kerala 25.8 24.6 25.4 13.2 20.2 15.0

15 Madhya Pradesh 40.6 48.4 42.5 36.9 42.1 38.3

16 Maharashtra 37.9 35.2 36.9 29.6 32.2 30.7

17 Manipur 45.0 7.7 33.8 22.3 3.3 17.3

18 Meghalaya 45.0 7.7 37.9 22.3 3.3 18.5

19 Mizoram 45.0 7.7 25.7 22.3 3.3 12.6

20 Nagaland 45.0 7.7 37.9 22.3 3.3 19.0

21 Orissa 49.7 41.6 48.6 46.8 44.3 46.4

22 Punjab 12.0 11.4 11.8 9.1 7.1 8.4

23 Rajasthan 26.5 30.5 27.4 18.7 32.9 22.1

24 Sikkim 45.0 7.7 41.4 22.3 3.3 20.1

25 Tamil Nadu 32.5 39.8 35.0 22.8 22.2 22.5

26 Tripura 45.0 7.7 39.0 22.3 3.3 18.9

27 Uttar Pradesh 42.3 35.4 40.9 33.4 30.6 32.8

28 Uttarakhand NA NA NA 40.8 36.5 39.6

29 West Bengal 40.8 22.4 35.7 28.6 14.8 24.7

30 Pondicherry 32.5 39.8 37.4 22.9 22.2 22.4

Total All India 37.3 32.4 36.0 28.3 25.7 27.5

Source Website of the Planning Commission
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arguments advanced in favour of redefining the poverty line and came to the
conclusion that some changes are necessary. However, it has not recommended a
new basis for defining poverty in terms of calories, or any other minimum basic
needs norm. Instead, it has decided (a) to locate the poverty line bundle of goods
and services in the consumption pattern observed in the 2004–2005 NSS survey
based on the mixed reference period; (b) and that the same bundle be made
available to the rural population after correcting for the rural-urban price
differential.

Needless to mention, when such revisions are made, the percentage of popula-
tion below the poverty line is no longer comparable with the earlier estimates. The
consequence of this procedure is that the rural poverty lines for 2004–2005
appeared to be too low compared to the corresponding urban poverty. Be that as it
may, Poverty Lines and Poverty Head Count Ratio for 2004–2005, as per report of
the Tendulkar Committee were as follows (Tables 2.21 and 2.22):

Table 2.21 Poverty lines and poverty head count ratio for 2004–2005 using Tendulkar
methodology

No. States Poverty line (Rs) Poverty Head Count Ratio
(%)

Rural Urban Rural Urban Total

1 Andhra Pradesh 433.43 563.16 32.30 23.40 29.90

2 Arunachal Pradesh 547.14 618.45 33.60 23.50 31.10

3 Assam 478.00 600.03 36.40 21.80 34.40

4 Bihar 433.43 526.18 55.70 43.70 54.40

5 Chhattisgarh 398.92 513.70 55.10 28.40 49.40

6 Delhi 541.39 642.47 15.60 12.90 13.10

7 Goa 608.76 671.15 28.10 22.20 25.00

8 Gujarat 501.58 659.18 39.10 20.10 31.80

9 Haryana 529.42 626.41 24.80 22.40 24.10

10 Himachal Pradesh 520.40 605.74 25.00 4.60 22.90

11 Jammu & Kashmir 522.30 602.89 14.10 10.40 13.20

12 Jharkhand 404.79 531.35 51.60 23.80 45.30

13 Karnataka 417.84 588.06 37.50 25.90 33.40

14 Kerala 537.31 584.70 20.20 18.40 19.70

15 Madhya Pradesh 408.41 532.26 53.60 35.10 48.60

16 Maharashtra 484.89 631.85 47.90 25.60 38.10

17 Manipur 578.11 641.13 39.30 34.50 38.00

18 Meghalaya 503.32 745.73 14.00 24.70 16.10

19 Mizoram 639.27 699.75 23.00 7.90 15.30

20 Nagaland 687.30 782.93 10.00 4.30 9.00

21 Orissa 407.78 497.31 60.80 37.60 57.20

22 Punjab 543.51 642.51 22.10 18.70 20.90

23 Rajasthan 478.00 568.15 35.80 29.70 34.40
(continued)
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Table 2.21 (continued)

No. States Poverty line (Rs) Poverty Head Count Ratio
(%)

Rural Urban Rural Urban Total

24 Sikkim 531.50 741.68 31.80 2.90 31.10

25 Tamil Nadu 441.69 559.77 37.50 19.70 28.90

26 Tripura 450.49 555.79 44.50 22.50 40.60

27 Uttar Pradesh 435.14 532.12 42.70 34.10 40.90

28 Uttarakhand 486.24 602.39 35.10 26.20 32.70

29 West Bengal 445.38 572.51 38.20 24.40 34.3

30 Pondicherry 385.45 506.17 22.90 9.90 14.10

Total All India 446.68 578.80 41.80 25.70 37.20

Table 2.22 Number and percentage of population below poverty line by states—2011–2012
(Tendulkar methodology)

Sl
No

States Rural Urban Total

% of
persons

No. of
persons
(Lakhs)

% of
persons

No. of
persons
(Lakhs)

% of
persons

No. of
persons
(Lakhs)

1 Andhra Pradesh 10.96 61.80 5.81 16.98 9.20 78.78

2 Arunachal Pradesh 38.93 4.25 20.33 0.66 34.67 4.91

3 Assam 33.89 92.06 20.49 9.21 31.98 101.27

4 Bihar 34.06 320.40 31.23 37.75 33.74 358.15

5 Chhattisgarh 44.61 88.90 24.75 15.22 39.93 104.1

6 Delhi 12.92 0.50 9.84 16.46 9.91 16.96

7 Goa 6.81 0.37 4.09 0.38 5.09 0.75

8 Gujarat 21.54 75.35 10.14 26.88 16.63 102.23

9 Haryana 11.64 19.42 10.28 9.41 11.16 28.83

10 Himachal Pradesh 8.48 5.29 4.33 0.30 8.06 5.59

11 Jammu & Kashmir 11.54 10.73 7.20 2.53 10.35 13.27

12 Jharkhand 40.84 104.09 24.83 20.24 36.96 124.33

13 Karnataka 24.53 92.80 15.25 36.96 20.91 129.76

14 Kerala 9.14 15.48 4.97 8.46 7.05 23.95

15 Madhya Pradesh 35.74 190.95 21.00 43.10 31.65 234.06

16 Maharashtra 24.22 150.56 9.12 47.36 17.35 197.92

17 Manipur 38.80 7.45 32.59 2.78 36.89 10.22

18 Meghalaya 12.53 3.04 9.26 0.57 11.87 3.61

19 Mizoram 35.43 1.91 6.36 0.37 20.40 2.27

20 Nagaland 19.93 2.76 16.48 1.00 18.88 3.76

21 Orissa 35.69 126.14 17.29 12.39 32.59 138.59

22 Punjab 7.66 13.35 9.24 9.82 8.26 23.18

23 Rajasthan 16.05 84.19 10.69 18.73 14.71 102.92

24 Sikkim 9.85 0.45 3.66 0.06 8.19 0.51
(continued)
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A serious debate on Tendulkar methodology adopted for the poverty estimate
began subsequent to publication of 2011–2012 poverty estimate and the Planning
Commission, to revisit poverty estimates and related methodologies, set up an
Expert Group to ‘Review the Methodology for Measurement of Poverty ‘under a
Technical Group of eminent economists under the Chairmanship of Dr.
C. Rangarajan. The Report, since published, mentionsthat three out of ten Indians
are poor. The report also mentioned that poverty was at 38.2 % in 2009–2010 and
then came down to 29.5 % in 2011–2012. The Rangarajan panel also recom-
mended to raise the daily per capita expenditure to Rs. 32 from Rs. 27 for the rural
poor.

Based on State-wise Poverty Line in Rural and Urban areas for 2011–2012,
Poverty Ratio and Number of Poor in 2011–2012 for the States of India, as per the
methodology of the Rangarajan Committee, is as follows Table 2.23:

The size of BPL population, worked out under whatever methodology, is sig-
nificantly at a higher level in India. The size of BPL population across the States of
India as revealed in the Rangarajan Committee Report, is massive even after more

Table 2.22 (continued)

Sl
No

States Rural Urban Total

% of
persons

No. of
persons
(Lakhs)

% of
persons

No. of
persons
(Lakhs)

% of
persons

No. of
persons
(Lakhs)

25 Tamil Nadu 15.83 59.23 6.54 23.40 11.28 82.63

26 Tripura 16.53 4.49 7.42 0.75 14.05 5.24

27 Uttar Pradesh 30.40 479.35 26.06 118.84 29.43 598.19

28 Uttarakhand 11.62 8.25 10.48 3.35 11.26 11.60

29 West Bengal 22.52 141.14 14.66 43.83 19.98 184.98

30 Pondicherry 17.06 0.69 6.30 0.55 9.69 1.24

31 Andaman&Nicobar
Islands

1.57 0.04 0.00 0.00 1.00 0.04

32 Chandigarh 1.64 0.004 22.31 2.34 21.81 2.35

33 Dadra Nagar 62.59 1.15 15.38 0.28 39.31 1.43

34 Daman&Diu 0.00 0.00 12.62 0.26 9.86 0.26

35 Lakshadweep 0.00 0.00 3.44 0.02 2.77 0.02

All India 25.70 2166.58 13.70 531.25 21.92 2697.83

Notes
1. Population as on 1st March 2012 has been used for estimating number of persons below poverty line.
(2011 Census population extrapolated)
2. Poverty line of Tamil Nadu has been used for Andaman and Nicobar Island
3. Urban Poverty Line of Punjab has been used for both rural and urban areas of Chandigarh
4. Poverty Line of Maharashtra has been used for Dadra & Nagar Haveli
5. Poverty line of Goa has been used for Daman&Diu
6. Poverty Line of Kerala has been used for Lakshadweep
Source website of the Planning Commission
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than four decades of planned development. In fact, the size of BPL population
grows with the size of population, though the rate of its growth declines with time.
The unsustainable size of population is the root cause of the existence of this huge

Table 2.23 Poverty ratio and number of poor in 2011–2012

Sl.
No

States Rural Urban Total

% of
persons

No. of
persons (in
lakhs)

% of
persons

No. of
persons (in
lakhs)

% of
persons

No. of
persons (in
lakhs)

1 Andhra Pradesh 12.7 71.5 15.6 45.7 13.7 117.3

2 Arunachal
Pradesh

39.3 4.3 30.9 1.0 37.4 5.3

3 Assam 42.0 114.1 34.2 15.4 40.9 129.5

4 Bihar 40.1 376.8 50.8 61.4 14.3 438.1

5 Chhattisgarh 49.2 97.9 43.7 26.9 47.9 124.8

6 Delhi 11.9 0.5 15.7 26.3 15.6 26.7

7 Goa 1.4 0.1 9.1 0.8 6.3 0.9

8 Gujarat 31.4 109.8 22.2 58.9 27.4 168.8

9 Haryana 11.0 18.4 15.3 14.0 12.5 32.4

10 Himachal Pradesh 11.1 6.9 8.8 0.6 10.9 7.5

11 Jammu &
Kashmir

12.6 11.7 21.6 7.6 15.1 19.3

12 Jharkhand 45.9 117.0 31.3 25.5 42.4 142.5

13 Karnataka 19.8 74.8 25.1 60.9 21.9 136.7

14 Kerala 7.3 12.3 15.3 26.0 11.3 38.3

15 Madhya Pradesh 45.2 241.4 42.1 86.3 44.3 327.8

16 Maharashtra 22.5 139.9 17.0 88.4 20.0 228.3

17 Manipur 34.9 6.7 73.4 6.3 46.7 18.9

18 Meghalaya 26.3 6.4 16.7 1.0 24.4 7.4

19 Mizoram 33.7 1.8 21.5 1.2 27.4 3.1

20 Nagaland 6.1 0.8 32.1 1.9 14.0 2.8

21 Odisha 47.8 169.0 36.3 26.0 45.9 195.0

22 Punjab 7.4 12.9 17.6 18.7 11.3 31.6

23 Rajasthan 21.4 112.0 22.5 39.5 21.7 151.5

24 Sikkim 20.0 0.9 11.7 0.2 17.8 1.1

25 Tamil Nadu 24.3 91.1 20.3 72.8 22.4 163.9

26 Tripura 22.5 6.1 31.3 3.2 24.9 9.3

27 Uttarakhand 38.1 600.9 45.7 208.2 39.8 809.1

28 Uttar Pradesh 12.6 8.9 29.5 9.4 17.8 18.4

29 West Bengal 30.1 188.6 29.0 86.8 29.7 275.4

Source Rangarajan Committee Report
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size of parasitic BPL population. There is little scope to make use of this ‘over-
populated’ component of population size in India. The economic, social and
political burden of the overpopulated population is one of the prime factors why
India is yet to reach desired GDP, higher Per capita income or scale up its HDI.

2.4 Nutritional status

Nutrition is nourishment or energy that is obtained from food consumed or the
process of consuming the proper amount of nourishment and energy. Good nutri-
tion is a cornerstone of good health. Poor nutrition can lead to reduced immunity,
increased susceptibility to disease, impaired physical and mental development, and
reduced productivity. Malnutrition is directly related to inadequate dietary intake as
well as disease, but indirectly to many factors, among others household food
security, maternal and child care, health services and the environment.

Nutrition is usually having context centred meaning. Human nutrition seeks to
obtain the essential nutrients necessary to support life and health. Economists on
the other define nutrition in the context of poverty through a defined norm using a
minimum dietary energy requirement norm. The Planning Commission has been
following a nutritional norm of energy requirement of 2400 kcal per person per day
for the rural sector and 2100 kcal for the urban sector while the Food and
Agricultural Organisation of the United Nations (FAO) norm for India as a whole
for 2003–2005 was 1770 kcal.

The nutritional status can be discussed from three angles:

• From poverty angle of average calorie intake
• From Child nutrition angle
• From Women nutrition angle

(a) From poverty angle of average calorie intake

As against the Planning Commission’s norm of energy requirement of 2400 kcal
per person per day for the rural sector and 2100 kcal for the sector, the trend of
All-India picture of the proportion of per capita calorie intake (kcal) for the rural
and urban area for the states of India for 2004–2005 and 2009–2010 have been
captured at Table 2.24.

The per capita calorie intake per day during 2004–2005 to 2009–2010, reveals
trend of decline in both in rural and urban areas. However, the extent of decline was
more in urban areas. Among the major States, estimated per capita calorie intake
(Kcal) per day in rural areas was highest in Punjab (2223 kcal) and lowest in
Jharkhand (1900 kcal) in 2009–2010. In urban areas, the highest per capita calorie
intake (Kcal) per day was reported in Odisha (2096 kcal) and lowest in West
Bengal (1851 kcal) as against the national norm of 2100 kcal.
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(b) From Child nutrition angle

Children usually face brunt of poverty and as a result malnourishment among
children is very significant pointing to lack of food security and other essential child
care facilities. The ‘Prevalence of underweight children’ in any country denotes the
percentage of children under three years of age whose weight for age is less than
minus two standard deviations from the median for the reference population aged
0–35 months.

At Table 2.25, the proportion of Underweight Children<3 years has been shown
for the states of India. While the All India estimated proportion of Underweight
Children<3 years in 1990 was estimated at 52 %, the position of improvement has
not been satisfactory for a good number of states in 1992–1993(NFHS-1) , 1998–
1999 (NFHS-2) and 2005–2006 (NFHS-3) as shown at Table 2.2. However, as per
NFHS-3 survey results, 10 States namely Mizoram (14.2%), Sikkim (17.3%),
Manipur (19.5%), Kerala (21.2%), Goa (21.3%), Punjab (23.6%), Nagaland
(23.7%), Jammu & Kashmir (24%), Delhi (24.9%), and Tamil Nadu (25.9%) have
already achieved the all India MDG target for prevalence of underweight children
under three years of age and four more States i.e. Andhra Pradesh, Karnataka,
Maharashtra and Uttarakhand are likely to achieve the target by 2015.

Children under age five years are classified as malnourished depending on three
anthropometric indices of nutritional status: height for-age, weight-for-height, and

Table 2.24 Estimated per capita calorie intake (kcal) per day in major states

States Rural Urban

2004–2005 2009–2010 2004–2005 2009–2010

Andhra Pradesh 1995 2047 2000 1975

Assam 2067 1974 2143 2003

Bihar 2049 1931 2190 2013

Chhattisgarh 1942 1926 2087 1949

Gujarat 1923 1982 1991 1983

Haryana 2226 2180 2033 1940

Jharkhand 1 1961 1900 2458 2046

Karnataka 1845 1903 1944 1987

Kerala 2014 1964 1996 1941

Madhya Pradesh 1929 1939 1954 1854

Maharashtra 1933 2051 1847 1901

Orissa 2023 2126 2139 2096

Punjab 2240 2223 2150 2062

Rajasthan 2180 2191 2116 2014

Tamil Nadu 1842 1925 1935 1963

Uttar Pradesh 2200 2064 2124 1923

Uttarakhand 2160 2179 2205 1984

West Bengal 2070 1927 2011 1851

Source NSS report 540, Nutritional intake in India
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Table 2.25 Proportion of underweight children <3 years

Proportion of
underweight
children <3
years state

1990
estimated

NFHS-1
(1992–
1993)

NFHS-2
(1998–
1999

NFHS-3
(2005–
1906)

Likely
achievement
2015

Target-2015

Andhra Pradesh 44.41 42.9 34.2 29.8 22.17 22.21

Arunachal
Pradesh

28.62 32.1 21.9 29.7 25.50 14.31

Assam 43.48 44.1 35.3 35.8 29.48 21.74

Bihar 49.28 NA 52.2 54.9 59.00 24.64

Chhattisgarh 60.12 NA 53.2 47.8 41.02 30.06

Delhi 38.09 36.2 29.9 24.9 18.58 19.04

Goa 28.90 29.3 21.3 21.3 15.92 14.45

Gujarat 42.82 42.7 41.6 41.1 39.82 21.41

Haryana 28.60 31 29.9 38.2 43.29 14.30

Himachal
Pradesh

40.35 38.4 36.5 31.1 26.78 20.17

Jammu &
Kashmir

36.54 NA 29.2 24 18.14 18.27

Jharkhand 48.17 51.5 54.6 59.36 24.09

Karnataka 48.28 46.4 38.6 33.3 25.59 24.14

Kerala 22.25 22.1 21.7 21.2 20.54 11.12

Madhya
Pradesh

43.75 NA 50.8 57.9 69.80 21.87

Maharashtra 52.24 47.3 44.8 32.7 25.39 26.12

Manipur 19.33 19.1 20.1 19.5 20.03 9.67

Meghalaya 32.02 6.9 28.6 42.9 44.17 16.01

Mizoram 19.27 17.2 19.8 14.2 13.03 9.63

Nagaland 17.36 18.7 18.8 23.7 27.66 8.68

Odisha 54.07 50 50.3 39.5 33.98 27.04

Punjab 39.66 39.9 24.7 23.6 14.79 19.83

Rajasthan 45.36 41.8 46.7 36.8 34.91 22.68

Sikkim 13.67 NA 15.5 17.3 20.24 6.84

Tamil Nadu 42.88 0.7 31.5 25.9 18.06 21.44

Tripura 42.67 42.1 37.3 35.2 30.36 21.34

Uttar Pradesh 56.78 NA 48.1 41.6 33.81 28.39

Uttarakhand 42.38 NA 36.3 31.7 26.12 21.19

West Bengal 56.11 53.2 45.3 37.6 28.79 28.05

All India 52.00 51.5 42.7 40.4 32.85 26.00

Source NFHS, M/o HFW
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weight-for-age. The height-for-age index is an indicator of growth retardation and
cumulative growth deficits. Children whose height-for-age Z-score in the states
below minus two standard deviations (-2 SD) are considered short for their age
(stunted) and are chronically malnourished. Children below minus three standard
deviations (−3 SD) are considered to be severely stunted. Stunting reflects the
long-term effects of malnutrition in a population. The weight-for-height index
measures body mass in relation to body length and describes current nutritional
status. Children whose Z-score is below minus two standard deviations (-SD) are
considered thin (wasted) for their height and are acutely malnourished. Wasting
represents inadequate food intake or a recent episode of illness causing loss of
weight and the onset of malnutrition. Children whose weight-for-height is below
minus three standard deviations (−3 SD) are considered to be severely wasted.
Weight-for-age is a composite index of height-for-age and weight-for-height. It
takes into account both acute and chronic malnutrition. Children whose
weight-for-age is below minus two standard deviations are classified as under-
weight. Children whose weight-for-age is below minus three standard deviations
(−3 SD) are considered to be severely underweight. The percentage of such chil-
dren for of India in 2005–2006 is shown at Table 2.26.

It would appear from Table 2.26 that inadequate nutrition is a problem throughout
India, but there are variations within the states in India. The above table shows that
under nutrition is most pronounced in Madhya Pradesh, Bihar, and Jharkhand.

(c) From Women nutrition angle

The height and weight measurements in NFHS-3 are used to calculate the BMI.
The BMI is defined as weight in kilograms divided by height in metres squared
(kg/m2). A cut-off point of 18.5 is used to define thinness or acute under nutrition
and a BMI of 25 or above indicates overweight or obesity. A woman’s nutritional
status has important implications for her health as well as the health of her children.
A woman with poor nutritional status, as indicated by a low body mass index
(BMI), short stature, anaemia, or other micronutrient deficiencies, has a greater risk
of obstructed labour, having a baby with a low birth weight, having adverse
pregnancy outcomes, producing lower quality breast milk, death due to postpartum
haemorrhage and illness for herself and her baby. Table 2.27 captures Low Body
Mass Index (BMI) and Anaemia in Women (%) in the states of India.

At Table 2.27, the nutritional status of women for the states of India has been
presented by means of two indicators—BMI and Anaemia. It would appear there
from that the position of West Bengal, Odisha, Jharkhand, Chattisgarh and Bihar is
very alarming in respect of both the counts and much above the national average.
A good number of states posted better status like Andhra Pradesh, Arunachal
Pradesh, Delhi, Goa, Gujarat, Haryana, Himachal Pradesh, Jammu & Kashmir and
all North Eastern and Southern States. In respect of Anaemia in ever married
Women (15–49) too, the percentage for Andhra Pradesh, Assam, Bihar, Jharkhand,
Odisha, Sikkim, Tripura and West Bengal is alarmingly high and much above the
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Table 2.27 Low body mass index (BMI) and Anaemia in women (%)

Women with BMI below normal Anaemia in ever married women
(15–49)

State NFHS-2
(1998–1999)

NFHS-3
(2005–2006)

NFHS-2
(1998–1999)

NFHS-3
(2005–2006)

Andhra Pradesh 37.4 33.5 49.8 62.9

Arunachal
Pradesh

10.7 16.4 62.5 50.6

Assam 27.1 36.5 69.7 69.5

Bihar 39.3 45.1 63.4 67.4

Chhattisgarh 48.1 43.4 68.7 57.5

Delhi 12.0 14.8 40.5 44.3

Goa 27.1 27.9 36.4 38.0

Gujarat 37.0 36.3 46.3 55.3

Haryana 25.9 31.3 47.0 56.1

Himachal
Pradesh

29.7 29.9 40.5 43.3

Jammu &
Kashmir

26.4 24.6 58.7 52.1

Jharkhand 41.1 43.0 72.9 69.5

Karnataka 38.8 35.5 42.4 51.5

Kerala 18.7 18.0 22.7 32.8

Madhya
Pradesh

38.2 41.7 54.3 56.0

Maharashtra 39.7 36.2 48.5 48.4

Manipur 18.8 14.8 28.9 35.7

Meghalaya 25.8 14.6 63.3 47.2

Mizoram 22.6 14.4 48.0 38.6

Nagaland 18.4 17.4 38.4 NA

Odisha 48.0 41.4 63.0 61.2

Pondicherry

Punjab 16.9 18.9 41.4 38.0

Rajasthan 36.1 36.7 48.5 53.1

Sikkim 11.2 11.2 61.1 60.0

Tamil Nadu 29.0 28.4 56.5 53.2

Tripura 35.2 36.9 59.0 65.1

Uttar Pradesh 35.8 36.0 48.7 49.9

Uttarakhand 32.4 30.0 45.6 55.2

West Bengal 43.7 39.1 62.7 63.2

All India 35.8 35.6 51.8 55.3

Source NHFS-2 and NHFS-3
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national average of 55.3 %. The position of ArunachalPradesh, Delhi, Goa, Gujarat,
Haryana, Himachal Pradesh, Jammu & Kashmir and all Southern States is better.

To sum up, the nutritional status of population is linked with quality of life of its
citizens. Better is the nutritional status of its citizens, better is the chance of its
citizens to have improved quality of life. It is also linked with human development of
its citizens as well. Human development is up-scaled by the quality of its nutritious
citizens. Given such premises, it reveals from Tables, as above, that there is strong
correlation between the size of population and the corresponding nutritional stan-
dard. The nutritional status in the states of India is poorer where the size of its
population is also on higher side. It is akin to primary level arithmetic of dividing a
cake by the number of children in the family. Nutritional status of the country in a
way reflects the syndrome of its over populated size. However, this simple fact is
seldom focused in any discourse on nutritional status of children or of others.

2.5 Unemployment scenario

From human development angle, access to gainful employment is an essential
condition to earn livelihood and economic wellbeing. This is equivalent to exer-
cising economic rights in a market economy. The nature of livelihood reflected
through its employment is now the determining factor in shaping the pattern of
population growth linked as it is with marriage and procreation. The size of
unemployed population is linked with another fundamental aspect of the economy
in that whether the country is in a position to make economic use of its population
and sustain them. The declining trend of unemployment gives a signal that the
country has reached somewhat at a level of its potential strength and it cannot
absorb the current size of incremental unemployed population. The growing trend
of unemployment status is decisively an indicator of un-sustained nature of pop-
ulation and a signal over population. It is also an emphatic signal that oft-quoted
population dividend in India is confusing, misleading and inappropriate for any
country struggling to reach full employment situation.

With the above premise in view, it would be worthwhile to examine the
unemployment status of India in general and the states in particular through a series
of self-spoken Tables. It starts with a Working paper of the Planning Commission.

The Working paper on Status of Employment made use of by the Planning
Commission for formulating the Draft Twelfth Five Year Plan gives a state wise
Employment status of our country for the year 2004–2005 and 2009–2010 as
shown at Table 2.28.

As per the Report compiled from the NSS (66th round), list of
Major States of India ranked according to unemployment published by the Ministry
of Statistics and Programme Implementation, Government of India for the year
2009–2010 is also shown at Table 2.29. As per the said list, Kerala has the highest
unemployment rates and ranks worst, while Rajasthan and Gujarat has the least
unemployment rate among major States of India. Incidentally, a higher rank
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represents higher unemployment among the population. National average stands at
50. This is shown at Table 2.29.

The Labour Bureau, Ministry of Labour & Employment, Government of India
publishes state-specific data based on employment and unemployment survey
conducted by it from time to time. The second employment and unemployment
survey conducted in 2011–2012 reveals startling facts on employment and unem-
ployment states of India. Data of a select States of India for Unemployment Rate
(Per 1000) for Persons above 15 years & above according to usual participatory
approach (ps) have been shown in Table 2.30.

The survey reveals that the lowest unemployment rate was in Gujarat while the
largest numbers of unemployed persons were found in Kerala and West Bengal.
The All-India unemployment rate was estimated at 3.8 % while the All India female
unemployment rate was of 6.9 %. The report also revealed the fact that Gujarat has
got very low female unemployment rate while Sikkim, Tripura and West Bengal
had highest unemployment rates.

The third Annual Employment and Unemployment Survey for 2012–2013,
pegged the all-India unemployment rate at 4.7 % in 2012–2013 with urban
unemployment at 5.7 % and rural employment at 4.4 %. The unemployment rate
amongst workers between 15 and 29 years was, however, pegged at 13.3 %. The
survey also revealed that unemployment rate per 1000 persons aged more than

Table 2.29 Unemployment
rates-2009–2010

Unemployment
Rates-2009–2010 (per
1000)

Rank State Rural Urban Total

14 Kerala 75 73 148

13 Bihar 20 73 93

12 Assam 39 52 91

11 Punjab 26 48 74

10 Odisha 30 42 72

9 Himachal Pradesh 16 49 65

8 West Bengal 19 40 59

** All India 16 34 50

7 Tamil Nadu 15 32 47

6 Andhra Pradesh 12 31 43

6 Haryana 18 25 43

5 Uttar Pradesh 10 29 39

4 Maharashtra 6 32 38

3 Madhya Pradesh 7 29 36

2 Karnataka 5 27 32

1 Rajasthan 4 22 26

1 Gujarat 8 18 26

Source Ministry of Statistics and Programme Implementation,
Government of India
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Table 2.30 Unemployment Rate (Per 1000) for Persons above 15 years & above according to
usual participatory approach (ps) for each state

Sl.
no

States Rural Urban Rural + Urban

Male Female Person Male Female Person Male Female Person

1 Andhra
Pradesh

21 24 22 46 111 61 27 35 30

2 Arunachal
Pradesh

40 86 56 99 252 142 47 101 65

3 Assam 48 128 62 44 206 73 47 138 63

4 Bihar 59 205 85 45 181 64 58 203 83

5 Chhattisgarh 11 6 9 27 59 35 13 11 12

6 Delhi 25 175 45 32 149 49 31 153 48

7 Goa 94 549 231 62 290 109 80 462 179

8 Gujarat 5 13 7 12 42 15 8 8 10

9 Haryana 26 71 30 24 120 36 25 88 32

10 Himachal
Pradesh

41 12 28 38 130 63 40 17 31

11 Jammu &
Kashmir

33 157 50 44 260 71 36 182 56

12 Jharkhand 37 89 47 50 120 59 39 93 48

13 Karnataka 24 21 23 27 35 29 25 24 25

14 Kerala 32 214 82 40 375 145 34 262 99

15 Madhya
Pradesh

18 28 20 44 96 51 24 37 27

16 Maharashtra 19 26 21 23 107 42 20 47 28

17 Manipur 25 23 24 87 65 80 39 34 37

18 Meghalaya 24 40 31 42 100 64 27 49 36

19 Mizoram 10 9 10 8 119 43 10 32 19

20 Nagaland 65 48 59 63 72 65 65 52 60

21 Odisha 28 29 28 36 107 43 29 34 30

22 Punjab 13 66 17 13 86 21 13 74 18

23 Rajasthan 12 30 16 16 64 20 13 33 17

24 Sikkim 82 163 113 105 511 229 85 194 126

25 Tamil Nadu 19 24 21 19 41 25 19 29 22

26 Tripura 47 310 115 139 446 236 66 344 141

27 Uttarakhand 35 108 55 21 142 40 32 113 52

28 Uttar
Pradesh

22 33 23 32 71 35 24 40 25

29 West Bengal 43 159 61 89 402 139 53 212 78

All India 27 56 34 34 125 50 29 69 38

Source Report on Employment and Un-employment Survey-2011–2012
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15 years was highest in Sikkim at 136, followed by Arunachal Pradesh at 130,
Tripura at 126, Goa at 107 and Kerala at 104. In contrast, Chhattisgarh had the
lowest unemployment rate of 14, followed by Karnataka at 20, Madhya Pradesh at
22, Andhra Pradesh at 25 and Gujarat at 27 (Table 2.31).

To sum it up, in brief, the above Survey Tables indicate that the country is
unable to make full use of its growing labour force in productive and gainful
employment. The unsustainable size of population and its overtime growth has been
reflected in all Annual Employment and Unemployment Surveys indicating therein
the limits of absorbing potential of the economy to sustain them. Truly, the pop-
ulation of India is too large to secure full employment.

2.6 Human development profile

The concept of human development is a paradigm shift to development assessment.
The objective of human development is to create an enabling environment for
people to enjoy long, healthy and creative lives. An index, called the Human
Development Index (HDI) has come into being as an alternative to the common
practice of evaluating a country’s progress in development based on per capita
Gross Domestic Product. HDI is a summary measure of human development and is
worked through a composite statistics of life expectancy, education and income
indices. Human Development Report captures the HDI of the country and its
overtime reports reveal the trend of such human development. The Human
Development Report in India was first published in 2001, a summary position of
which is shown in Table 2.32.

The HDI for the country as whole has increased to 0.470 in 2001 from 0.302 in
1981. For the States, it varies between 0.638 for Kerala to 0.365 in case of Bihar.
Among better of States, Punjab, Tamil Nadu and Maharashtra had a HDI value of
above 0.52. At the other hand, the States like Uttar Pradesh, Assam and Madhya
Pradesh had value less than 0.400. By and large States maintained their relative
position between 1981 and 2001.

The India Human Development Report 2011, prepared by Institute of Applied
Manpower Research, was published by the Planning Commission. It captured state
wise Human Development scenario from 1999–2000 to 2007–2008 as could be
seen in Table 2.33.

India Human Development Report 2011, as shown at Table 2.33 estimated the
HDI for the beginning of the decade, and for the latest year for which data were
available for preparing the Report. The top five ranks in both the years are captured
by the states of Kerala, Delhi, Himachal Pradesh, Goa and Punjab. It further
appeared that States that perform better on health and educational outcomes are also
the states with higher HDI and of higher per capita income. West Bengal’s position
is far from worth mentioning. It continues to remain at rank 13 in the all India
position while even the seven north eastern states (excluding Assam) 1 have done
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Table 2.31 Unemployment Rate (Per 1000) for Persons above 15 years& above according to
usual participatory approach (ps) for each state

Sl.
no

States Rural Urban Rural +Urban

Male Female Person Male Female Person Male Female Person

1 Andhra
Pradesh

21 15 19 31 88 44 24 27 25

2 Arunachal
Pradesh

120 148 130 88 262 128 114 159 130

3 Assam 46 142 61 63 244 97 48 154 65

4 Bihar 54 106 60 54 145 58 54 107 60

5 Chhattisgarh 8 11 9 23 106 40 11 21 14

6 Delhi 73 409 115 40 128 51 43 154 57

7 Goa 39 243 93 55 289 123 46 265 107

8 Gujarat 13 72 24 15 166 32 14 94 27

9 Haryana 44 67 46 36 149 52 41 96 48

10 Himachal
Pradesh

49 83 63 34 153 60 47 87 63

11 Jammu &
Kashmir

67 210 83 67 282 101 67 234 88

12 Jharkhand 77 131 87 77 184 88 77 136 87

13 Karnataka 16 20 17 13 69 27 15 34 20

14 Kerala 46 242 102 44 274 110 45 251 104

15 Madhya
Pradesh

18 14 17 29 86 39 21 25 22

16 Maharashtra 29 26 28 41 96 52 33 43 36

17 Manipur 29 44 33 25 52 32 28 46 32

18 Meghalaya 19 34 25 102 150 121 37 60 46

19 Mizoram 35 35 35 28 13 22 32 24 29

20 Nagaland 54 102 70 71 116 85 58 105 73

21 Odisha 48 62 51 70 243 93 51 76 56

22 Punjab 22 166 40 46 153 61 32 160 48

23 Rajasthan 27 29 27 40 103 48 30 41 32

24 Sikkim 113 184 134 97 295 147 110 204 136

25 Tamil Nadu 30 43 34 31 83 44 30 55 38

26 Tripura 78 244 111 133 341 194 87 268 126

27 Uttarakhand 50 46 49 35 340 81 46 106 57

28 Uttar
Pradesh

52 97 56 68 232 82 55 125 61

29 West Bengal 63 122 73 58 180 75 62 133 74

All India 40 58 44 42 128 57 40 72 47

Source The third Annual Employment and Unemployment Survey for 2012–2013
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Table 2.32 Human Development Index for India-combined

Human development index for india-combined

States 1981
value

1981
rank

1991
value

1991
rank

2001
value

2001
rank

Andhra
Pradesh

0.298 9 0.377 9 0.416 10

Assam 0.272 10 0.348 10 0.386 14

Bihar 0.237 15 0.308 15 0.367 15

Gujarat 0.360 4 0.431 6 0.479 6

Haryana 0.360 5 0.443 5 0.509 5

Karnataka 0.346 6 0.412 7 0.478 7

Kerala 0.500 1 0.591 1 0.638 1

Madhya
Pradesh

0.245 14 0.328 13 0.394 12

Maharashtra 0.363 3 0.452 4 0.523 4

Orissa 0.267 11 0.345 12 0.404 11

Punjab 0.411 2 0.475 2 0.537 2

Rajasthan 0.256 12 0.347 11 0.424 9

Tamil Nadu
Uttar Pradesh
West Bengal

0.343 9 0.466 3 0.531 3

0.255 13 0.314 14 0.388 13

0.305 8 0.404 8 0.472 18

All India 0.302 0.381 0.472

Source Human Development Report, India, 2001
Note The HDI for 2001 has been estimated only for a few selected States for which some data,
including the Census 2001 was available

Table 2.33 Human development scenario of India from 1999–2000 to 2007–2008

State HDI (1999–
2000)

HDI (2007–
2008)

Rank (1999–
2000)

Rank (2007–
2008)

Kerala 0.677 0.790 2 1

Delhi 0.783 0.750 1 2

Himachal Pradesh 0.581 0.652 4 3

Goa 0.595 0.617 3 4

Punjab 0.543 0.605 5 5

North Eastern States
(excluding Assam)

0.473 0.573 9 6

Maharashtra 0.501 0.572 6 7

Tamil Nadu 0.480 0.570 8 8

Haryana 0.501 0.552 7 9

Jammu &Kashmir 0.465 0.529 11 10

Gujarat 0.466 0.527 10 11

Karnataka 0.432 0.519 12 12

West Bengal 0.422 0.492 13 13

Source HDR of India, 2011
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Table 2.34 Forest cover in states in India (in sq.km)

Sl.
No.

States Geographical
area

Forest coverage areas

Very
dense
forest

Moderately
dense forest

Open
forest

Total
forest
area

Percentage
of G.A

1 Andhra
Pradesh

275,069 850 26,242 19,297 46,389 16.86

2 Arunachal
Pradesh

83,743 20,868 31,519 15,023 67,410 80.5

3 Assam 78,438 1444 11,404 14,825 27,673 35.28

4 Bihar 94,163 231 3280 3334 6845 7.27

5 Chhattisgarh 135,191 4163 34,911 16,600 55,674 41.18

6 Delhi 1483 6.76 49.48 119.96 176.2 11.88

7 Goa 3702 543 585 1091 2219 59.94

8 Gujarat 196,022 376 5231 9012 14,619 7.46

9 Haryana 44,212 27 457 1124 1608 3.64

10 Himachal
Pradesh

55,673 3224 6381 5074 14,679 26.27

11 Jammu &
Kashmir

222,236 4140 8760 9639 22,539 10.14

12 Jharkhand 79,714 2590 9917 10,470 22,977 28.82

13 Karnataka 191,791 1777 20,179 14,238 36,194 18.87

14 Kerala 38,863 1442 9394 6464 17,300 44.52

15 Madhya
Pradesh

308,245 6640 34,986 36,074 77,700 25.21

16 Maharashtra 307,713 8736 20,815 21,095 50,646 16.46

17 Manipur 22,327 730 6151 10,209 17,090 76.54

18 Meghalaya 22,429 433 9775 7067 17,275 77.02

19 Mizoram 21,081 134 6086 12,897 19,117 90.68

20 Nagaland 16,579 1293 4931 7094 13,318 80.33

21 Odisha 155,707 7060 21,366 20,477 48,903 31.41

22 Pondicherry 480 0 35.37 14.69 50.06 10.43

23 Punjab 50,362 0 736 1028 1764 3.5

24 Rajasthan 342,239 72 4448 11,567 16,087 4.7

25 Sikkim 7096 500 2161 698 3359 47.34

26 Tamil Nadu 130,058 2948 10,321 10,356 23,625 18.16

27 Tripura 10,486 109 4686 3182 7977 76.07

28 Uttar
Pradesh

240,928 1626 4559 8153 14,338 5.95

29 Uttarakhand 53,483 4762 14,167 5567 24,496 45.8

30 West
Bengal

88,752 2984 4646 5365 12,995 14.64

All India 3,287,263 83,471 320,736 287,820 692,027 21.05

Source India State of Forest Report 2011
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remarkably well in human development outcomes to climb up three rungs from
1999–2000 to 2007–2008.

The moot point for bringing human development in the discourse is that huge
load of population of India stands in the way of achieving desired scale of human
development in meeting essential requisites for people to enjoy long, healthy and

Table 2.35 State wise percentage of forest to total geographical area (1995–2011)

Sl.
No

States 1995 1997 1999 2001 2003 2005 2007 2011a

1 Andhra Pradesh 23.17 23.2 23.2 23.2 23.2 23.2 23.2 16.86

2 Arunachal
Pradesh

61.55 61.55 61.55 61.55 61.55 61.55 61.55 80.5

3 Assam 39.15 39.15 39.15 34.45 34.45 34.21 34.21 35.28

4 Bihar 16.81 16.81 16.81 6.45 6.87 6.87 6.87 7.27

5 Chhattisgarh 43.85 44.21 44.21 44.21 41.18

6 Delhi 2.83 2.83 5.73 5.73 5.73 5.73 5.73 11.88

7 Goa 32.93 37.34 37.34 33.07 33.06 33.06 33.06 59.94

8 Gujarat 9.89 9.89 9.89 9.69 9.75 9.67 9.66 7.46

9 Haryana 3.82 3.78 3.78 3.51 3.52 3.53 3.53 3.64

10 Himachal Pradesh 67.52 63.6 63.6 66.52 66.52 66.52 66.52 26.37

11 Jammu &
Kashmir

9.08 9.08 9.08 9.1 9.1 9.1 9.1 10.14

12 Jharkhand 29.61 29.61 29.61 29.61 28.82

13 Karnataka 20.15 20.19 20.19 20.19 22.46 19.96 19.96 18.87

14 Kerala 28.88 28.87 28.87 28.87 28.99 28.99 28.99 44.52

15 Madhya Pradesh 35.07 34.84 34.84 30.89 30.89 30.72 30.72 25.21

16 Maharashtra 20.75 20.8 20.8 20.13 20.13 20.13 20.13 16.46

17 Manipur 67.87 67.87 67.87 78.01 78.01 78.01 78.01 76.54

18 Meghalaya 42.34 42.34 42.34 42.34 42.34 42.34 42.34 77.02

19 Mizoram 75.59 75.59 75.59 75.59 79.3 79.3 79.3 90.68

20 Nagaland 52.02 52.05 52.05 52.05 50.05 52.05 55.62 80.34

21 Odisha 36.73 36.73 36.73 37.34 37.34 37.34 37.34 31.41

22 Punjab 5.64 5.76 5.76 6.07 6.12 6.12 6.07 3.5

23 Rajasthan 9.22 9,26 9.26 9.49 9.49 9.49 9.54 4.7

24 Sikkim 37.34 37.34 37.34 81.24 82.31 82.31 82.31 47.34

25 Tamil Nadu 17.45 17.4 17.4 17.59 17.59 17.59 17.59 18.11

26 Tripura 60 60.01 60.01 60.01 60.01 60.02 60.02 76.07

27 Uttar Pradesh 17.49 17.55 17.55 6.98 6.98 6.97 6.88 5.95

28 Uttarakhand 64.81 64.81 64.79 64.79 45.8

29 West Bengal 13.38 13.38 13.38 13.38 13.38 13.38 13.38 14.64

All India 23.36 23.28 23.28 23.38 23.57 23.41 23.41 21.05

Source Compendium of Environment Statistics, 2011, India State of Forest Report, 2011
a2011 figures corresponds to forest cover
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creative lives. As a result, the country continues to have relatively low HDI, and the
prospect of better HDI score for such huge mass of population has become rather
impossible. Huge size of population is a permanent drag on any developmental
efforts, including Human Development, in India.

2.7 Resources scenario

Natural resources are provided by the Mother Earth to make the earth system
liveable for all its creatures. Such natural resources can be classified under biotic
and abiotic. Biotic resources originate from living things or organic materials such
as plants, animals, and fossil fuels whereas abiotic resources include nonliving and
inorganic materials such as air, sunlight, and water. Minerals (gold, copper, iron,
diamonds etc.) are also considered abiotic. Renewable resources are those natural
resources that are liable to be replenished after its use. The sun and wind are
replenished by the Earth system as a part of its natural order. On the other hand,
plants and water can be replenished by judicious use of such assets, by its con-
servation and replanting, and making optimum use of water resources and allowing
replenishable time of ground level water- recharging. In this section, among the
biotic and non-biotic resources, only two items are taken up hereunder, namely
Forests Resources and Water Resources for understanding the current status in our
country.

2.7.1 Forests Resources

The Proportion of land area covered by forest is a strong indicator on environmental
sustainability. On it also depends how efficiently the effects of climate change can
be mitigated. Additionally, it helps to improve water security, safeguards rich
biodiversity and provides livelihood security for large number of people. As per

Table 2.36 Water resources of India at a glance

Estimated annual precipitation (including snowfall) 4000 km3

Run-off received from upper riparian countries (Say) 500 km3

Average annual natural flow in rivers and aquifers. 1869 km3

Estimated utilisable water
(i) Surface
(ii) Ground

1123 km3

(i) 690 km3

(ii) 433 km3

Water demand �utilization (for year 2000)
(i) Domestic
(ii) Irrigation
(iii) Industry, energy and others

634 km3

(i) 42 km3

(ii) 541 km3

(iii) 51 km3

Source Comprehensive Mission Document of National Water Mission, India
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2011 assessment, the Country has a forest cover of 692,027 km2, which is 21.05 %
of the Country’s geographical area. Incidentally, the forest cover (revised) estimate
for 2009 shows total forest cover of 692,394 km2 which indicates a decline of
367 km2 in 2011. The quality of forest coverage area depends on dense forest,
moderately dense forests and open forests and extent of such coverage. At
Table 2.34, the forests coverage and per cent of forest coverage over the years
respectively in the States of India have been shown:

Table 2.35 reveals the declining trend of forest coverage in the States of India
being factored, among other things, by the encroachment of increasing human
habitation to accommodate surging human population and also due to
non-availability of ‘spare able’ land for spurting new forest growth and coverage.
Thus, the prospect of growth elasticity of forestry in the States of India is shock-
ingly negative and with annual addition of human number the status of forest cover
would change from bad to worse.

2.7.2 Water Resources

‘The main water resources of India consists of the precipitation on the Indian
territory which is estimated to be around 4000 km3/year, and trans-boundary flows
which it receives in its rivers and aquifers from the upper riparian countries. Out of
the total precipitation, including snowfall, the availability from surface water and
replenishable groundwater is estimated as 1869 km3. Due to various constraints of
topography, uneven distribution of resource over space and time, it has been esti-
mated that only about 1123 km3 including 690 km3 from surface water and
433 km3 from groundwater resources can be put to beneficial use.

Precipitation over a large part of India is concentrated in the monsoon season
during June to September/October. Precipitation varies from 100 mm in the western
parts of Rajasthan to over 11,000 mm at Cherrapunji in Meghalaya (Table 2.36).

There takes place extreme natural occurrences in the country—floods are fol-
lowed by droughts and in some cases they exist simultaneously in different loca-
tions of the country. Due to excess rainwater, floods occur in certain parts. It has
been estimated by RashtriyaBarhAyog (RBA) that 40 mha of area is flood-prone
and this constitute 12 % of total geographical area of the country. Droughts are also
experienced due to deficient rainfall. It has been found that 51 mha area is drought
prone and this constitute 16 % of total geographical area.

This availability of water resources is impacted by the growing population of the
country. Accordingly, the per capita availability of water for the country as a whole
has decreased from 5177 m3/year in 1951–1654 m3/year in 2007. Due to spatial
variation of rainfall, the per capita water availability also varies from basin to basin.
The distribution of water resources potential in the country shows that the average
per capita water availability in Brahmaputra & Barak basin was about 14,057 m3/
year whereas it was 308 m3/year in Sabarmati basin in year 2000. Meanwhile, with
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ongoing climatic change and the increasing size of population, the prospect of water
resources h

as gone down substantially Further, in the context of projected population size of
India being 1.39 billion in 2025 and 1.80 billion in 2050 along with emerging high
intensity impact of climatic change, the prospect for water availability would be
fearsome for multiple needs for development and per capita human needs for
domestic use.

2.8 Environmental and Climatic scenario

Human population growth is a major contributor to global warming. The use of
fossil and its increasing use shape up the lifestyles of growing number of population
which is indeed alarming. The large number of population means more demand for
oil, gas, coal and other fuels from below the Earth’s surface. When those are mined,
drilled and then burned, increasing volume of carbon dioxide (CO2) is spewed into
the atmosphere to trap warm air inside like a greenhouse.

As per the estimate of the United Nations Population Fund, with 6.1 billion
people during the course of the 20th century. Emissions of CO2, the leading
greenhouse gas, grew 12-fold and with worldwide population expected to surpass
nine billion over the next 50 years, environmentalists and others are worried about
the ability of the planet to withstand the added load of greenhouse gases entering
the atmosphere and wreaking havoc on ecosystems down below.

Though developed countries consume the lion’s share of fossil fuels right at the
present moment, fast-growing developing countries will contribute significant
proportion of global CO2 emissions by 2050. It is widely believed that, just like
China, India with its massive population size and significant growth rates will also
become very active contributors in magnifying the impacts of global warming.
Incidentally as per estimate of National Population Fund, India will have 1.80
billion people by 2050 and will surpass the estimated population size of China of
1.42 billion in 2050. The increasing size of population along with significant
growth rate will alter the status of contribution of CO2 emissions of India. There is
imperative need to minimize the damage making potential of CO2 emission by
India and the country needs to undertake harsh measures to check the rush of
population numbers to assume a responsible role in the management of global
Environmental and Climatic change scenario.

The Ministry of Environments and Forests, Government of India released its
greenhouse gas inventory of 2007 emissions recently, making it the first developing
country to publish such emissions data. The released emissions data was based on
1994 figures. Since then, India’s emissions have grown at an average annual rate of
3.3 per cent, increasing from 1.25 billion tons in 1994 to 1.9 billion tons in 2007.
The report analysed emissions from electricity use, transportation, agriculture, and
land use change. Land use serves as a net carbon sink in India, in contrast to many
developing countries where deforestation is a major source of emissions. India is
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now the world’s fifth-largest emitter of greenhouse gases, ranking behind China, the
United States, the European Union, and Russia. When releasing the data, the former
Environment Minister, however, had pointed out that India’s emissions are still
one-quarter of those of the top emitters, the United States and China. He had further
highlighted that in the same period, from 1994 to 2007, India reduced the emissions
intensity of its economy by 30 per cent. Be that as it may, unless India reduces
emissions intensity by a further 20–25 % between 2005 and 2020, the position
indeed would be very bleak. It thus sends a clear message that India has to make a
very serious effort on population stabilization front and arrest its runaway popu-
lation size and growth in order to minimise the demand pull factor to increased use
of oil, gas, coal and other fuels from below the Earth’s surface.
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Chapter 3
Other Important Issues Relevant
for Control of Population

Abstract The Population Control and Family Planning (or Family Welfare, as in
India) is a multi-disciplinary subject with a host of issues relevant to each disci-
pline. Such issues are functionally very important and needs appropriate address at
the time of programme implementation. The most crucial task is to identify the
related issues that do not get escaped from the domain of programme management.
Adequate time and application of mind have, therefore, to be invested to locate the
issues relevant for the nationally important population control and family planning.
Earlier, at Chap. 2, the issues arising from theories of economics, which border on
macro level management area, have been discussed. Since economic development
is also impacted in a very significant way by the population size and its load, the
crucial micro issues assume equal importance in containing the growth of popu-
lation. Such micro-issues happen to be very important from programme manage-
ment angle. Issue-based micro-management can only ensure intended outcome.
Such issues include, Demographic Issue, Social Issue, Cultural Issue, Gender Issue,
Socio-religious Issue, Religious Issue, Political Issue, Contraceptive Issue, Health
Issue, Child Care Issue, Educational Issue, Population Education issue, Media
Issue, Information, Education and Communication Issue, Legal Issue.
Organisational Issues and Social Security Issue In this chapter, attempts have been
made to analyse the contributing power and strength of each of these issues to make
big impact to check in a significant manner the runaway population growth of our
country.

Keywords Demographic issue � Gender issue � Socio-religious issue � Political
issue � Contraceptive issue � Population education issue

The Population Control and Family Planning (or Family Welfare, as in India) is a
multi-disciplinary subject with a host of issues relevant to each discipline. Such
issues are functionally very important and needs appropriate address at the time of
programme implementation. The most crucial task is to identify the related issues
that do not get escaped from the domain of programme management. Adequate
time and application of mind have, therefore, to be invested to locate the issues
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relevant for the nationally important population control and family planning. At
Chap. 2, the issues arising from theories of economics, which border on macro
level management area, have been discussed. Since economic development is also
impacted in a very significant way by the population size and its load, other micro
issues assume equal importance in containing the growth of population. Such issues
happen to be very crucial from programme management angle. Issue-based man-
agement can only ensure intended outcome. In this chapter, attempts have been
made to enlist the discipline which are germane to population control and family
planning and then have focussed on discipline-specific issues that have bearing in a
significant manner in controlling the population problem. They are as follows:

3.1 Demographic Issues

Demography is the study of statistics such as births, deaths, income and other
incidences which illustrate the changing structure and the composition of a human
population in a particular geographical location. Thus, from population control
point of view, demographic issues relate to the kind of population size over a period
of time, the trend of its growth rate, its birth rate including crude birth rate, death
rate, infant mortality rate including child death rate, Sex ratio, density of population
etc. Studied data on such components reveal the nature of prevailing demographic
scenario. If the data reveal any area of concern, it demands adequate notice and of
its critical appraisal vis-a-vis the current policy and its linked programme, if any.
The size of the population and its incremental addition is an indicator whether the
concerned location is in a position to carry its load from economic and environ-
mental angle. The growth rate is also a pointer whether the fertility behaviour and or
other immigration/infiltration factors is a problematic zone and requires resolution.
Similarly, declining sex ratio, adverse neonatal mortality rate, infant mortality rate
or child death rates are areas that have wide implications on population issues and
call for dedicated actions. Since the demographic data, in good measure, give an
overview of the characters of the given population, unless such data of any given
location are objectively studied before launching any programme of action, the
population control programme and or family planning programme of such location
would cease to be meaningless and void of any objective reality as obtained in the
field. Unfortunately, demographic issues seldom get its due importance in popu-
lation control and family planning programme at the state, district and sub-district
levels in our country explaining why such programme, where ever it exists, does
not yield intended result. Understanding the demographic scenario of any given
location is the most important job for population control and family planning.

The national census provides database at every 10 year interval and is the
appropriate source to understand the latest demographic status of a given location. It
covers the size of population, its decadal growth rate, sex ratio, rural and urban
population growth and its ratio, age-specific population including those in the 0–6
age group, marital status data, educational data, religion data and the like. Earlier in
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Chap. 2, some important demographic data from Censuses conducted in India since
1951–2011 have been captured. In this chapter other demographic data, as relevant,
for our country are presented.

3.1.1 Population Projection

The National Commission on Population appointed a Technical Group on
Population Projections to have a fair idea about the population scenario for a period
spanning from 2001 to 2026. The said Technical Group on Population submitted its
Report in May 2006. The Report projected quite an alarming trend of the size of
population of India and for some of the states in particular as mentioned at
Table 3.1

The projected population of states, which appear to be very cautious and con-
servative, opens up the enormity of serious demographic challenges which the
political executives at different levels in India needs to ponder. The Technical
Group on Population Projections observed as follows:

“The State, which is expected to have least growth in the quarter century (2001–
2026) is Tamil Nadu (15 %), followed by Kerala (17 %). In contrast, Delhi will
have the highest projected growth of 102 % during 2001–2026. States, which will
have projected growths in the range of 20–30 %, are Himachal Pradesh, Punjab,
West Bengal, Orissa, Andhra Pradesh and Karnataka. The population in the states
of Haryana, Rajasthan, Uttar Pradesh and Madhya Pradesh is projected to increase
by 40–50 % during 2001–2026, which is above the national average of 36 %. The
population of Uttar Pradesh is expected to be highest among all the states of the
country at almost 249 million in 2026.

Of the projected increase in population of 371 million in India during 2001–26,
187 million is likely to occur in the seven States of Bihar, Chhattisgarh, Jharkhand,
Madhya Pradesh, Rajasthan, Uttar Pradesh and Uttaranchal (termed as BIMARU
states, since it was so before division). Thus nearly 50 % of India’s demographic
growth during this period of twenty five years, is projected to take place in these
seven states. Twenty two per cent of the total population increase in India of 371
million during 2001–26 is anticipated to occur in Uttar Pradesh alone. The popu-
lation in these seven states together is expected to grow at 1.5 % per annum during
2001–26. In contrast, the contribution of the four southern states, namely Andhra
Pradesh, Karnataka, Kerala and Tamil Nadu, to the total increase in population size
of the country during 2001–2026 is expected to be 47 million-thirteen per cent of
total Demographic growth of the country. The population in these four states
together is expected to grow at 0.8 % per annum during 2001–26. Proportion of
contribution of some of the other states to the total increase in population size
during 2001–26 is Maharashtra (10 %), West Bengal and Gujarat (5 % each) and
Delhi (4 %). These four states together thus contribute 24 % of the total increase in
population size during 2001–2026. The contribution of the remaining states and
union territories to the total increase in population size during 2001–2026 is 13 %.”
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Table 3.1 Population projections of India and States, 2001–26

Year Projected population

India Jammu &
Kashmir

Himachal
Pradesh

Punjab Chandigarh Uttaranchal

2001 1,028,610 10,144 6078 24,359 901 8489

2002 1,045,547 10,301 6151 24,699 922 8634

2003 1,062,388 10,461 6234 25,041 957 8780

2004 1,079,117 10,622 6309 25,384 1000 8927

2005 1,095,722 10,783 6383 25,724 1050 9073

2006 1,112,186 10,941 6455 26,059 1103 9219

2007 1,128,521 11,099 6526 26,391 1161 9365

2008 1,144,734 11,257 6595 26,722 1227 9511

2009 1,160,813 11,414 6662 27,048 1297 9656

2010 1,176,742 11,568 6728 27,368 1368 9800

2011 1,192,506 11,718 6793 27,678 1438 9943

2012 1,208,116 11,865 6856 27,981 1508 10,084

2013 1,223,581 12,010 6918 28,279 1580 10,224

2014 1,238,887 12,152 6978 28,568 1651 10,362

2015 1,254,019 12,289 7037 28,846 1719 10,499

2016 1,268,961 12,419 7095 29,112 1780 10,632

2017 1,283,600 12,545 7151 29,372 1859 10,761

2018 1,298,041 12,665 7206 29,625 1941 10,887

2019 1,312,240 12,780 7259 29,868 2028 1101p

2020 1,326,155 12,888 7311 30,101 2122 11,129

2021 1,339,741 12,987 7361 30,323 2226 11,241

2022 1,352,695 13,086 7408 30,542 2301 11,351

2023 1,365,302 13,180 7453 30,753 2374 11,457

2024 1,377,442 13,269 7497 30,956 2438 11,558

2025 1,388,994 13,353 7537 31,154 2488 11,655

2026 1,399,838 13,434 7575 31,345 2518 11,746

Year Projected population

Haryana Delhi Rajasthan Uttar Pradesh Bihar Sikkim

2001 21,145 13,851 56,507 166,198 82,999 541

2002 21,579 14,273 57,664 169,547 84,612 548

2003 22,015 14,698 58,825 172,944 86,194 555

2004 22,400 15,129 59,984 176,374 87,745 562

2005 22,883 15,569 61,136 179,824 89,264 569

2006 23,314 16,021 62,276 183,282 90,752 576

2007 23,743 16,484 63,408 186,755 92,208 583

2008 24,171 16,955 64,534 190,254 93,633 591

2009 24,597 17,457 65,650 193,763 95,026 598

2010 25,020 17,935 66,750 197,271 96,389 605

2011 25,439 18,451 67,830 200,764 97,720 612
(continued)
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Table 3.1 (continued)

Year Projected population

Haryana Delhi Rajasthan Uttar Pradesh Bihar Sikkim

2012 25,854 18,983 68,892 204,250 99,020 619

2013 26,266 19,529 69,940 207,739 100,289 626

2014 26,675 20,092 70,969 211,217 101,526 633

2015 27,079 20,676 71,973 214,671 102,732 640

2016 27,477 21,285 72,948 218,088 103,908 647

2017 27,868 21,896 73,924 221,469 105,064 653

2018 28,253 22,523 74,884 224,829 106,192 660

2019 28,631 23,164 75,828 228,152 107,293 667

2020 29,002 23,818 76,759 231,425 108,372 673

2021 29,362 24,485 77,676 234,631 109,431 679

2022 29,720 25,162 78,521 237,676 110,410 686

2023 30,071 25,852 79,339 240,651 111,352 692

2024 30,416 26,553 80,116 243,517 112,245 698

2025 30,755 27,263 80,841 246,234 113,081 704

2026 31,087 27,982 81,501 248,763 113,847 709

Year Projected population

Arunachal Pradesh Nagaland Manipur Mizoram Tripura Meghalaya

2001 1098 1990 2167 889 3199 2319

2002 1112 2016 2195 900 3241 2349

2003 1127 2042 2223 912 3283 2379

2004 1141 2068 2251 923 3324 2409

2005 1155 2094 2280 935 3366 2440

2006 1169 2119 2308 946 3407 2470

2007 1184 2145 2336 958 3449 2500

2008 1198 2171 2364 970 3491 2530

2009 1212 2197 2393 981 3532 2560

2010 1227 2223 2421 993 3574 2591

2011 1241 2249 2449 1004 3616 2621

2012 1255 2275 2478 1016 3658 2651

2013 1270 2301 2506 1026 3700 2682

2014 1284 2327 2534 1039 3742 2712

2015 1299 2354 2563 1051 3784 2743

2016 1313 2380 2592 1063 3826 2773

2017 1327 2405 2619 1074 3867 2803

2018 1341 2430 2646 1085 3906 2832

2019 1354 2454 2673 1096 3946 2860

2020 1367 2477 2698 1106 3983 2887

2021 1379 2500 2723 1116 4019 2914

2022 1392 2522 2747 1126 4056 2940
(continued)
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Table 3.1 (continued)

Year Projected population

Arunachal Pradesh Nagaland Manipur Mizoram Tripura Meghalaya

2023 1404 2544 2771 1136 4091 2965

2024 1415 2566 2794 1146 4125 2990

2025 1427 2586 2817 1155 4159 3014

2026 1438 2606 2839 1164 4191 3038

Year Projected population

Assam West
Bengal

Jharkhand Orissa Chhattisgarh Madhya
Pradesh

2001 26,656 80,176 26,946 36,805 20,834 60,348

2002 27,071 81,278 27,443 37,241 21,197 61,581

2003 27,478 82,320 27,922 37,670 21,553 62,799

2004 27,878 83,316 28,388 38,085 21,904 64,006

2005 28,273 84,277 28,846 38,490 22,251 65,202

2006 28,665 85,216 29,299 38,887 22,594 66,390

2007 29,053 86,125 29,745 39,276 22,934 67,569

2008 29,435 86,995 30,181 39,655 23,269 68,737

2009 29,814 87,839 30,611 40,025 23,600 69,897

2010 30,191 88,669 31,040 40,389 23,929 71,050

2011 30,568 89,499 31,472 40,750 24,258 72,200

2012 30,945 90,320 31,904 41,105 24,585 73,344

2013 31,319 91,122 32,334 41,453 24,909 74,482

2014 31,693 91,920 32,766 41,797 25,232 75,614

2015 32,069 92,725 33,203 42,138 25,555 76,745

2016 32,449 93,550 33,652 42,479 25,879 77,875

2017 32,810 94,334 34,069 42,808 26,186 78,964

2018 33,166 95,109 34,483 43,132 26,488 80,042

2019 33,516 95,875 34,887 43,450 26,782 81,101

2020 33,856 96,633 35,278 43,762 27,066 82,134

2021 34,183 97,383 35,652 44,068 27,337 83,135

2022 34,495 98,075 36,018 44,349 27,605 84,111

2023 34,796 98,747 36,375 44,620 27,865 85,064

2024 35,084 99,383 36,718 44,876 28,117 85,989

2025 35,354 99,988 37,046 45,112 28,359 86,879

2026 35,602 100,534 37,356 45,324 28,591 87,729

Year Projected population

Gujarat Daman
& Due

Dadra &
Nagar Haveli

Maharashtra Andhra
Pradesh

Karnataka

2001 18,930 57 50 41,101 20,809 17,962

2002 19,412 60 54 42,137 21,098 18,369

2003 19,895 63 61 43,195 21,382 18,778

2004 20,379 65 70 44,270 21,661 19,188
(continued)
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Table 3.1 (continued)

Year Projected population

Gujarat Daman
& Due

Dadra &
Nagar Haveli

Maharashtra Andhra
Pradesh

Karnataka

2005 20,864 66 81 45,359 21,935 19,599

2006 21,351 68 93 46,456 22,205 20,012

2007 21,839 69 106 47,565 22,470 20,426

2008 22,328 70 121 48,688 22,730 20,842

2009 22,818 70 137 49,821 22,986 21,259

2010 23,310 71 154 50,960 23,238 21,677

2011 23,803 71 172 52,100 23,487 22,098

2012 24,298 72 190 53,244 23,732 22,520

2013 24,794 72 208 54,395 23,973 22,944

2014 25,291 73 227 55,549 24,210 23,369

2015 25,790 73 246 56,701 24,445 23,796

2016 26,290 74 264 57,846 24,676 24,225

2017 26,779 74 285 59,006 24,902 24,643

2018 27,266 75 307 60,170 25,123 25,059

2019 27,749 75 330 61,337 25,339 25,471

2020 28,225 76 354 62,507 25,551 25,877

2021 28,690 76 379 63,680 25,758 26,272

2022 29,756 79 396 66,078 26,510 27,166

2023 30,956 83 411 68,762 27,393 28,170

2024 32,427 88 424 72,012 285,044 29,400

2025 34,308 94 431 76,112 30,001 30,968

2026 36,737 103 431 81,341 31,999 32,990

Year Projected population

Goa Lakshadweep Kerala Tamil
Nadu

Pondicherry Andaman &
Nicobar Island

2001 671 27 8267 27,484 649 116

2002 684 28 8329 28,388 650 122

2003 707 28 8390 29,300 664 128

2004 738 28 8456 30,218 686 135

2005 772 28 8508 31,140 714 142

2006 808 28 8565 32,063 745 150

2007 848 28 8621 32,988 780 158

2008 893 27 8675 33,918 822 167

2009 941 26 8727 34,850 869 176

2010 989 26 8778 35,780 915 185

2011 1034 25 8826 36,708 960 193

2012 1079 25 8872 37,634 1005 202

2013 1124 24 8917 38,560 1051 211

2014 1168 23 8959 39,484 1097 219
(continued)
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3.1.2 Crude Birth Rate

From population control point of view, the Crude birth rate is the primary indicator
of the fertility behaviour of the population. Crude Birth Rate (CBR) is defined as a
ratio of the total number of births during a given year and on a given geographical
area to the average (or mid-year) population ever lived in that year and geographical
area. It is the simplest method used to measure fertility in a given area in a given
period. There is, therefore, close correspondence between crude birth rate and the
size of population in a given state. Any programme of population stabilization has
to address this critical area. The Technical Group on Population Projections
addressed the crucial area and located the states which need to give more attention
on this area from country’s population stabilization programme point of view. The
projected crude birth rates of the states of India are indicated at Table 3.2

As against the above projections, censusindia.gov.in, based on SRS reports,
records in 2012 that at the national level the CBR is 21.6 which varies from 23.1 in
rural areas and 17.4 in urban areas. Andhra Pradesh, Delhi, Himachal Pradesh,
Jammu & Kashmir, Kerala, Maharashtra, Punjab, Tamil Nadu are the major states
having birth rate below 20, both in urban and rural areas. On the other hand,
Madhya Pradesh has the highest birth rate in rural areas (28.3) and Uttar Pradesh
has the highest in urban areas (23.5) followed by Rajasthan. The lowest CBR
recorded in rural areas (15.1) was in Kerala and in urban areas (11.6) it was
Himachal Pradesh.

Table 3.1 (continued)

Year Projected population

Goa Lakshadweep Kerala Tamil
Nadu

Pondicherry Andaman &
Nicobar Island

2015 1208 23 8998 40,403 1138 227

2016 1241 23 9035 41,314 1172 235

2017 1286 22 9070 42,208 1221 244

2018 1333 22 9102 43,096 1271 253

2019 1381 21 9132 43,972 1325 263

2020 1434 21 9160 44,831 1383 273

2021 1491 20 9284 45,667 1447 285

2022 1545 20 9415 46,920 1517 297

2023 1599 21 9691 48,258 1591 311

2024 1654 21 10,060 49,776 1671 326

2025 1710 23 10,572 51,570 1758 342

2026 1766 24 11,272 53,734 1854 360

Report of the technical group on population projections constituted by the national commission on
population, May 2006
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3.1.3 Total Fertility Rate (TFR)

From population stabilisation angle, the status of TFR is another important indi-
cator. The TFR means the number of children which a woman would bear during
her life time if she were to bear children throughout her life. The TFR of level 2.1
children per woman in a population is generally taken as replacement level fertility.
It is usually considered to be a precondition for population stabilization. However,
if a population attains TFR of level 2.1, it does not mean the size of population get
stabilized immediately. This takes some time to take effect because acceleration in
population growth persists due to larger number of couples already existing in the
reproductive ages in that population.

The Technical Group on Population Projections also worked on the status of the
TFRs of the states in India and pointed out the possible journey of population
stabilization of such states. In a way, it is implied that the programme of population

Table 3.2 Crude birth rate of India and States of India from 2001–2025

India and States 2001–
2005

2006–
2010

2011–
2015

2016–
2020

2021–
2025

India 23.2 21.3 19.6 18.0 16.0

Jammu & Kashmir 23.4 21.7 19.3 16.4 14.3

Punjab 19.0 17.8 15.9 14.0 12.6

Uttaranchal 25.2 23.5 21.4 18.9 16.5

Haryana 22.5 20.4 18.2 16.0 14.1

Delhi 16.0 15.4 15.9 15.5 14.3

Rajasthan 27.1 24.4 21.7 19.7 16.7

Uttar Pradesh 30.2 28.4 26.1 23.8 20.5

Bihar 27.5 24.2 21.6 19.7 17.4

Assam 24.0 22.0 20.8 19.0 16.6

West Bengal 18.8 16.6 15.9 15.3 14.1

Jharkhand 24.7 22.0 21.0 19.2 17.1

Orissa 21.0 18.9 17.5 16.2 14.4

Chhattisgarh 26.2 23.7 22.0 19.7 17.6

Madhya Pradesh 28.1 25.4 23.2 20.7 18.0

Gujarat 21.5 19.1 17.3 15.1 14.3

Maharashtra 19.8 18.6 16.9 15.5 13.8

Andhra Pradesh 19.2 17.4 16.2 15.1 13.7

Karnataka 19.3 17.8 16.6 14.9 13.8

Kerala 16.3 15.4 14.2 13.1 12.3

Tamil Nadu 17.3 15.7 14.6 13.4 12.5

North Eastern States excluding
Assam

18.1 17.5 17.2 15.9 14.8

Source Report of the technical group on population projections constituted by the national
commission on population, May 2006
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control need to be redesigned in such states on the basis of its TFR status in order to
arrest the runaway population size of the country. Table 3.3 as below, gives us the
position of TFRs:

3.1.4 Other Instruments Available for Demographic Data

• Sample Registration System and
• Civil Registration System

3.1.4.1 Sample Registration System

The data on fertility and mortality are available only after 10 years. Demographers
feel it difficult to forecast the fertility behaviour of the country with the census data.
Accordingly, the Government of India established the National Sample Registration

Table 3.3 Year by which projected TFR will be 2.1

India and major states Year by which projected TFR will be 2.1

1 Andhra Pradesh
2 Assam
3 Bihar
4 Chhattisgarh
5 Delhi
6 Gujarat
7 Haryana
8 Himachal Pradesh
9 Jammu & Kashmir n.a.
10 Jharkhand
11 Karnataka
12 Kerala
13 Madhya Pradesh
14 Maharashtra
15 Orissa
16 Punjab
17 Rajasthan
18 Uttar Pradesh
19 Uttaranchal
20 Tamil Nadu
21 West Bengal
22 North-East (Excl. Assam)
India (Weighted)
n.a.

2002
2019
2021
2022
Achieved in 2001
2012
2012
Achieved in 2002
n.a.
2018
2005
Achieved in 1988
2025
2009
2010
2006
2021
2027
2022
Achieved in 2000
2003
2005
2021
n.a.

n.a. not available
Report of the technical group on population projections constituted by the national commission on
population, May 2006
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System based on Dual Recording System in the late 1960s. The field investigation
under Sample Registration System consists of continuous enumeration of births and
deaths in a sample of villages/urban blocks by a resident part time enumerator, and
an independent six monthly retrospective survey by a full time supervisor. The data
obtained through these two sources are matched. The unmatched and partially
matched events are re-verified in the field to get an unduplicated count of correct
events. The advantage of this procedure, in addition to elimination of errors of
duplication, is that it leads to a quantitative assessment of the sources of distortion
in the two sets of records making it a self-evaluating technique.

The main objective of SRS is to provide reliable estimates of birth rate, death
rate and infant mortality rate at the natural division level for the rural areas and at
the state level for the urban areas. Natural divisions are National Sample Survey
(NSS) classified group of contiguous administrative districts with distinct geo-
graphical and other natural characteristics. It also provides data for other measures
of fertility and mortality including total fertility, infant and child mortality rate at
higher geographical levels. Such SRS data is a compulsory read for population
control programme functionaries of the related state.

3.1.4.2 Civil Registration System (CRS)

The Registration of Births and Death Act, 1969 was enacted by the Parliament to
enforce uniform civil Registration throughout the country. The relevant Rules under
the Act are passed by the concerned State. It provides a forum for registration of
births and deaths. Unlike census; it captures births and deaths on a day to day basis
and is very useful for validation of Eligible Couple List in the local areas.
Such CRS data has also to be used compulsorily by population control programme
workers at the related local area.

Immigration and emigration:

There are four variables which govern changes in population size.

• births
• deaths
• immigration
• emigration.

A population gains individuals by birth and immigration, and loses individuals
by death and emigration. While the SRS data gives us births rate and death rate,
migration data are available in census publications.
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3.2 Social Issues

Individual opinion per se is important for any decision concerning the welfare of an
individual. However, man is a social animal and is usually subject to be influenced
by the opinion prevailing in the given society. It often happens that man surrenders
his own judgement and allows him to be guided by the common understanding of
society in the larger belief that it would be in the best interest for him/her as well as
for the society to obey them. Society is in fact the repository of all values and
practices concerning the pattern of life and such invisible and unwritten social code
are binding on all. Such values and practices transcend over generations and have
become a part of hereditary structure of the society with its almost universal
acceptance. Population control and family planning is associated with social
mind-set. As a matter of fact, the Population control programme is more of a social
issue management programme than a legal one. The area of social mind-set, social
awareness and social ownership ultimately decides the societal approved population
size and number. A number of social issues individually and collectively play their
role in forming social opinion which impacts on the marriage and related fertility
behaviour of the eligible couples. It would, therefore, be desirable to enlist them,
discuss each of them and then find a way out to address them formally. They are as
follows:

3.2.1 Age of Marriage

Generally speaking, the beginning of a family corresponds with the date of mar-
riage. It is the turning point of life of a man and a woman to commence conjugal life
of their own and take decision on such reproductive matter as they deem proper.
However, for taking reproductive decision they need to be matured enough to take
right decision which would be good to them, as husband or wife. Decision taking
power depends on earning maturity both in terms of age and other factors. In the
case of marriage, it also depends on right kind of physical and emotional build-up
which is an essential requisite for leading a healthy sexual life. In such context, the
concept of age of marriage has come into being. Age of marriage or Marriageable
age (or marriage age) is the age at which a person is perceived to have attained
certain level of maturity to lead sexual life and is allowed by law in the given
society to marry either as a right or as an act subject to parental or other forms of
consent. Age and other prerequisites to qualify for marriage vary between countries;
but at a general rule, it is set at eighteen. All marriages, below 18 years of age, are
usually called Child marriages which deny the right of women to marry at her
majority and very often devastate the lives of such under-aged girls, their families
and their communities as they are soon burdened with too many pregnancies. There
are other dimensions as well. Such under-aged girl suffer health risks associated
with early sexual activity and childbearing, leading to high rates of maternal and
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child mortality as well as sexually transmitted infections, including HIV. Very often
they happen to be victims of domestic violence, sexual abuse and social isolation.
Additionally, such child brides are pulled out of school as a part of societal prac-
tices depriving them of education and scope for meaningful work later.
Consequently, it perpetuates the cycle of poverty in the life of such under aged
girls. The deprivation of education and denial of work opportunities stand as a
stumbling block of women empowerment and nip in the bud any scope to improve
the quality of their human development. This harmful practice is in place usually in
rural areas and more particularly among the relatively poor communities. However,
this practice is also prevalent in several urban pockets among urban poor as well.
Connected with this practice is the plea of a section of population to carry on the
practice of under aged marriage of girls on the pretext of Personal Laws of their
religious faith where community leaders seldom come forward to mobilise public
opinion against it. Incidentally, all such under aged marriages in the country,
irrespective of any religious faith and belief, are prohibited under ‘The Prohibition
Of Child Marriage Act, 2006(6 of 2007)’. The Prohibition of Child Marriage Act
states that a girl in India can’t marry before the of 18, and a boy before 21.

Over the years, the family planning workers and civil society partners have been
trying to educate and mobilize public opinion against the under-aged marriages but
not with very significant success. According to UNICEF study, 47% of girls are
married by 18 years of age and 18 % of the girls by 15 years of age in India. Child
marriage rate estimates vary significantly between sources and size of local survey
samples. Table 3.4 below provides some of child marriage estimates of India along
with the nature of data collection.

The methodology followed in small sample surveys explain different results on
the extent of child marriages in India. For example, NFHS-3 data for 2005, as
mentioned above, used a survey of the women in the age group 20–24, where they
were asked if they were married before they were 18. The NFHS-3 also surveyed
older women, up to the age of 49, asking the same question. The survey found that
more number of the 40–49 women were married before they turned 18, than the 20–
24 age women.

According to a Registrar General of India report in 2009, the states with highest
observed marriage rates for under-18 girls, were Jharkhand (14.1 %), West Bengal

Table 3.4 Child marriage estimates of India

Source % females married (<18) Data Year Sampling method

ICRW 47 1998 Small sample survey

UN 30 2005 Small sample survey

NFHS-3 44.5 1998–2002 Small sample survey

Census of India 43.4 1981 Nationwide census

Census of India 35.3 1991 Nationwide census

Census of India 14.4 2001 Nationwide census

Census of India 3.7 2011 Nationwide census

Source Wikipedia
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(13.6 %), Bihar (9.3 %), Uttar Pradesh (8.9 %) and Assam (8.8 %). According to
this report, despite sharp reductions in child marriage rates since 1991, still 7 % of
women passing the age of 18 in India were married as of 2009. According to 2011
nationwide census of India, the average age of marriage for women in India is 21.2
and the extent of under-aged marriage is 3.7 %. The Annual Report of the Ministry
of Health and Family Welfare, however, mentions that age of marriage of 22.1 % of
girls is below 18 years of age.

The upshot of the discussion on the age of marriage is that it has one to one
correspondence with fertility rate, population control and family planning linked as
it is with reproductive space and reproductive behaviour. It is also linked with
quality of children of the country. Children born out of under-aged girls are
potentially malnourished and chance of being healthy citizen is very suspect.

3.2.2 Dowry

Dowry is an ancient custom in marriage system and was conceived as an affec-
tionate parting gift to a daughter at the time of her marriage. It was often considered
as transfer of parental property to a daughter at the time of her marriage rather than
after the owner’s death. This was also justified on the ground that dowry enables a
daughter to have start-up fund to begin its new phase of life and may as well
provide an element of financial security in times of crisis and also in the event of
any tragic incident in the family. This solemn intention has now taken a backstage
in a repackaged form to include durable goods, cash, jewellery, electrical appli-
ances, furniture, bedding, crockery, utensils and other household items and real or
movable property that the bride’s family gives or bound to give to the bridegroom,
his parents, or his relatives as a condition of the marriage. Even after the passing of
the Hindu Succession Act, when the daughter enjoys equal right like the sons of the
original family, the menace of dowry system has been on the rise. Apart from
putting great financial burden on the bride’s family with scaled-up demands of
dowry, it often leads to crime against women, ranging from emotional abuse, injury
to even deaths. As per legal position in the country, the payment of dowry, in any
form, is now prohibited under the Dowry Prohibition Act, 1961 and punishable
under Sections 304B and 498A of the Indian Penal Code. Even then, there is no
let-down of the practice even in the educated families or also even when the bride is
employed and does not depend on husband for financial support for maintenance.
The scourge of dowry system has to end in the interest of women of the country. It
is outright against dignity of women and a negative force altogether to equality of
men and women.

The relevance of abolition of Dowry system is linked with the possible voice of
the women to have a say on reproductive decision as equal partner. Since in the
rural areas it is linked with the age of marriage, it tends to promote under-aged
marriage to claim discount on dowry on count of younger age of the bride. Thus,
indirectly the dowry system abets more children in the family.
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3.3 Cultural Issues

Culture in popular sense signals a pattern of human behaviour, either explicit or
implicit, in a social context of a given location. It has many dimensions and has
been looked upon by different people in different ways in different context. The
essential characteristics of culture consist of traditional ideas and especially their
attached values. While a cultural system may be considered as a product of action, it
is at the same a conditioning element for further action. Culture is acquired and
shared by members of the society and is transmitted from one generation to another
in a very silent mode. It shapes the pattern of human behaviour and its core feature
is the value orientation embodied in the beliefs of the people.

Culture and the role of culture has been a key issue in the sociological discourse
during the early stages of India’s economic development when people in general
were found to take for granted the century old belief-system and guided their
mind-set and social responses to any development issue. Incidentally, it was an era
of low level of literacy and educational attainment and the imprint of traditional
religious faith was very prominent. Consequently, macro-level questioning mind
was not in place. With the spread of literacy and education, knowledge and value
orientation began to change for the better. The hard shell of resistance of traditional
belief and faith began to melt down. From its static situation of stagnancy it started
to move on to a new level of buoyancy and the social mind-sets have gone a
transformational change, to a great extent, to respond, assess and decide on new
ideas if those are properly posed and packaged.

However, it is a fact of life that culture dies hard. More so of issues concerning
his/her personal way of looking at family building and all issues connected
therewith. Two important cultural issues, namely Girl child and son’s preference
impact significantly in the reproductive behaviour of a traditional society.

3.3.1 Girl Child

A child is the best gift of nature. It is gender neutral. A girl child is as precious as a
boy child. A family is formed by a man and a woman as joint partner. There is,
therefore, no reason for a girl child to have a different status than that of a boy.
However, in practice, a girl is usually discriminated both inside and outside the
family. Inside the family, she often carries a transitional existence and burdened
image and never treated alike like a boy in relation to food, clothing and other
material comforts. As a result, her nutritional status remains relatively poor.
Moreover, the priority in good number of families is not her education but in her
marriage though education has been receiving attention of late, ever since the
enactment of the Right to education Act. Moreover, the absence of school education
closes her option to pursue higher education and a different career, and altogether a
new life, and denies as well the privilege of a requisite forum to obtain knowledge
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and skills to qualify for any self-employment or other job. Needless to mention,
education enables a child to realize her full potential, to think, question and judge
independently; to be a wise decision-maker, develop civic sense and learn to
respect, love her fellow human beings and to be a good citizen.

The issue of girl child is often discussed at the international level from the
premise of human development rights of the girl child. On the Human Rights of the
girl child, it states that “Human Rights are universal, and civil, political, economic,
social and cultural rights belong to all human beings, including children and young
people. Children and youth also enjoy certain human rights specifically linked to
their status as minors and to their need for special care and protection. Girl-children
are particularly vulnerable to certain human rights violations, and therefore require
additional protections”.

The human rights of children and the girl-child are explicitly set out in the
Convention on the Rights of the Child, which includes the following indivisible,
interdependent and interrelated human rights:

• The human right to freedom from discrimination based on gender, age, race,
colour, language, religion, ethnicity, or any other status, or on the status of the
child’s parents.

• The human right to a standard of living adequate for a child’s intellectual,
physical, moral, and spiritual development.

• The human right to a healthy and safe environment.
• The human right to the highest possible standard of health and to equal access to

health care.
• The human right to equal access to food and nutrition.
• The human right to life and to freedom from prenatal sex selection.
• The human right to freedom from cultural practices, customs and traditions

harmful to the child, including female genital mutilation.
• The human right to education—to free and compulsory elementary education, to

equal access to readily available forms of secondary and higher education and to
freedom from all types of discrimination at all levels of education.

• The human right to information about health, sexuality and reproduction.
• The human right to protection from all physical or mental abuse.
• The human right to protection from economic and sexual exploitation, prosti-

tution, and trafficking. The human right to freedom from forced or early
marriage.

• The human right to equal rights to inheritance.
• The human right to express an opinion about plans or decisions affecting the

child’s life.’

Against this wider background, three issues on girl child have become most
crucial in relation to population control and family planning in India. These may be
listed as below:
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• Declining child sex ratio

The demographic balance of any healthy society depends on the prevalence of a
natural sex ratio. Sex ratio means the ratio of females to males in a given popu-
lation. Such sex ratio may be looked upon from three angles: primary, secondary
and tertiary. The primary sex ratio is the ratio at the time of conception; secondary
sex ratio is the ratio at time of birth while tertiary sex ratio is the ratio of mature
organism. The secondary sex ratio is commonly assumed, in human system, to be
105 boys to 100 girls and is often referred as “a ratio of 105”.

The child sex ratio of our country has been declining as a whole and it has gone
down from 927 in 2001 to 919 in 2011. The Child Sex Ratio means number of
female children per 1000 male children in the age group 0–6 years of age. It
indicates the gap between the natural Child Sex Ratio vis-à-vis the actual sex ratio
at the early years of age group. It reveals societal attitude and outlook towards girl
child. It is also a powerful indicator of the trend of social response on female
children. Such data is also very important connected as it is with vital events in the
society in the areas of marriage, labour force, age structure, migration etc. Deficit in
Child Sex Ratio leads to structural imbalance in human system with spin off adverse
consequences on the society and pose a grave concern. At Table 3.5, the sex ratio
and child sex ratio of India since 1951 has been shown.

Incidentally, the Beti Bachao, Beti Padhao was introduced as a pilot programme
in October, 2014 to address the issue of declining Child Sex Ratio (CSR) in 100
selected districts with low in CSR. The programme has been extended nationwide
by the Prime minister on 22 January 2015 to address the dipping child sex ratio and
empower girl child in the country.

• Child-marriage

The culture of child marriage is a deep rooted social evil. It deprived the child to
grow till she passes her adulthood, loosened her bondage with the original family
and then almost got uprooted in her family ties after being denied her lawful share
at the time of inheritance though the Hindu girls have been protected after the

Table 3.5 Sex ratio and
child sex ratio of India in
India from 1951–2011

Census Year Sex ratio Child sex ratio

Census 1951 946 983

Census 1961 941 976

Census 1971 930 964

Census 1981 934 962

Census 1991 929 945

Census 2001 933 927

Census 2011 943 919

Source Census publications including PCA India, 2011
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coming into being of the Hindu Succession Act, 1956. The child marriage practice
is widely and strongly in force in Muslim families in both in rural and urban areas
and the relevant Personal Law does not provide for any corresponding legal right in
inheriting the property rights to such married girls in the original family. The
position is really very sad.

The subject of child marriage has been separately discussed earlier. As men-
tioned therein, there are wide spread prevalence in child marriage in almost all the
states in India. According to a Registrar General of India report in 2009, the states
with highest observed marriage rates for under-18 girls, were Jharkhand (14.1 %),
West Bengal (13.6 %), Bihar (9.3 %), Uttar Pradesh (8.9 %) and Assam (8.8 %).
According to this report, despite sharp reductions in child marriage rates since
1991, still 7 % of women in India before passing the age of 18 were married off as
of the year 2009. According to 2011 nationwide census of India, the average age of
marriage for women in India is 21.2 and the extent of under-aged marriage is 3.7 %.

The upshot of the discussion on the age of marriage is that under-age marriage
has one to one correspondence with population control and family planning linked
as it is with reproductive space and reproductive behaviour. It is also linked with
quality of children of the country. Children born out of under-aged girls are
potentially malnourished and chance of being healthy citizen is very suspect.

The Prohibition Of Child Marriage Act, 2006(6 of 2007) came into being pre-
cisely to prevent child marriage for being one of the prime reasons for number of
child births, poor health of the Children and the mother. Child marriage is also
important causal factor for high IMR and MMR in our country. The Act raised the
age limit of the male at 21 years of age and female at 18 years of age for the
purpose of marriage. The Act did not, however, stipulate such Child marriage as
void. The said Act extends to the whole of India and it applies also to all citizens of
India within and beyond India.

Incidentally, in 2011, a United Nations resolution established 11 October as the
International Day of the Girl Child (IDGC), a day designated for promoting the
rights of girls and addressing the unique challenges they face. The inaugural day in
2012 focused on the issue of ending child marriage.

• Female foeticide:

Amniocentesis started in India in 1974 to detect fetal abnormalities. These tests
were used to detect gender for the first time in 1979 in Amritsar, Punjab. Later the
test was stopped by the Indian Council of Medical Research. However, with the
coming into being of the ultra sound techniques, the detection of unborn girl child
and its killing takes place in substantial number in many parts of the country,
Haryana and Punjab earning special mention in this regard. A UN figure states that
about 750,000 girls are aborted every year in India.
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3.3.2 Sons Preference

The traditional preference for sons is deeply rooted in the structure of a feudal
society, and more often in a agriculture based rural economy where men folk share
a major portion of hard labour. Besides, the religious text of important faiths enjoins
only men to perform the traditional ancestor cult. Since girls leave the original
family after marriage into another family, sons stay in place to take care of the
parents in old age in an undivided joint family. It is for the same reason that sons are
perceived to carry on family name and lineage. Another factor that goes in favour of
preference for son is due to the burden of the cost of the marriage of daughters,
especially the ever increasing dowry associated with marriage. All these factors
coalesces sons preference over a period of time and has become a part of the
cultural belief system.

With the break-down of the joint family system and coming into being of the
nucleus family, the traditional values and customs are changing fast. The historical
dependence on sons for old age security is giving place to institutional old age
related security scheme. Moreover, the spread of girl education and the consequent
economic empowerment enables such girl children to take care of their parents as
part of their duty even after their marriage. In that aspect, daughters are no different
from sons. Till then, age old preference for son remains very strong and universal
though many mothers want a balance of son and daughter.

The importance of son’s preference in population control and family planning is
immense. It is the driving force to have any number of children till a son is born in
the family. Thus the quest for a son compels the wife to bear rounds of pregnancy
till a son is born affecting in the process the health of the mother and existing
children in the family, and adding in the process a number of additional children
which would have been avoided otherwise. Additional births on this count calls for
vigorous social education and awareness programme. Such a mental set-up is also
the root cause of prenatal sex determination and subsequent female feticide.

3.4 Gender Issues

Family planning is the joint responsibility of any eligible couple-the male and the
female. The role of the male or the female has not been uniformly fair in our
country in sharing the family planning responsibility and has thus given rise to
gender issue in the area of family planning. It is addressed now:
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3.4.1 Male in Family Planning

Family planning is a programme meant for the family unit-the husband and the
wife. As partner, they are normally supposed to take decision together jointly on
composition of family unit and also its timing. However, this ideal situation is not
the real story in the field and in a tradition bound society, the role of the husband
and the wife is hardly equal. The reality obtaining in the social system is that
the man often has a major say in decision on child bearing and family planning. The
wife is normally expected to abide by the decision. Since the women bear the
burden of pregnancy, the focus on family planning has usually been centred on
women. Additionally, since family welfare programme is serviced primarily by
ANM in rural areas, they interact with women only with the women-centric con-
traceptive methods to prevent further pregnancies. The ANMs, being female, do not
approach, by tradition, to the men folk to take up male specific contraceptives. As a
result, the male folk remained largely ignorant about male-specific contraception
and of their role. Such an approach has, by default, led the men out of the direct
contract on family planning services and enabled husband to give an excuse to shift
his contraceptive responsibility on to his wife giving rise to the general impression
that husbands do not show much interest in responsible parenthood. This macro
mind-set, though changing, needs to be further activated to enable male to go in for
male contraceptives; at least in the following areas male participation is actively
required:

Temporary method:

(a) Periodic abstinence—Periodic abstinence is the traditional mode of contra-
ception where the male partner has to abstain from physical union on days
when his partner continues to remain in her fertile period.

(b) Withdrawal—Withdrawal is another form of contraception where participation
of male partner is essential. The effectiveness of this method depends on the
ability of male partner to withdraw before ejaculation. The failure to withdraw
in time leads to unwanted pregnancies. With cautious practice the retention
period can be increased and safe withdrawal ensured. This is a very cost
effective method like periodical abstinence.

(c) Condoms—Condom is a non-intrusive and safe method providing dual pro-
tection against diseases as well as pregnancy. It is the most popular method for
contraception by male partner and is also most effective if used with perfect
consistency. It also protects against any virus of HIV.

Permanent Method:

(d) Vasectomy—Vasectomy is a safe and permanent method of male sterilization.
It is completely effective. Now a days, the process of permanent sterilization
has been made very simplified under non-scalpel vasectomy. Non-Scalpel
vasectomy is convenient and easy option for male sterilization.
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To sum up, in a traditional society like ours, men are usually by nature very
conservative and do not of their own seek information on family planning methods
from others except from female partner. The lack of quality communication on
family planning method between wife and husband is one reason why husbands,
with relatively less knowledge, is unable to make right choice among the available
contraception and appears to be less supportive. There is, therefore, a strong case
for knowledge empowerment of male on family planning by way of male partici-
pation in the clinic and also outside the clinic.

Further, the family planning is a unique case of shared responsibility. There are
male methods of contraception just as there are female methods. All the methods
have come into being out of sheer demand of acceptors. The age of the couple, their
reproductive behaviour, physical condition of the couple at a given time, access to
family planning services including supplies, the scope of consultation with medical
and other health professional, the number of children already born in the family etc.
determine the kind of contraception needed for good of the family. There is no
scope for thrusting any method, either temporary or permanent, on to the women
only. The male has to take appropriate role to limit the number of children in the
family by way of accepting temporary or permanent method for health of the wife
and the children. Additionally, in cases where the husband has multiple number of
wives or also where divorce and remarriages are very common and frequent, the
case for male contraception is all the more strong. In the interest of family planning
and also in the interest of male involvement in family planning, the role of male
motivator for males in family has increased tremendously. The purpose of family
planning would be defeated if the men do not take appropriate contraception.

The Family Planning Professionals have been working on ways how the male
participation can be improved and the hard-shell of resistance or wilful indifference
of participation can be broken. They recommended the following for improvement
of male involvement in Family Planning:

• Offer FP services at times that are convenient for men, including late evenings
and some Sundays and holidays. Staff could be given compensatory leave in lieu
of additional pay for the extra hours worked.

• Train service providers how to recognize and address the ways in which mas-
culine identities impinge upon gender equality and sexual and reproductive
health (SRH).

• Ensure that men’s perspectives and motivations are integral in the design of
programme activities.

• Broaden the concept of “male involvement” to “male responsibility” but
understand that doing so demands changes in educational campaigns and
motivational efforts. Men and women need to be educated about how contra-
ception relates to gender equality and to their reproductive rights and respon-
sibilities, and not only how FP helps achieve demographic goals.

• Service delivery systems and community-based service organizations must find
coordinated and formal mechanisms for fully involving men in order to ensure
their voluntary participation as change agents.
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• Health professionals should be trained on how to sensitively address issues of
sexuality. Discussion about sexuality is one of the key entry points for engaging
boys and men on the topics of gender equality, gender-based violence, and
sexual and reproductive health and rights.

• Experiences with male engagement in programmes on HIV prevention and
gender-based violence have demonstrated that the “bigger” issues of sexuality
and masculinity are at the center of men’s identity and affect almost everything
that men do. In the recent past, several initiatives using a masculinity framework
have brought groups of men and boys together to form collectives or networks
as a strategy to promote gender equality and prevent gender-based violence. It
might be interesting to extend these efforts to include FP and demonstrate that
gender equality and enhanced male responsibility can have a positive effect on
FP issues.

Men belong to multiple associations and usually readily accept advice offered by
these groups. Efforts may be made to identify organizations that could be
approached as partners in this initiative to increase men’s participation in SRH
programmes. Such associations might include village governing bodies, religious
associations, and other organizations of common interest to which men belong.

Lower rates of vasectomy are frequently due to lack of information or incorrect
information. Many men believe that vasectomies reduce male sexual pleasure. The
idea of pleasure during sexual intercourse is strongly related to perceptions of men’s
rights, and need to address men’s concerns about vasectomies. Health institutions
need to change their image as providers of “female-specific” health care to one of
providers that also address the needs of couples, boys and married and unmarried
men. Because of the complexity associated with male psychic environment, Family
Planning professionals are also of opinion that the following areas need to be
further researched and adequately explored to ensure full involvement of Male in
taking family planning responsibility:

• ‘We need a clearer understanding of how men conceptualize FP. Currently, FP
is defined largely in terms of “spacing and limiting” the number of children; we
should contextualize FP in a way that helps men learn how contraception
addresses their own FP and sexual and reproductive health needs.

• What do men know and feel about various FP methods, and why don’t men feel
a responsibility to use contraception? To answer these questions, we must
determine what the linkages are between FP and the sexual and reproductive
health needs of men themselves. We certainly need context-specific information
to address some of these attitudinal and knowledge-related barriers.

• Given the strong influence that men have in our family system, we also need to
know more about several issues. For one, why and in how many ways do men
continue to perpetuate the practices of early marriage? Also, with a strong
preference for sons, are men explicitly or implicitly endorsing sex-selection and
absolving themselves of the responsibilities of fatherhood? The answers to these
questions are important in their role as determinants and also as consequences of
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FP outcomes. The extent and nature of intra-familial communication would also
be an important aspect to explore.

• There is little evidence from the supply perspective on what it means to work
with men in FP. What barriers do front-line workers face accessing and working
with men? In what ways can programmes better engage men? These questions
need to be answered within an operations research framework to build
evidence’.

3.4.2 Women in Family Planning and Other Related
Women Issues

Gender is a multi-dimensional concept. It covers right to education and employment
and have equal space in social and public life. From population control angle, the
gender issue centres around reproductive rights. The International Conference on
Women way back in 1995 (4–15 September), declared under the Beijing Platform
for Action the following:

Good health is essential to leading a productive and fulfilling life, and the right
of all women to control of all aspects of their health, in particular their own fertility,
is basic to empowerment. Neglect of women’s reproductive rights severely limits
their opportunities in public and private life, including opportunities for education,
economic and political empowerment. The ability of women to control their own
fertility forms an important basis for the enjoyment of other rights. Government
should therefore, pursue social, human development, education and employment
policies to eliminate poverty among women in order to reduce their susceptibility to
ill health and improve their own health.

The Broad components of Reproductive health care are as follows:

(a) Accessibility to good quality family planning services, counselling to suit the
reproductive needs of individuals and couples, and prevention of unlawful
pregnancy

(b) Provision of services safe motherhood services and infant care during and after
pregnancy

(c) Provision of services related to infertility
(d) Provision and management of the consequences of unsafe abortion
(e) Prevention and management of reproductive disorders, including sexually

transmitted disease, and prevention of HIV/AIDs
(f) Empowering adolescents by giving them reproductive and sexual health

information and education in a comprehensive and sensitive way
(g) Ensure regular and uninterrupted availability of contraceptives, and quality

family planning services, including counselling to individuals and couples.

The contraceptives availability for women is more than men and therefore
women have far greater options to exercise a choice. However, before weighing
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option, it would be useful to look into pros and cons of each of the birth control
methods and consult a doctor to guard against adverse impact on reproductive
health. The following methods are usually available for contraception of Women:

Temporary Method:

Barrier Methods:
Barrier methods prevent sperm from entering the uterus and may be an option for
women. It is reversible in nature.. Types of barrier methods include:

• Female condoms. These are thin, flexible plastic pouches. A portion of the
condom is inserted into a woman’s vagina before intercourse to prevent sperm
from entering the uterus. The female condom also reduces the risk of STDs.
Female condoms are disposed of after a single use.

• Diaphragms. Each diaphragm is a shallow, flexible cup made of latex or soft
rubber that is inserted into the vagina before intercourse, blocking sperm from
entering the uterus. Spermicidal cream or jelly should be used with a diaphragm.
The diaphragm should remain in place for 6–8 h after intercourse to prevent
pregnancy, but it should be removed within 24 h. Traditional latex diaphragms
must be the correct size to work properly, and a health care provider can
determine the proper fit. A diaphragm should be replaced after 1 or 2 years. The
Woman needs to be measured again for a diaphragm after giving birth, having
pelvic surgery, or gaining or losing more than 15 lb.

• Cervical caps. These are similar to diaphragms, somewhat smaller but relatively
more rigid but less noticeable. The cervical cap is a thin silicone cup that is
inserted into the vagina before intercourse to block sperm from entering the
uterus. Like diaphragm, the cervical cap needs be used with spermicidal cream
or jelly. The cap must remain in place for 6–8 h after intercourse to prevent
pregnancy and needs to be removed within 48 h. Cervical caps happen to be of
different sizes, and a health care provider determines the proper fit. With proper
care, a cervical cap can be used for 2 years before replacement.

• Contraceptive sponges: These are soft, disposable, spermicide-filled foam
sponges. It is required to be inserted into the vagina before intercourse. The
sponge blocks sperm from entering the uterus, and the spermicide also kills the
sperm cells. The sponge needs to be left in place for at least 6 h after intercourse
and then removed within 30 h after intercourse.

• Spermicides: A spermicide destroys sperm. A spermicide can be used alone or
in combination with a diaphragm or cervical cap. The most common spermicidal
agent is a chemical called nonoxynol-9 (N-9). It is available in several con-
centrations and forms, including foam, jelly, cream, suppository, and film.
A spermicide has to be inserted into the vagina close to the uterus no more than
30 min prior to intercourse and left in place 6–8 h after intercourse to prevent
pregnancy. Spermicides do not prevent the transmission of STDs and may cause
allergic reactions.

80 3 Other Important Issues Relevant for Control of Population



Hormonal Methods:
Hormonal methods of birth control use hormones to regulate or stop ovulation and
prevent pregnancy. Ovulation is the biological process in which the ovary releases
an egg, making it available for fertilization. Hormones can be introduced into the
body through various methods, including pills, injections, skin patches, transdermal
gels, vaginal rings, intrauterine systems, and implantable rods. Depending on the
types of hormones that are used, these pills can prevent ovulation; thicken cervical
mucus, which helps block sperm from reaching the egg; or thin the lining of the
uterus. Health care providers prescribe, monitor, and administer hormonal
contraceptives.

• Combined oral contraceptives (“the pill”). Combined oral contraceptive pills
(COCs) contain different combinations of the synthetic estrogens and progestins
and are given to interfere with ovulation. A woman takes one pill daily,
preferably at the same time each day. Many types of oral contraceptives are
available, and a health care provider helps to determine which type best meets a
woman’s needs. Use of COC pills is not recommended for women who smoke
tobacco and are more than 35 years old or for any woman who has high blood
pressure, a history of blood clots, or a history of breast, liver, or endometrial
cancer.

• Progestin-only pills (POPs). A woman takes one pill daily, preferably at the
same time each day. Progestin-only pills may interfere with ovulation or with
sperm function. POPs thicken cervical mucus, making it difficult for sperm to
swim into the uterus or to enter the fallopian tube. POPs alter the normal cyclical
changes in the uterine lining and may result in unscheduled or breakthrough
bleeding. These hormones do not appear to be associated with an increased risk
of blood clots.

• Contraceptive patch. This is a thin, plastic patch that sticks to the skin and
releases hormones through the skin into the bloodstream. The patch is placed on
the lower abdomen, buttocks, outer arm, or upper body. A new patch is applied
once a week for 3 weeks, and no patch is used on the fourth week to enable
menstruation

• Injectable birth control. This method involves injection of Depo-Provera, a
progestin, in the arm or buttocks once every 3 months. This method of birth
control can cause a temporary loss of bone density, particularly in adolescents.
However, this bone loss is generally regained after discontinuing use of DMPA.
Most patients using injectable birth control should eat a diet rich in calcium and
vitamin D or take vitamin supplements while using this medication.

• Vaginal rings. The ring is thin, flexible, and approximately 2 inches in diam-
eter. It delivers a combination of a synthetic estrogen and a progestin. The ring
is inserted into the vagina, where it continually releases hormones for 3 weeks.
The woman removes it for the fourth week and reinserts a new ring 7 days later.
Risks for this method of contraception are similar to those for the combined oral
contraceptive pills, and a vaginal ring is not recommended for any woman with
a history of blot clots, stroke, or heart attack, or with certain types of cancer.
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• Implantable rods. Each rod is matchstick-sized, flexible, and plastic.
A physician surgically inserts the rod under the skin of the woman’s upper arm.
The rods release a progestin and can remain implanted for up to 5 years.

• Emergency Contraceptive Pills (ECPs). ECPs are hormonal pills, taken either
as a single dose or two doses 12 h apart, that are intended for use in the event of
unprotected intercourse. If taken prior to ovulation, the pills can delay or inhibit
ovulation for at least 5 days to allow the sperm to become inactive. They also
cause thickening of cervical mucus and may interfere with sperm function.
ECPs should be taken as soon as possible after semen exposure and should not
be used as a regular contraceptive method. Pregnancy can occur if the pills are
taken after ovulation or if there is subsequent semen exposure in the same cycle.

Permanent Method:

Sterilization:
Sterilization is a permanent form of birth control that either prevents a woman from
getting pregnant or prevents a man from releasing sperm. A health care provider
must perform the sterilization procedure, which usually involves surgery. These
procedures usually are not reversible.

• A sterilization implant is a nonsurgical method for permanently blocking the
fallopian tubes. A health care provider threads a thin tube through the vagina
and into the uterus to place a soft, flexible insert into each fallopian tube. No
incisions are necessary. During the next 3 months, scar tissue forms around the
inserts and blocks the fallopian tubes so that sperm cannot reach an egg. After
3 months, a health care provider conducts tests to ensure that scar tissue has
fully blocked the fallopian tubes. A backup method of contraception is used
until the tests show that the tubes are fully blocked.

• Tubal ligation is a surgical procedure in which a doctor cuts, ties, or seals the
fallopian tubes. This procedure blocks the path between the ovaries and the
uterus. The sperm cannot reach the egg to fertilize it, and the egg cannot reach
the uterus.

3.5 Socio-Religious Issues

3.5.1 Minoritism

This is a fast changing social phenomena with strong spin-off effect. The
Constitution of India has not defined minority nor has it enshrined any provision
other than protection of Cultural and Educational Rights in Article 29, Right of
minorities to establish and administer educational institutions in Article 30 and
linguistic minority in Article 350B. Minority is definitely not a mathematical
concept but presumed to have its constitutional meaning and definition for its
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correct usage or of its focus. However, Minoritism has emerged as a strong social
phenomenon in Indian body-politic being championed by political class for
vote-bank politics. Though all social sector data have now started being structured
on religious lines including education, employment, poverty status and other
components of human development deficit, efforts on showcasing family planning
or population control of religious groups has not surfaced as yet. It is an area in
which the dominant minority religious group is allergic and does not show any
visible interest. The Sikhs, the Christens, the Jains and the Buddhists are found to
be better responsive either on family Planning or on population control. The legal
age of marriage, onset of pregnancy before 18 years of age, number of pregnancy,
right of the women to have a say on pregnancy, per capita children of a married
women, threat of dissolution of marriage for not agreeing to have more children etc.
are some issues which have mixed up with religion. Since the status of family
planning by the minority social groups is not captured in our country, the only
option to understand the on-going family planning practices is by going through the
census data on decadal growth of the social group. The approach of Indian Muslim
towards family planning and population control is a big issue for sustainable
population of our country as its decadal growth rate and decadal incremental
addition are disproportionately higher. Family Planning for Muslim social group is
almost a prohibited zone in our country least it injures their sentiment and adversely
impacts the vote banks. It is a great irony of this country that any campaign on
family planning is taken as attack on religion and the field workers feel insecure and
threatened when a serious campaign is made. The role of the intelligentsia and civil
society of the related social group is also less functional in this area. This is a
challenging issue for the family planning in the states of India. Like dedicated
programmes/schemes for minorities under Prime Minister’s programme for
minorities, there is a necessity to have a dedicated Eligible Couple List and
Children Register for monitoring the family planning practices of the minority
group as a part of national family planning and population control in India.

It would be fair and equitable to bring in the discourse religious issues of all
descriptions to understand the linkage, either directly or indirectly, with the family
planning and population control.

3.5.2 Religious Issues

Family planning or birth control is, in the final analysis, a collective decision of an
eligible couple based on a number of factors including health of the mother, the
financial and child caring support system available in the family, the societal norm
or expectation of number of children in a family and a host of other factors as
relevant for quality of life of family members in a civil society. Unlike animals,
human beings do not indulge in breeding game of numbers. Normally, therefore,
Religion has no definite role on family planning or birth control; it is very much a
part of human psychic and human system. However, human beings from its ancient
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beginning have passed through phases of strife, stress and stains and overcame
them with some divine code of conduct, belief and faith which led to the growth of
different forms of religion and shaped its fundamental traits. Since Religions go by
their own age old traditions, the apparently invisible religious mind-set plays a
crucial role in influencing family size, its fertility behaviour and its birth control
decisions including the use of its preventable methods. Way back in 1959, West off
observed that ‘the religious affiliation of the couple connotes a system of values
which can affect family via several routes: (a) directly, by imposing sanctions on the
practice of birth control or legitimising the practice of less effective methods only or
(b) by indoctrinating its members with moral and social philosophy of marriage and
family which emphasizes the virtues of reproduction’. Generally speaking, in all
kinds of society, the knowledge of birth control methods, in some form or other has
been in place since early times, especially with respect to temporary sterility.
Though religious views on birth control vary widely, family planning is looked
upon across the religious spectrum, by and large, as a moral good, a responsible
choice, and a basic human right. Family planning is also looked upon as a means to
protect the health of women and children and prevent unwanted pregnancies. Still
then, religion does have its influence in the mental environment of an individual, in
a given society or in the taking of collective decision of a particular faith. It would
be worth trying to present, in brief, the linkage between fertility behaviour and the
major religions in India:

Hinduism:
Unlike other religions of the world, Hinduism does not have any sole preceptor and
a particular religious doctrine; in practice it is akin to way of life based on humans’
existence in a transcendental world. Very recently, the Supreme Court of India
observed that Hinduism was the collective wisdom and inspiration of the centuries.
The Supreme Court further observed:

‘It is a religion that has no single founder, no single scripture and no single set of
teachings. It has been described as Sanatan Dharma, namely eternal faith, as it is the
collective wisdom and inspiration of centuries that Hinduism seeks to preach and
propagate.

The Times of India in its edition on December 17. 2015 also observed as
follows:

Essentially, the Hinduism is the longest-running socially liberal program in the
world. Unlike many other religions, Hinduism has never had a ‘head’, which is one
of the reasons why it has survived countless attacks-those who have sought to kill it
have failed to do so for the simple reason that they could never find a ‘head’ to chop
off. It has thrived and evolved over thousands of years because of its secular, global,
assimilative character-one where ‘anything goes’, be it food, dress, language or
even belief. Indeed, Hinduism has exhibited an infinite capacity to contain con-
tradictions and implicitly granted its ‘subscribers’ a democratic rights to create
mythological hagiographies of their own.’

As usual in the true spirit of Hinduism, it does not have any religious doctrine of
birth control or family planning. Most Hindus accept that there is a duty to have a
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family during the householder stage of life, and do believe in having children to
continue the lineage. But there does not have any religious injunction against
contraception. Therefore, for birth control or family planning, there is no
obstruction from the Hinduism nor does exist any confusion whatsoever.
Wikipedia recorded the following note under the above subject:

“The Hinduism encourages procreation within marriage, yet there is no oppo-
sition against contraception. Most Hindus accept that there is a duty to have a
family during that stage of one’s life. So they are unlikely to use birth control to
avoid having children altogether.

Traditional Hindu texts praise large families (which was normal in ancient
times). Yet, Hindu scriptures that applaud small families also exist which empha-
size the development of a positive social conscience. So family planning is seen as
an ethical good. The Upanishads (texts delineating key Hindu concepts) describe
birth control methods, and some Hindu scriptures contain advice on what a couple
should do to promote contraception (thus providing a type of contraceptive advice).
Contraception views vary widely among Hindu scholars. Although Gandhi advo-
cated abstinence as a form of birth control, Radhakrishnan (a key Indian philoso-
pher) and Tagore (the most prolific writer in modern Indian literature) encouraged
the use of artificial contraceptive methods. Arguments in favour of birth control are
drawn from the moral teachings of Hinduism. The Dharma (doctrine of the religious
and moral codes of Hindus) emphasizes the need to act for the sake of the good of
the world. Some Hindus, therefore, believe that producing more children than one
or the environment can support goes against this Hindu code. Although fertility is
important, conceiving more children than can be supported is treated as violating
the Ahimsa (nonviolent rule of conduct).

In 1971, abortion was legalized in India, and there has very rarely been any
objection to it. India has a high population, so discussion about contraception
focuses more on overpopulation rather than moral or personal ethics. India was the
first nation to establish a governmental population strategy based on birth control
measures”.

Buddhism:
In Buddhism, there is no established doctrine on birth control or contraception. ‘The
Traditional Buddhist teaching favours fertility over birth control. One view is that
only after being a human can a soul reach Nirvana; so limiting the numbers of
humans necessarily limits the numbers achieving Nirvana. The Buddhists, in
general, do not favour in tampering with the natural development of life.
A Buddhist may accept any form of contraception with a lot of hesitation. They
usually do not like birth control by means of abortion or ‘killing a human to be.’
‘Buddhism is distinguished by wholesomeness which is the basis of all moral
judgment. Thus, in a family set-up, the Buddhists believes they have duty to their
parents. Similarly, Buddhism gives due importance to children and the duty to take
care of them to grow up as decent human being with a good quality of life. Buddhist
teachings, in this bigger context, support appropriate family planning when people
feel that it would be too much of a burden on themselves or their environment to
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have more children. Birth control allows couples to plan to have a certain number of
children and prevent an excessive number of pregnancies. Buddhists believe that
family planning should be allowed and that a good government should provide
those services’.

Buddhists, in general, accept the Birth control options of pills and condoms but
prefer condoms. According to a Buddhist activist, “the Buddhist scriptures say that
many births cause suffering, so Buddhism is not against family planning. And we
even ended up with monks sprinkling holy water on pills and condoms for the
sanctity of the family.”

Sikhism:
‘The Sikh scripture, it is widely believed, does not condemn the use of birth
control. Neither does the Sikh tradition condemn the same. Appropriate family
planning is promoted by the community. The couple decides how many children
they want and can support. They also decide whether or not to use contraception,
and the type of birth control they are likely to use. Contraception decisions are
centred on the needs of the family. Although Sikhs have no objection to birth
control, they are not allowed to use it as a way to avoid a pregnancy resulting from
adulterous behaviour. There is no religious mandate against abortion. Some don’t
support it because they believe that the fetus has a soul. But this decision is
considered a personal choice’.

Jainism:
‘The modern population problems have not been discussed in Jain scriptures.
Jainism therefore, does not provide for any religious guidance on birth control or
family planning. The Jains are aware of the alarming population problem of modern
times and believe that they have to be resolved on the basis of the principles of
non-violence, non-attachment and Jain-ethics. They argue that Jainism scriptures
advocate sexual restraint and celibacy which fall in the category of family planning.
They, however, admit that it cannot be a suitable method under modern complex
situation. They hold the view, however, that contraception should be accepted but
when accepted, it should be taken with regret by the acceptor as lack of self-control.
Regarding abortion, since it involves both physical and psychic pain, the Jains’s
views are different. The Sthaananga Sutra has mentioned many forms of abortion in
India before Mahabir’s time. Jainism does not favour abortion as it involves murder
of human being. Jainism believes that life begins in the day of conception’.

Christianity:
‘The Bible, it is held, has said little about contraception and birth control. The
Christian views on birth control in fact emanates from the church teachings and
interpretations on marriage, sex, and family. The use of contraception by the
Christians was a forbidden area and it had no religious sanction until the start of the
20th century, as it was perceived to be a barrier to God’s procreative purpose of
marriage. Many Christians consider sex as a gift from God and a positive force that
strengthens the institution of marriage provided they do not feel threatened by
having a number of children they cannot support. The majority of Protestant
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denominations, theologians, and churches allow contraception to promote family
planning as an important moral good. They stress that morality should come from
the conscience of each person rather than from outside teachings’. It would be
useful to capture separately, (from accepted websites and from its original version),
the attitude of different Christian groups hereunder.

Roman Catholic:
‘The Roman Catholic Church forbids sex outside marriage. Its teachings about
contraception centres around the relationship between the husband and the wife.
Catholicism strictly forbids the use of contraception. The Church teaches that sex
must be both unitive and procreative and therefore, it is all against any kind of
chemical and barrier methods of birth control and considers them morally unac-
ceptable on the ground that artificial birth control methods impede the procreative
aspect of sex, making contraception sinful. Natural family planning such as peri-
odic abstinence is the only contraceptive method sanctioned by the Church. The
catechism of the Catholic Church claims sex has a twofold purpose: “the good of
the spouses themselves and the transmission of life (2363).”
The most Catholics, however, appear to disagree with the prohibition of birth
control; in fact, surveys find that approximately 90 % of sexually active Catholic
women of childbearing age use a birth control method forbidden by the church.
Incidentally, the Roman Catholic’s aggressive ban on contraceptive is undergoing
transformational change with the publication in ‘Laudatosi’ where Pope Francis
wrote eloquently about our Mother Earth, “our common home who sustains and
governs us.” Allowing all women to plan for smaller families would give Mother
Earth a much welcome respite.

Protestants:
‘The Protestants in general uphold the use of some methods of family planning by
married couples. They believe in creating a biblical model as a framework through
which Christians can evaluate the moral and religious liberty issues confronting
families in modern culture. The church believes that the use of birth control, as a
means to regulating the number of children a couple has, and as a means to space
out the ages of the children, is a moral decision that is left up to each couple.
A section of them is, however, of the view that a couple may use any form
of contraception that prevents conception’.

Evangelical Protestants:
The attitude of Evangelical groups, who rely more heavily on Catholic teachings, is
not very uniform. Some of them oppose all forms of contraception short of absti-
nence while others allow natural family planning but oppose other methods. Some
sects even support any form of birth control that prevents conception but are against
any method that keeps a fertilized egg from implanting in the uterus. In 1954, The
Evangelical Lutheran Church stated that “to enable them to more thankfully receive
God’s blessing and reward, a married couple should plan and govern their sexual
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relations so that any child born to their union will be desired both for itself and in
relation to the time of its birth.”

The United Methodist Church:
‘Methodists preach that every couple has the right and the duty prayerfully as well
as the responsibility to control conception according to their circumstances. The
United Methodist’s Resolution on Responsible Parenthood dictates that as a means
to uphold the sacred dimensions of personhood, all possible efforts should be made
by the community and parents to ensure that every child enters the world with a
healthy body and is born into an environment prepared to help the child to reach
his/her fullest potential. That’s why Methodists support public funding and par-
ticipation in family planning services’.

The Presbyterian Church:
‘Presbyterianism fully promotes equal access to birth control options. In fact, the
Presbyterian Church advocates for legislation that would require insurance com-
panies to cover the costs of birth control, asserting that contraceptive services are
part of basic health care and warned that unintended pregnancies can lead to higher
rates of infant mortality and maternal morbidity, and threaten the economic viability
of families’.

Islam:
Family planning is a very sensitive subject under Islam and opinion sharply divides
even among Muslim scholars. In such circumstances, it would be desirable to write
down the correct position from an website of a Muslim academy or from writings of
any Muslim scholar. Since an academy represents a collective view of Muslim
scholars, it would be desirable to note down their views. Accordingly, a website of
muslim-academy.com/islam-family-planning-birth-control/ which addresses the
subject, has recorded the following (as on 19.12.2015):

“Islam tells its followers not to worry concerning the fact that if they would be
able to raise and provide the children or not. Children are blessings from Allah, and
He, Himself, provides for them.

Abortion in Islam is not promoted or encouraged, unless the life and health of the
mother is in danger. Even in such circumstances, she was allowed to abort the fetus
till a certain period of her pregnancy. If that certain period has passed, then abortion
is no longer an option, even if the life of the mother is in danger.

To avoid aborting altogether, people refer to family planning and birth control
strategies. Islam, under certain rules, allows Muslims to use them, as well.

Islamic Rulings on Birth Control:
Islam allows birth control methods to be used for the following conditions:

The methods or procedures do not provide any damage to the sexual organ and
neither should they lead to permanent sterilization.

If the woman feels that she needs to opt for birth control methods/procedures,
then she must first talk to her husband about it. With his approval, she is not to
resort to anything, regarding this matter. The husband must be on board with his
wife’s decision.
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There are different birth control procedures; some involve the actual placing of
devices inside the person. Whatever procedure one opts for, should not involve the
performance of any ‘Haram’ or forbidden act.

So, according to many Islamic scholars, birth control is permissible if the above
conditions were kept in mind, no forbidden acts were performed to achieve it.
For those people who refer to abortion as a means of birth control, that was
forbidden in Islam. But in severe cases if it must absolutely be done, then it should
be before the soul was infused in the fetus.

Generally speaking, Islam does not prohibit the use of birth control methods.
However, the reasons for why you are using birth control are to be kept in mind.
With the population rate increasing by leaps and bounds, all over the world, and in
such circumstances it only makes sense to do some family planning before you start
a family. In countries and areas where managing a great population is a hassle, then
information related to birth control and the various methods involved in it, should
be disseminated.

The wife and husband should reach both a mutual decision. Islam however gives
more right to the husband’s approval or rejection regarding birth control strategies.
Having his approval on this is mandatory for the wife.”

3.6 Political Issues

Unlike other countries in the world, the population control and family planning is a
major political issue in India. Paradoxically enough, the political parties do not have
any population policy of their own nor do they have any serious interest on
demographic challenges of the nation. Since the political parties do not have long
term interest on sustainable population, they never bother them by indulging in
periodical discussion or in stocktaking the population control programme of the
government either in the parliament or in the concerned state legislature. They are
mostly concerned with such population as are included in the voter list and have
relevance in vote bank politics. The nation has not witnessed any serious contri-
bution of the Parliament’s committee on population on any discussion either in the
parliament or outside. The role of political leaders in promoting the norm of small
family and for taking required interest and care in preventing runaway population
growth in the country, or in some of its parts, is not very praiseworthy. The
underlying principle governing the political interest is only to see whether popu-
lation stabilization programme would impact its vote bank politics and endanger
political prospect. The courage of conviction to speak out the undesirable growth of
population in any state or of any community or the possible limits of carrying such
huge burden of population in a sustainable way is sadly missing from the contri-
bution of national political parties of all descriptions. Even the role of regional
parties to speak on the dangerous trend of population growth for the related state is
also not visible and forthcoming. The ticking sound of additional population in
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every second in the population watch of our country does not disturb or bother our
political leaders nor do they raise any serious question either in the parliament or
outside as what to do in the face of ever increasing population size of the country.

Linked with number of population is the entry of illegal immigrants from across
the borders where the voices of the political parties are seldom heard. The issue of
illegal immigration in our border states also calls for a nationalist approach by the
political spectrum. It is really sad and puzzling that the political voice of country, so
shrill and loud, is silent on population issue and does not feel alarmed at the
prospect of India overtaking China in the total count of population by 2025. The
political parties of the country appears to be smug and comfortable with any
number of population irrespective of the country’s carrying capacity to sustain
quality of human development of them. For the same reason, the political fraternity
does not come forward with any blueprint of strong population policy to stop this
runaway population menaces. Even they do not feel disturbed that the country is yet
to adopt any population policy even after the expiry of the NPP, 2010. Given the
track record, it may be a big wish that the clarion call for sustainable population in
the SDGs summit in September, 2015 would really impact our political class and
reactivate them.

In conclusion it may be said, however, that there is a strong case of role reversal
of the political parties. All the national political parties need to revisit their current
contribution and do justice to the goal of sustainable population in our country, in
the SDGs framework, by way of enlisting their support through their published
document, public utterances and otherwise.

3.7 Contraceptive Issues

Contraception means deliberate prevention of conception or impregnation. It pre-
vents pregnancy by interfering with the normal process of ovulation, fertilization,
and implantation through the use of various devices, sexual practices, chemicals,
drugs, or surgical procedures. This means that something becomes a contraceptive
if its purpose is to prevent a woman from becoming pregnant. For birth control in a
family and/or population control in a country, contraception is the only medium to
prevent unwanted pregnancy and thereby limiting the size of population.

The birth of “unwanted” additional number in a family is solely due to not using
contraceptive by either of the couple. It is the single most important instrument for
population control. Sadly enough, it does not get commensurate importance and
space in the Family Welfare management in our country as the health issues
overshadow the system. Be that as it may, the Eligible couple List (ECL) is the
primary requirement and the most important requirement as well, to enable outreach
of contraceptives to the acceptors. The preparation of this basic document is vested
with the family welfare functionary in a given area. The ECL is required to keep
records of all married persons in the age group of 18–45 with details of date of
couple’s respective age, date of marriage, the reproductive history including
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number of children born and its related date, the acceptance of any particular type of
contraceptive practices by the couple and the like. The Ministry of Health & Family
Welfare designed a comprehensive format in 2012–13 under the revised name
‘Reproductive and Child Health (RCH) Register’. Unless this newly revised ECL is
correctly prepared, updated, studied and thereafter taken up as a single reference
document for service intervention and monitoring by all kinds of service providers,
the gap in contraceptive use will ever remain unabridged.

The eligible couples need to take informed choice on types of contraceptives,
whether temporary or permanent, which would suit them at any particular point of
time. Reaching out to eligible couples with information on plus and minus of each
of the contraceptives, as included in the National Family Welfare Programme, is a
very important function. Way back in 2000, the National population Commission
published the ‘Report of the Working Group on Strategies to address Unmet Needs’
which mentioned that ‘India has around 29 million women having unmet needs for
family planning’. It based its findings on NFHS I (1992–93) and NFHS II (1998–
99) data which reported that the unmet needs for contraception were 19.5 % and
15.8 % respectively. The situation has not improved since then. The Annual Report
of the Ministry of Health and Family Welfare, 2014–15 mentioned that as per
DLHS III (2007–08), the unmet needs of contraception stood at 21.3 %. As a matter
of fact, most of the family planning service providers do not pay as much attention
as it deserves to meet the unmet needs of contraception which, incidentally, is also
connected with the human right to have access to desired contraceptive. Since
unmeet need of contraception happen to be a confused concept to a good number of
service providers, it calls for conceptual clarification. Unmet need for contraception
is the percentage of fertile married women of reproductive age who do not want to
be pregnant and are not currently using any contraceptive method. In fact unmet
need points to the gap between women’s reproductive intentions and their con-
traceptive behaviour. There may be two types of such categories: (a) those with an
unmet need for limiting, and (b) those with an unmet need for spacing. Women with
an unmet need for limiting are those who desire no additional children and who do
not currently use a contraceptive method. Women with an unmet need for spacing
are those who desire to postpone their next birth by a specified length of time and
who do not currently use a contraceptive method. These needs are to be met by
service providers. Recently, Population Council researchers recommended three
strategies for reducing unmet need for modern contraception, which are as follows:

• The first strategy is to expand the range of contraceptive methods available so
that women have more options to choose from and thus less likely to discon-
tinue contraceptive use;

• The second strategy is to improve quality of care and service provider–client
interactions;

• The third strategy focuses on improving the characteristics of
contraceptive technologies.
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Access to available contraceptives is another very important area under con-
traceptive discourse. Access to family planning information and contraceptives can
change lives of couples, especially of women. The far-away rural locations, tribal
areas, urban slums and minority-concentrated areas often remain un-served and
under-served to a great extent in the network of contraceptive services, and usually
suffer from unwanted pregnancies. Such areas deserve appropriate extension of
contraceptive services-network. Enabling women to make informed decisions about
whether and when to have children reduces unintended pregnancies as well as
maternal and new born deaths.

Another very important area that necessitates appropriate focus is the monitoring
of contraceptive services. Monitoring the reach-out of contraceptive services would
not only bridge the gap of service delivery, it will immensely prevent the additional
births through unwanted pregnancies. Linked with monitoring, there is also an
urgent necessity to undertake performance audit of methods of contraception and
contraceptive prevalence rate (CPR) to verify the real outcome of services.

Further, there are hosts of other issues which need appropriate address, such as
gender-based options for contraception and the issue of shared responsibility; the
marketability of contraception and the role of private service providers; counselling
set-up for family planning services; quality service care by service providers,
affordable cost of contraception; research on new generation of contraception and
its inclusion under national family planning services; infertility, HIV and AIDS,
and the like.

While the issues of production and supply network of contraception fall under
the primary responsibility of the department of family planning in the government,
the meeting the unmet needs of contraception is the ultimate objective of contra-
ceptive service providers. All the issues deserve independent attention and con-
sideration for effective and functioning family planning set-up.

To sum up, the central focus of contraceptive issues is to address the availability
of different kinds of contraceptives in the family welfare domain, the kind of
contraceptives formally taken up under the National Family Planning Programme,
the relative merits and role of temporary or permanent method and its suitability
under client specific requirements. Further, family planning service providers need
to keep account the choice of individual couple, the method best suited to them at
the given situation, and to reach out to them. It is thus crucial that service providers
must have complete knowledge of all the available methods together with those
included under the National Family Planning Programme and are touched upon
here under.

The different methods of family planning may be divided under six categories;

• Natural methods
• Barrier methods
• Hormonal methods
• Emergency contraception
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• Intrauterine methods
• Sterilization.

(i) Natural methods:

Natural methods of contraception are considered “natural” because they are not
mechanical and not a result of hormone manipulation. Instead, these natural
methods prevent pregnancy during the time when an egg is available to be fertilized
by a sperm. There are three types of natural methods:

(a) Natural Method:
(b) Withdrawal Method:
(c) Abstinence.

(a) Natural Method:

Under Natural birth control method, women determine the fertile phase (typi-
cally 7 to 10 days long) of their menstrual cycle and refrain from penetrative
intercourse on fertile days to avoid pregnancy. There are many variations of natural
birth control. The most effective method is for a woman to chart the signs of fertility
that ebb and flow with the natural hormonal changes of each menstrual cycle.
However, if a woman’s cycle does not follow a typical pattern, using natural birth
control will be more difficult.

(b) Withdrawal Method:

In this contraceptive method, the man withdraws his penis from a woman’s
vagina before ejaculation. It is premised on the basis of agreement of the partners.
However, failure occurs which range in 1 out of 5 users. It also requires a lot of
self-control and practice. It very often happens that withdrawal takes place too late.

(c) Abstinence:

Abstinence means choosing to abstain from different levels of sexual activity.
However, for prevention of birth to be specific, sexual abstinence really means
avoiding vaginal intercourse (penis to vagina sex), i.e. penetrative sex. Avoidance
of vaginal intercourse is very effective for preventing unwanted pregnancy and still
allows a couple to be involved in other forms of sexual expression. There are no
risks involved with this method.

(ii) Barrier Methods

Barrier methods prevent sperm from entering the uterus and may be an option
for women. It is reversible in nature. Types of barrier methods include:

• Female condoms. These are thin, flexible plastic pouches. A portion of the
condom is inserted into a woman’s vagina before intercourse to prevent sperm
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from entering the uterus. The female condom also reduces the risk of STDs.
Female condoms are disposed of after a single use.

• Diaphragms. Each diaphragm is a shallow, flexible cup made of latex or soft
rubber that is inserted into the vagina before intercourse, blocking sperm from
entering the uterus. Spermicidal cream or jelly should be used with a diaphragm.
The diaphragm should remain in place for 6–8 h after intercourse to prevent
pregnancy, but it should be removed within 24 h. Traditional latex diaphragms
must be the correct size to work properly, and a health care provider can
determine the proper fit. A diaphragm should be replaced after 1 or 2 years. The
Woman needs to be measured again for a diaphragm after giving birth, having
pelvic surgery, or gaining or losing more than 15 lb.

• Cervical caps. These are similar to diaphragms, somewhat smaller but relatively
more rigid but less noticeable. The cervical cap is a thin silicone cup that is
inserted into the vagina before intercourse to block sperm from entering the
uterus. Like diaphragm, the cervical cap needs be used with spermicidal cream
or jelly. The cap must remain in place for 6–8 h after intercourse to prevent
pregnancy and needs to be removed within 48 h. Cervical caps happen to be of
different sizes, and a health care provider determines the proper fit. With proper
care, a cervical cap can be used for 2 years before replacement.

• Contraceptive sponges: These are soft, disposable, spermicide-filled foam
sponges. It is required to be inserted into the vagina before intercourse. The
sponge blocks sperm from entering the uterus, and the spermicide also kills the
sperm cells. The sponge needs to be left in place for at least 6 h after intercourse
and then removed within 30 h after intercourse.

• Spermicides: A spermicide destroys sperm. A spermicide can be used alone or
in combination with a diaphragm or cervical cap. The most common spermicidal
agent is a chemical called nonoxynol-9 (N-9). It is available in several con-
centrations and forms, including foam, jelly, cream, suppository, and film.
A spermicide has to be inserted into the vagina close to the uterus no more than
30 min prior to intercourse and left in place 6–8 h after intercourse to prevent
pregnancy. Spermicides do not prevent the transmission of STDs and may cause
allergic reactions.

(iii) Hormonal Methods:

Hormonal methods of birth control use hormones to regulate or stop ovulation
and prevent pregnancy. Ovulation is the biological process in which the ovary
releases an egg, making it available for fertilization. Hormones can be introduced
into the body through various methods, including pills, injections, skin patches,
transdermal gels, vaginal rings, intrauterine systems, and implantable rods.
Depending on the types of hormones that are used, these pills can prevent ovula-
tion; thicken cervical mucus, which helps block sperm from reaching the egg; or
thin the lining of the uterus. Health care providers prescribe, monitor, and
administer hormonal contraceptives.
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• Combined oral contraceptives (“the pill”). Combined oral contraceptive pills
(COCs) contain different combinations of the synthetic estrogens and progestins
and are given to interfere with ovulation. A woman takes one pill daily,
preferably at the same time each day. Many types of oral contraceptives are
available, and a health care provider helps to determine which type best meets a
woman’s needs. Use of COC pills is not recommended for women who smoke
tobacco and are more than 35 years old or for any woman who has high blood
pressure, a history of blood clots, or a history of breast, liver, or endometrial
cancer.

• Progestin-only pills (POPs). A woman takes one pill daily, preferably at the
same time each day. Progestin-only pills may interfere with ovulation or with
sperm function. POPs thicken cervical mucus, making it difficult for sperm to
swim into the uterus or to enter the fallopian tube. POPs alter the normal cyclical
changes in the uterine lining and may result in unscheduled or breakthrough
bleeding. These hormones do not appear to be associated with an increased risk
of blood clots.

• Contraceptive patch. This is a thin, plastic patch that sticks to the skin and
releases hormones through the skin into the bloodstream. The patch is placed on
the lower abdomen, buttocks, outer arm, or upper body. A new patch is applied
once a week for 3 weeks, and no patch is used on the fourth week to enable
menstruation.

• Injectable birth control. This method involves injection of Depo-Provera, a
progestin, in the arm or buttocks once every 3 months. This method of birth
control can cause a temporary loss of bone density, particularly in adolescents.
However, this bone loss is generally regained after discontinuing use of DMPA.
Most patients using injectable birth control should eat a diet rich in calcium and
vitamin D or take vitamin supplements while using this medication.

• Vaginal rings. The ring is thin, flexible, and approximately 2 inches in diam-
eter. It delivers a combination of a synthetic estrogen and a progestin. The ring
is inserted into the vagina, where it continually releases hormones for 3 weeks.
The woman removes it for the fourth week and reinserts a new ring 7 days later.
Risks for this method of contraception are similar to those for the combined oral
contraceptive pills, and a vaginal ring is not recommended for any woman with
a history of blot clots, stroke, or heart attack, or with certain types of cancer.

• Implantable rods. Each rod is matchstick-sized, flexible, and plastic.
A physician surgically inserts the rod under the skin of the woman’s upper arm.
The rods release a progestin and can remain implanted for up to 5 years.

(iv) Emergency contraception:

• Emergency Contraceptive Pills (ECPs). ECPs are hormonal pills, taken
either as a single dose or two doses 12 h apart, that are intended for use in
the event of unprotected intercourse. If taken prior to ovulation, the pills
can delay or inhibit ovulation for at least 5 days to allow the sperm to
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become inactive. They also cause thickening of cervical mucus and may
interfere with sperm function. ECPs should be taken as soon as possible
after semen exposure and should not be used as a regular contraceptive
method. Pregnancy can occur if the pills are taken after ovulation or if there
is subsequent semen exposure in the same cycle.

(v) Intrauterine Methods

An IUD is a small, T-shaped device that is inserted into the uterus to prevent
pregnancy. A health care service provider inserts the device. An IUD can remain
and function effectively for many years at a time. After the recommended length of
time, or when the woman no longer needs or desires contraception, a health care
provider removes or replaces the device.

• A copper IUD releases a small amount of copper into the uterus, causing an
inflammatory reaction that generally prevents sperm from reaching and fertil-
izing the egg. If fertilization of the egg does occur, the physical presence of the
device prevents the fertilized egg from implanting into the lining of the uterus.
Copper IUDs may remain in the body for 12 years. A copper IUD is not
recommended for women who may be pregnant, have pelvic infections, or had
uterine perforations during previous IUD insertions. It also is not recommended
for women who have cervical cancer or cancer of the uterus, unexplained
vaginal bleeding, or pelvic tuberculosis.

• A hormonal IUD releases a progestin hormone into the uterus. The released
hormone causes thickening of the cervical mucus, inhibits sperm from reaching
or fertilizing the egg, thins the uterine lining, and also may prevent the ovaries
from releasing eggs. Hormonal IUDs can be used for up to 5 years.

Permanent Method:

(vi) Sterilization:

Sterilization is a permanent form of birth control that either prevents a woman
from getting pregnant or prevents a man from releasing sperm. A health care
provider must perform the sterilization procedure, which usually involves surgery.
These procedures usually are not reversible.

• A sterilization implant is a nonsurgical method for permanently blocking the
fallopian tubes. A health care provider threads a thin tube through the vagina
and into the uterus to place a soft, flexible insert into each fallopian tube. No
incisions are necessary. During the next 3 months, scar tissue forms around the
inserts and blocks the fallopian tubes so that sperm cannot reach an egg. After
3 months, a health care provider conducts tests to ensure that scar tissue has
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fully blocked the fallopian tubes. A backup method of contraception is used
until the tests show that the tubes are fully blocked.

• Tubal ligation is a surgical procedure in which a doctor cuts, ties, or seals the
fallopian tubes. This procedure blocks the path between the ovaries and the
uterus. The sperm cannot reach the egg to fertilize it, and the egg cannot reach
the uterus.

Against this background, the contraceptives services that are formally provided
under the National Family Planning Programme in India, are as follows:

Temporary Method or Spacing Method:

(a) For Male

It is a temporary method of contraception to be used by a Male partner of the
couple who do not wish to have any child in the immediate future

• Condoms: These are the barrier methods of contraception which offer the dual
protection of preventing unwanted pregnancies as well as transmission of
RTI/STI including HIV. The brand “Nirodh” is available free of cost at gov-
ernment health facilities and supplied at doorstep by ASHAs at minimal Cost.

Permanent Method: Male Sterilisation:

(a) For Male

Male Sterilisation:

Through a puncture or small incision in the scrotum, the provider locates each of
the 2 tubes that carries sperms to the penis (vas deferens) and cuts or blocks it by
cutting and tying it closed or by applying heat or electricity (cautery). The proce-
dure is performed by MBBS doctors trained in these. However, the couple needs to
use an alternative method of contraception for first three months after sterilization
till no sperms are detected in semen.

Two techniques are being used in India:

(i) Conventional
(ii) Non-scalpel vasectomy– no incision, only puncture and hence no stiches.
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For Female
Temporary Methods or Spacing Methods—These are the reversible methods of
contraception to be used by couples who wish to have children in future. These
include:

(i) Oral contraceptive pills: These are hormonal pills which have to be taken by
a woman, preferably at a fixed time, daily. The strip also contains additional
placebo/iron pills to be consumed during the hormonal pill free days. The
method may be used by majority of women after screening by a trained
provider. At present, there is a scheme for delivery of OCPs at the doorstep
of beneficiaries by ASHA with a minimal charge. The brand “MALA-N” is
available free of cost at all public healthcare facilities.

(ii) Intrauterine contraceptive devices (IUCD): Copper containing IUCDs are a
highly effective method for long term birth spacing. It Should not be used by
women with uterine anomalies or women with active PID or those who are at
increased risk of STI/RTI (women with multiple partners). The acceptor
needs to return for follow up visit after 1, 3 and 6 months of IUCD insertion
as the expulsion rate is highest in this duration.

Two types: Cu IUCD 380A (10 yrs) and Cu IUCD 375 (5 yrs) are in place
in India.

A new approach of postpartum IUCD insertion by specially trained pro-
viders to tap the opportunities offered by institutional deliveries has been in
place.

(iii) Emergency Contraceptive Pill (ECP): ECP has to be consumed in cases of
emergency arising out of unplanned/unprotected intercourse. The pill should
be consumed within 72 h of the sexual act and should never be considered a
replacement for a regular contraceptive.

Permanent Method: Female Sterilisation
These methods may be adopted by a married woman under certain physical con-
ditions and are generally considered irreversible.

(i) Minilap:
Minilaparotomy involves making a small incision in the abdomen. The fal-
lopian tubes are brought to the incision to be cut or blocked. It has to be
performed by a trained MBBS doctor.

(ii) Laparoscopy:
Laparoscopy involves inserting a long thin tube with a lens in it into the
abdomen through a small incision. This laparoscope enables the doctor to see
and block or cut the fallopian tubes in the abdomen. It has to be done only by
trained and certified gynaecologist/surgeon.
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3.8 Health Issues

A good number of Health Issues are relevant and critical for promotion of family
planning services. These are listed as below:

3.8.1 Pregnancy Care/Prenatal Care

Pregnancy is a beautiful phase in women’s life. Life of a women is not complete
until and unless she gets pregnant and gives births a child. Pregnancy is referred to a
period when a woman is raising a fetus inside her which usually span a period of
40 weeks or a little more than 9 months. Some common pregnancy symptoms are
missed-menstrual periods, morning sickness, sleepiness, food cravings, backache,
nausea and vomiting and the like. Women deserve special care during pregnancy.
As against the most common discomforts during pregnancy a list of basic preg-
nancy care tips for healthy pregnancy, worked out by medical professional, is
captured here under:

“Morning sickness. Nausea or vomiting may strike anytime during the day (or
night). The suggested tip is eating frequent, small meals and avoids greasy foods.
Doctor has to be consulted if morning sickness lasts past the first 3 months of
pregnancy or causes weight loss.

Tiredness. Sometimes tiredness in pregnancy is caused by anaemia, the suggested
tip is to get enough rest and take a daytime nap if possible.

Leg cramps. The suggested tip is to gently stretch the calf of the leg by curling toes
upward, toward knee.

Constipation. The suggested tip is to drink plenty of fluids and eat foods with lots of
fibre, such as fruits, vegetables and bran cereal and not to take laxatives without
medical advice.

Hemorrhoids. The suggested tip is not to strain during bowel movements and avoid
becoming constipated.

Urinating more often. The need to urinate more often as baby grows because he or
she will put pressure on bladder. This can’t be helped.

Varicose veins. Avoid clothing that fits tightly around legs or waist. Rest and put
feet up as much as you can. Move around if you must stand for long periods.

Moodiness. Hormones are on a roller coaster ride during pregnancy. Plus, life is
undergoing a big change. Don’t be too hard on yourself. If you feel very sad, talk to
your doctor.

Heartburn. Eat frequent, small meals. Avoid spicy or greasy foods. Don’t lie down
right after eating. Ask doctor about taking antacids.
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Yeast infections. The amount of discharge from the vagina increases during
pregnancy. Yeast infections, which can also cause discharge, are more common
during pregnancy. Consult doctor in any case of unusual discharge.

Bleeding gums. Brush and floss regularly, and see dentist for cleanings and be sure
to tell your dentist that you’re pregnant.

Stuffy nose. This is related to changes in the levels of the female hormone estrogen.
You may also have nosebleeds.

Edema (retaining fluid). Rest with your legs up. Lie on your left side while sleeping
so blood flows from your legs back to your heart better. Don’t use diuretics (water
pills). If you’re thinking about cutting down on salt to reduce swelling, talk with
your doctor first. Your body needs enough salt to maintain the balance of fluid and
cutting back on salt may not be the best way to manage your swelling.

Skin changes. Stretch marks appear as red marks on your skin. Lotion with shea
butter can help keep your skin moist and may help reduce the itchiness of dry skin.
Stretch marks often can’t be prevented, but they often fade after pregnancy.”

Prenatal care is very important. As soon as pregnancy is confirmed, it is essential
to make an appointment with doctor. The first prenatal visit needs to take place at
the time of 6–8 weeks of pregnancy. The doctor is likely to take medical history,
also weight and blood pressure which are likely tobe taken during each visit to the
doctor. Additionally, on the first visit, pelvic examination will be made to check the
size and shape of uterus and abnormalities, if any, of the cervix Urine and blood
tests samples will be taken on the first visit and again at later visits. A pregnant
needs to take at least three (Anti natal care) ANC check-ups and one PNC check-up
after a child is born. A pregnant woman needs to take care of the following aspects
in the interest of her own health and for the unborn baby:

• First Trimester Changes
• Second Trimester Changes
• Third Trimester Changes
• Exercise During Pregnancy
• Eating During Pregnancy
• Sleeping During Pregnancy
• Sex During Pregnancy.

Incidentally, the Maternal Health Programme which is a component of the
Reproductive and Child Health (RCH) Programme aims at reducing maternal
mortality. The major interventions under the programme includes essential obstetric
care and the RCH Programme aims at providing at least 3 antenatal check-ups
during which weight and blood pressure check, abdominal examination, immu-
nization against tetanus, iron and folic acid prophylaxis as well as anaemia man-
agement are provided to the pregnant women. Under the RCH Programme
emergency obstetric care, 24 h delivery services at primary health centres and safe
abortion services are also provided. In this care services, ASHA or other link health
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worker associated with JSY facilitate registration for ANC, provide and/or help the
women in receiving at least three ANC check-ups including TT injection, IFA
tablets. ASHA or other link health worker associated with JSY also assist in
receiving full benefits under JSY.

3.8.2 Post Partum Care/Post Natal Care

A postpartum period or postnatal period is the period beginning immediately after
the birth of a child and extending for about six weeks. During this time, the mother
is monitored for bleeding, bowel and bladder function, and baby care. The mother is
examined for tears, and is sutured, if necessary. Her constipation and bladder status
is also assessed at this stage.

The essence of postpartum care is to ensure that the mother is healthy and
capable of taking care of her new-born. She is given at this time all information
regarding breastfeeding, reproductive health and contraception along with the tips
of life adjustment in new situation.

The World Health Organization (WHO) describes the postnatal period as the
most critical and yet the most neglected phase in the lives of mothers and babies;
most deaths occur during the postnatal period. WHO website states as follows:

“Of the 2.9 million new-born deaths that occurred in 2012, close to half of them
occurred within the first 24 h after birth. Many of these deaths occurred in babies
born too early and too small, babies with infections, or babies asphyxiated around
the time of delivery. Labour, birth and the immediate postnatal period are the most
critical for new-born and maternal survival. Unfortunately, the majority of mothers
and new-borns in low- and middle-income countries do not receive optimal care
during these periods.

Basic care for all new-borns should include promoting and supporting early and
exclusive breastfeeding, keeping the baby warm, increasing hand washing and
providing hygienic umbilical cord and skin care, identifying conditions requiring
additional care and counselling on when to take a new-born to a health facility.
New-borns and their mothers should be examined for danger signs at home visits.
At the same time, families should be counselled on identification of these danger
signs and the need for prompt care seeking if one or more of them are present.
New-borns with who have preterm birth or low birth weight, who are sick or are
born to HIV-infected mothers need special care.

New-borns born in health facilities should not be sent home in the crucial first
24 h of life, and postnatal visits should be scheduled. For all home births a visit to a
health facility for postnatal care as soon as possible after birth is recommended. In
high mortality settings and where access to facility based care is limited, WHO and
UNICEF recommend at least two home visits for all home births: the first visit
should occur within 24 h from birth and the second visit on day 3. If possible, a
third visit should be made before the end of the first week of life (WHO-UNICEF
Joint Statement on Home Visits for New-born Care).”
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3.8.3 Birth Spacing

Birth spacing refers to the amount of time between births and/or pregnancies. In
other words, a birth-to-pregnancy interval is the amount of time from the birth of a
baby until the mother gets pregnant again. Usually, birth spacing is considered
essential for the mother to need sufficient time to recover and rejuvenate after the
ordeal of pregnancy and also time for caring of her infant child. It is presumed that
normally after two years, the mother would be physically and mentally ready to
undergo another spell of pregnancy without affecting the health care of her and also
her infant child. This interval of at least two years is called healthy birth spacing.

WHO, in its Report on Technical Consultation and Scientific Review of Birth
Spacing on 2005 recorded that after a live birth the recommended interval before
attempting the next pregnancy is at least 24 months in order to reduce the risk of
adverse maternal, peri-natal outcomes. The rationale for the recommendations was
based on various maternal, infant and child outcomes. For each outcome, different
birth to pregnancy intervals was associated with highest to lowest risks. To sum-
marise, birth to pregnancy interval of 6 months or shorter are associated with
elevated risk of maternal morbidity. Birth to pregnancy interval of about 18 months
or shorter are associated with elevated risk of infant, neonatal or perinatal mortality,
low birth weight, small size for gestational age and pre-term delivery. Some
residual elevated risk might be associated with the interval 18–27 months but it was
limited.

From family planning angle, birth spacing enables growth of healthy child and
prevents unwanted pregnancies. By spacing birth it also takes care too many
pregnancies in the reproductive period of a woman. Birth spacing in a way is the
most effective contraceptive for promotion of family planning.

3.8.4 Breast Feeding

Breast feeding means feeding of a child with breast milk from mother’s breast
immediately after the birth and thereafter. The baby sucks and swallow mother’s
milk instinctively. It is the most natural human response for providing ideal food for
the healthy growth and development of the infant. As per WHO norms, the baby
must receive the benefits of early initiation of breastfeeding within an hour and
exclusive breast feeding for first six months of life. Thereafter, the child should
receive appropriate complementary foods with continued breastfeeding up to two
years or beyond. It also provides nutritious food in a form more easily digested
than any infant formula.

Breast milk provides the ideal nutrition for infants. It has a nearly perfect mix of
vitamins, protein, and fat—everything a baby needs to grow that help fight off
viruses and bacteria. It lowers baby’s risk of having asthma or allergies and have
fewer ear infections, respiratory illnesses, and bouts of diarrhoea. It minimizes the
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chance of visiting doctors or hospitalizations. It has very often been linked to higher
IQ scores in later childhood. Breast-feeding sets physical closeness, skin-to-skin
touching, and eye contact that help baby bonding with mother and the baby feels
secure. It enables the baby to gain the right amount of weight as they grow rather
than become overweight children.

Breastfeeding benefits the Mother as well. It is also an integral part of the
reproductive process with important implications for the health of the mother. It
burns extra calories and thus helps lose pregnancy weight faster. It is also held that
breastfeeding releases the hormone oxytocin that helps uterus return to its
pre-pregnancy size and may reduce uterine bleeding after birth. Additionally, it also
lowers risk of breast and ovarian cancer and osteoporosis.

In an article In MCH Community Newsletter ‘Breastfeeding, Special Issue,
August, 2008, Faridi MMA in her wonderful article ‘Health Care System In The
Protection, Promotion and Support of Breastfeeding observed as follows:

‘Human life begins in the womb, like in all mammals, where individual as fetus
gets all that is required for growth and development from the mother. After birth all
mammalian off-springs need mother for survival, so the human body. It includes
prevention from diseases, optimal nutrition for growth and stimulation and bonding
for quality development. Breastfeeding fulfils all the three attributes of survival to
the maximum. Breast milk, full of species specific anti-infective factors, is the first
vaccination to prevent diseases. It contains easily digestible nutrients in optimal
amounts and in appropriate ratios to achieve maximum growth. Breast feeding is
the best form of stimulation and bonding for the baby to guaranty quality devel-
opment. Hence breast feeding is a part of reproductive cycle.’

3.8.5 Reproductive Tract Infection (RTI) & Sexually
Transmitted Infection (STI)

The ICPD Program of Action gave a prominent space to Reproductive Tract
Infections (RTI) and Sexually Transmitted Infections (STI). It highlighted the need
to prevent and reduce the spread of reproductive tract infections (RTI) and sexually
transmitted infections (STI) including HIV/AIDs, and to provide treatment for STIs
and their complications, such as infertility, with special attention to increasing the
ability of girls and women to protect themselves.

RTIs cover a variety of bacterial, viral, and protozoal infections of the lower and
upper reproductive tract of both sexes. Many RTIs are sexually transmitted. Though
most STIs falls in the category of RTIs, some STIs such as syphilis, Hepatitis B and
AIDS, are also systemic diseases. A good number of STIs also affect the mouth,
rectum, and urinary tract, the latter being part of the reproductive tract in males but
not females.

Female RTIs originate in the lower reproductive tract (external genitals, vagina
and cervix) and, in the absence of early treatment; they can spread to the upper tract
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(uterus, fallopian tubes and ovaries). Infections can ascend from the lower to the
upper tract spontaneously to cause pelvic inflammatory disease (PID), but the risk
of upper tract infection rise dramatically during procedures such as IUD insertion,
abortion, and child birth when instruments are introduced through the cervix.

RTIs are comprised of: (a) iatrogenic infections, which are related to inadequate
medical procedures, such as unsafe abortions; (b) endogenous infections, which
may be associated with inadequate personal, sexual and menstrual hygiene prac-
tices, and (c) sexually transmitted infections (STIs).

RTIs and STIs represent a serious threat to the health and well-being of women
and men in our country. They are exposed to the pain and discomfort of acute
illness, and often experience long-term impairment of their reproductive function as
a consequence of these infections. Some complications, such as infertility, are a
source of psychological distress and family disruption. Others, such as ectopic
pregnancy and cervical cancer, represent a significant source of mortality. Some
infections may also cause fatal death or affect child survival by causing pre-term
deliveries of low birth weight infants or by infecting newborns during delivery.
RTIs and STIs are, therefore, responsible for a significant number of female. male
and infant morbidity and mortality and form an enormous public health burden in
India.

3.8.6 HIV and AIDS

HIV (Human Immunodeficiency Virus) attacks human’s immune system that serves
as our body’s natural defence against illness. Such HIV is found in the body fluids
of an infected person such as semen and vaginal fluids, blood and breast milk. The
virus is passed from one person to another through blood-to-blood and sexual
contact. In addition, infected pregnant women can pass HIV to their babies during
pregnancy, at the delivering point during childbirth and through breast feeding. HIV
is, however, not transmitted through sweat, saliva or urine, infection and disease
and is very difficult to fight off; but with early diagnosis and effective antiretroviral
treatment, people with HIV can live a normal, healthy life.

AIDS (Acquired immune deficiency syndrome or acquired immunodeficiency
syndrome) is a syndrome caused by a virus called HIV (Human Immunodeficiency
Virus). The illness alters the immune system, making people much more vulnerable
to infections and diseases. This susceptibility worsens as the syndrome progresses.
Someone with AIDS may develop a wide range of other infections including:
pneumonia, thrush, fungal infections, TB, toxoplasmosis and cytomegalovirus and
may ultimately lead to death.

The upshot of discussion of HIV and AIDS in the context of family planning is
that unprotected sex may transmit HIV and AIDS, and that condom serves as a
protective shield against such infection.
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3.8.7 Adolescent Care

Adolescence denotes the period between the onset of puberty and the cessation of
physical growth. It roughly spans from 11 to 19 years of age. This period is also
popularly called the second decade of life, a period of rapid change and maturation
when the child grows into the adult. It is located in between ‘being children and
being adults’. During this period, children undergo physiologic changes of their
bodies, make efforts to keep pace with adjustments and search out their own sexual
identification. They strive to find out personal identity and wanting freedom and
independence of thought and action though they continue to remain under pro-
tective cover and dependence on their parents. Psychologically speaking, the very
urge at this period to show off as adult, and no longer child, enable them to find out
new peers-their new company for all possible help and guidance on challenges they
face within their body’s unknown behaviour. By and by, they tend to identify with
their peers and usually yield to peer influence and conform to peer group values,
behaviour, and tastes on matters such as clothing, food, and entertainment. Such
association with peer group very often leaves longstanding impact on the person-
ality and health of adolescents and the critical role of the peer groups need to be
carefully taken into account.

From the premises of health care needs, there are specific needs for the
Adolescents. It relates to new knowledge of growth of human body, health hygiene,
nutritional requirement, sexually transmitted diseases and its prevention, matters
concerning pregnancy and contraceptives options to prevent adolescent pregnancy.
Another aspect in the health care is adolescence health education so that adolescents
become knowledgeable about the relationship between their lifestyle and their
physical and mental health. They also need help in achieving the maturity essential
to choosing a healthy lifestyle and accepting responsibility for their personal health.

Providing Adolescents health care is indeed a very challenging task and requires
skill to be able to communicate with them in a manner they can understand The
service providers have to be warm and compassionate, needs to have a strong sense
of presence of mind and humour, and be able to show emotional responsiveness at
the required level. Such care providers need to be objective and non-judgmental as
it deals with sensitive adolescent health problems. Besides, they should have
required flexibility, tolerance, and comfortability in working with adolescents in
addition to being knowledgeable about the special needs of adolescents.

National Population Policy 2000 in our country earlier identified adolescents as
an under served group for which health needs and appropriate reproductive and
sexual health interventions are to be put in place. The National Youth Policy 2003
also recognized 13–19 years as a distinct age group which had to be covered by
special programmes in all sectors including health. The National Curriculum
Framework 2005 for school education highlights the need for integrating adolescent
reproductive and sexual health messages into school curriculum. Based on this, the
National Adolescence Education Programme of NACO along with the Ministry of
Human Resources Development has been developed.
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Under National Rural Health Mission as a part of RCH, a Programme called the
Adolescent Reproductive and Sexual Health Programme (ASRH) has been laun-
ched. This focus on ARSH and special interventions for adolescents include pre-
vention of under-aged marriage, reduction of incidence of teenage pregnancies,
meet unmet contraceptive needs and reduction of number of maternal deaths and
incidence of sexually transmitted diseases and reduce the proportion of HIV pos-
itive cases in the 10–19 years age group. Other items covered under this initiative
include improvement of calorie intake, vaginal discharge, headache, painful men-
struation, irregular and excessive bleeding, urinary tract infection, poor menstrual
hygiene and the like.

Another programme linked with adolescent care is Kishori Balika scheme under
ICDS of the Department of Women and Child Development where 100 mg iron
Folic Acid supplementation per week is given to all adolescent girls through
schools and anganwadi centres.

3.9 Child Care Issues Including Child Nutrition

The word ‘child’ has different connotations; it has its constitutional meaning, it has
different meanings under different legislations but it has quite separate meaning
under child care.

Before addressing child care as such, it would be relevant to look at it from child
rights angle.

The United Nations and United Nations Convention on the Rights of the Child
(UNCRC) declared that Child Rights are minimum entitlements and freedoms that
should be afforded to all persons below the age of 18 regardless of race, colour,
gender, language, religion, opinions, origins, wealth, birth status or ability and
therefore apply to all people everywhere. There are four broad classifications of
these rights. These four categories cover all civil, political, social, economic and
cultural rights of every child.

• Right to Survival: A child’s right to survival begins before a child is born.
According to Government of India, a child life begins after twenty weeks of
conception. Hence the right to survival is inclusive of the child rights to be born,
right to minimum standards of food, shelter and clothing, and the right to live
with dignity.

• Right to Protection: A child has the right to be protected from neglect,
exploitation and abuse at home, and elsewhere.

• Right to Participation: A child has a right to participate in any decision making
that involves him/her directly or indirectly. There are varying degrees of par-
ticipation as per the age and maturity of the child.

• Right to Development: Children have the right to all forms of development:
Emotional, Mental and Physical. Emotional development is fulfilled by proper
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care and love of a support system, mental development through education and
learning and physical development through recreation, play and nutrition.

With this background, the child health care in India is briefly addressed from the
broad linkage of family welfare under two heads:

(a) Child health

Child health care is an essential requisite for developing childhood development
and building social health of the nation. All health sector intervention programmes
including Reproductive and Child Health programme (RCH) II under the National
Rural Health Mission (NRHM) have been addressing interventions that improve
child health and addresses factors contributing to Infant and under-five mortality.
Currently, the Twelfth Five Year plan (2012–2017) and National Health Mission
(NHM) laid down the Goal to Reduce Infant Mortality Rate (IMR) to 25 per 1000
live births by 2017.

A set of issues relevant to child health care is addressed hereunder:

(i) Essential new-born care

The Essential New-born Care aims to ensure mother/family members/health
workers to get the required knowledge and skills for appropriate care at the most
vulnerable period in a baby’s life. For the new-born care a range of needs like Air,
Warmth, Food, Hygiene and love, as summarised in the Unicef website, are
required to put in place which are listed below:

• Resuscitate and maintain an airway
• Keep the new-born warm and avoid unnecessary hypothermia or cold stress
• Encourage early breast feeding, and feed high-risk new-borns more frequently
• Maintain hygiene during delivery and cord cutting; treat infections promptly
• Ensure the new-born infant stays close to its mother, and mothers have open

access to their new-born infant if he or she requires special care

(ii) Exclusive breast feeding and weaning

Breast feeding means feeding of a child with breast milk from mother’s breast
immediately after the birth and thereafter. The baby sucks and swallow mother’s
milk instinctively. It is the most natural human response for providing ideal food for
the healthy growth and development of the infant. As per WHO norms, the baby
must receive the benefits of early initiation of breastfeeding within an hour and
exclusive breast feeding for first six months of life. Thereafter, the child should
receive appropriate complementary foods with continued breastfeeding up to two
years or beyond. It also provides nutritious food in a form more easily digested
than any infant formula.

Breast milk provides the ideal nutrition for infants. It has a nearly perfect mix of
vitamins, protein, and fat—everything a baby needs to grow that help fight off
viruses and bacteria. It lowers baby’s risk of having asthma or allergies and have
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fewer ear infections, respiratory illnesses, and bouts of diarrhoea. It minimizes the
chance of visiting doctors or hospitalizations. It has very often been linked to higher
IQ scores in later childhood. Breast-feeding sets physical closeness, skin-to-skin
touching, and eye contact that help baby bonding with mother and the baby feels
secure. It enables the baby to gain the right amount of weight as they grow rather
than become overweight children.

Breastfeeding benefits the Mother as well. It is also an integral part of the
reproductive process with important implications for the health of the mother. It
burns extra calories and thus helps lose pregnancy weight faster. It is also held that
breastfeeding releases the hormone oxytocin that helps uterus return to its
pre-pregnancy size and may reduce uterine bleeding after birth. Additionally, it also
lowers risk of breast and ovarian cancer and osteoporosis.

In an article In MCH Community Newsletter ‘Breastfeeding, Special Issue,
August, 2008, Faridi MMA in her wonderful article ‘Health Care System In The
Protection, Promotion and Support of Breastfeeding observed as follows:

‘Human life begins in the womb, like in all mammals, where individual as fetus
gets all that is required for growth and development from the mother. After birth all
mammalian off-springs need mother for survival, so the human body. It includes
prevention from diseases, optimal nutrition for growth and stimulation and bonding
for quality development. Breastfeeding fulfils all the three attributes of survival to
the maximum. Breast milk, full of species specific anti-infective factors, is the first
vaccination to prevent diseases. It contains easily digestible nutrients in optimal
amounts and in appropriate ratios to achieve maximum growth. Breast feeding is
the best form of stimulation and bonding for the baby to guaranty quality devel-
opment. Hence breast feeding is a part of reproductive cycle.’

(iii) Appropriate management of diarrhoea

Diarrhoea is one of the major causes of mortality among under five children. It
contributes to 11 % deaths in age group beyond neonatal period. Diarrhoea is
defined as passage to three or more loose tools per day with or without blood. On an
average a child usually suffers from 1.7 episodes of diarrhoea per year.

The diarrhoeal disease control programme has been started in our country since
1978 under different programme heads. The main objective of the programme is to
prevent death due to dehydration. In order to control Diarrheal diseases
Government of India has adopted the WHO guidelines on Diarrhoea management.

• India introduced the low osmolality Oral Rehydration Solution (ORS), as rec-
ommended by WHO for the management of diarrhoea.

• Zinc has been approved as an adjunct to ORS for the management of diarrhoea.
Addition of Zinc would result in reduction of the number and severity of epi-
sodes and the duration of diarrhoea.

The protocol and advices as suggested for management of diarrhoea are the
following:
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1. The child has to be given plenty of home based fluids during episode of diar-
rhoea. ORS is the preferred fluids. In its absence, Rice water, Lassi, Soup, Daal,
water, Nimbupani, Tea etc. may be given.

2. ORS is supplied in the kits to all sub-centres in the country for free distribution
against any occurrence of diarrhoea. In case such ORS are not readily available,
it need to be purchased from a medicinal shop and prepare the same as below:

• Wash your hands with soap.
• Take a litre of clean drinking water in a clean container.
• Take a packet of ORS and add all its contents in the water.
• Stir thoroughly so that the powder is completely mixed.
• Cover the vessel.

3. ORS is to be given to the infants every one or two minutes. The amount of ORS
to be given to the infant is based on the infant’s age, as given here:

• Up to 2 months—5 spoons of ORS.
• From 2 months up to 2 years—One-fourth to half a cup.
• More than 2 years—half a cup to one full cup.
• Give enough ORS for the patient pass pale, yellow urine, four or five times a

day.

(iv) Appropriate management of Acute Respiratory Infection (ARI)

ARI is one of the major causes of mortality among under five children. It
accounts for 19 % deaths in age group beyond neonatal period. Every child very
often suffers 4 to 6 episodes of acute respiratory infections in one year. This
includes common cold cough and pneumonia. On an average 44Lac pneumonia
cases take place in India. Early diagnosis and appropriate use of antibiotics remains
one of the most effective interventions to prevent deaths due to pneumonia. The
medical advice and protocols for the management of ARI is the following:

• If child is having cold cough and fever but respiratory rate is normal and there is
no evidence of chest recession, then the child can be managed at home with
paracetamol for fever. The child has to be given plenty of fluids, keep warm, and
give normal diet. Home remedies like honey, ginger and tulsikada can be given.

• If child is having cold cough, fever and respiratory rate is increased but there is
no evidence of chest recession, then the child is suffering from pneumonia. The
child has to be taken to the nearest health centre and give him/her medicine for
five days as advised by the health functionary. The child has to be given plenty
of fluids, keep warm, and give normal diet. The child has to be Kept watch on
his/her respiratory rate and chest recession.

• If child is having cold cough, fever, respiratory rate is increased as well as there
is evidence of chest recession along with colour change on tongue and lips to

3.9 Child Care Issues Including Child Nutrition 109



blue then child is suffering from severe pneumonia. The child has to be taken to
the nearest hospital because child needs admission and injections for antibiotics.

(v) Universal Immunization Program

Immunization Programme is one of the key interventions for protection of
children from life threatening conditions, which are preventable. Immunisation
programme in our country was initiated in 1978 with limited outreach under
Expanded Programme of Immunisation (EPI). In 1985 with the launch of Universal
Immunization Programme (UIP), it was extended to the entire country and became
a part of Child Survival and Safe Motherhood Programme in 1992. The UIP now
falls under National Rural Health Mission (NRHM) since 2005. Under the
Universal Immunization Programme, Government of India is providing vaccination
to prevent eight vaccine preventable diseases nationally, i.e. Diphtheria, Pertussis,
Tetanus, Polio, Measles, severe form of Childhood Tuberculosis and Hepatitis B
and meningitis & pneumonia caused by Haemophilus influenza type B, and against
Japanese Encephalitis in selected districts. An Immunisation Schedule drawn by the
Ministry of Health and Family Welfare is shown below:

Immunisation Schedule under the Ministry of Health and Family Welfare

Sl.
No.

Vaccination Protection Number
of doses

Vaccine schedule

1 BCG (Bacillus
Calmette Guerin

Tuberculosis 1 At birth (up to 1 year
if not given earlier)

2 OPV (Oral Polio
Vaccine)

Polio 5 Birth dose for
institutional deliveries
within 15 days;
primary dose at 6, 10
and 14 week and
booster dose at 16–
24 months of age.
Given orally

3 Hepatitis B Hepatitis 4 Birth dose for
institutional deliveries
within 24 h and
primary dose at 6, 10
and 14 week

4 DPT (Diphtheria
Pertussis Tetanus
Toxoid)

Diphtheria Pertussis
Tetanus Toxoid

5 Three doses at 6, 10
and 14 week and two
booster dose at 16–
24 month and 5 years
of age

5 Measles Measles 2 9–12 months of age
and 2nd dose at 16–
24 months

(continued)
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(continued)

Sl.
No.

Vaccination Protection Number
of doses

Vaccine schedule

6 TT (Tetanus Toxoid) Tetanus 2 10 Years and
16 years of age

7 JE Vaccination (in
selected 177 JE
blocks

1st dose in 9–
12 months in age and
2nd dose at 16–24

177 endemic districts
in 19 States)

Japanese
encephalitis

2 16–24 months of age
at JE endemic
districts immediately
after completion of
campaign

8 Hib containing
Pentavalent vaccine
(Hib+DPT+Hep B)
presently in eight
States (Tamil Nadu,
Kerala, Gujrat,
Haryana, Karnataka,
Goa, J&K and
Puducherry

Diphtheria,
Pertussis, Tetanus,
Hepatitis B and
Haemophilus
Influenza type B
associated
Pneumonia,
Meningitis

3 6, 10 and 14 week of
age

The Ministry of Health and Family Welfare launched the Rotavirus vaccine as
part of universal immunisation programme very recently on 26th March, 2016
among children less than five years of age to prevent diarrhoeal deaths, which
claims the lives of nearly 1 lakh kids every year. With this addition, nine vacci-
nations are now available under universal immunisation programme.

(vi) Vitamin A deficiency (VAD)

Vitamin A deficiency (VAD) is a major contributor to child mortality. There is
increasing evidence that it also raises significantly the risk of maternal death.
The VAD is the leading cause of preventable severe visual impairment and
blindness in children and increases the risk of disease and death from severe
infections from common childhood infections as diarrhoeal disease and measles.
For pregnant women, vitamin A deficiency occurs especially during the last tri-
mester when demand by both the unborn child and the mother is highest. The
mother’s deficiency is demonstrated by the high prevalence of night blindness
during this period.

The website of WHO has mentioned that ‘the basis for lifelong health begins in
childhood. Vitamin A is a crucial component. Since breast milk is a natural source
of vitamin A, promoting breastfeeding is the best way to protect babies from VAD.
For deficient children, the periodic supply of high-dose vitamin A in swift, simple,
low-cost, high-benefit interventions has also produced remarkable results, reducing
mortality by 23 % overall and by up to 50 % for acute measles sufferers. Planting
these “seeds” between 6 months and 6 years of age can reduce overall child

3.9 Child Care Issues Including Child Nutrition 111



mortality by a quarter in areas with significant VAD. The impact of this single
supplementation on childhood mortality is as great or greater than that of any one
vaccine—and it costs a very insignificant sum for a dose However, because
breastfeeding is time-limited and the effect of vitamin A supplementation capsules
lasts only 4–6 months, they are only initial steps towards ensuring better overall
nutrition and not long-term solutions.

Cultivating the garden is the next phase necessary to achieve long-term results.
Food fortification takes over where supplementation leaves off. Food fortification,
maintains vitamin A status, especially for high-risk groups and needy families. For
vulnerable rural families, growing fruits and vegetables in home gardens comple-
ments dietary diversification and fortification and contributes to better lifelong
health.’

(vii) Treatment of Anaemia

Anaemia refers to any deficiency in the blood, either in quality or quantity.
Though there are different forms of anaemia, but the term usually refers to a
decrease in the number of red blood cells or a reduction in haemoglobin. It is not a
disease, but is a symptom of a disease. It can be caused by bleeding, poor diet,
reaction to certain drugs or diseases of bone marrow. Treatment depends on the
cause of the anaemia.

Iron deficiency anaemia is the most common type of anaemia and frequently
occurs in girls and women during the female reproductive years. While excessive
blood loss most commonly causes iron deficiency anaemia, increasing dietary
intake of iron-rich foods can both help prevent and treat low iron levels in blood.
Further, intake of folic acid and vitamin C in foods helps body absorb iron better.

(viii) Child nutrition

Nutrition is recognised as a basic pillar for physical and mental development.
Adequate nutrition is essential in early childhood to ensure growth, proper organ
formation and function, a strong immune system, and neurological and cognitive
development. Good nutrition is the bedrock of child survival, health and devel-
opment. Proper nutrition in childhood can reinforce lifelong eating habits that
contribute to children’s overall wellbeing and help them to grow up to their full
potential and a healthy life. A child needs to be well-nourished to be able to grow as
a natural human being and be in a position learn properly and acquire skill effi-
ciently so that she/he can participate in the bigger outer world and contribute
meaningfully. Nutrition also provides resilience in the face of disease, disasters, and
other crises. Thus, from a country’s perspective of economic growth and human
development, well-nourished population can contribute meaningfully for the
development of their country.

The state of child nutrition in India is far from ideal. Unicef website summarises
the state of child nutrition in India under caption ‘Fast Facts’ which are as follows:
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“In India 20 % of children under five years of age suffer from wasting due to
acute under-nutrition. More than one third of the world’s children who are wasted
live in India.

Forty three per cent of Indian children under five years are underweight and
48 % (i.e. 61 million children) are stunted due to chronic under-nutrition, India
accounts for more than 3 out of every 10 stunted children in the world.

Under-nutrition is substantially higher in rural than in urban areas. Short birth
intervals are associated with higher levels of under-nutrition.

The percentage of children who are severely underweight is almost five times
higher among children whose mothers have no education than among children
whose mothers have 12 or more years of schooling.

Under-nutrition is more common for children of mothers who are undernour-
ished themselves (i.e. body mass index below 18.5) than for children whose
mothers are not undernourished.

Children from scheduled tribes have the poorest nutritional status on almost
every measure and the high prevalence of wasting in this group (28 %) is of
particular concern.

• India has the highest number of low birth weight babies per year at an estimated
7.4 million.

• Only 25 % of new-borns were put to the breast within one hour of birth.
• Less than half of children (46 %) under six months of age are exclusively

breastfed.
• Only 20 % children age 6–23 months are fed appropriately according to all

three recommended practices for infant and young child feeding.
• 70 % children age 6–59 months are anaemic. Children of mothers who are

severely anaemic are seven times as likely to be severely anaemic as children of
mothers who are not anaemic.

• Only half (51 %) of households use adequately iodized salt.
• Only one third (33 %) Indian children receive any service from an anganwadi

centre; less than 25 % receive supplementary foods through ICDS; and only
18 % have their weights measured in an AWC”.

In this given background, it is desirable to have fair idea about ICDS programme
and also to know what should be the age-appropriate diet for children. An
age-appropriate diet is one that provides adequate nutrition and is appropriate for a
child’s state of development. In view of great diversity in respect of economic
status, customs, cultural practices and plural dietary habits in the country side, no
national standard for age-appropriate diet for children of the country has been put
out by the Ministry of Health and Family Welfare though under ICDS programme
supplementary nutrition is provided. WHO, Unicef and medical professionals are
all in agreement that Breast milk contains all the nutrients that a child is needed and
hence the child has to be exclusively on breastfeed for the first six months. Post six
months, breast milk alone doesn’t meet other nutrients requirements, like iron, and
hence the child has to be introduced slowly with other foods. In other words,
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age-appropriate diet for children for post six months is very crucial for building up
the nutrition profile of a child. As a general principle, nutrition must be given
through a judicious combination of a variety of foodstuffs from different food
groups. Dietary intakes lower or higher than the body requirements can lead to
under-nutrition. A just quantum of diet, providing all nutrients, is needed during
this period.

There are no uniform prescriptions for age-appropriate diet for children
However, after a child has grown six months of age he/she needs to be introduced
semi-solid food along with breast milk. Before such cereal is introduced, the mother
needs to check up whether the baby is ready to eat semi-solid foods by looking at
the following milestones:

• The birth weight has doubled
• The baby has good control of head and neck
• The baby can sit up with some support
• The baby can show fullness by turning the head away or by not opening the

mouth
• The baby begins showing interest in food when others are eating.

Normally, the pedestrians suggest that diet for 6–8 months is semi-solid feedings
with iron-fortified baby rice cereal mixed with breast milk or formula. Initially,
cereal may be offered 2 times per day in servings of 1 or 2 tablespoons which may
be increased gradually to 3 or 4 tablespoons of cereal. However, breast milk or
formula has to be offered three to four times per day at this age as well. After a baby
is accustomed to baby cereals, fruits and vegetables may be introduced one at a
time, waiting 2–3 days in between to check for any allergic reaction. Thereafter,
gradually small quantum of locally available seasonal plain vegetables such as
green peas, potatoes, carrots, sweet potatoes, squash, beans, beets and locally
available seasonal plain fruits such as bananas, guava, papia, melon etc. may be
given. At 8–12 months of age, a baby may be ready to try iron-rich foods such as
finely chopped meats but not more than once in a week and too with very small
amount. Other option like Eggs may be given 3–4 times per week, but only the yolk
until the baby is 1 year old, as some babies are sensitive to egg whites. By the age
of 1, most children are likely to be off the bottle. If the child still uses a bottle, it
should contain water only. After a baby is 1-year old, whole milk may replace
breast milk or formula. Children under the age of 2 should not be given low-fat milk
(2 %, 1 %, or skim) as they need the additional calories from fat to ensure proper
growth and development. As a general rule, Toddlers and small children will
usually eat only small amounts at one time, but will eat frequently (4–6 times)
throughout the day. After the age of 2, the diet has to be moderately low in fat, as
diets high in fat may contribute to heart disease, obesity, and other health problems
later in life. Providing a variety of foods from each of the food groups (breads and
grains, meats, fruits and vegetables, and dairy) will help to ensure enough vitamins
and minerals and prevent nutrition deficiencies. Further, children should rather
get all their nutrients from foods rather than vitamin supplements.
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Integrated Child Development Services Scheme (ICDS)

Against the above background, the Government of India launched the Integrated
Child Development Services (ICDS) Scheme in 1975 with the following objectives:

• to improve the nutritional and health status of children in the age group 0–
6 years;

• to lay the foundation for proper psychological, physical and social development
of the child;

• to reduce the incidence of mortality, morbidity, malnutrition and school dropout;
• to achieve effective coordination of policy and implementation amongst the

various departments to promote child development; and
• to enhance the capability of the mother to look after the normal health and

nutritional needs of the child through proper nutrition and health education.

The above objectives are sought to be achieved through a package of six services
comprising:

• supplementary nutrition,
• immunization,
• health check-up,
• referral services,
• pre-school non-formal education and
• Nutrition & health education.

ANM identifies the target group with the assistance of AWW from among
under-privileged families. The details of six services are as follows:

(1) Nutrition including Supplementary Nutrition
This includes supplementary feeding and growth monitoring; and prophylaxis
against vitamin A deficiency and control of nutritional anaemia. All families in
the community are surveyed, to identify children below the age of six and
pregnant & nursing mothers. They avail of supplementary feeding support for
300 days in a year. By providing supplementary feeding, the Anganwadi
attempts to bridge the caloric gap between the national recommended and
average intake of children and women in low income and disadvantaged
communities. Growth Monitoring and nutrition surveillance are two important
activities that are undertaken. Children below the age of three years of age are
weighed once a month and children 3–6 years of age are weighed quarterly.
Weight-for-age growth cards are maintained for all children below six years.
This helps to detect growth faltering and helps in assessing nutritional status.
Besides, severely malnourished children are given special supplementary
feeding and referred to medical services.
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Type of Supplementary Nutrition:

(i) Children in the age group 0–6 months:

• For Children in this age group, States/UTs may ensure continuation
of current guidelines of early initiation (within one hour of birth) and
exclusive breast-feeding for children for the first 6 months of life.

(ii) Children in the age group 6 months to 3 years:

• For children in this age group, the existing pattern of Take Home
Ration (THR) under the ICDS Scheme continues. However, in
addition to the current mixed practice of giving either dry or raw
ration (wheat and rice) which is often consumed by the entire family
and not the child alone, THR is given in the form that is palatable to
the child instead of the entire family.

(iii) Children in the age group 3–6 years:

• For the children in this age group, State/UTs are to make arrange-
ments to serve Hot Cooked Meal in AWCs and mini-AWCs under
the ICDS Scheme. Since the child of this age group is not capable of
consuming a meal of 500 calories in one sitting, the States/UTs are
to consider serving more than one meal to the children who come to
AWCs. Since the process of cooking and serving hot cooked meal
takes time, and in most of the cases, the food is served around noon,
States/UTs may provide 500 calories over more than one meal.
States/UTs may arrange to provide a morning snack in the form of
milk/banana/egg/seasonal fruits/micronutrient fortified food etc.

(2) Immunization
Immunization of pregnant women and infants protects children from six
vaccine preventable diseases, namely-poliomyelitis, diphtheria, pertussis,
tetanus, tuberculosis and measles are organised. These are major preventable
causes of child mortality, disability, morbidity and related malnutrition.
Immunization of pregnant women against tetanus also reduces maternal and
neonatal mortality.

(3) Health Check-ups
This includes health care of children less than six years of age, antenatal care
of expectant mothers and postnatal care of nursing mothers. The various health
services provided for children by Anganwadi workers and Primary Health
Centre (PHC) staff includes regular health check-ups, recording of weight,
immunization, management of malnutrition, treatment of diarrhoea,
deworming and distribution of simple medicines etc.

(4) Referral Services
During health check-ups and growth monitoring, sick or malnourished chil-
dren, in need of prompt medical attention, are referred to the Primary Health
Centre or its sub-centre. The Anganwadi worker has also been oriented to
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detect disabilities in young children. She enlists all such cases in a special
register and refers them to the medical officer of the Primary Health
Centre/Sub-centre.

(5) Non-formal Pre-School Education (PSE)
The Non-formal Pre-school Education (PSE) component of the ICDS may
well be considered the backbone of the ICDS programme, since all its services
essentially converge at the Anganwadi—a village courtyard. Anganwadi
Centre (AWC) is the main platform for delivering of these services. These
AWCs have been set up in every village in the country. In pursuance of its
commitment to the cause of India’s Children, the government has decided to
set up an AWC in every human habitation/settlement. This is also the most
joyful play-way daily activity, visibly sustained for three hours a day. It brings
and keeps young children at the Anganwadi centre-an activity that motivates
parents and communities. PSE, as envisaged in the ICDS, focuses on total
development of the child, in the age up to six years, mainly from the under-
privileged groups. Its programme for the three-to six years old children in the
Anganwadi is directed towards providing and ensuring a natural, joyful and
stimulating environment, with emphasis on necessary inputs for optimal
growth and development. The early learning component of the ICDS is a
significant input for providing a sound foundation for cumulative lifelong
learning and development. It also contributes to the universalization of pri-
mary education, by providing to the child the necessary preparation for pri-
mary schooling and offering substitute care to younger siblings, thus freeing
the older ones—especially girls—to attend school.

(6) Nutrition and Health Education
Nutrition, Health and Education (NHED) are a key element of the work of the
Anganwadi worker. This forms part of BCC (Behaviour Change
Communication) strategy. This has the long term goal of capacity-building of
women, especially in the age group of 15–45 years so that they can look after
their own health, nutrition and development needs as well as that of their
children and families.

(b) Child Growth Standards

The WHO and the Unicef jointly worked out growth standard for identification
of 6–60 month old infants and children for the management of severe acute mal-
nutrition (SAM). Two most important standards are weight-for-height and
mid-upper arm circumference (MUAC). The WHO and the Unicef recommend the
use of a cut-off for weight-for-height of below-3 standard deviations (SD) of the
WHO standards to identify infants and children as having SAM. Children with a
MUAC less than 115 mm have a highly elevated risk of death compared to those
who are above.
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3.10 Educational Issues

Education, the spread of education and its quality are hardly given its due impor-
tance on population control and family planning, as it deserved, as a positive
contributor in containing the run-away population scenario in a country. As a matter
of fact, the standard of general education of a country is very crucial to facilitate
acceptance of any new educational input, ideas or practices which benefits any
individual or the society. It has all pervading influences in understanding sustain-
able population and its linked responsibility to have a limited size of a family.
Education broadens the mental horizon, sharpens the intellectual skill and enables
any individual to appreciate the perspective to take reasoned decision. The inherent
strength of education does not allow the walls of prejudice or any age-old beliefs
etc. to put up any obstruction whatsoever. Further, education provides a platform of
seeing, feeling and acting which he/she could not have done it otherwise and that
too, spontaneously. The main function of the educative process is also to pass down
knowledge from generation to generation—a process that is essential to the
development of culture for the good of the society. Formal education helps to
inculcate crucial skills and values central to the survival of the society. Inherent in
education, in all period of man’s history is a stimulus to creative thinking and action
which accommodates needs for cultural change from a generation to another.
Education also helps citizens to develop common values important for integrative
role in the social life. The role of education as an agent or instrument of social
change is recognized when it brings about a change in outlook and attitude of
man/woman.

Similarly, the role of mass education is also important in shaping and up-scaling
the average education status of its non-school citizens and enables them to take
appropriate decision in a given social context. It also promotes equality in the
average standard of general education and perception in social life by way of
generating a kind of common consciousness of their duties, obligations, responsi-
bilities both in relation to work and society. In the context of population control
programme, the role of mass education is thus very important as it educates and
prepares the social mind-set to respond to issues connected with family planning.

Finally, in a broader sense, Education has the function of cultural transmission in
all societies. Culture is a growing whole. There can be no break in the continuity of
culture. The cultural elements are passed on through the agents like family, school
and other associations. All societies maintain themselves through their culture
which includes a set of beliefs, skills, art, literature, philosophy, religion, music etc.
These social heritages are also usually transmitted through social education.
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3.11 Population Education

Population education is a new programme under the discipline of education, an
innovative programme designed to address population balance in a country. About
population education, there is no universally accepted definition as such but it
varies the way one looks at it. While some define it as to what population education
should aim at, some others look at it by giving a listing of its contents. Way back in
1970, in a regional workshop in UNESCO at Bangkok, Population education was
conceived as ‘an educational programmes which provides for a study of population
situation in the family, community, nation and world with the purpose of devel-
oping in the students rational and responsible attitudes and behaviour toward that
situation’. Another definition that emerged by way of refinement of the earlier
definition in 1972 in Philippines was that ‘population education is the process of
developing awareness and understanding of population situations as well as a
rational attitude and behaviour toward those situations for the attainment of quality
of life for the individual, the family, the community, the nation and the world’.

An UNESCO document defines ‘Population education as designed to help
people to understand the nature and particularly the causes and consequence of
population events. It is directed at a people as individuals or as members of groups,
as decision-makers or potential decision-makers within their families, as citizens
within a community, as leaders within a society and as policy makers within a
nation. All people are population actors making population-related decisions
throughout their lives….

…The sum of their decisions shapes the nature of the population forces (fertility,
mortality, migration) which operate within a society and which then affect other
social, political and economic forces. In turn, the social, political and economic
decisions made by the larger mass of people (the society or nation) influence the
behaviour of the individual, the family and the small communities to which they
belong. Population education, in essence, is an educational response to contem-
porary economic, social and political issues….

…Within the population context, population education may help people rec-
ognize and the nature of problems which have population components. It can help
them realize better how problems arise and what consequences their decisions and
actions will have. Within a development context, population education may be
designed to help people comprehend that social and economic development is, to
some variable extent, influenced by population processes and that their decisions
may depend upon the social and economic status of a society or nation. Within an
educational context, population education processes can contribute in many ways as
to the general development of education and to innovation and renovation. Since
most population issues have economic and social and political components, pop-
ulation education, in seeking to deal with these interactions, can contribute to the
reorganization of curricula along interdisciplinary lines. Population education can
aid in selecting contents which is relevant to the lives of learners and can contribute
to the development and learner-centred method of instruction”.
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The above definition covers comprehensively the goal and objectives of popu-
lation education. In short, the goal of population education is to involve people in a
learning process that will broaden their understanding of population-related issues
and develop in them appropriate skills to define and analyse these issues so that
ultimately they will be able to make rational and responsible decisions regarding
these issues in a way that is personally and socially relevant.

Just like education, population education need to reach out to students through
structured curricula in a formal system, and to out-of-school students through
informal system. It is usually held that population concepts spread too thinly in too
many school subjects are not very effective. However, when population content is
treated as an integral part of the school curricula and textbook, the teachers would
teach topics with all seriousness; even the sensitive issues can be properly reached
out. The core message and textual material are very crucial in a formal system of
population education. Of many items, the core message relating to family size,
marriage at appropriate permissible age, responsible parenthood, population related
beliefs and faith, population load impact on quality of life of family members and
the society, population change and effect on resources and environment etc. are
important. The subjects through which the aforesaid message need to be conveyed
belongs to Science, Geography, Civics, Economics, Social studies, Health and
home economics etc. As a matter of fact, the UNESCO Regional office for
Education in Asia and the Pacific published such learning materials on population
education long ago in 1984.

For the out-of-school Education programme of population education, the edu-
cation components are most critical. The items need to be the minimum but
focussed with core message of population education imbedded in them. The pre-
sentation could be in entertainment format but with message on fast changing
demographic scenario, the linkage of social, cultural, economic and psychological
determinants with the population process, the consequences of population changes
upon the environment and also on quality of life of the individual, the family and
the nation. The National policy and programme in relation to population control and
family planning need also to be included in it.

The National Population Policy, 2000 of India has not mentioned conspicuously
about the role of population education in furthering the cause of population sta-
bilisation efforts in the country. However, the long term effects of population
education in arresting the growth of population is well recognized. In the context of
India’s commitment to achieve SDGs by 2030, the requisite of sustainable popu-
lation has to be put in place. For achieving sustainable population, all available
options need to be fully utilised. Population education can play its crucial role in
restoring population balance in our country.
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3.12 Media Issues

The term media is derived from Medium, which means carrier. Media denotes a
links specifically designed to reach large viewers. Media is decisively the most
powerful instruments of communication. It helps to promote the right things in right
perspective and on right time. It helps to add on education and knowledge to enable
people at large to take informed decision as to what is right and what is wrong. In
our complex life, it is hardly possible to find out enough time or resources to have
access to materials which give an objective analysis on any important social issue or
any issue that has potential for any far reaching impact on our social life, cultural
life or on our environmental existence. The media plays that role in a very con-
structive way in increasing public awareness, sharpening perceptions, formatting
right attitudes and aptitude, and coalesces them in forming or shaping collective
views toward certain issue having common social goal for today or for the
tomorrow.

Media itself is like a universe. It has several segments of formats, each serving its
jurisdiction of information and knowledge dissemination. Thus there are mass
media, broadcast media, print media and the web media. The television and the
radio belong to broadcast media while newspapers, magazines and journals fall
under print media and the internet news and services are labelled as the web media.
Each of the media links has its own clientele for its news segments, entertainment
segments, and interaction forum for exchange of ideas, suggestions and views. The
Media, serving its national, regional or local areas and jurisdiction, as the case may
be, connect the people with a new message to undergo change in a silent mode to its
extant mental environment and then enable it to graduate to accept new ideas for a
better tomorrow.

Ours is a knowledge society in our current times. The society is in search of new
ideas and new knowledge. This quest for new knowledge is almost universal
irrespective of its rural and urban settings. However, the format need to be
client-friendly; for some particular location or for some particular social group,
repackaging of knowledge inputs might be necessary to meet the needs for such
local areas on ground of extant culture and/or on consideration of local, regional or
social mind-sets. In some cases, intensive inputs might be necessary for focussed
media intervention at an interval on ground of issue attention cycle.

Population control and family planning entails a lot of societal, cultural, edu-
cational, health, gender, environmental issues and the like for which public support
and participation are essential. Such public support and participation depends to a
great extent on their awareness and collective views. Media has the potentiality to
effect strong social and cultural impact upon the society. Because of its inherent
ability to reach large number of public, it is the best forum to convey message to
build public opinion and awareness. It is also less expensive to reach out large
number of people at minimal time.

In our country’s context, the vast potential of the role of media and its strong
overarching power remains largely unutilised. Except on annual coverage of World
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Population Day, Media hardly covers all related issues in a focused way as a part of
its social commitment and also as a social partner for safeguarding against run-away
population growth in our country. Admittedly, the media has the potentiality and
inherent strength to assess from outside the grey areas of programme implemen-
tation and the capacity to outreach any national level advocacy group, region-based
social and community leaders, local level social groups, decentralised local bodies
and volunteers to revisit their responsibility. Media may serve as a social moni-
toring format as well by way of issue-specific coverage, special supplements,
annual performance report on the population control front and the like. In the
context of India’s journey towards sustainable development by 2030, the role of the
media in ensuring sustainable population is immense and the media has to be
brought in a big way to realise it.

3.13 IEC Issues

Knowledge is a significant driving force for promoting growth and development.
Knowledge and transfer of functional knowledge is very important for social
development as it prepares the social mind to appreciate new ideas to overcome
extant challenges. Information, education and communication (IEC) serves as
vehicle for knowledge empowerment by broadening social perception and skill on
the related issues. In the context of family planning and related public health, IEC
often serves to change or reinforce health-related behaviour in a target audience. It
strives to address a specific problem within a defined period of time, through
communication methods and principles. This boils down the need for IEC initia-
tives to have a clear objective to ensure focussed outcome.

The most important component of IEC relates to information. The aspect of in-
formation becomes meaningful when it is communicated. On the other hand, com-
munication can take place only when it contains some component of message of
education. In family planning area, the role of communication is very important. The
social environment obtaining in the family planning area is characterised by the
prevalence of wall of ignorance and resistance. A good part of social groups and
individuals perceive family planning from different perspectives with different levels
of social focus. Such perception emanates from economic status, educational back-
wardness, ignorance and certain hard and inflexible religious, cultural and sub-
cultural beliefs. IEC aims at addressing suchmind-sets and effect behavioural change.

For designing an effective IEC, understanding the basic objective and the related
concern is very relevant. Mere elucidating the importance of IEC and introducing
some ideas to a motley group of persons do not go far in achieving intended
objectives. It is an irony that avowed goal of IEC very often goes astray for not
having clear and focused ideas of what have to be achieved. In other words, the
clarity of what the IEC is supposed to intervene and achieve is very important, and
have to be settled at the outset. For effective Population Control and family plan-
ning, a good number of issues have to be covered and addressed through the
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instrument of IEC for behavioural change. Such items range from medical issues to
non-medical issues falling in the category of educational, socio-cultural, legal and
infrastructural issues. Among medical and non-medical issues, there are a variety of
sub-issues which have to be addressed individually. A short-list of them is given
below by way of illustration:

Medical issues Non-medical issues

(•) Child health:
– Essentials of new born care
– Immunization
– Breast feeding
– ARI
– Diarrhoea
– Preventive health care for the
child

(•) Educational:
– Female education
– Family life education
– Literacy and adult education
– Population education

(a) Maternal health
• Prenatal, ante natal care
• Neonatal and peri-natal care
• Post partum care
• Birth spacing
• Maternal morbity
• STI
• RTI
• MTP
• Methods of family planning
• Infertility

(a) Socio-cultural
• Age of marriage
• Child marriage
• Son preference
• Girl child
• Attitude of elderly members in the family
• Male attitude and participation including non-scalpel
vasectomy

(b) AIDS (b) Legal Issues
• Marriage laws
• Adoption laws
• PNDT Act
• Marriage registration
• Birth and death registration

(c) Adolescents care including
anaemia

(c) Socio-infrastructural issues
• Eligible couple list
• Contractive prevalence survey/KAP studies
• Community needs assessment
• Training of family planning workers/Opinion leaders
• Decentralized family planning set-up
• Employment based FP set-up
• Counselling set-up
• Role of Civil Society including Women organisations

(d) School health care (d) IEC intervention programme

(e) Nutrition care for all (e) Monitoring of performance criteria

Linked with the focused objectives of the IEC, the most crucial function is to
identify clients and reach them. The targeted clients happen to be located in dif-
ferent geographical situations having diverse role and plural background. There
would, therefore, be varying IEC needs for each of them. A common IEC format for
such diverse IEC needs is not likely to have any meaningful impact and trigger
behavioural change. There has to have linkage between the IEC needs and IEC
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intervention. For that it is essential to undertake an assessment of IEC needs for
each of the target groups to begin with. In order that such need assessment is
correctly done, it would be necessary to have a fair idea of the category of clients
and shortlist them for programme coverage. An illustration is given for possible
clients and their probable IEC needs:

List of possible clients and their probable IEC needs

Possible clients Probable IEC needs

(a) Council of ministers
State planning board
State women commission
State minority commission
State backward commission
State government secretaries
Divisional commissioners

• Demographic status of the State and its
all-India relative position

• Demographic status of the districts and its
state-specific relative position

• Religion-wise decadal growth in the
districts of the State

• Vital statics of the State and the districts,
where ever available

• Family planning related performance data
• National population policy/State population
policy

• National health policy
• Population control and FP related
programmes in the state and its efforts index

(b) Home department • Demographic status of the State and its
all-India relative position

• Demographic status of the districts and its
state-specific relative position

• Religion-wise decadal growth in the
districts of the State

• National population policy/State population
policy

• Nature of possible infiltration and migration

(c) Health and family planning department • Demographic status of the State and its
all-India relative position

• Demographic status of the districts and its
state-specific relative position

• Religion-wise decadal growth in the
districts of the State

• Vital statics of the State and the districts,
where ever available

• Family planning related performance data
• National population policy/State population
policy

• National health policy
• District specific population control and FP
related programmes and its efforts index

• Supportive and complementary programmes
of other line departments, local bodies
(Panchayats and municipalities) and civil
societies etc.

(continued)
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(continued)

Possible clients Probable IEC needs

(d) Other associated departments (Rural &
Panchayat, Urban development/, Municipal
affairs, social welfare, minority affairs, mass
education, labour, Information & culture
affairs, planning etc.

• Demographic status of the State and its
all-India relative position

• Demographic status of the districts and its
state-specific relative position

• National population policy/State population
policy

• National health policy
• District specific population control and FP
related programmes and its supportive and
complementary programmes of the
department

(e) School education department • Integration of population education in
school curriculum

(f) GoI’s units at the State HQ including AIR,
Doordarshan and other media units

• Highlights of State Government’s
performing data on population control and
family planning

(g) Civil Society including opinion
leaders/advocacy group/social
workers/religious leaders/women
organizations etc.

• Un-served, under-served, resistant groups
and areas of concern

(h) Minority organizations/social groups • List of resistant families for family planning

(i) Municipal corporations/municipalities • Demographic status of the area and its
relative position

• Religion-wise decadal growth in its area
• National population policy/State population
policy

• National health policy
• Programmes of the government

(j) MPs/MLAs/Secretariat of all political
parties

• Demographic status of the district and its
relative position

• Religion-wise decadal growth in the
districts of the State

• Vital statics of the State and the districts,
where ever available

• Family planning related performance data
• National population policy/State Population
policy

• National health policy
• Programmes of the government
• Areas of concern

(k) State unit of the Indian medical
association

• Programmes of the government
• Areas of concern

(l) Central government’s medical
units/ESI/railway hospitals/private medical
clinics/nursing homes/private medical
practitioners/health units of private sector
organizations/residential colony

• Programmes of the family planning of the
State government

(continued)
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(continued)

Possible clients Probable IEC needs

(m) Newly Married Couples • Knowledge of plus and minus points of all
contraceptive methods and its availability

• Value of quality of life in a small family
• Birth spacing
• Family life education

(n) Eligible couples • Knowledge of plus and minus points of all
contraceptive methods and its availability

• Birth spacing
• Value of quality of life in a small family

(o) Problematic eligible couples having more
than two children

• Knowledge of terminal method of
contraceptive services for the male and also
for the female

• Impact of unwanted pregnancies on mother,
on family and the environment

(p) Eligible couples located at unstructured
situation (e.g. pavement dwellers etc.)

• Knowledge and availability of contraceptive
methods including permanent methods

• Immunization of children

(q) Adolescent girls • Knowledge of health and hygiene care
• Counselling care and its availability

(r) College students • Family life education
• Knowledge of contraceptive methods

(s) Others (Pharmaceutical shop) • Knowledge of display of contraceptives in a
customer friendly manner

Zilla Panchayat/District administration
including DPC, District health & family
welfare Samity

• Demographic status of the districts and its
state-specific relative position

• Religion-wise decadal growth in the
districts of the State

• Vital statics of the State and the districts,
where ever available

• Family planning related performance data
• National population policy/State population
policy

• National health policy
• District action plan on population control
and FP related programmes in the district
for all programme partners

• Monitoring indicators and periodical
performance report

District school education department/board • Monitoring of population education in
primary and secondary schools

Sub-divisional/Taluk level administration
including sub-divisional/Taluk level health &
family welfare administration

• Demographic status of the Subdivision and
its state-specific relative position

• Religion-wise decadal growth of its area
• Vital statics of the district, where ever
available

• Family planning related performance data
(continued)
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(continued)

Possible clients Probable IEC needs

• District action plan on population control
and FP related programmes falling in the
district for all programme partners

Block development office/block Panchayat
office/block primary health
centre/municipality

• Demographic status of the block and its
state-specific relative position

• Religion-wise decadal growth of its area
• Vital statics of the district, where ever
available

• Family planning related performance data
• Block action plan/municipality action plan
on population control and FP related
programmes in the district for all
programme partners

• Updated EC&CR, local body wise
• Monitoring indicators and periodical
performance report based on EC&CR

Gram Panchayat/sub-centre/municipal ward
committee/ICDS centre/

• Demographic status of the local area
• Religion-wise decadal growth of its area
• Block action plan on population control and
FP related programmes falling in the local
area

• List of all programme partners
• Updated EC&CR, local body wise
• Monitoring indicators and periodical
performance report based on EC&CR

IEC Medium
The critical role of need assessment for IEC in shaping behavioural change does not
call for further elaboration. However, the nature of the medium through which the
needs are to be met is important.. As a matter of fact, the power of medium as a
change agent is very critical. It sets on motion new wave for effecting and inter-
nalising behavioural change. The selection of medium does play crucial role in
meeting identified needs of varying clients located at different stations of pro-
gramme schedule. Internal message transmission through this process, however,
moves rather slowly, indeed very slowly, step by step, and, therefore, be never
attempted to rush forward. The initial Awareness promotes KAP status which
ultimately matures to trigger behavioural change. The sensibility and delicate nature
of community mind-set need to be kept in view during these stages. Further,
situation analysis is an essential requisite before embarking on IEC intervention on
diverse and differential clients. It has to be culture specific and be flexible. The
medium strategy itself may call for a change with the first order intervention as the
dynamic human mind-set may need an altogether new IEC intervention from a
particular stage on to another. Additionally, a combination of one or more medium
may be needed to reach out to difficult social groups or individuals.
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The available of possible IEC medium for the purpose of intervention to different
sets of clients may be shown as below:

• Electronic Media—TV/Doordarshan

– Musical logo on Family Planning
– Spots
– Films
– Panel discussion
– Quiz on Family Planning
– Song on Family Planning
– Question and Answer session

• Radio

– Musical logo on Family Planning
– Spots
– Films
– Panel discussion
– Quiz on Family Planning
– Song on Family Planning
– Drama
– Question and Answer session

• Other Electronic media

Help Line
Cinema slides
News/advertisement through cable network
Video
Video cassette

• Print Media

Advertisement
Family Planning related news
Family Planning related editorial
Special issues

Other Media

• Poster/Bill board/Display board
• Leaflet
• Booklet
• Fact sheet
• Flash card
• Flip chart
• Hoarding
• Banner/Festoons
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• Arms band
• Wall chart
• Wall painting/Transport cabin painting
• Slide
• Mobile IEC van
• Audio cassette
• Miking
• Beat of drums
• Folk song
• Door to door visit
• Group discussion
• Seminar
• Workshop
• Counselling centre
• Greetings card for newly married couple from Family Planning unit
• Family Planning football cup
• Inter collegiate quiz on adolescent health
• Inter school quiz on adolescent health for girls
• Inter school quiz on population education
• Family Planning fair/festivals
• Exhibition
• Rally
• Cartoon
• Puppet show
• Mime
• Drama
• Street drama
• Role play
• News Bulletin
• Population tower/clock
• Baby show
• Interactions with media personality/Social personality/Film Personality/Sports

personality etc.

Given the plethora of alternative choices, it would be worthwhile to work out a
simple matrix which could be used as a possible guide map for intervention of IEC
medium. It is reiterated that three stages are crucial before the onset of any beha-
vioural change, namely, awareness generation, knowledge development and
behavioural change. In keeping with these change format, IEC medium need to be
appropriately linked and put in place. Normally, mass media is very useful for
creation of awareness. Select leaflets, booklets and group communication make the
perspective clear, and facilitate in acquiring the related knowledge and deepen it
while person to person communication and counselling promotes behavioural
change. Further, IEC messages should have positive focus and non-argumentative
in presentation to kick up emotional response in an entertainment format. Focus
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attention can be drawn by creating humorous sex related situation leaving sug-
gestion of the intended core message.

List of possible clients and their probable IEC medium

Possible clients Probable IEC medium

(a) Council of ministers
State planning board
State women commission
State minority commission
State backward commission
State government secretaries
Divisional commissioners

Fact sheet

(b) Home department Fact sheet

(c) Health and family planning department Fact sheet and Booklet

(d) Other associated departments (Rural &
Panchayat, Urban development/, Municipal
affairs, social welfare, minority affairs, mass
education, labour, information & culture
affairs, planning etc.

Fact sheet and Booklet

School education department UNESCO publications on population
education

GoI’s units at the State HQ including AIR,
Doordarshan and other media units

Fact sheet

Civil society including opinion
leaders/advocacy group/social
workers/religious leaders/women
organizations etc.

Fact sheet, Booklet, group discussion,
seminar, workshop, rally etc.

Minority organizations/social groups Fact sheet, counselling, group discussion,
door to door visit

NGOs working on population and family
planning

Leaflet, Booklet, wall chart, posters,
cassettes, door to door visit, group discussion,
seminar, workshop, rally, role play, drama,
Street dram, Mime etc.

Municipal corporations/municipalities Fact sheet and Booklet

MPs/MLAs/secretariat of all political parties Fact sheet, leaflet, news bulletin etc.

State unit of the Indian medical association Fact sheet and news bulletin

Central government’s medical
units/ESI/railway hospitals/private medical
clinics/nursing homes/private medical
practitioners/health units of private sector
organizations/residential colony

Fact sheet and news bulletin

Newly married couples Greetings folder along with flip chart

Eligible couples Leaflet, door to door visit, group discussion,
counselling, family planning greetings card,
rally, role play, drama, street drama, Mime,
puppet show, cartoon, exhibition etc.

(continued)
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(continued)

Possible clients Probable IEC medium

Problematic eligible couples having more
than two children

Booklet on non-scalpel vasectomy, door to
door visit, group discussion, counselling, role
play, puppet show, cartoon etc.

Eligible couples located at unstructured
situation (e.g. pavement dwellers etc.)

Door to door visit, group discussion,
counselling, street drama, Mime, puppet
show, cartoon, contraceptive available points
etc.

Adolescent girls Booklet, quiz, seminar, question and answer
session, essay competition, cassette etc.

College students Booklet, quiz, seminar, question and answer
session, essay competition, cassette etc.

Others (Pharmaceutical shop) Guidelines for display contraceptives in a
customer = friendly manner and its quiet sale

District administration including DPC,
District health & family welfare Samity etc.

Fact sheet, leaflet, Booklet, wall chart,
stickers, seminar, news bulletin, departmental
periodicals etc.

District school education department/board Booklet and seminar

Sub-divisional administration including
sub-divisional health & family welfare
administration

Fact sheet, booklet, news bulletin, seminar,
workshop etc.

Block development office/block Panchayat
office/block primary health centre

Fact sheet, Booklet, leaflet, seminar,
workshop, wall chart, news bulletin etc.

Gram Panchayat/sub-centre/municipal ward
committee/ICDS centre/

Fact sheet, Booklet, leaflet, seminar,
workshop, wall chart, cartoon, news Bulletin,
group discussion, drama, street drama, door
to door visit

3.14 Legal Issues

The Population control programme is more of a social issue management pro-
gramme than a legal one. The area of social mind-set, social awareness and social
ownership ultimately decides the societal approved population size and number.
However, the administration and management of population control entails a lot of
issues which have legal implications and have, therefore, to be addressed legally. It
would, therefore, be desirable to enlist them formally before discussing each of
them. They are listed as follows:
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3.14.1 Constitutional Provisions

The Constitution of India, adopted in 1950, did not have any provision, direct or
otherwise, on items relating to the population problem of the country. In 1976,
however, a new entry, 20A to List III-Concurrent List, had been added which reads
as “Population Control and Family Planning”. The entry of this item to the
Concurrent list empowered the Parliament to legislate on this very important social
issue at its own. Further, in the Constitution, a proviso in Article 81 was subse-
quently introduced by the 42nd Constitutional Amendment providing that until the
Census 2001, the increasing number of population in any state would not be
reckoned for the purpose of further number of members to the Parliament from any
state or in the state legislatures in order to guard against rising number of population
in some states, poor performance in family planning and clamour for higher rep-
resentation in Parliament.

Similar provisions had also been added to Article 55 (Manner of Election of
President), Article 82 (Readjustment after each census), Article 170 (Composition
of Legislative assemblies of States), and Article 330 (Reservation of Seats for
scheduled Castes and Scheduled Tribes in the House of the People). In 2000, the
current freeze on the number of seats in Lok Sabha and State assemblies has been
extended till 2026. Thus, the 42nd Amendment, 1976 and 91st Amendment, 2000
of the Constitution of India has brought in certain important changes with its
bearing on family planning.

3.14.2 Legal age of Marriage

Earlier it has been discussed in details about child marriage in the context of
population control. The related Act is now shown below:

• The Prohibition Of Child Marriage Act, 2006(6 of 2007):

Child Marriage is one of the prime reasons for number of child births, poor
health of the Children and the mother and is also important causal factor for high
IMR and MMR in our country. Earlier, in the pre-independence era, an Act namely,
The Child Marriage Restraint Act, 1929 was in vogue for restraining solemnisation
of child marriages. The Act was subsequently amended in 1949 and 1978 in order
to raise the age limit of the male and female persons for the purpose of marriage.
The Act had no provision to declare Child marriage invalid. Following the rec-
ommendations of the National Human Right Commission and the National
Commission on Women, The Prohibition Of Child Marriage Act, 2006 was enacted
by the Union Government. It extends to the whole of India and it applies also to all
citizens of India without and beyond India.
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The salient features of this Act are as follows:

• A provision to declare child marriage as voidable at the option of the contracting
party to the marriage, who was a child (sec-3)

• A provision requiring the husband or, if he is a minor at the material time, his
guardian to pay maintenance to the minor girl until her remarriage (sec-4)

• A provision for the custody and maintenance of children born of child marriages
(sec-5)

• A provision that notwithstanding a child marriage has been annulled by a decree
under section 3, every child born of such marriage, whether before or after the
commencement of the Act, shall be legitimate for all purposes (sec-6)

• Empowering the district court to add to, modify or revoke any order relating to
maintenance of the female petitioner and her residence and custody or main-
tenance of children, etc. (sec-7)

• A provision for declaring the child marriage as void in certain circumstances
(sec-12)

• Empowering the courts to issue injunctions prohibiting solemnisation of mar-
riages in contravention of the provisions of this Act (sec-13)

• A provision making the offences under the Act to be cognizable for the purposes
of investigation and for other purposes (sec-15)

• A provision for appointment of Child Marriage Prevention Officers by the State
Governments (sec-16)

• Empowering the State Governments to make rules for effectively administration
of the Act (sec-19).

The crucial provision in this Act is the role of the State Government in that it has
to frame Rules under provisions of the Act for its proper administration. This is a
grey area as many State governments have neither framed Rules nor appointed
Child Marriage Prevention Officers for effective administration of this important
legislation.

3.14.3 Registration of Marriage

Registration of marriage is a format needed to enable the husband or the wife to get
a legal document from the appropriate authority as to the marital status of the
couple in the eye of law. It is a useful reference document for all incidental issues
connected with the marriage including right and obligations of the husband or the
wife, as the case may be. Earlier registration of marriage was optional but not
compulsory. It is now required that all marriages should be registered under the
related Act of the couple.

A marriage which has already been solemnised can be registered either under the
Hindu Marriage Act, 1955 or under the Special Marriage Act, 1954. The Hindu
Marriage Act is applicable in cases where both husband and wife are Hindus,
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Buddhists, Jains or Sikhs or where they have converted into any of these religions.
Where either of the husband or wife or both are not Hindus, Buddhists, Jains or
Sikhs, the marriage is registered under The Special Marriage Act, 1954.

Further, marriage can be solemnised between any two persons under The Special
Marriage Act, 1954.

Delhi (Compulsory Registration of Marriage) Order, 2014:

The Hon’ble Supreme Court of India in a case titled Smt. Seema vs Aswini
Kumar in transfer petition (c) No, 291 of 2005 directed compulsory registration of
marriages solemnized in the respective State/Territories. As a consequence thereof,
registration of marriage is now compulsory and such States/Union Territories are
required to issue their own marriage registration order. The Government of Delhi
has since issued the Delhi (Compulsory Registration of Marriage) Order, 2014 vide
Notification No. F.1(12)DC/MC/2014/4392/dt 24.04.2014 which is briefly captured
hereunder to enable other state governments/Union Territories to have similar
regulation in their areas.

1. Short title extent and commencement

(a) This order is called the Delhi (Compulsory Registration of Marriage)
Order, 2014

(b) This order shall extend to all marriages solemnized in Delhi irrespective of
caste, creed and religion professed by the parties to the marriage.

(c) This order shall come into effect on the date of its notification in the
official gazette.

2. Compulsory Registration of marriage:

(a) On the commencement of this order, any marriage solemnized in Delhi
between a male having completed 21 years of age and a female having
completed 18 years of age on the date of solemnization of marriage and of
which one of the parties is an Indian citizen, such marriage shall be
compulsorily registrable in accordance with this order, irrespective of
caste, creed and religion professed by any party or parties to such
marriage.

Provided that if the marriage has already been solemnized under any
existing law, the same shall not be required to be registered under this
order.

(b) Notwithstanding anything in any custom or practice, which may be
derogatory with the aforesaid provision regarding compulsory registration
of marriage, the provision of sub-clause (a) of this order shall have an
overriding effect.

3. Marriage Officer:
For the purpose of compulsory registration of marriage in accordance with this
order, the marriage officer already appointed for registration of marriage under
the Hindu Marriage Act, Special Marriage Act or any other law for the time
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being in force in Delhi, shall have the jurisdiction to register marriage under
this order also.

Provided that the Government of NCT of Delhi may appoint additional
marriage officer for the purpose of this order and may also delegate the powers
of marriage officer to any retired gazetted officer appointed for the purpose for
such period not exceeding 5 years after his retirement and having attained the
age of 65 years.

4. Procedure:

(a) Within a period of 60 days, excluding the day on which marriage is
solemnized, the parties to the marriage shall apply jointly in the Prescribed
Form-A for registration of their marriage addressed to the marriage officer
having jurisdiction to register the same.

(b) Such prescribed application shall be accompanied by documentary proof
of age of both the parties, place of residence of the parties to the marriage,
Solemnization of marriage, identification of parties to the marriage, citi-
zenship of the parties, if any along with requisite fee of Rupees two
hundred.

(c) On receipt of such application along with requisite documents as pre-
scribed above and satisfaction of the marriage officer as regard authen-
ticity of such proof, the same shall be entered in the register of marriage
prescribed for the purpose as per Form-B.

(d) After having received such application complete in all aspect and having
entered the same in the prescribed register, the marriage officer shall fix a
date for the parties to appear in person along with the witnesses who shall
certify to the solemnization of such marriage and having proof of per-
manent resident of Delhi.

(e) The marriage officer thereafter on personal appearance of the party with
witnesses on such appointed date or any other extended date and on
satisfaction of solemnization of such marriage in Delhi shall issue the
requisite certificate of registration of such marriage as Form-C.

5. Jurisdiction of the marriage officer:
The marriage officer within whose district the marriage has been solemnized
shall have the jurisdiction to register the marriage.

Provided that the Sub divisional Magistrate (Head Quarter), Additional
District Magistrate and District Magistrate of Delhi shall have the concurrent
jurisdiction over entire Delhi to register any marriage solemnized in Delhi
within any Revenue District of Union Territory of Delhi.

6. Condonation of Delay:
In case of default to get the marriage registered within the prescribed period of
60 days, the marriage officer shall have the power to condone the delay not
exceeding further 60 days subject to additional fee of Rupees two hundred and
thereafter register the marriage.
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7. Consequence of non-registration marriage within the period prescribed:
Any party to the marriage having not registered their marriage within the
prescribed period/and or extended period shall suffer a penalty of Rupees one
thousand, imposed by the marriage officer.

Provided that such penalty or any part of it may be remitted by the
Additional District Magistrate of such district or the District Magistrate, Delhi
on application made in respect thereof by any party explaining reasonable cause
for not getting the marriage registered. The Additional District Magistrate or the
District Magistrate shall thereafter direct the marriage officer having jurisdic-
tion, to register such marriage, on payment of requisite fee and the penalty so
imposed.

8. Validity:
Registration of marriage under this order will not tantamount to validity of
marriage as the same would be the subject matter of the respective law, custom
and practices professed by the parties as applicable to such marriage.

9. E. registration:
The Govt. of NCT of Delhi shall endeavour o create a dedicated portal for the
purpose of online submission of application and prior appointment to facilitate
compulsory registration of marriage. The application form alternatively shall be
available on such portal which may be downloaded by the parties and be
submitted along with requisite documents manually at the respective counters
of the marriage registration offices. On such submission manually or online, a
computerized priority number along with appointed date for registration of
marriage shall be made available to the applicants to be produced at the time of
personal appearance before the marriage officer to register the marriage.

10. Tatkal registration of marriage:
To facilitate registration of marriage in case of urgency on priority basis,
corresponding optional facility shall also be available subject to payment of
additional fee of Rupees Ten thousand.

3.14.4 Dowry Prohibition Act, 1961

The object of the Dowry Prohibition Act, 1961 is to prevent the evil practice of
giving and taking dowry by the family of the bridegroom from the family of the
bride. The dowry system is a black spot in the beginning of a new family life linked
with marriage. It reduces the very institution of marriage to an auction exchange.
The linkages between dowry and population control is that dowry gives premium
concession on age of the bride which leaves the under aged bride with prolonged
reproductive period and in the process gives birth to a number of children. The
Dowry Prohibition Act, 1961 is therefore, a valuable instrument to control number
of births in an indirect manner. The extract of the Dowry Prohibition Act, 1961 is
now given below:
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Extracts of the Dowry Prohibition Act, 1961

1. Short title, extent and commencement.—(1) This Act may be called the Dowry
Prohibition Act, 1961.

It extends to the whole of India except the State of Jammu and Kashmir.
It shall come into force on such date as the Central Government may, by

notification in the official Gazette, appoint.
2. Definition of ‘dowry’.—In this act, ‘dowry’ means any property or valuable

security given or agreed to be given either directly or indirectly—

(a) by one party to a marriage to the other party to the marriage; or
(b) by the parents of either party to a marriage or by any other person, to

either party to the marriage or to any other person; at or before or any
time after the marriage in connection with the marriage of said parties but
does not include dower or mahr in the case of persons to whom the
Muslim Personal Law (Shariat) applies.
***

3. Penalty for giving or taking dowry.—(1) If any person, after the commence-
ment of this Act, gives or takes or abets the giving or taking of dowry, he shall
be punishable with imprisonment for a term which shall not be less than five
years, and with the fine which shall not be less than fifteen thousand rupees or
the amount of the value of such dowry, whichever is more:

Provided that the Court may, for adequate and special reasons to be
recorded in the judgment, impose a sentence of imprisonment for a term of
less than five years.
(2) Nothing in sub-section (1) shall apply to or, in relation to,—presents which
are given at the time of a marriage to the bride (without nay demand having
been made in that behalf):

Provided that such presents are entered in list maintained in accordance
with rule made under this Act; presents which are given at the time of marriage
to the bridegroom (without any demand having been made in that behalf):

Provided that such presents are entered in a list maintained in accordance
with rules made under this Act;

Provided further that where such presents are made by or on behalf of the
bride or any person related to the bride, such presents are of a customary
nature and the value thereof is not excessive having regard to the financial
status of the person by whom, or on whose behalf, such presents are given.

4. Penalty for demanding dowry.—If any person demands directly or indirectly,
from the parents or other relatives or guardian of a bride or bridegroom as the
case may be, any dowry, he shall be punishable with imprisonment for a term
which shall not be less than six months but which may extend to two years and
with fine which may extend to ten thousand rupees:

Provided that the Court may, for adequate and special reasons to be
mentioned in the judgment, impose a sentence of imprisonment for a term of
less than six months.
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5. Agreement for giving or taking dowry to be void.—Any agreement for the
giving or taking of dowry shall be void.

6. Dowry to be for the benefit of the wife or heirs.—(1) Where any dowry is
received by any person other than the woman in connection with whose
marriage it is given, that person shall transfer it to the woman

(a) if the dowry was received before marriage, within three months after the
date of marriage; or

(b) if the dowry was received at the time of or after the marriage within
three months after the date of its receipt; or

(c) if the dowry was received when the woman was a minor, within three
months after she has attained the age of eighteen years, and pending
such transfer, shall hold it in trust for the benefit of the woman.

(2) If any person fails to transfer any property as required by
sub-section (1) within the time limit specified therefor or as required by
sub-section (3), he shall be punishable with imprisonment for a term
which shall not be less than six months, but which may extend two
years or with fine which shall not be less than five thousand rupees, but
which may extend to ten thousand rupees or with both.

(3) Where the woman entitled to any property under sub-section (1) dies
before receiving it, the heirs of the woman shall be entitled to claim it
from the person holding it for the time being:
Provided that where such woman dies within seven years of her mar-
riage, otherwise than due to natural causes, such property shall-
if she has no children, be transferred to her parents, or
if she has children, be transferred to such children and pending such
transfer, be held in trust for such children.

(3-A) Where a person convicted under sub-section (2) for failure to transfer
any property as required by sub-section (1) or sub-section (3) has not,
before his conviction under that sub-section, transferred such property
to the women entitled thereto or, as the case may be, her heirs, parents
or children, the Court shall, in addition to awarding punishment under
that sub-section, direct, by order in writing, that such person shall
transfer the property to such woman, or as the case may be, her heirs,
parents or children within such period as may be specified in the order,
and if such person fails to comply with the direction within the period
so specified, an amount equal to the value of the property may be
recovered from him as if it were a fine imposed by such Court and paid
to such woman, as the case may be, her heirs, parents or children.

(4) Nothing contained in this section shall affect provisions of Sec. 3 or
Sec. 4.
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7. Cognisance of offences.—(1) Notwithstanding anything contained in the Code
of Criminal Procedure, 1973 (2 of 1974),—no Court inferior to that of a
Metropolitan magistrate or a Judicial Magistrate of the first class shall try any
offence under this Act;

8-A. Burden of proof in certain cases.—Where any person is prosecuted for taking
or abetting the taking of any dowry under Sec. 3, or the demanding of dowry
under Sec. 4, the burden of proving that he had not committed an offence
under those sections shall be on him.

8-B. Dowry Prohibition Officers.—(1) The State Government may appoint as many
Dowry Prohibition Officers as it thinks fit and specify the areas in respect of
which they shall exercise their jurisdiction and powers under this Act.

(2) Every Dowry Prohibition Officer shall exercise and perform the fol-
lowing powers and functions, namely,—

(a) to see that the provisions of this Act are complied with;
(b) to prevent, as far as possible, the taking or abetting the taking of, of

the demanding of, dowry;
(c) to collect such evidence as may be necessary for the prosecution of

persons committing offences under the Act; and
(d) to perform such additional functions as may be assigned to him by

the State Government, or as may be specified in the rules made
under this Act.

(3) The State Government may, by notification in the official Gazette, confer
such powers of a police officer as may be specified in the notification, the
Dowry Prohibition Officer who shall exercise such powers subject to
such limitations and conditions as may be specified by rules made under
this Act.

(4) The State Government may, for the purpose of advising and assisting the
Dowry Prohibition Officers in the efficient performance of their functions
under this Act, appoint an advisory board consisting of not more than five
social welfare workers (out of whom at least two shall be women) from
the area in respect of which such Dowry Prohibition Officer exercises
jurisdiction under sub-section (1).

9. Power to make rules.—(1) The Central Government may, by notification in
the official Gazette, make rules for carrying out the purposes of this Act.
**

10. Power of the State Government to make rules.—The State Government may,
by notification in the official Gazette, make rules for carrying out the purposes
of this Act.
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THE DOWRY PROHIBITION (MAINTENANCE OF LISTS OF PRESENTS TO
THE BRIDE AND BRIDEGROOM) RULES, 1985

G.S.R. 664 (E), dated 19th August, 1985—In exercise of the powers conferred
by Sec. 9 of the Dowry Prohibition Act, 1961 (28 of 1961), the Central Government
hereby makes the following rules, namely:

1. Short title and commencement.—(1) These rules may be called the Dowry
Prohibition (Maintenance of Lists of Presents to the Bride and Bridegroom)
Rules, 1985.

(2) They shall come into force on the 2nd day of October, 1985, being the date
appointed for the coming into force of the Dowry Prohibition (Amendment)
Act, 1984 (63 of 1984).

2. Rules in accordance with which lists of presents are to be maintained.—(1) The
list of presents which are given at the time of the marriage to the bride shall be
maintained by the bride.

(2) The list of present which are given at the time of the marriage to the
bridegroom shall be maintained by the bridegroom.

Every list of presents referred to in sub-rule (1) or sub-rule (2),—

(a) shall be prepared at the time of the marriage or as soon as possible after the
marriage:

(b) shall be in writing;
(c) shall contain,—

(i) a brief description of each present;
(ii) the approximate value of the present;
(iii) the name of the person who has given the present; and
(iv) where the person giving the present is related to the bride or bride-

groom, a description of such relationship;

(d) shall be signed by both the bride and the bridegroom.
3. The bride or the bridegroom may, if she or he so desires, obtain on either or

both of the lists referred to in sub-rule (1) or sub-rule (2) the signature or
signatures of any relations of the bride or the bridegroom or of any other
person or persons present at the time of the marriage.

3.14.5 The Preconception and Pre-natal Diagnostic Test Act

The demographic balance of any healthy society depends on the
existence/prevalence of a natural sex ratio. Sex ratio means the ratio of females to
males in a given population. Such sex ratio may be looked upon from three angles:
primary, secondary and tertiary. The primary sex ratio is the ratio at the time of
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conception; secondary sex ratio is the ratio at time of birth while tertiary sex ratio is
the ratio of mature organisms. The Preconception and Prenatal Diagnostic Test Act
aims at safeguarding the primary and the secondary sex ratio. Incidentally, the
secondary sex ratio is commonly assumed, in human system, to be 105 boys to 100
girls and is often referred as “a ratio of 105’.

In the census presentation in India, the sex is captured under two formats: (a) Sex
ratio-the number of females per 1000 of male population; (b) Child Sex ratio-the
number of female children per 1000 of male child population in the age group of 0–
6 years of age. The Child Sex Ratio indicates the gap between the natural Child Sex
Ratio vis-à-vis the actual sex ratio at the early years of age group. The trend of Sex
Ratio and Child Sex Ratio in India since 1951 to 2011, which appears disturbing,
has been shown at Table 3.6.

The census findings over the decades point to the adverse female sex ratios in the
country foretelling the onset of an alarming demographic imbalance, with the help
of unscrupulous medical practitioners and modern technology to avert the birth of
female children. The pre-birth elimination was not limited to any group; it happened
to be a nationwide phenomenon. This practice initially started with the availability
of amniocentesis in 1974 and then with the coming in of the ultrasound scanning, it
rapidly gained momentum in the 80 s and 90 s. Popular upsurge against this evil
practice led the Government of Maharashtra to pass legislation at the first instance
to regulate the misuse of prenatal diagnostic techniques. The Government of India
passed the Prenatal Diagnostic Techniques (Regulation and Prevention of Misuse)
Act—(PNDT Act) in 1994.

The purposes of the PNDT Act were to provide for the regulation of the use of
pre-natal diagnostic techniques for the purpose of detecting genetic or metabolic
disorders or chromosomal abnormalities or certain congenital disorders and for the
prevention of the misuse of such techniques for the purpose of pre-natal sex
determination leading to female foeticide, and for matters connected there with or
incidental thereto.

The salient features of the PNDT Act are described hereunder:

• Sec 3(1) provided for regulation of Genetic Counselling Centre, Genetic
Laboratory or Genetic Clinic and none shall conduct, associate or help in
activities relating to pre-natal diagnostic techniques.

• Sec 3(2) stipulated that no such Genetic Counselling Centre, Genetic Laboratory
or Genetic Clinic shall employ any person who does not possess the prescribed
qualifications

• Sec 3 (3) mentioned that no medical geneticist, gynaecologist paediatrician,
registered medical practitioner or any other person shall conduct or aid in

Table 3.6 Sex ratio and child sex ratio of India since 1951 to 2011

Census year 1951 1961 1971 1981 1991 2001 2011

Sex ratio 946 941 930 934 929 933 940

Child sex ratio 983 976 964 962 945 927 914
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conducting by himself or through any other person any pre-natal diagnostic
techniques at a place other than a place registered under this Act.

Section-4 of the Act provides details on regulation of pre-natal diagnostic
techniques

• Sec 4 (1) stipulates that no place including a registered Genetic Counselling
Centre, Genetic Laboratory or Genetic Clinic shall be used by any person for
conducting pre-natal diagnostic techniques except for the purposes specified in
clause (2) and after satisfying any of the conditions specified in clause (3)

• Sec 4 (2) mentions that no pre-natal diagnostic techniques shall be conducted
except for the purposes of detection of any of the following abnormalities,
namely:

(i) Chromosomal abnormalities;
(ii) Genetic metabolic diseases
(iii) Haemoglobinopathies
(iv) Sex-linked genetic diseases
(v) Congenital anomalies
(vi) any other abnormalities or diseases as may be specified by the Central

Supervisory Board;

Sec 4 (3) provides that no pre-natal diagnostic techniques shall be used or
conducted unless the person qualified to do so is satisfied that any of the following
conditions are fulfilled, namely:

(i) Age of the pregnant woman is above thirty-five years;
(ii) The pregnant woman has undergone of two or more spontaneous abortions

or foetal loss;
(iii) The pregnant woman had been exposed to potentially teratogenic agents such

as drugs, radiation, infection or chemicals;
(iv) The pregnant woman has a family history of mental retardation or physical

deformities such as spasticity or any other genetic disease;
(v) Any other condition as may be specified by the Central Supervisory Board;

Sec 4(4) stipulates that no person, being a relative or the husband of the
pregnant woman shall seek or encourage the conduct of any pre-natal
diagnostic techniques on her except for the purposes specified in clause (2).

Sec 5(1) provides that no person referred to in clause (2) of section 3 shall
conduct the pre-natal diagnostic procedures unless—

He has explained all known side and after effects of such procedures to the
pregnant Section 5 mentions that written consent of pregnant woman is necessary.
Further it also prohibits communication of sex of foetus as mentioned below:

(a) Woman concerned;
(b) He has obtained in the prescribed form her written consent to undergo such

procedures in the language which she understands; and
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(c) A copy of the written consent obtained under clause (b) is given to the
pregnant woman.

Sec (6) is about determination of sex prohibition which provides that on and
from the commencement of this Act,—

(a) no Genetic Counselling Centre or Genetic Laboratory or Genetic Clinic shall
conduct or cause to be conducted in its centre, Laboratory or Clinic, pre-natal
diagnostic techniques including ultrasonography, for the purpose of deter-
mining the sex of a foetus;

(b) no person shall conduct or cause to be conducted in its centre, Laboratory or
Clinic, pre-natal diagnostic techniques including ultrasonography, for the
purpose of determining the sex of a foetus.

Sec-7 provides that the Central Government shall constitute a Central Advisory
Board with the Minister in charge of the Ministry or Department of Family Welfare
as ex officio Chairman with members as provided under sec 7(2). The Board shall
have the following functions, namely:

(i) to advise the Government on policy matters relating to use of pre-natal
diagnostic techniques;

(ii) to review implementation of the Act and rules made there under and rec-
ommend changes in the said Act and rules to the Central Government;

(iii) tocreat public awareness against the practice of pre-natal determination of
sex and female foeticide;

(iv) to lay down code of conduct to be observed by persons working at Genetic
Counselling Centre or Genetic Laboratory or Genetic Clinic;

(v) any other functions as may be specified under the Act.

Sec-17 empowers the Central Government to appoint one or more Appropriate
Authority for each of the Union Territories. It has also empowered the State
Governments to appoint one or more similar Appropriate Authority for the whole or
part of the state. Sec 17(3) provides that when such Appropriate Authorities are
appointed for the whole of the State or the Union Territory, they shall be of or
above the rank of the Joint Director of Health and Family Welfare, but when
appointed for any part of the State or Union Territory it shall be of such rank as the
State Government or the Central Government as may deem fit.

The Appropriate Authority shall have the following functions, namely:

(a) to grant, suspend or cancel registration of a Genetic Counselling Centre or
Genetic Laboratory or Genetic Clinic;

(b) to enforce standards prescribed for the Genetic Counselling Centre or Genetic
Laboratory or Genetic Clinic;

(c) to investigate complaints of breach of the provisions of this Act or the rules
made there under and take immediate action; and
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(d) to seek and consider the advice of the Advisory Committee, constituted under
sub-section (5), on application for registration and on complaints for sus-
pension or cancellation for registration.

Sec-17 (5) empowers respectively the Central Government and the State
Government to appoint an Advisory Authority for each of Appropriate Authority to
aid and advise the Appropriate Authority in the discharge of its functions, and shall
appoint one of its members of the Advisory Committee to be its Chairman. The
Advisory Committee shall consist of—

(a) three medical experts from amongst gynaecologists, obstetricians, pediatri-
cians and medical geneticists;

(b) one legal expert;
(c) one officer to represent the department dealing with information and publicity

of the State Government or the Union Territory, as the case may be;
(d) three eminent social workers of whom not less than one shall be from amongst

representatives of women’s organisations;

No person having been associated with the use or promotion of pre-natal
diagnostic techniques for determination of sex shall be appointed as a member of
the Advisory Committee.

The functions of such Committee shall be such as may be prescribed in Rules by
the State Government/Union Territory.

Sec 18 stipulates that no person shall open any Genetic Counselling Centre or
Genetic Laboratory or Genetic Clinic after the commencement of this Act unless
such Centre, Laboratory or Clinic is duly registered separately or jointly under this
Act.

Sec 19 provides that the Appropriate Authority, after holding an inquiry and
after satisfying the compliance of all requirements, shall grant certificate of regis-
tration to any Genetic Counselling Centre or Genetic Laboratory or Genetic Clinic
separately or jointly.

Sec 20 provides that the Appropriate Authority may suo moto, or on complaint,
issue a notice to any Genetic Counselling Centre or Genetic Laboratory or Genetic
Clinic to show cause why its registration should not be suspended or cancelled for
the reasons mentioned in the notice. Such Authority may, after proper application of
mind, suspend the registration of such unit with recorded reasons.

Sec 21 stipulates that the concerned Genetic Counselling Centre or Genetic
Laboratory or Genetic Clinic may prefer an appeal against such order to the Central
Government or the State Government, as the case may be, within 30 days from the
date of receipt of such order.

Sec 22 prohibits advertisement in any form (e.g. notice, circular, label wrapper
or any other visible representation) relating to pre-natal determination of sex. Such
contravention shall be punishable with imprisonment for a term which may extend
to 3 years and with fine which may extend to ten thousand rupees.

Sec 23 provides that any medical geneticist, gynaecologist, registered medical
practitioner etc. or any owner of such Genetic units or its employees who
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contravenes any provisions of this Act or rules there under shall be punishable with
imprisonment for a term which may extend to 3 years and with fine which may
extend to ten thousand rupees. The name of the registered medical practitioner shall
be reported by the Appropriate Authority to the respective State Medical Council
for removal of his name from the register of the council for a period of two years for
the first offence and permanently for subsequent offence.

Any person who seeks the aid of any form of Genetic Centre or any category of
medical practitioners etc. for conducting pre-natal diagnostic technique on any
pregnant woman (including such woman unless she was compelled to undergo such
diagnostic techniques) for purposes other than those specified in clause (2) of sec 4
shall be punishable with imprisonment for a term which may extend to 3 years and
with fine which may extend to ten thousand rupees. And on subsequent conviction
with imprisonment which may extend to 5 years and with fine which may extend to
fifty thousand rupees.

Sec 27 provides that every offence under this Act shall be cognizable,
non-bailable and non-compoundable.

Following a public interest litigation on non-enforcement of the law and
Supreme Court’s directive on it, the Ministry of Health and Family Welfare,
Government of India amended the original Act. The Act is now called The
Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex
Selection) Act. 2003.

The status of implementation of The Pre-Conception and Pre-Natal Diagnostic
Techniques (Prohibition of Sex Selection) Act. 2003 may be seen from the Report
Card as below:

Report card on PNDT act

Cases Convictions Sealing Licence cancellation/suspension

May 2011 869 55 409 –

Jan 2012 1048 85 869 16

June 2012 1212 111 866 33

Jan 2013 1327 111 989 33

July 2013 1521 116 1180 53

Sept 2013 1833 143 1242 65

Source Annual report, 2013–14, ministry of health and family welfare, Govt of India

The Report Card with fewer number of cases, low convictions and lower licence
suspensions shows the trend of poor implementation of the Act in a big country like
India.

Incidentally, the Beti Bachao, Beti Padhao, a pilot programme introduced in
October, 2014 to address the issue of declining Child Sex Ratio (CSR) in 100
selected districts with low in CSR, was launched nationwide by the Prime minister
on 22 January 2015 to address the dipping child sex ratio and empower girl child in
the country.
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3.14.6 The Medical Termination Of Pregnancy Act, 1971

Abortion is one of the options for any woman to exercise her reproductive right and
decision. It is, however, not an unfettered right but is subject to several biological
and legal restrictions. Uppermost consideration in this regard is the risk of life of the
pregnant woman including the possible grave injury of physical and mental health.
Further, the possible physical or mental abnormalities in the event any child is born
has to be seriously taken into consideration. Additionally, such abortion is legal
only up to twenty weeks of pregnancy under specific conditions. No adult woman
requires any other person’s consent except her own for such abortion.

The Medical Termination of Pregnancy Act was enacted in Parliament in 1971
to provide for the termination of certain pregnancies by registered medical prac-
titioners and for matters connected therewith or incidental thereto. It extends to the
whole of India except the State of Jammu and Kashmir.

The salient features of this Act are as follows:
Sec 3. When Pregnancies may be terminated by registered medical practitioners.

—

(1) a registered medical practitioner shall not be guilty of any offence under Indian
Penal Code or under any other law for the time being in force, if any preg-
nancy is terminated by him in accordance with the provisions of this Act.

(2) Subject to the provisions of sub-section (4), a pregnancy may be terminated by
a registered medical practitioner,—

(a) where the length of the pregnancy does not exceed twelve weeks, or
(b) where the length of the pregnancy exceeds twelve weeks but does not

exceed twenty weeks, if not less than two registered medical practitioners
are of opinion, formed in good faith, that,—

(i) the continuance of the pregnancy would involve a risk to the life of
the pregnant woman or of grave injury physical or mental health; or

(ii) there is a substantial risk that if the child were born, it would suffer
from such physical or mental abnormalities as to be seriously
handicapped.

Explanation 1.—Where any, pregnancy is alleged by the pregnant woman to
have been caused by rape, the anguish caused by such pregnancy shall be presumed
to constitute a grave injury to the mental health of the pregnant woman.

Explanation 2.—Where any pregnancy occurs as a result of failure of any device
or method used by any married woman or her husband for the purpose of limiting
the number of children, the anguish caused by such unwanted pregnancy may be
presumed to constitute a grave injury to the mental health of the pregnant woman.

(3) In determining whether the continuance of pregnancy would involve such risk
of injury to the health as is mentioned in sub-section (2), account may be taken
of the pregnant woman’s actual or reasonable foreseeable environment.
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(4) (a) No pregnancy of a woman, who has not attained the age of eighteen years,
or, who, having attained the age of eighteen years, is a lunatic, shall be
terminated except with the consent in writing of her guardian.

(b) Save as otherwise provided in C1. (a), no pregnancy shall be terminated
except with the consent of the pregnant woman.

Sec 4. Place where pregnancy may be terminated.—
No termination of pregnancy shall be made in accordance with this Act at any

place other than,—

(a) a hospital established or maintained by Government, or (b) a place for the time
being approved for the purpose of this Act by Government.

Sec 5. Sections 3 and 4 when not to apply.—

(1) The provisions of Sec.4 and so much of the provisions of sub-section (2) of
Sec. 3 as relate to the length of the pregnancy and the opinion of not less than
two registered medical practitioner, shall not apply to the termination of a
pregnancy by the registered medical practitioner in case where he is of
opinion, formed in good faith, that the termination of such pregnancy is
immediately necessary to save the life of the pregnant woman.

(2) Notwithstanding anything contained in the Indian Penal Code (45 of 1860),
the termination of a pregnancy by a person who is not a registered medical
practitioner shall be an offence punishable under that Code, and that Code
shall, to this extent, stand modified.

Sec 6. Power to make rules.

(1) The Central Government may, by notification in the Official Gazette, make
rules to carry out the provisions of this Act.

Sec 7. Power to make regulations.—

(1) The State Government may, by regulations,—

(a) require any such opinion as is referred to in sub-section (2) of Sec. 3 to
be certified by a registered medical practitioner or practitioners concerned
in such form and at such time as be specified in such regulations, and the
preservation or disposal of such certificates;

(b) require any registered medical practitioner, who terminates a pregnancy
to give intimation of such termination and such other information relating
to the termination as maybe specified in such regulations;

(c) prohibit the disclosure, except to such persons and for such purposes as
may be specified in such regulations, of intimations given or information
furnished in pursuance of such regulations.

(2) The intimation to be given or the information to be furnished in pursuance of
regulations made by State shall be to the Chief Medical Officer of the State.
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(3) Any person who wilfully contravenes or wilfully fails to comply with the
requirements of any regulation shall be liable to be punished with fine which
may extend to one thousand rupees.

Sec 8. Protection of action taken in good faith.—No suit for other legal pro-
ceedings shall lie against any registered medical practitioner for any damage caused
likely to be caused by anything which is in good faith done or intended to be done
under this act.

3.14.7 The Maharashtra Family Act, 1976

The Maharashtra Family Act was passed in 1976 to limit size of any family as per
governmentally determined size. The main objective behind the Act was that
contraception delivery system has not succeeded in reducing population. The
Maharashtra Family Act requires that if a couple have 3 living children one of the
parents be sterilized, unless the children are of the same sex.

This Act has been criticized on ground that it fails to protect the individual’s
right prior to sterilization. There is no provision in the Act to ensure that the
government will inform the people of the available methods of family planning
prior to the imposition of sterilization. The existing structure of the Act, which has
not been implemented as yet, need to be completed with a scheme for compulsory
family planning education and also providing opportunities to opt for other birth
control methods before resorting to compulsory sterilization as it has to be com-
patible with the human right of family planning.

3.14.8 Others

Disqualification Laws:
Some States like Rajasthan, Orissa, Haryana, Delhi and Andhra Pradesh have
enacted a law in order to have an effective check on the tendency of growing
population to give a boost to the national family planning program.
A disqualification is introduced with certain exceptions for being elected as a
member of the local self-government. The validity of the impugned provisions has
been upheld by the Division Bench of Rajasthan High Court Orissa High Court,
Andhra Pradesh High Court and by the Supreme Court of India as well.
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3.15 Organisational Issues and Organisational Set-up

An organization is an entity comprising multiple people with a particular purpose,
be it in the business or government department. An organizational structure in the
government defines how activities such as task allocation, coordination and
supervision are directed towards the achievement of organizational goal among the
layers of government. All organizations in the appropriate government level have
a management structure that determines relationships between the different activi-
ties and the members, and subdivides and assigns roles, responsibilities, and au-
thority to carry out different tasks. The organizational issues in population control
and family planning at the government level are seldom addressed independently
since it has become altogether an appendix of the health care system in our country
and is thus away of the arc light of focus and public scrutiny. For the same reason,
the goal of population stabilisation never becomes the key objective of the com-
posite organisation of Health and family welfare. This is one of the important
factors why population control and family planning is not eminently visible as a
programme in the country.

From our discussion above, it would appear that population control and family
planning is not an one dimensional management issue relating to health aspect only
and that a good number of social, political, religious, gender and other issues are
involved and inter-linked. Ideally management architecture for population control
and family planning need to be so structured as to address each of the issues
directly, preferably under the umbrella of a single organizational unit.

Right now, the Ministry of Health & Family Welfare, under Constitutional
provision, is entrusted with the following broad sections of work for the
Department of Health and Family Welfare, namely:

I. Union Business
II. List of Business for Legislative and Executive purposes in respect of Union

Territories
III. List of Business with which the Central Government deal in a legislative

capacity only for the Union and in both legislative and executive capacity for
all Union Territories.

IV. Miscellaneous Business
V. Family Welfare Matters.

All sections of work falling under I to IV relate to health issues of the Union
Government or those of Union Territories. Only section V deals with family welfare
details of which are mentioned hereunder:

• Policy and organisation of Family Welfare
• All matters relating to:

(a) National Rural Health Mission
(b) National Commission on Population
(c) Reproductive and Child Health
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• Intersectoral Coordination in accordance with National Population Policy
• Matters related to Janasankhya Sthiarta Kosh and Empowered Action Group
• Organisation and direction of education, training and research on all aspects of

family welfare including higher training abroad
• Production and supply of Aids to Family Welfare
• Liaison with foreign countries and international bodies as regards relating to

family welfare
• Family Welfare Schemes and Projects with external assistance
• International Institute of Population Science, Mumbai
• Development and Production of audio visual aids, extension education and

information in relation to population and family welfare
• Promoting Public Private Partnership for the Family Welfare Programme.
• All matters relating to following institutions:

(a) Hindustan Latex Limited, Thiruvananthapuram
(b) National Institute of Health and Family Welfare

• Implementation of Pre-conception and Pre-natal Diagnostic Technique
(Prohibition of sex selection) Act, 1994 (57 of 1994)-Medical Termination of
Pregnancy Act, 1971 (34 of 1971)

3.15.1 Organisational Set-up

As per website of the Ministry of Health and family Welfare, as on 12.12.2015, it
has the following broad organisational set-ups:

• Departments
• Directorate General Health Services
• Autonomous Bodies
• State Health Departments
• State Health Societies
• Hospitals
• Teaching Institutions
• Research Institutions.

In the said website of the Ministry, Departments have the following two parts,
namely,

• Departments of Health and Family Welfare
• Department of Health Research

It is rather unusual that even within departments in the Ministry, there is at
present no separate department of Family Welfare reflecting the kind of priority the
family welfare enjoys in the Ministry and thereby in the country. The Department of
Family Welfare, that had an independent existence earlier, was abolished with the
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launching of National Health Mission in 2005 during the Tenth Five Year Plan.
There is no separate directorate either for Family Welfare or Population Control and
Family Planning making it impossible to undertake issue-based management of
population control and family planning in the country. The entire Family Welfare
programme has been subsumed under the National Health Mission with health
focus only. This is a big area for policy reform in the country.

Looking around the issues as captured in Chap. 2, those listed under this Chap. 3
and the sustainable development issues as in Chap. 13, there are reasons to presume
that Population Control and Family Planning need a bigger organisational frame-
work with a much bigger organisational role than what it has been discharging at
present, The limited forum of family welfare within a limited space in the Ministry
of Health and Family Welfare is too inadequate and too meagre to play any
pro-active role and discharge its Constitution ordained function. In fact, a good
number of issues remains un-addressed and even when some of the issues are so
addressed, those are purely notional, and merely touched upon, without any visible
and commensurate outcome. Organisationally speaking, bigger problems need
robust and focussed handling which the existing organisational structure is unable
to cope with. It calls for a quantum jump from its existing status of being an
appendix to the Health Care Services to the big functioning forum of Population
Control and Family Planning in the country with authority of implementing,
coordinating, monitoring and evaluating all issues connected with Population
Control and Family Planning in the country. Further, such a visualised organisation
of independent ministry would require to inform the citizens of the country peri-
odically about what interventions are being made to stabilize population and seek
their support to bring it back to its sustainable level. The population control pro-
gramme of India is now threatened with an alarming scenario of overtaking even
the huge population size of China by 2025. Incidentally, India, as an important
member of UN and as a signatory to UN Summit of Sustainable Goals, 2015, is
supposed to reach the SDGs targets by 2030. Unless India is in a position to put in
place sustainable population, it will be well-nigh impossible to reach SDGs by
2030. The existing organisational set-up needs to be revamped to meet such new
challenges as well.

3.15.2 Counselling Set-up and Counselling Issues

Motivation and awareness building are essential requisites to condition the mind-set
of individuals to accept new ideas. While mere information through a service
provider or otherwise may be good enough to self-motivate any individual, it may
not be strong enough for some group of individuals to act upon it. Such individuals
may need additional support and assistance to enable them to take personal decision
for any informed choice. A good number of such eligible couples may remain in a
state of confusion till all their silent queries are adequately addressed by a different
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set of people at another level of clarification. It is here that the role of counselling
comes into facilitate to take final decision on the subject.

Counselling in the context of family planning is a process where face-to-face
discussion takes place with a family planning service provider or a team of service
providers to take informed decision on importance of family planning in the quest
for the quality of life style of the family including the consideration of health of
wife and the children. Moreover, counselling services provide related information
on the available options for family planning method for the male and for the female,
the plus and minus points of each of the methods and finally what would be the best
option for the eligible couple in their particular situation having regard to age,
reproductive behaviour and other factors. Additionally, it provides information on
access to obtain such contraceptives and how to make use of them. The core
intention of counselling is to enable the couple to take decision voluntarily based on
informed choice.

The importance of counselling centres as a referral point for motivation is not in
place for promotion of family planning services in our country. The institutional gap
in awareness building and motivation may be filled into a great extent by a network
of counselling points. The critically alarming demographic region deserves such
counselling centres for breaking the shell of resistance and for scaling up of out-
reach of family planning acceptance. Additionally, in the context of unmet need of
information of adolescents for right kind of hygienic practices, the importance of
contraceptive, its availability and other services for prevention of unwanted preg-
nancies, the counselling centres can play very important role. There is also a strong
case for establishing a counselling point near a cluster of colleges and universities
for meeting the educational need of contraception for the upcoming eligible cou-
ples, preferably by civil society group under shared responsibility.

At the ground level, the word counselling is used in popular sense and not in
terms of its professional meaning and services. Mere a talk or an advice by a health
professional at a family planning clinic is not enough to graduate it as counselling.
For a family planning counselling to be meaningful, it must have the following
components, usually referred as GATHER:

G Greet clients in a friendly way
A Ask clients about their family planning needs
T Tell clients about the available family planning methods
H Help clients decide which method they decide
E Explain how to use the method chosen
R Return visit should be planned.

In other words, counselling can take place when both the husband and the wife
remains present and participate in open and frank discussion in an exclusive and
enabling environment in a particular location. The plus and minus points of all the
methods are to be objectively discussed there and options of method chosen are to
be validated with reference to age and reproductive behaviour. In so far as service
providers are concerned, they must have a lot of empathy to understand the matter
from the client’s perspective and that due respect should also be given to client’s
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feeling and attitude. Furthermore, privacy of the discussion need to be respected
and honest guidance, as appropriate to the relevant client, need to be accorded. The
counselling service providers must have the required skill to generate automatic
confidence of the clients.

3.15.3 Incentives Versus Disincentives

Incentive is a kind of inducement or supplemental reward that serves as a moti-
vational device for a desired action or behaviour. Disincentives, on the other hand,
work as a factor, especially a financial disadvantage, that discourages a particular
action. Promotion of family planning through Incentives and disincentives has been
a management option in countries having adverse population scenario. Depending
on the nature of crisis, a country falls back upon either on Incentives or disin-
centives or a combination of both. Incentives are usually given by a country facing
critical population load and eligible couples are encouraged to have a small family
and to accept certain category of permanent method of birth control in lieu of cash
award for pocket expenses, transport cost, special leave during the period of
medical services etc. In the reverse scenario, as in some western European countries
facing very poor fertility growth, incentives are given to encourage more child
births. In some country, such as China, severe disincentives are in place for couples
flouting state dictated one-chid norm in terms of career growth, housing accom-
modation, social security and the like. In some country, as in India, disincentive in
the form of maternity leave is not accorded for third pregnancy and beyond.

The advocates of Incentives and disincentives are very vocal and each of them
have strong arguments for and against incentive and disincentive-based family
planning. The arguments centre around various aspects including the desirability and
sustainability of incentive and disincentive-based family planning programme. Be
that as it may, let us see the kind of Incentives and disincentives that are in place in
India. Incidentally, the NDC committee on population captured the scenario up to the
period of Eight Plan which may be taken up as reference and discussed hereunder:

The Incentive scheme came into being in India as a compensation for the loss of
wages to the poor undergoing sterilisation operation but expanded gradually to
cover monetary benefits for the motivators, doctors and the other below:

(a) Government Employees: Government employees who undergo sterilisation
with three or less number of children are eligible for the following benefits:

(i) A special increment in the form of personal pay not to be absorbed in
future increase of pay

(ii) Reduction of half per cent on the rate of interest on house building
advance

(iii) Special casual leave up to seven days in respect of male employee and
fourteen days in respect of female employee
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As regards disincentives for Government employees, maternity leave is not
available for the birth of the third or subsequent child. Similarly, children’s
Education Allowance and reimbursement of tuition fees, allowed to government
employee, is restricted to two children only.

These incentives are also available for employees of public sector undertakings

(b) General Public: As far as the Central Government is concerned, compensation
for loss of wages for sterilisation/IUD insertion is given to the acceptors.
States/UTs are paid Rs 200/per tubectomy, Rs 180/per vasectomy and Rs
12/for IUD insertion in each case. Out of these, Rs 100/for sterilisation and Rs
9/for IUD insertion is passed on to acceptors (the rates have since been
revised).

The Report of the NDC committee also mentioned some other incentive schemes
introduced by a number of states, namely,

(i) Green Card Scheme: Under the Green Card Scheme, acceptors of sterilisa-
tion having up to two children are issued Green Cards which entitle them for
preferential treatment for sanction of loans, grant of subsidies, house allot-
ment, medical benefits, education facilities for children etc.

(ii) Lottery Scheme: Under the Lottery Scheme, acceptors of sterilisation having
up to two children are entitled to participate in lotteries with large monetary
prize from time to time.

(iii) Long term maturity bond scheme: Under the Social Security Certificate
scheme, acceptors of sterilisation after one or more girl children get a
lump-sum amount after a maturity period of seven years.

Besides, enhanced monetary incentives for sterilisation operations are given by
some state governments from their State’s budget.

Additionally, the State Governments were given ‘incentives’ by way of
Additional Central Assistance from the Planning Commission under a structured
Gadgil-Mukherjee formula where population control is accorded 1 % weightage
within the category of performance of ‘National Objective’ to the tune of 3.0 %.

3.16 Social Security Issues

The uncertainty in life, dependence on livelihood support and the security in old age
are invisibly linked with fertility behaviour for number of children in a family in a
traditional society like us. The great expectation of financial support from the
earning offspring is the principal contributing factor for a social mind-set to have
number of children. The need for universal social security, especially in old age, can
hardly be overemphasised in this very context. With the fast changing family values
and the break-up of the traditional joint family system, the need for old age security
support, especially the institutional security, has gone up tremendously. The
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organized sector including the employees of state government, central government,
public sector institutions and the like enjoy various forms of old age security. The
Central government and the various state governments have initiated a good
number of old age pension schemes on social security for a select group of bene-
ficiaries. However, considering the vast multitude of un-served unorganised sector,
the issue of old age security dependence on children remains still very potent. This
is a serious social issue that calls for appropriate resolution through institutional
mechanism.

The social security schemes are of different nature with client-specific benefits.
Since it may not be very relevant to go in for details of individual schemes, only the
broad name of such schemes are mentioned below:

• Three components of Retirement Benefits for Central Government Employees—

(a) Civil Services Pension Schemes
(b) Civil Services Provident Fund Scheme
(c) Gratuity to Civil Servants

• New Pension System (NPS) for Central Government Employees since January,
2004(also to all parts of the governments except for three State Governments
and the Armed Forces)

• Military Pension Schemes
• Workers in the Organized Sector—

(i) Employee Provident Fund (EPF)
(ii) Employee Pension Scheme (EPS)
(iii) Gratuity to Employees
(iv) Special Provident Funds such as Coal Miners Provident Fund Act, Assam

Tea Plantation Provident Fund Act etc.

• Voluntary Schemes:

(a) Public Provident Fund
(b) Private Pension Plans
(c) Personal Pension Plan from Annuity Providers

• National Social Assistance Programme (NASP) for Poor and the Elderly:

4 Components—

(i) National Old Age Pension Scheme (NOAPS)
(ii) National Family Benefit Scheme (NFBS)
(iii) National Maternity Benefit Scheme (NMBS)
(iv) Elderly Persons (over 65 years) under NOAPS.

Very recently the Prime Minister of India has introduced the following pro-
gramme which is connected with financial support and retirement benefits, almost
akin to pension schemes.
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• Jan Dhan (providing bank accounts to 15 crore unbanked people)
• Pradhan Mantri Jeevan Jyoti Bima Yojana (PMJJBY),
• Pradhan Mantri Suraksha Bima Yojana (PMSBY)
• Atal Pension Yojana (APY).

In addition to the schemes listed above, the various state governments have also
been implementing their own scheme on Old age pension, widow pension,
Farmers’ pension, Artisan’s pension, Fishermen’s pension etc. for the residents of
such states.

In view of huge number of elderly population in the country, the country has to
address, in no distant future, to a uniform social security scheme for all the elders of
the country on consideration of equity and social justice. The destination point of
such old age security scheme has to be universal in character without having any
linkage to past services and occupational standards so as to insulate it from
dependence syndrome on children. In the ultimate analysis, this would pre-empt
any desire for additional child on ground of old age support.
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Chapter 4
Issues Arising Out of the Health Policy
and National Population Policy
for Control of Population

Abstract The National policy of Health and the National Population Policy of the
country focuses on issues that are critical and falls under priority concern for
programme intervention. The recognition of any issue in the national policy of the
country bestows it the seal of universal acceptance and stamp of priority. It auto-
matically becomes an actionable item in work programme. Additionally, issue
based policy pre-empts cloud of confusion that very often surfaces during the
programme implementation stages. In so far as the Health policy is concerned, it
basically aims at achieving specific health care goals within a society. With this
broad objective, the first National Health Policy (NHP) of the country was adopted
in 1983 and was subsequently revised in 2002. The Government of India is now in
the process of finalising the National Health Policy, 2015. The National Health
Policy looks the population control issues from the prism of family planning and
specially those linked to reproductive health care services while the National
Population Policy addresses broader issues linked with control of population. The
highlights of issues as addressed by the Health Policy and National Population
Policy of the country have been captured here.

Keywords Age of marriage � Birth spacing � Non-coercive approach to family
planning � Unmet needs � Universal immunization � Small family norm �
Replacement levels of TFR

Identification of issues is an important requisite for any effective policy interven-
tion. Earlier, in Chap. 2 and in Chap. 3, all possible issues connected with popu-
lation control and management have been sought to be identified. Further, it is also
important to know how the National policy of Health and the National Population
Policy of the country look on issues that are critical and which have been included
for programme intervention. The recognition of any issue in the national policy of
the country bestows it the seal of universal acceptance and stamp of priority. It
automatically becomes an actionable item in work programme. Additionally, issue
based policy pre-empts cloud of confusion that very often surfaces during the
programme implementation stages. In so far as the Health policy is concerned, it
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basically aims at achieving specific health care goals within a society. With this
broad objective, the first National Health Policy (NHP) of the country was adopted
in 1983 and was subsequently revised in 2002. The Government of India is now in
the process of finalising the National Health Policy, 2015. The National Health
Policy looks the population control issues from the perspective of family planning
and specially those linked to reproductive health care services. The highlights of
issues as addressed by the Health Policy of the country revolve around the
following:

(a) Issues arising out of Health Policy:

• Better and safer contraceptive choice
• Age of Marriage
• Birth spacing
• Family planning services on any fixed day at non-camp site
• Increased male sterilisation
• Non-coercive approach to family planning with improved access

(b) Issues arising out of National Population Policy:

The Population Policy of the country covers the entire approach of the gov-
ernment in relation population control and family planning. It addresses demo-
graphic issues and formulates guidelines how to go forward. It addresses vital
statistics of the country and designs way out for its course correction. Finally, it
probes and diagnoses the medical and non-medical issues connected with family
planning and suggest ways to address each of them. To be precise, Population
policy generally addresses issues connected with fertility, births, deaths, geo-
graphical distribution, and immigration, population composition of sex, age struc-
ture and activities directly and indirectly influencing population variables.
Population policy also focuses on society’s culture and values.

The National Population Policy, 2000 identified a host of issues which were to
be addressed to bring the TFR to replacement levels by 2010 and stable population
by 2045. The items identified and listed are as below:

1. Unmet needs for basic reproductive and child health services, supplies and
infrastructure

2. School education up to age 14 to be made free and compulsory along with
reduction of drop outs at primary and secondary school levels to below 20 %
for boys and girls.

3. Reduction of infant mortality rate to below 1000 live births
4. Reduction of maternal mortality ratio to below 100 per 100,000 live births
5. Universal immunization of children against all vaccine preventable diseases
6. Delayed marriage for girls not earlier than age 18 and preferably after 20 years

of age.
7. 80 % institutional deliveries and 100 % deliveries by trained persons
8. Universal access to information/counselling, and services for fertility regulation

and contraception with a wide basket of choices
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9. 100 % registration of births, deaths, marriage and pregnancy
10. Containment of the spread of Acquired Immunodeficiency Syndrome (AIDS),

and integration between the management of reproductive tract infections(RTI)
and sexually transmitted infections(STI) and the National AIDS Control
Organisation.

11. Prevention and control communicable diseases
12. Integration of Indian Systems of Medicine (ISM) with the reproductive and

child health services and in reaching out to households.
13. Promotion of small family norm to achieve replacement levels of TFR
14. Convergence in implementation of related social sector programs so that family

welfare becomes a people centred program
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Chapter 5
Issues Emerging Out of the International
Conference on Population
and Development (ICPD) and Millennium
Development Goals (MDGs)

Abstract The most eventful conference of the 20th century under the United
Nations was in the forum of the International Conference on Population and
Development held in Cairo, Egypt from 5 to 13 September 1994. The future
shaping 115-page document embodying general agreement on the Programme of
Action, adopted on 13 September, ushered a new approach and a new phase to
population and development among 179 countries of which India happened to be a
key nation. Central to this new approach is empowering women and providing them
with more choices through extended access to education and health services and
promoting skill development and employment. The Programme of Action includes
a set of important population and development objectives, including both qualita-
tive and quantitative goals that are mutually supportive and are of critical impor-
tance to these objectives. Among these objectives and goals are: sustained
economic growth in the context of sustainable development; education, especially
for girls; gender equity and equality; infant mortality and maternal mortality
reduction; and the provision of universal access to reproductive health services,
including family planning and sexual health.

Keywords Sustainable development � Gender equality � Empowerment of
women � Reproductive health � Family planning � Sexually transmitted diseases �
International migration � HIV/AIDS � Global partnership

5.1 International Conference on Population
and Development (ICPD)

The most eventful conference of the 20th century under the United Nations was in
the forum of the International Conference on Population and Development held in
Cairo, Egypt from 5 to 13 September 1994. The future shaping 115-page document
embodying general agreement on the Programme of Action, adopted on 13
September, ushered a new approach and a new phase to population and develop-
ment among 179 countries of which India happened to be a key nation. Central to
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this new approach is empowering women and providing them with more choices
through extended access to education and health services and promoting skill
development and employment.

The Programme of Action includes a set of important population and develop-
ment objectives, including both qualitative and quantitative goals that are mutually
supportive and are of critical importance to these objectives. Among these objec-
tives and goals are: sustained economic growth in the context of sustainable
development; education, especially for girls; gender equity and equality; infant
mortality and maternal mortality reduction; and the provision of universal access to
reproductive health services, including family planning and sexual health.

A set of principles were set for guidance for the international community to
collectively address the critical challenges and interrelationship between population
and development as a part of a new global partnership which were as follows:

Principle-1
All human beings are born free and equal in dignity and rights. Everyone is entitled
to all the rights nd freedoms set forth in the Universal Declaration of Human Rights,
without distinction of any kind, such as race, colour, sex, language, religion,
political or other opinion, national or social origin, property, birth, or other status.
Everyone has the right to life, liberty and security of person.

Principle-2
Human beings are at the centre of concerns for sustainable development. They are
entitled to healthy and productive life in harmony with nature. People are the most
important and valuable resources of any nation. Countries should ensure that all
individuals are given the opportunity to make the most of their potential. They have
the right to an adequate standard of living for themselves and their families
including adequate food, clothing, housing, water and sanitation.

Principle-3
The right to development is a universal and inalienable right and an integral part of
human rights and the human person is the central subject of development. While
development facilitates the enjoyment of all human rights, the lack of development
may not be invoked to justify the abridgement of internationally recognised human
rights. The right to development must be fulfilled so as to equitably meet the
population, development and environment needs of present and future generations.

Principle-4
Advancing gender equality and equity and the empowerment of women, and all
kinds of violence against the women, and ensuring women’s ability to control their
own fertility, are cornerstones of population and development-related programmes.
The human rights of women and the girl child are an inalienable, integral and
indivisible part of universal human rights. The full and equal participation of
women in civil, cultural, economic, political and social life, at the national, regional,
and international levels, and the eradication of all forms of discrimination on
grounds of sex, are priority objectives of the international community.
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Principle-5
Population-related goals and policies are integral parts of cultural, economic and
social development, the principal aim of which is to improve the quality of life of
all people.

Principle-6
Sustainable development as a means to ensure human wellbeing equitably shared
by all people today and in the future, requires that the interrelationship between
population, resources, the environment and development should be fully recog-
nised, properly managed and brought into harmonious, dynamic balance. To
achieve sustainable development and a higher quality of life for all people, states
should reduce and eliminate unsustainable patterns of production and consumption
and promote appropriate policies, including population related policies, in order to
meet the need of current generations without compromising the ability of future
generations to meet their own needs.

Principle-7
All states and all people shall cooperate in the essential task of eradicating poverty
as an indispensable requirement for sustainable development, in order to decrease
the disparities in standard of living and better meet the needs of the majority people
of the world. The special situation and needs of developing countries, particularly
the least developed, shall be given special priority. Countries with economics in
transition, as well as all other countries, need to be fully integrated into the world
economy.

Principle-8
Everyone has the right to the enjoyment of the highest attainable standard of
physical and mental health. States should take all appropriate measures to ensure,
on a basis of equality of men and women, universal access to health-care services,
including those related to reproductive health care, which includes family planning
and sexual health. Reproductive health-care programmes should provide the widest
range of services without any form of coercion. All couples and individuals have
the basic right to decide freely and responsibly the number and spacing of their
children and to have the information, education and means to do so.

Principle-9
The family is the basic unit of society and as such should be strengthened. It is
entitled to receive comprehensive protection and support. In different cultural,
political and social systems, various forms of the family exist. Marriage must be
entered into with the free consent of the intending spouses, and husband and wife
should be equal partners.

Principle-10
Everyone has the right to education, which shall be directed to the full development
of human resources, and human dignity and potential, with particular attention to
women and girl child. Education should be designed to strengthen respect for
human rights and fundamental freedoms, including those relating to population and
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development. The best interest of the child shall be the guiding principle of those
responsible for his or her education and guidance; that responsibility lies in the first
place with parents.

Principle-11
All states and families should give the highest priority to children. The Child has
the right to standards of living adequate for its well-being, and rights to the highest
attainable standards of health, and the right to education. The child has the right to
be cared for, guided and supported by parents, families and society and to be
protected by appropriate legislative, administrative, social and educational measures
from all forms of physical or mental violence, injury or abuse, neglect or negligent
treatment, maltreatment or exploitation, including sale, trafficking, sexual abuse,
abuse, and trafficking in its organs.

Principle-12
Countries receiving documented migrants should provide proper treatment and
adequate social welfare services for them and their families, and should ensure their
physical safety and security, bearing in mind the special circumstances and needs of
countries, in particular developing countries, attempting to meet these objectives or
requirements with regard to undocumented migrants, in conformity with the pro-
visions of relevant conventions and international instruments and documents.
Countries should guarantee to all migrants all basic human rights as included in the
Universal Declaration of Human Rights.

Principle-13
Everyone has the right to seek and to enjoy in other countries asylum from per-
secution. States have responsibilities with respect to refugees as set forth in the
Geneva Convention on the Status of Refugees and its 1967 Protocol.

Principle-14
In considering the population and development needs of indigenous people, states
should recognize and support their identity, culture and interests, and enable them
to participate fully in the economic, political and social life of the country, par-
ticularly where their health, education and well-being are affected.

Principle-15
Sustained economic growth, in the context of sustainable development, and social
progress require that growth be broadly based, offering equal opportunities to all
people. All countries should recognize their common but differentiated responsi-
bilities. The developed countries acknowledge the responsibility that they bear in
the international pursuit of sustainable development, and should continue to
improve their efforts to promote sustained economic growth and to narrow
imbalances in a manner that can benefit all countries, particularly the developing
countries.

The adoption of holistic guidance on population and development by the ICPD
in such a broad plane is by itself a landmark event. However, the high valued
canvass required to be further broken down into activities and transformed them in
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a cogent programme of actions to be followed up. Such programme of actions, to all
intents and purposes, are intended to be adapted in the programme design on
population and development of participating countries. It is with this mission that
the ICPD identified the general issues connected with population and development
and adopted the following components on items of Programme of Action, as
indicated herein:

5.1.1 Programme of Actions

1. Interrelationships between Population, Sustained Economic Growth and
Sustainable Development

A. Integrating population and development strategies
B. Population, sustained economic growth and poverty

2. Gender equality, equity and empowerment of women

A. Empowerment and status of women
B. The girl child

3. The Family, its Roles, Rights, Composition and Structure

A. Diversity of family structure and composition
B. Socio-economic support to the family

4. Population Growth and Structure

A. Fertility, mortality and population growth rates
B. Children and youth
C. Elderly people
D. Indigenous people
E. Persons with Disabilities

5. Reproductive Rights and Reproductive Health

A. Reproductive rights and reproductive Health
B. Family Planning
C. Sexually transmitted diseases and prevention of human immunodeficiency

virus (HIV)
D. Human sexuality and gender relations
E. Adolescents

6. Health, Morbidity and Mortality

A. Primary health care and the health–care sector
B. Child survival and health
C. Women’s health and safe motherhood
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D. Human immunodeficiency virus (HIV) infection and acquired immunode-
ficiency syndrome (AIDS)

7. Population Distribution, Urbanization and Internal Migration

A. Population distribution and sustainable development
B. Population growth in large urban agglomerations
C. Internally displaced persons

8. International Migration

A. International migration and development
B. Documented Migrants
C. Undocumented migrants
D. Refugees, asylum-seekers and displaced persons

9. Population, Development and Education

A. Education, population and sustainable development
B. Population, information, education and communication

10. Technology, Research and Development

A. Basic data collection, analysis and dissemination
B. Reproductive health research
C. Social and economic research

11. National Action

A. National policies and plans of action
B. Programme management and human resource development
C. Resource mobilization and allocation

12. International Cooperation

A. Responsibilities partners in development
B. Towards a new commitment to funding population and development

13. Partnership with the Non-Government Sector

A. Local, national, international non-governmental organizations
B. The Private sector

14. Follow–up to the Conference

A. Activities at the national level
B. Sub regional and regional activities
C. Activities at the International level

The detailed objectives of ICPD document required actions for each of these
broad issues and needed to be acted upon by programme professionals down the
lines.
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5.2 Millennium Development Goals (MDGs)
and the Population Control Issues

The MDGs is an agreed set of goals that international community set for itself at the
UN Millennium Summit 2000. It encompassed universally accepted human values
and rights such as freedom from hunger, the right to basic education, the right to
health and responsibility to future generations. The MDGs, as set for implemen-
tation and monitoring, were as follows:

Goal 1 Eradicate extreme poverty and hunger
Goal 2 Achieve universal primary education
Goal 3 Promote gender equality and empower women
Goal 4 Reduce child mortality
Goal 5 Improve maternal health
Goal 6 Combat HIV/AIDS, malaria and other diseases
Goal 7 Ensure environmental sustainability
Goal 8 Develop a global partnership for development

Along with these eight goals, the MDGs had set targets for each of the sub-goals,
and also its monitoring indicators. There were nothing in it directly on population
control and family planning; however, indirectly it strived to address the same through
a number of indicators, which may be summarized hereunder. Such indicators might
as well be identified and called as issues for population control under MDGs.

It is to mention in this connection that Millennium Development Goals
Indicators and its country performance have been released by the United Nations in
the MDG Report, 2015 on 6th July, 2015. The related indicators and its perfor-
mance status over time for India are indicated below.

• Series Name: Children under five moderately or severely under-weight
percentage
Goal 1. Eradicate extreme poverty and hunger
Target 1.C Halve, between 1990 and 2015, the proportion of people who suffer
from hunger
Indicator 1.8 Prevalence of underweight children under five years of age
Last updated 6, July 2015

Country 1992 1993 1997 1999 2006

India 52.8 51.2 38.4 46.3 43.5

Source unstat/Millennium Indicators

• Series Name: Children under five severely under-weight, percentage
Goal 1. Eradicate extreme poverty and hunger
Target 1.C Halve, between 1990 and 2015, the proportion of people who suffer
from hunger
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Indicator 1.8 Prevalence of underweight children under five years of age
Last updated 6, July 2015

Country 1992 1993 1997 1999 2006

India – 24.3 – 20.6 17.4

Source unstat/Millennium Indicators

• Series Name: Population under nourishment, percentage
Goal 1. Eradicate extreme poverty and hunger
Target 1.C Halve, between 1990 and 2015, the proportion of people who suffer
from hunger
Indicator 1.9 Proportion of population below minimum level of dietary energy
consumption
Last updated 6, July 2015

Country 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

India 23.7 22.2 22.4 22.1 21.6 20.5 19.2 18.0 17.3 17.0 17.5 18.6

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

19.9 20.9 21.2 20.5 18.9 17.2 16.2 17.2 15.7 15.6 15.4

Source unstat/Millennium Indicators

• Series Name: Children 1 year old Immunization against measles
Goal 4. Reduce Child mortality
Target 4.A: Reduce by two-thirds, between 1990 and 2015, the under-five
mortality
Indicator 4.3 Proportion of 1 year old children immunized against measles
Last updated 6, July 2015

Country 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

India 56 43 51 59 67 72 66 55 57 58 99 57

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

56 62 68 59 71 69 74 74 74 74 74 74

Source unstat/Millennium Indicators

• Series Name: Children under five mortality rate per 1000 live births
Goal 4. Reduce Child mortality
Target 4.A: Reduce by two-thirds, between 1990 and 2015, the under- five
mortality
Indicator 4.1 Under five-mortality rate
Last updated 3, October 2014
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Country 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

India 125.9 122.4 119 115.7 112.3 109 105.5 102 98.5 94.9 91.4 87.9

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

84.5 81.2 77.9 74.7 71.6 68.7 65.8 62.9 60.2 57.5 55 52.7

Source unstat/Millennium Indicators

• Series Name: Infant mortality rate (0–1) per 1000 live births
Goal 4. Reduce Child mortality
Target 4. A: Reduce by two-thirds, between 1990 and 2015, the under- five
mortality
Indicator 4.2 Infant mortality rate
Last updated 3, October 2014

Country 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001

India 88.4 86.2 84 81.9 79.8 77.7 75.5 75.3 71 68.7 66.5 64.3

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

62.1 60 57.9 55.9 53.9 52 50.1 48.3 46.4 44.7 42.9 41.4

Source unstat/Millennium Indicators

• Series Name: Maternal maternity ratio per 100000 live births
Goal 5. Improve Maternal health
Target: 5.A: Reduce by three quarter, from 1990 to 2015, maternal mortality
ratio
Indicator 5.1 Maternal mortality ratio

Country 1990 1995 2000 2005 2010 2015

India 560 460 370 280 220 190

Source unstat/Millennium Indicators
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Chapter 6
Current Issues in the Post Census, 2011

Abstract The Census 2011 lays bare the aggregate concern that the population
control programme of the day needs to address with focused attention. This has
assumed enormous importance now because of the absence of any population
policy right at the moment after the expiry of NPP 2000 at 2010. Usually, the
population policy of any country undergoes generational changes in keeping with
the changing status of its demographic profile; India is, however, still to have any
new population policy after 2011. Be that as it may, the country needs to address
the demographic challenges that opened up subsequent to publication of the final
report of the Census 2011.

Keywords Demographic challenges � Size of population of the country � Density
of population � Sex ratio � Child sex ratio � Muslim population

Earlier several issues relevant to population control and family planning have been
discussed from various perspectives and angles giving a fair idea of the length and
breadth of the relevant issues that call for programme intervention. While such
issues are indeed very critical from population control management point of view,
the Census 2011 lays bare the aggregate concern that the population control pro-
gramme of the day needs to address with focused attention as well. This has
assumed enormous importance now because of the absence of any population
policy right at the moment after the expiry of NPP 2000 at 2010. Usually, the
population policy of any country undergoes generational changes in keeping with
the changing status of its demographic profile; India is, however, still to have any
new population policy after 2011. Be that as it may, the country needs to address
the demographic challenges that opened up subsequent to publication of the final
report of the Census 2011.

The most alarming concern of the findings of census, 2011 is the size of pop-
ulation of the country. The total population of the country has reached a phe-
nomenal figure of 121, 05, 69, 573 as on 1st March, 2011 adding a huge number of
18, 19, 59, 458 over 2001. The decadal (2001–2011) growth rate of population of
India, though declined over the previous decade, was as high as 17.7 % with
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varying growths of the states and Union Territories. The states which had the
decadal growth rate of more than national average are Himachal Pradesh (23.6 %),
Uttarakhand (18.8 %), Haryana (19.9 %), Rajasthan (21.3 %), Uttar Pradesh
(20.2 %), Bihar (25.4 %), Arunachal Pradesh (26.0 %), Manipur (18.6 %),
Mizoram (23.6 %), Meghalaya (27.9 %), Jharkhand (22.4 %), Chattisgarh
(22.6 %), Madhya Pradesh (20.3 %), Gujarat (19.3 %), Poducherry (28.1 %), NCT
of Delhi (21.2 %), Daman& Diu (53.8 %) and D &Haveli (55.9 %). Decadal
growth rates for such a good number of States and Union Territories are matters of
serious concern and call for appropriate policy response and action.

Density of population is in a way the final indicator of population load of a
country as it conveys the ultimate message of carrying capacity of a country. The
density of population for India has shot up from 325 in 2001 to 382 in 2011. Bihar
occupies the first position with a population density of 1106, surpassing West
Bengal of 1028. The position of other states and Union Territories which surpassed
the national average include Punjab (551), Chandigarh (92580, Haryana (573),
NCT of Delhi (11320), Uttar Pradesh (829), Bihar (1106), Assam (398), West
Bengal (1028), Jharkhand (414), Daman &Diu (2191), D&N Haveli (700), Goa
(394), Lakshadweep (2149), Kerala (860), Tamil Nadu (555) and Poducherry
(2547).

Another area of concern is the Sex Ratio of the country. It is a fact that the Sex
Ratio of the country has gone up by 10 points from 933 in 2001 to 943 in 2011.
However, there are States and Union Territories where the current Sex Ratio is less
than the national average implying scope for appropriate response from programme
management angle. Such States and Union Territories include Jammu& Kashmir
(889) Punjab (895), Chandigarh (818), Haryana (879), N&CT of Delhi (868),
Rajasthan (928), Uttar Pradesh (912), Bihar (918), Sikkim (890), Arunachal
Pradesh (938), Nagaland (931), Madhya Pradesh (931), Gujarat (919), Daman
&Diu (618), D&N Haveli (774), Maharashtra (929) and A &N Islands (876).

The gravity of the Sex Ratio is understood when the Child Sex Ratio (0–6 years
of age) is taken into consideration. As per Census 2011, the child population in the
age group of 0–6 years stands at 16, 44, 78, 150 representing 13.6 % of the total
population of the country. The Census 2011 also reveals that there has taken place a
considerable fall of Child Sex Ratio from 927 in 2001 to 919 in 2011—a clear 8
points decline in India. The fall has been to the tune of 11 points (934 to 923) in
rural areas and in urban areas the decline has been to the extent of 1 point (906 to
905) over the last decade. While the child sex ratio is much below the natural sex
ratio, there are States and Union Territories where the current Child Sex Ratio is
even less than the national Child Sex Ratio of 919. This signals a very grave and
alarming situation for family welfare point of view. Such States and Union
Territories include Jammu& Kashmir (862), Himachal Pradesh (909), Punjab (846),
Chandigarh (880), Uttarahkand (890), Haryana (834), N&CT of Delhi (871),
Rajasthan (888), Uttar Pradesh (902), Madhya Pradesh (918), Gujarat (890), Daman
&Diu (904), Maharashtra (894) and Lakshadweep (911).

Caste has become an important issue in today’s political economy. In view of the
usual practice to highlight the demographic data among Schedule Castes and
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Schedule Tribes population of the country, it is appropriate to present the demo-
graphic features of SC and ST population of India. The decadal growth rate of the SC
population of India in 2011 is 20.8 % as against the country’s decadal growth of
17.7 %. In other words, the decadal growth rate of SC population is higher by 3.1 %
over the national average. Among the states and Union Territories where such
decadal growth is higher than the national average of 17.7 % are Jammu &Kashmir
(20.1 %), Punjab (26.1 %), Chandigarh (26.3 %), Uttarakhand (24.7 %), Haryana
(25.0 %), NCT of Delhi (20.0 %) Rajasthan (26.1 %), Bihar (27.0 %), Manipur
(61.6 %), Mizoram (347.8 %), Tripura (17.8 %) Meghalaya (55.8 %), Assam
(22.2 %), Jharkhand (25.0 %), Odisha (18.2 %), Chattisgarh (35.4 %), Madhya
Pradesh (23.9 %), Poducherry (24.4 %), Daman &Diu (26.6 %) and D &Haveli
(50.7 %), Maharashtra (34.3 %), Karnataka (22.3 %) and Tamil Nadu (21.8 %).

As to the decadal growth of ST population in India in 2011, it is at 23.7 %,
higher by 6 % of the national average of 17.7 %. The decadal growth of ST
population is also higher than the decadal growth rate of 20.8 % of the SC popu-
lation. Among the states and Union Territories where the decadal growth rate of ST
population is higher than the national average of 17.7 % are Jammu &Kashmir
(35.0 %), Himachal Pradesh (60.3), Rajasthan (30.2 %), Uttar Pradesh (950.6 %),
Bihar (76.20 %), Sikkim (85.2 %), Arunachal Pradesh (35.0 %), Manipur
(21.8 %), Mizoram (23.4 %), Meghalaya (28.3 %),West Bengal (20.2 %),
Jharkhand (22.0 %), Chattisgarh (18.2 %), Madhya Pradesh (25.2 %), Gujarat
(19.2 %), D &Haveli (30.1 %), Andhra Pradesh (17.8 %), Maharashtra (22.5 %),
Karnataka (22.7 %), Goa (26,273.7 %) Kerala (33.1 %) and Tamil Nadu (22.0 %).

The Sex Ratio of the SC population of India is 945 in 2011, which is higher by 2
points over the national average of 943. However, there are States and Union
Territories where the Sex Ratio is less than the national average. Such States and
Union Territories include Jammu& Kashmir (902), Punjab (910), Chandigarh (872),
Haryana (887), N&CT of Delhi (889), Rajasthan (923), Uttar Pradesh (908), Bihar
(925), Mizoram (509), Meghalaya (895), Madhya Pradesh (920), Gujarat (931),
Daman &Diu (944), D&N Haveli (853), Maharashtra (929) and A &N Islands (876).

The Sex Ratio of ST population for the country is 990 in 2011, which is 47 point
higher than the country average of 943. It is also 45 point higher over the country
average of SC population. Except in case of Jammu &Kashmir (924) and A&N
Islands (937), in all States and Union Territories, the Sex Ratio of ST population is
much higher than the corresponding state average, and in many cases those are very
near to natural Sex Ratio.

Another concern area of the country is the size and growth of the Muslim
population. The size of the Muslim population has increased from 13.81 crore in
2001 to 17.22 crore in 2011, registering decadal growth of 24.6 %, as against the
decadal growth of Hindus at 16.8 %. Thus, the decadal growth of Muslim popu-
lation is higher by 6.9 % over the national average of 17.7 %.It is also higher by
7.8 % over the Hindu growth of population at 2011. The growth rate of population
of other religious communities in the same period was Christian: 15.5 %; Sikh:
8.4 %; Buddhist: 6.1 % and Jain: 5.4 %. It is only desirable that Muslims in India
do conform to growth rate like other religious faith in the country.
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Chapter 7
Conceptual Clarifications on Data Used
in Population Control Area

Abstract The Family planning programme managers in the field and/or Population
control professionals in the intermediate level very often uses some catchy phrases
without sometimes understanding its proper meaning and implications. Such
phrases belong to the discipline of demography and happen to be part of the
lexicography of Population control subject area. Such concepts include Crude Birth
Rate, Total Fertility Rate, Crude Death Rate, Infant Mortality Rate, Child Mortality
Rate, Maternal Mortality Ratio, Maternal Mortality Rate, Still Birth, Sex Ratio at
Birth, Sex Ratio, Growth Rate, Dependency Ratio, Stable Population, Couple
Protection Rate, Effective Couple Protection Rate, Contraceptive Prevalence Rate,
Birth Interval etc. The use of such concepts in a popular sense does not help in
promoting intended outcome. On the contrary, it breeds confusion in the pro-
gramme implementation area. Conceptual clarifications on data used in population
Control area have been made in this chapter.

Keywords Conceptual clarifications � Crude birth rate � Total fertility rate � Infant
mortality rate � Maternal mortality ratio � Sex ratio � Couple protection rate etc

The Family planning programme managers in the field and/or Population control
professionals in the intermediate level very often uses some catchy phrase without
sometimes understanding its proper meaning and implications. Such phrases belong
to the discipline of demography and happen to be part of the lexicography of
Population control subject area. Some of such concepts have been listed in the IIPS
hand-outs and discussed as below:

Crude Birth Rate Crude Birth Rate (CBR) is defined as a ratio of the total number
of births during given year and a given geographical area to the average (or
mid-year) population ever lived in that year and geographical area.

It is the simplest method used to measure fertility in a given area in a given
period.

Total Fertility Rate Total Fertility Rate (TFR) is the number of children which a
woman of a hypothetical cohort would bear during her life time if she were to bear
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children throughout her life at the Age specific Fertility Rates for given year and if
none of them dies before crossing the age of reproduction.

The TFR of level 2.1 children per woman in a population is generally taken as
replacement level fertility. It is usually considered to be a precondition for popu-
lation stabilization. However, if a population attains TFR of level 2.1, it does not
mean the size of population get stabilized immediately. This takes some time to take
effect because acceleration in population growth persists due to larger number of
couples already existing in the reproductive ages in that population.

Crude Death Rate Crude Death Rate (CDR) is defined as the total number of
deaths in a given year and a given geographical area to the mid-year population per
thousand in that year and geographical region.

Infant Mortality Rate Infant Mortality Rate (IMR) is number of infants dying
under one year of age in a year in a given geographical region per thousand live
births of the same year and geographical region.

IMR is considered to be the most sensitive indicator of general health and
medical facilities in a given community.

Child Mortality Rate Child Mortality Rate (CMR) refers to total number of deaths
between age 0–5 in given year and geographical region and to total number of live
births that year and in same geographical regions.

Neonatal Mortality Rate Neonatal Mortality Rate means that number of infants
dying within the first month (4 weeks) i.e. within 28 days of life in a year and per
thousand of live births in the same year and geographical region.

Early Neonatal Mortality Rate Early Neonatal Mortality Rate refers to number of
neonatal deaths during the first seven days in a year and geographical region per
thousand live births in the same year

Perinatal Mortality Rate Perinatal Neonatal Mortality Rate means and includes
number of stillbirths after 28 weeks of pregnancy plus deaths within first week of
delivery in a year and geographical region per births (live and still) in a year and
geographical region.

Post Neonatal Mortality Rate Post Neonatal Mortality Rate refers to number of
infant deaths after 28 days to one year of age per thousand live births in a given
year.

Maternal Mortality Ratio Maternal Mortality Ratio is defined as number of
women while pregnant or within 42 days of termination of pregnancy from any
cause related to pregnancy and childbirth per 100,000 live births in a given year.

Maternal Mortality Rate Maternal Mortality Rate means number of maternal
deaths per 100,000 women in reproductive ages 15–49.

Still Birth It indicates death of foetus after completing 28 weeks and till the time
of birth.
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Sex Ratio at Birth There is no one to one correspondence in the birth of a male
and female. The registered births for a large number of countries over a wide range
of periods indicate that sex ratio at births generally comes around 105 i.e. 105 male
babies per 100 female babies.

Sex Ratio Sex Ratio indicates number of females per thousand males in a
population.

Growth Rate The growth rate of a population refers to the number of individuals
growing per year per 100 individuals of that population.

Dependency Ratio :Dependency Ratio means and includes proportion of children
less than 15 years of age (child dependency) and elderly persons of more than
65 years of age (aged dependency) relative to the population of ‘working ages’ of
15–64 years.

Stable Population If the population of a given areas increase at constant rate, the
population is said to be stable population

Stationary Population :If the size of a population in a given area is constant and
its composition according to age and sex also remain constant over time, such a
population is known as stationary population.

Acceptor Data Any person, male or female, who visits the programme to receive
service and/or advice of family planning programme with the intention of using it
can be termed or recorded as acceptor.

User Data User Data signifies the number of persons, male or female who are
utilising services under a family planning programme at a given point of time. It is a
prevalence concept.

Couple Protection Rate The Couple Protection Rate (CPR) is usually expressed
as the percentage of women in the age group of 15–49 years of age from child
birth/pregnancy in the year under consideration for specified region/location.

Effective Couple Protection Rate All contraceptive methods do not have equal
effectiveness or success against the protection of pregnancy. For that to calculate,
the number of couples are recoded with specific method by its user effectiveness
and then worked out.

Contraceptive Prevalence Rate Contraceptive Prevalence Rate means the number
of user of contraceptives in relation to number of eligible women. Eligible women
here means the married women in reproductive age of 15–49 years of age.

Birth Interval :Birth Interval is used to measure the effect of on-going family
planning programmes. This is worked out by calculating time elapse between two
consecutive births.
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Chapter 8
Data Profiles Relevant
for the Management of Population Control
Mechanism

Abstract Data embodies inherent messages which serve as critical input for policy
framework, for its programme content or for use of its monitoring analysis. Data
has, therefore, to be pure, properly validated and relevant. Untested data or data not
properly verified are of no use and are not permissible for any use for any mean-
ingful discourse on framing any policy or analysis. Depending on the purpose of
study and analysis, data requirement could be met either from Primary sources or
from Secondary sources. Usually, Census publications from the Government of
India, which are secondary in nature from the perspective of population control
managers, are acted upon for population related analysis. Similarly, SRS data or
National Health and Family Welfare Survey data and the like are all important
sources of Secondary data. The Primary data, on the other hand, are generated by
the organisation through efforts of its own either by way of undertaking field visits
and data collection e.g. Eligible Couple List. Similarly, Primary data are generated
by way of collection of its own institutional data for monitoring and other purposes.
The sole criteria for use of data for population related issues are of its purity and
also of its relevance.

Keywords State level data � Demographic data � Migration related data � Vital
statistics � TFR over the years � Couple protection rate � District level data � Block
wise and municipality wise data � Eligible couple & child register � Couple pro-
tection rate etc

Data embodies inherent messages which serve as critical input for policy frame-
work, for its programme content or for use of its monitoring analysis. Data has,
therefore, to be pure, properly validated and relevant. Untested data or data not
properly verified are of no use and are not permissible for any use for any mean-
ingful discourse on framing any policy or analysis. Rather such untested data
infects and derails the entire work process altogether. In the context of population
related issues, where plural number of class, caste and religions are involved with
multiple interests, data are inherently and potentially very sensitive and have to be
obtained with due care and caution from sources for its acceptance without any
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reservation whatsoever. Any minor error is sure to be drummed up by the related
interest group for avoidable hue and cry, connected as it is with emotive and
relative sectional position and interest. The data to be stored and used has to be
quality data in all aspects.

Depending on the purpose of study and analysis, data requirement could be met
either from Primary sources or from Secondary sources. Usually, Census publica-
tions from the Government of India, which are secondary in nature from the per-
spective of population control managers, are acted upon for population related
analysis. The size of population, decadal growth rate, density of population,
Scheduled Castes, Scheduled Tribes and religion wise growth data etc. are some of
the important data which are sourced from census publications. Similarly, SRS data
or National Health and Family Welfare Survey data and the like are all important
sources of Secondary data. The Primary data, on the other hand, are generated by
the organisation through efforts of its own either by way of undertaking field visits
and data collection e.g. Eligible Couple List. Similarly, Primary data are generated
by way of collection of its own institutional data for monitoring and other purposes.
The sole criteria for use of data for population related issues are of its purity and
also of its relevance.

Further, as to the relevance of data, it all depends on the role of the organisation.
The data requirement at the national level is different from those stationed at the
State level. Similarly, data requirement at the district level is different from those
posted at the Block Panchayat level. For the same reason, the data requirement for
the Gram Panchayat level is different from those required for the Block panchayat
level. The need for micro-level data is very important for population related issues
since outcome of programme interventions of several linked departments are
reflected therein. Thus, depending on the hierarchy and nature of the organisation,
the data requirement would be distinct and specific. Accordingly, such level of
organisation has to address the data structure for using it meaningfully and effec-
tively. Because of diversity and varied level of socio-cultural status there is no
scope to use any state level data as proxy indictor for the districts or other levels of
the organisation. Such a practice of proxy indicator would dilute the very essence of
purity of data meant for that level.

In the age of computer related data management system, there is a temptation to
organise data structure in a big way for meeting the needs of plural and diverse
stakeholders, thus making the data structure and retrieval system more complicated
and professional dependent. Apart from time and cost associated with installing of
such a computer enabling functioning system, the user-friendliness for day to day
transactions at the micro-level gets unnecessarily disturbed. It is, therefore, to be
seen that computer system and data structure should be as simple and relevant as
possible for any organisational level to safeguard its user-friendliness.

The data need, from the perspective of population control and management
issues, at the national level is phenomenal. It needs the country data as well as data
for the states of India and UTs along with all the districts of India in a time format.
Further, it needs a host of socio-cultural data for national and sub-national level for
policy formulation and programme intervention. Additionally, it needs comparable
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data for the developed and other regions of the world for study and analysis for
positioning India’s commitment in the world of nations, the UN and the Sustainable
Development Goals (SDGs). Normally speaking, as a general rule, the data needs
are location specific of the organisation along with data of those located at one tier
lower and one tier above its level. Thus for the state level organisation, the data
need is for the state specific data, its disaggregated district level data and compa-
rable national data. It would serve good purpose if the data of the best performing
states could be captured for reference for way forward of a laggard state. Similarly,
the district level unit would need to maintain district specific data of its own
jurisdiction, Subdivision/Taluka/Municipality/Block Panchayat level data of its area
along with comparable state specific data. It would be useful if the national status
on those items could be captured for assessment of the district figure vis-a-vis its
national position.

Since at the national level the data need and its generation are taken very
seriously and professionally at the appropriate level, focus is concentrated here for
the data need at the state level and below where neither the data are seriously and
professionally captured nor made use of the available data. In real sense, the role of
the state level and district level organisation is very important from population
control and management point of view and, therefore, it is very crucial to have a
structured data base at these levels. Thus, a set of minimum level of data structure
that need to be maintained for the Family Welfare Set-up at the state level and down
below are discussed hereunder.

8.1 State Level Data

8.1.1 Demographic Data

1. Trend in Census population: Size of population, Male and Female Population,
Decadal Growth Rate & Sex Ratio—from 1951 to 2011

2. Rural and Urban Composition of Population, Census from 1951 to 2011
3. Density of population from 1951 to 2011
4. Population of Scheduled Castes and Scheduled Tribes, growth rate and their

proportions to the total population over 1951–2011
5. Population of Muslims and other minorities, decadal growth rates and their

proportions to the total population over 1951–2011
6. Child Population in the age-group 0–6 by sex and religion–Census 2001–2011
7. Literates and Literacy Rates by sex/SC/ST/Religion over 1951–2011
8. Distribution of Population by Age Groups 2001–2011(Census)
9. Projected Population Characteristics 2011–2026

10. Migration related data since 1971–2011 and district wise break-up of all these
Tables

8 Data Profiles Relevant for the Management of Population … 183



8.1.2 Vital Statistics

1. Crude Birth Rate, Death Rate, Natural Growth rate
2. TFR over the years
3. IMR over the years, separately for Rural and Urban years
4. Under-5 Child Mortality Rate

8.1.3 Family Planning/Welfare Data

1. Number of Married Couples (With Wife Aged between 15–44 Years), since
1991

2. Estimated eligible couples as per Eligible Couple List per 1000 population
3. 3 Reported coverage of Eligible Couples and its Percentage
4. 4.Couple Protection Rate

8.2 District Level Data

8.2.1 Demographic Data

1. Trend in Census population: Size of population, Male and Female Population,
decadal increment, decadal growth rate & Sex Ratio–from 1951 to 2011

2. Rural and Urban Composition of Population, decadal increment, decadal
growth rate in Census from 1951 to 2011

3. Density of population from 1951 to 2011
4. Population of Scheduled Castes and Scheduled Tribes, decadal increment,

decadal growth rate and their proportions to the total population over 1951–
2011

5. Population of Muslims and other minorities, decadal increment, decadal growth
rates and their proportions to the total population over 1951–2011

6. Child Population in the age-group 0–6 by sex and religion—Census 2001–2011
7. Literates and Literacy Rates by sex/SC/ST/Religion over 1951–2011
8. Distribution of Population by Age Groups 2001–2011(Census)
9. Projected Population Characteristics 2011–2026

10. Migration related data since 1971–2011 and Block wise and Municipality wise
break-up of all these Tables
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8.2.2 Vital Statistics

Since District data on Vital Statistics are not usually available, State level data,as
above,may be kept by way of reference. However, as and when such data are
available from district specific survey/studies, those should be maintained for
reference.

8.2.3 Family Planning/Welfare Data

1. Number of Married Couples (With Wife Aged between 15–44 Years), since
1991

2. Estimated eligible couples as per Eligible Couple List per 1000 population
3. Reported coverage of Eligible Couples and its Percentage
4. Couple Protection Rate

8.3 Sub-District Level Data

From population control and management point of view, the need for relevant and
workable data base for down the district head quarter level, like those of
Municipalities and levels of Panchayats (including similar levels of Health &
Family units and Sub Centres), is most crucial These are the real areas where field
level functionaries are entrusted with nuts and bolts of population control related
issues. However, the data base in this location, unlike the data base structure of the
district or the State, should be rather minimum; it has to be direct and specific to
serve as a working reference tool. For the same reason, the preponderance of data
base at this level would unnecessarily overload the functioning system and affect its
efficiency. The simple kind of format of institutional data base at this level may be
the following:

8.3.1 Demographic Data

1. Size of population, Male and Female Population, decadal increment and decadal
growth rate from 2001 to 2011

2. Literates and Literacy growth rate from 2001 to 2011
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8.3.2 Family Planning/Welfare Data

1. Estimated eligible couples as per Eligible Couple List per 1000 population
2. Estimated children from 0–6 years of age as per Eligible Couple & Child

Register
3. Reported coverage of Eligible Couples under various services and its Percentage
4. Couple Protection Rate
5. Extent of Immunization coverage of children for various vaccinations etc.
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Chapter 9
Family Welfare Structure in the Country
and Issue-Based Management Support
Structure

Abstract The moot point on organisational set-up is whether the country has put in
place the right kind of organisational set-up for population control and family
planning as envisaged in serial 20A in the Concurrent List. In fact, for execution of
item 20A of the Concurrent List, there is no nodal ministry or department in the
country who has been empowered to deal with all related issues concerning
‘population control and family planning. The Ministry of Health and Family
Welfare has only been empowered to deal with ‘Family Welfare Matters’, a sub-set
function of ‘population control and family planning’ responsibility in the country.
Additionally, in the context of India surpassing the huge size of population of China
in the foreseeable year of 2030, the country needs to scale up a robust regime of
population control to contain the runaway population. Further, the Sustainable
Summit 2015 has enjoined a big responsibility to India to reach SDGs by 2030
which is only possible if sustainable population can be put in place at the first place.
Moreover, the Paris Summit on climatic change also enjoins additional responsi-
bility to control human-induced emission level at an internationally agreed level.
All these belong to big-ticket reforms which call for revamping and restructuring
the entire organisational set-ups of Family welfare to the level of “Population
Control and Family Planning’ for proactive, effective and outcome ensuring
organisational set-up in the states of India to initiate the process for Sustainable
population and enable us to reach SDGs by 2030.

Keywords Family welfare structure � Ministry of health and family welfare �
Union business � List of business � Family welfare matters � National rural health
mission � Departments of health and family welfare

The website of the Ministry of Health and Family Welfare (Swastha Aur Parivar
Kalyan Mantralaya) mentions that, under Constitutional provision, the following
broad sections of work are meant for the Department of Health and Family Welfare
(Swastha Aur Parivar Kalyan Vibhag), namely:
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I. Union Business
II. List of Business for Legislative and Executive purposes in respect of Union

Territories
III. List of Business with which the Central Government deal in a legislative

capacity only for the Union and in both legislative and executive capacity for
all Union Territories.

IV. Miscellaneous Business
V. Family Welfare Matters

On perusal of the items of work, sections falling under I to IV relate to health
issues of the Union Government or those of Union Territories. Only section V deals
with Family Welfare details of which are mentioned hereunder:

• Policy and organisation of Family Welfare
• All matters relating to:

(a) National Rural Health Mission
(b) National Commission on Population
(c) Reproductive and Child Health

• Inter-sectoral Coordination in accordance with National Population Policy
• Matters related to Janasankhya Sthiarta Kosh and Empowered Action Group
• Organisation and direction of education, training and research on all aspects of

family welfare including higher training abroad
• Production and supply of Aids to Family Welfare
• Liaison with foreign countries and international bodies as regards relating to

family welfare
• Family Welfare Schemes and Projects with external assistance
• International Institute of Population Science, Mumbai
• Development and Production of audio visual aids, extension education and

information in relation to population and family welfare
• Promoting Public Private Partnership for the Family Welfare Programme
• All matters relating to following institutions:

(a) Hindustan Latex Limited, Thiruvanantapuram
(b) National Institute of Health and Family Welfare

• Implementation of Pre-conception and Pre-natal Diagnostic Technique
(Prohibition of sex selection) Act, 1994 (57 of 1994)-Medical Termination of
Pregnancy Act, 1971 (34 of 1971)

Against the background of job provision on Family Welfare, it would be relevant
to look at the corresponding Organizational structure at the apex level of the
Ministry at the Government of India and down the lines.
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9.1 Apex Level

The Minister of Health and Family Welfare is the head of the Ministry of Health
and Family Welfare on all items of works under “Constitutional Provisions”, as
mentioned in the website of the Ministry. In other words, the Minister is the head of
the Family Welfare related function of the country for items as detailed under “V.
Family Welfare Matters”. Since Family Welfare Matters are not equivalent to
population control and family planning, as would be evident from issues discussed
in chapters falling under Part-A of this book, the mere Family Welfare Matters, as
mentioned above in the allocation of business of the Ministry, is too inadequate to
address the bigger issues of population control and family planning as enshrined in
serial number 20A of the Concurrent List of the Constitution of India. In a sense,
Family Welfare Matters” is a sub-set function of the bigger task of population
control and family planning. There is in that sense no Minister in Charge of
Population Control and family planning in our country to address to host of issues
relevant to population control and family planning. The country is having only a
Minister of Health and Family Welfare to address “Family Welfare Matters” related
issues only.

Be, that as it may, the Family Welfare set-up in the country, as perceived by the
government of the day, has come into being to discharge the overarching respon-
sibility of Family Welfare. Such understanding has accordingly got reflected in the
organisational architecture of the Secretariat, directorate and other set-ups down
below. As per Ministry’s website, the secretary of the Ministry continues to be in
charge of both the Health and also the Family Welfare functions of the government.
Incidentally, it is worthwhile to mention that up to September 2005, there had been
a dedicated full time secretary on Family Welfare in the Ministry, which had since
been discontinued while launching the National Rural Health Mission. Of the five
Additional secretaries, one of them has been assigned the Family Welfare matters.
Incidentally, as per distribution of works, the incumbent Additional secretary is
required to look after some important components of Health matters of the Ministry
as well. Among the twelve Joint Secretaries, two of them address Family Welfare
matters along with Health related functions as well. In that sense, there is also no
full time joint secretary in the Family Welfare segment as well.

The website of the Ministry classifies the following departments of the Ministry:

• Departments of Health and Family Welfare
• Department of Health Research

Now, the said website of the Ministry (as on 04.12.2015) further subdivides the
Departments of Health and Family Welfare into the following departments:

• Blindness Control
• Bureau of Planning
• Cancer Control Programme
• CCA
• Central Design Bureau
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• CHS
• Drugs Food Quality control division
• Emergency Medical Relief
• IC & IH
• Immunization

It would appear from above, that there does not exist any independent functional
department of Family Welfare within the broad functional envelop of Health and
Family Welfare department. This is unusual.

On the Organisational side, the said website of the Ministry (as on 04.12.2015)
mentions about the Directorate of Health Services where the following set-ups are
in place:

9.2 Directorate General Health Services

• CBHI
• CDSCO
• Central Health Education Bureau
• Leprosy Section
• MH
• MSO
• NCD Section
• Ophthalmology
• TB Section
• Registration of Public Testing Laboratories with MSO for testing the medicine
• Renewal of Registration Fresh registration of your firm Manufacturing Units

with MSO
• Directorate General of Health Services
• International Health

There does not exist any separate Directorate of Family Welfare or any dedicated
sub-directorate under Directorate General Health Services in the Ministry to pay
focused attention on ‘Family Welfare Matters’. This casual approach of no
accountability in the organisational set-up is one of the reasons for sordid perfor-
mance in the Family Welfare sector in the country.

The architectural design of the Organisational Structure at the State Head
Quarter and down below in the districts and sub-district levels is primarily made by
the concerned State. There exists in all states a secretariat of Family Welfare in the
composite department of Health and Family Welfare along with a unit of Family
Welfare in the Directorate of Health and Family Welfare. From the perspective of
Family Welfare programmes implementation in the country, the infrastructure
available in the districts and sub-districts in the states of India is very crucial and
relevant. Over the years with Central Government support, the States of India have
put in place Family welfare Unit both at the State Secretariat and Directorate level.
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With 100 % funded Centrally Sponsored Scheme, the set-ups that have been put in
place in the states of India include (a) Family Planning Cell at the State Secretariat,
(b) State Family Welfare Bureau, (c) District Family Welfare Bureau, (d) Regional
Family Planning Training Centres, (e) Establishment and Maintenance of Rural
Family Planning Sub-centres, (f) Establishment and Maintenance of Urban Family
Planning centres, (g) Establishment and Maintenance of Sterilisation Beds.

The website of the Ministry as on 04.12.2015 has also shown organisational
sets-up of the states of India. On perusal of the same, it is found that there does not
exist any uniform pattern of organisational set-ups among the states in India. Just as
the demographic challenges are different from one State to another, so is the
organisational set-up on family welfare. Further, such website does not suggest that
EAG states have strengthened their Family Welfare organisational set-up to cope up
with higher order demographic challenges. However, there is one distinct feature
common to all the Family Welfare set-up in the states of India in that Family
Welfare set-up does not enjoy any conspicuous identity and is subsumed by the
Health system in the State. Virtually, it exists as an appendix of the health care
system in the state. The brand image and importance is very important from
functional point of view. This brand image of Family Welfare is non-existent in the
States of India. This is the grey area of the organisational architecture in the Family
Welfare in India.

Further, the core competence of the Ministry of Health and Family Welfare
centres around preventive, curative, rehabilitative and promotive aspects of health
and medical care in which Family welfare forms a part issue. As a result, the focus
of action of the Ministry of Health & Family Welfare/Department of Health &
Family Welfare is on the health of the nation. The preponderance of health related
issues and the its intervention areas are too many and too complicated to keep the
health professionals occupied with the health areas leaving only left-over time for
family welfare related services. This is the real bane of the family welfare of the
country.

Apart from formal government functionaries either in the Ministry of Health and
Family welfare or in the departments of the state governments, a host of contractual
and other functionaries have come to stay in the Family Welfare set-up in the state
out of National Health Mission and the like. Additionally, there exits family welfare
unit in the Railway hospitals, ESI and other bigger establishments, both public and
private, addressing family welfare of targeted population. The vast network of
private sector doctors and hospitals also provide family welfare related services.
Moreover, a good number of NGOS and civil society organisations also address
family welfare services in their adopted area. The area of structured coordination
between the such service providers and the department of Health and Family
Welfare is another grey area in the Family Welfare administration in the states of
India.

The moot point on organisational set-up is whether the country has put in place
the right kind of organisational set-up for population control and family planning as
envisaged in serial 20A in the Concurrent List. Earlier, the issues relevant for
population and family planning have been covered in Chaps. 2 and 3 where
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several issues relevant for population control and family planning have been listed
and discussed. The issues are much broader than what are being addressed by the
Ministry of Health and Family Welfare under ‘Family welfare matters’. The
demographic issues, socio-cultural issues, political and religious issues are not
taken up as seriously as it ought to have been pursued as such items do matter in the
outcome of family planning efforts but which, unfortunately, do not fall within the
core functional area of the Ministry of Health and Family Welfare nor for that
matter the issue of migration, immigration, influx etc. can at all be addressed by the
Ministry of Health and Family Welfare. In fact, for execution of item 20A of the
Concurrent List, there is no nodal ministry or department in the country who has
been empowered to deal with ‘population control and family planning’, The
Ministry of Health and Family Welfare has only been empowered to deal with
‘Family Welfare Matters’, a sub-set function of ‘population control and family
planning’ responsibility in the country. Additionally, in the context of India sur-
passing the huge size of population of China in the foreseeable year of 2030, the
country needs to scale up a robust regime of population control to contain the
runaway population. Further, the Sustainable Summit, 2015 has enjoined a big
responsibility to India to reach SDGs by 2030 which is only possible if sustainable
population can be put in place at the first place. Moreover, the Paris Summit on
climatic change also enjoins additional responsibility to control human-induced
emission level at an internationally agreed level. All these belong to big-ticket
reforms which call for revamping and restructuring the entire organisational set-ups
of Family welfare to the level of “Population Control and Family Planning” for
proactive, effective and outcome ensuring organisational set-up in the states of India
to initiate the process for Sustainable population and enable us to reach SDGs by
2030.
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Chapter 10
Decentralisation of Family Welfare
Programmes in the Country

Abstract Decentralized governance is the very attribute of any modern state. It is in
harmonious with the spirit and the concept of ownership and participation of the
modern mind. The traditional system of governance by remote control from distant
location is no substitute for a system of local governance and local participation. The
local participation enables not only selection of locally relevant schemes with its
bearing on living environment, it also promotes cost efficiency by subjecting
openness to public scrutiny and by institutionalizing accountability to the stake
holder community and other individuals. Further, involving local people may also
result in investment in socially desirable services, particularly in drinking water,
health care and primary education and in the process meets development deficit of
the locality to a great extent. The 73rd and the 74th Amendments of the Constitution
of India provides for decentralisation of Family Welfare Programmes in the country.
Centralised family planning services is seldom effective in promoting family plan-
ning in the un-served and underserved locations in the countryside. There is great
scope and dedicated space for rural and urban local bodies to share the national duty
of population control and family planning in their respective areas.

Keywords Seventy third and the seventy forth amendments � Eleventh schedule �
Twelfth schedule � Article 243G � Article 243W � Devolved functional responsi-
bilities � Gram panchayat � Block panchayat � Zilla panchayat � Municipalities

Decentralized governance is the very attribute of any modern state. It is in har-
monious with the spirit and the concept of ownership and participation of the
modern mind. The traditional system of governance by remote control from distant
location is no substitute for a system of local governance and local participation.
The local participation enables not only selection of locally relevant schemes with
its bearing on living environment, it also promotes cost efficiency by subjecting
openness to public scrutiny and by institutionalizing accountability to the stake
holder community and other individuals. Further, involving local people may also
result in investment in socially desirable services, particularly in drinking water,
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health care and primary education and in the process meets development deficit of
the locality to a great extent.

Decentralised governance may have different character and forms. From an
operational angle, it might be divided into two ways (a) horizontal and (b) vertical.
Horizontal decentralisation is characterised by dispersal of power among institu-
tions at the same level whereas Vertical decentralisation is distinguished by dele-
gation of some of the powers of the government to the lower tier of authorities
including village institutions. Vertical decentralization of any government can itself
take three forms:

It is the primary stage of decentralisation where limited power and authority are
passed down. It is confined to exercising administrative discretion at the level of
local offices of the ministries of the government. In this system although it does take
place some dispersal of power, few decisions can be taken without reference to the
government.

This falls in the intermediate stage of decentralisation where some defined
authority and decision-making powers on specified items are passed on to local
officials. But the government retains the right to overturn local decisions and can, at
any time, take these powers back. Like deconcentration, it is confined to among the
officials of the government. It does not cover local level institutions

It is the strongest form of decentralization. It covers local level institutions only.
In this form of decentralisation, full decision-making powers are granted to local
authorities and allowing them to take full responsibility without reference back to
the government. Such bodies are empowered with financial power as well as the
authority to design and execute local development projects and programmes.

The Constitution of India, while institutionalising local governance in the
country under the Seventy Third and the Seventy Forth Amendments, adopted this
devolution mode of vertical decentralisation as described above and accordingly
enshrined ‘…the devolution of powers and responsibilities upon Panchayats, at the
the appropriate level’ under Article 243G and ‘…the devolution of powers and
responsibilities upon Municipalities’ under Article 243W. Further, to ensure that
devolution of functional distribution to the tiers of the Panchayats or to the
Municipalities is lawfully done, the Constitution of India has enshrined Eleventh
Schedule and Twelfth Schedule, for the Panchayats and Municipalities respectively
and requires in Article 243G and Article 243W that such devolution has to be
passed by the Legislature of a State.

It would be useful to keep in the upfront the health and family welfare com-
ponents of the Eleventh Schedule and Twelfth Schedule for objective analysis as
mentioned in Table 10.1.

It would appear from above that the Eleventh and Twelfth Schedules have not
enshrined identical functional items to empower the Panchayats or the
Municipalities. While the Eleventh Schedule meant for the tiers of Panchayats
provided Family Welfare as a separate functional item along with health care set-up
like hospital, primary health care and dispensaries, the Twelfth Schedule meant for
the municipalities mentions only the public health related function. Further, the
Eleventh Schedule also contained additional item on women and child development
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function for the Panchayts which also provide critical support to population sta-
bilisation. In other words, the Constitution makers conceived proactive role of local
self-governments for the health and family welfare sector in the rural areas and
rather limited role for urban local self-governments in the same area. Possibly this
imbalance would get corrected through a process of evolution over time. Be that as
it may, there is utmost necessity to put in place decentralisation in the health and
family welfare sector to obtain desired outcome. Unfortunately, however, very few
state governments have empowered such units of local self-governments, as
required under Article 243G or under Article 243W with distinct devolved func-
tional responsibilities. Consequently, the institutional character on management and
ownership on population related issues of such units of local self-governments has
not grown up till date. This is a long void area and requires urgent resolution. The
distribution of functional items for the State Government departments,
thePanchayats (among the three tiers as well) and the Municipalities need to be
worked out by the concerned State Legislature urgently for the distinct institutional
responsibility.

As against this format of constitutional decentralisation through the local bodies,
another form of delegating functional responsibilities at a local level through
government set-up is in place in almost all the states of India, which very often
passes for ‘decentralisation’ in health and family welfare areas. The induction of
State Health & Family Welfare Samity, District Health & Family Welfare Samity
and Block Health & Family Welfare Samity is to be mentioned in this regard. The
Samity based parallel format of delegated authority is not in conformity with the
spirit of devolution of functional responsibility as enshrined in the Constitution of
India in Article 243G and 243W; rather it is a move to by-pass the devolution
process itself. In fact, for decentralisation to have real meaning, such a set-up of
functional organ has to be placed under the concerned local self-government only.
The delegation of functional responsibilities to the Registered Health & Family
Welfare Samity can never be a substitute for devolution of functional responsibil-
ities to local self-governments.

Pending such Constitutional empowerment, the concerned state government has
to work out a platform of working together of all its organs in any identified
geographical location including the tiers of Panchayats (e.g. Gram Panchayat,

Table 10.1 Health and family welfare components of the eleventh schedule and twelfth schedule

Eleventh schedule (for the tier of panchayats) Twelfth Schedule (for the municipalities)

Sl no. Name of the functional item Sl no. Name of the functional item

23. Health and sanitation, including
hospitals, primary health centres and
dispensaries

6. Public health, sanitation
conservancy
and solid waste management

24. Family welfare

25. Women and child development

Source Constitution of India
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Block Panchayat or Zilla Panchayat) or Municipalities and the related health and
family welfare unit of the state government. Needless to reiterate, the devolved
functional responsibilities to the units of local self-governments would have been a
better choice for collaborative arrangement for convergent action. Be that as it may,
for ensuring good governance, a collaborative arrangement in the format of dep-
utation of government functionaries to the office of such counterpart local
self-government may ensure better programme outreach and of its quality. An
example may clarify the position. The sub-centre set-up of the Health and Family
welfare unit might be located within the jurisdictional G.P and the functional
jurisdiction of such Sub-centre could as well be similar to the devolved responsi-
bilities of the G.P. This will facilitate converge of services, optimise resources and
ensure desired outcome at that level. The absence of such a collaborative
arrangement, as it exists in many parts in our country, does not promote ownership,
is not programme implementation friendly and spawns avoidable parallel service
delivery points with different agenda to address local level prioritises and
complexities.

Similar to the collaborative arrangement of GP level, the concerned state gov-
ernment need to work-out defined functional role for other tiers of Panchayat and
municipalities via-a-vis the units of state government’s health and family welfare
set-up. This overdue reform area has been standing in the way of optimum outcome
of programme efforts at any given area and proper decentralisation in health and
family care in India.

Finally, the Civil societies and NGOs have embarked in a big way in the Family
Welfare area being driven by commitment and also as programme partners under
defined schemes. Under the National Policy for Voluntary Sector and also on the
patronage of the erstwhile Planning Commission, such units have been making
programme efforts to reach the under-served areas. The UN system also enlists
them in the outreach and quality of delivery of services. In most cases, such NGOs
work as parallel agencies without mainstreaming their activities with the pro-
gramme of decentralised local self-governments. The need for shared responsibility
under decentralised format is also an overdue area that needs resolution.
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Chapter 11
Financing the Population Control
and Family Planning Programme
in the Country

Abstract The serial number 20A of the Concurrent List of the Constitution of
India enshrines Population control and family planning meaning thereby that it is
the joint responsibility of the Union Government and the State Government to
administer it. Incidentally, neither the Union Government nor the State Government
ever uses the word ‘Population control and family planning’ in its programme
planning or in its budgeting to operationalise this functional responsibility of the
Constitution. The lack of interest on the part of the governments has spawn a new
version for ‘Population control and family planning under the nomenclature of
Family Welfare losing in the process the strong and focused intention of the con-
stitutional provision of population control and family planning. Even in this case,
many of the state governments feel that since it falls under the Concurrent List, the
funding of this item be rather borne by the Union Government on the plea that the
financial position of the state governments is not good enough to bear the related
expenditure. The funding of the family welfare programme has thus become Union
Government’s responsibility. The ownership of the programme by the states in
terms of sharing the cost of its implementation is not in place. The states have
virtually played the role of implementing agents. The related role of the central
government and the states of India in financing the family planning programmes
over the areas, including its adequacy has been captured.

Keywords 20A of the concurrent list � Centrally sponsored scheme � Plan
expenditure � Plan-wise expenditure � Plan and non-plan expenditure � NDC
committee on population � Public expenditure � Percentage of FW expenditure
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The serial number 20A of the Concurrent List of the Constitution of India enshrines
Population control and family planning meaning thereby that it is the joint
responsibility of the Union Government and the State Government to administer it.
Incidentally, neither the Union Government nor the State Government ever uses the
word ‘Population control and family planning’ in its programme planning or in its
budgeting to operationalise this functional responsibility of the Constitution. It is
for the same reason, this item remains outside the purview of any quantitative and
qualitative monitoring on periodical basis, either at the level of the Union
Government or at the level of State Governments. As a matter of fact, both the
Union Government and the State Governments are averse to use the term
Population control and family planning for a variety of reasons, chief being its
possible strong backlash on electoral politics. It is for the same reason that the
political and social leadership of the country does not take any interest on popu-
lation control and family planning least it offends the sensibilities of voters and pose
any negative impact on vote-bank politics. This is absolutely a NO NOZONE for
the political parties and the social groups. The lack of interest on the part of people’
representatives has spawn a new version for ‘Population control and family plan-
ning under the nomenclature of Family Welfare losing in the process the strong and
focused intention of the constitutional provision of population control and family
planning. Even in this case, many of the state governments feel that since it falls
under the Concurrent List, the funding of this item be rather borne by the Union
Government on the plea that the financial position of the state governments is not
good enough to bear the related expenditure. The funding of the family welfare
programme has thus become Union Government’s responsibility. The ownership of
the programme by the states in terms of sharing the cost of its implementation is not
in place. The states have virtually played the role of implementing agents.

The Family Welfare Programme thus emerged as a 100 % Centrally Sponsored
Scheme. It is implemented only by the states of India utilising its infrastructure with
full funding support of the Central Government as per norms approved by it. The
programme has remained ‘Plan expenditure’ since its inception. The allocations of
Family Welfare Programmes during various Five Years, as mentioned in the NDC
Report, are given in Table 11.1.
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The percentage allocation to this programme within the public sector plan out-
lay, as estimated by the NDC Committee on Population, ranged between 0.05 and
1.50 % during different plans up to Eighth Plan. The Committee was of the opinion
that the programme experienced financial constraints because of increased cost to
maintain already established infrastructure. The Committee noted substantial
accumulated arrears to be paid to the states on this count, and had recommended
that the Programme requires to be fully funded, not only to maintain existing
infrastructure but also to start new initiative. It also observed that expenditure in
family welfare sector is really an investment because reduction in the population
growth rate would result into reduction in future allocations for social sectors e.g.,
education, employment, housing, health services etc. It had also recommended that
the allocations might be raised to 2 % from the year 1993 to 94 and gradually
increased to 3 % of the public sector expenditure by the end of the Eighth Plan. It
had further recommended that the states should meet at least 10 % of their family
planning expenditure, which are non-plan in nature from their state budget. The
Committee was also of opinion that Railways, Posts and Telecommunications,
Labour, Defence should give financial support for providing family welfare services
to their government employees, and all departments, both of central and state
should fully internalise family welfare expenditure within their respective budget.

Table 11.1 Plan-wise expenditure under the family welfare programme (Rs crores)

Plan
period

Expenditure on public
sector

Expenditure on family
welfarea

Family welfare as % of
total column 3/2
expenditure

1 2 3 4

First plan 1960.00 0.14 Negligible

Second
plan

4672.00 2.15 0.05

Third plan 8576.50 24.86 0.30

Annual
plan

6625.40 70.46 1.10

Fourth
plan

15778.80 284.43 1.80

Fifth plan 394266.20 408.96 1.30

Sixth plan 110971.20 1425.73 1.30

Seventh
plan

218729.60 3120.80 1.43

Eight plan 434100.00 6500.00 1.50
aThis expenditure includes both plan and non-plan expenditure
Source NDC Report on population-page 77
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From a different angle, public expenditures on Health and its components on
Family Welfare have been captured from the website of the Ministry of H&FW
from 2011–12 to 2014–15. Before dwelling on it, let us elucidate public
expenditure:

Public Expenditure:
Public expenditure normally reflects business priority of the government. It is an

indicator of the degree of concern of the Government of the day on the related
priority area. This is more so in the context of the broad health care areas of the
nation where there is pressing need to maintain at least 6 % of normal state budget
for addressing manifold health issues of its citizens and also for improving its HDI
status. In the context of alarming population growth scenario, there is also the
necessity to invest sizable public fund for arresting its growth and more particularly
on population control areas. The Ministry of Health and Family Welfare in its
website has recorded public expenditure on Health and Family Welfare in India
sourced from state budget documents, detailed demand for grants of MoHFW and
concerned Central Ministries/Departments. This document gives totality in classi-
fication under plan and non-plan and provides actual expenditure, budget and
revised estimates under different schemes/programmes in the health sector.
However, the website has not mentioned related expenditure for years prior to
2011–12. Be that as it may, from different Tables, as shown in the website, public
expenditure on Health and Family welfare by States and Union Territories from
2011 to 15, have been presented along with its corresponding percentage for the
states of India at Table 11.2.

In the given background it would be interesting to see the size and level of
population growth of the states of India and its related expenditure on Family
welfare from Table 11.3.
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Table 11.3 reveals the seriousness and concern of the states of India on Family
Welfare given the vulnerability of population-stressed situation in their states. From
Table 12.3, it would be seen that there is no correspondence between the size of
population, its decadal growth and the percentage of Family Welfare expenditure.
Since the volume of fund and percentage of Family Welfare expenditure is pro-
portional to the social concern of the Government of the day, the data as above do
not reflect that intensity.
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Chapter 12
Monitoring Mechanism

Abstract Monitoring is defined as a process of measuring, recording, collecting,
processing and communicating information to assist policy makers and project
management to take right decision in a given situation. Monitoring is essentially a
functioning tool to understand the flow character of a programme or a scheme right
from the time of its commencement. It generates not only flow of data but deciphers
also its inner meaning of the tied process signalling therein the irritating points that
need to be resolved. In that mould, it acts as supervising the functioning process of
a particular work plan at a given point of time. Further, when a policy related
programme is monitored, it is possible that it may ask for revisiting the postulates
and other fundamental premises and may even question the prudency to continue
the policy any further point of time without any amendment or modifications. It is
also possible that any pilot initiative in an emerging area, after receipt of encour-
aging monitoring input, might suggest expanding and replicating elsewhere. This
chapter covers monitoring issues including what to be monitored, how to be
monitored and who is to monitor. It also covers monitoring mechanism and
decentralised monitoring structure.

Keywords Monitoring mechanism � Monitoring items � Monitoring indicators �
Monitoring format � Monitoring authority � Monitoring meeting � Monitoring
report � Concurrent evaluation

Monitoring is defined as a process of measuring, recording, collecting, processing
and communicating information to assist policy makers and project management to
take right decision in a given situation. Monitoring is essentially a functioning tool
to understand the flow character of a programme or a scheme right from the time of
its commencement. It generates not only flow of data but deciphers also its inner
meaning of the tied process signalling therein the irritating points that need to be
resolved. In that mould, it acts as supervising the functioning process of a particular
work plan at a given point of time. Further, when a policy related programme is
monitored, it is possible that it may ask for revisiting the postulates and other
fundamental premises and may even question the prudency to continue the policy
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any further point of time without any amendment or modifications. It is also pos-
sible that any pilot initiative in an emerging area, after receipt of encouraging
monitoring input, might suggest expanding and replicating elsewhere.

For productive monitoring four critical aspects are needed to be addressed:

(i) What is to be monitored

Monitoring items should be pointed, relevant and critical. Such items include
physical and financial progress. In general perception, monitoring is usually
understood as monitoring of expenditure and the focus of all activities is confined to
financial monitoring. Monitoring per se includes time dimension of scheme
expenditure as well. However, the popular approach of financial monitoring is one
dimensional in that it does not give any idea of the emerging status of physical
achievement. Financial monitoring without its concurrent physical status is not
meaningful monitoring at all. As a matter of fact, physical monitoring is very
important from project implementation point of view as it gives fair idea about
linkage between quantum of money spent and the corresponding volume of
physical output. Another way of looking at monitoring from project implementation
point of view is Process monitoring and Outcome monitoring. A project is supposed
to perform a set of tasks in a work schedule in a time format. Similarly, it is also
supposed to show certain deliverables at different identified points of work pro-
gramme. Monitoring assists the programme manager to keep track with the
implementation process of several segments of such work programme. Such step by
step monitoring helps to ensure projected vision of defined outcome in a given
framework of time.

There are host of items for which monitoring technique is made use of. In the
context of population control in India, there is scope for monitoring of influx and
infiltration across the border states of India; it may as well be monitoring on
adequacy and effectiveness of programme intervention in the demographically
weaker states and districts in India; it could as well be monitoring the facts and
issues that are critical for the relatively abnormal rate of growth of a particular
religious faith or whether the socio-economic goals of the country have been fol-
lowing the right direction. There is good scope of monitoring the extent and quality
of Civil Registration system of Births and Deaths or of the extent of coverage of the
on-going marriage registration and prevention of under aged marriage and so on.

In so far as family planning is concerned, there is huge unmet need of moni-
toring on several important issues. Ironically enough, this is the most under-served
areas of monitoring in India. The basis of family planning is Eligible Couple and
Children Register which is hardly monitored in the states in India. Apart from being
the primary referral document, it embodies the types of target-clients who have to
be reached. Effective monitoring on this item alone would be a huge service to the
cause of family planning programme in the country. As a follow-up of this ECCR
monitoring, there could be FP service monitoring on Birth Spacing; monitoring on
types of contraceptives canvassed (also male or female) and used in general but
more particularly for those having more than two children in particular; whether
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counselling on permanent method has been initiated and the extent of its success
etc. Similarly, based on ECCR, there could be monitoring on Ante-natal care of
pregnant women, Breast-feeding, supplementary nutrition for under-weight chil-
dren or on immunisation status of children etc.

Incidentally, the ushering of Target-free approach in family planning (FP) since
April 1996 together with the policy decision of the Government of India to merge
family planning and maternal and child health (MCH) services into Reproductive
and Child health (RCH) services has made family planning programme less
focused, non-visible and low priority in terms of importance, time, care, coverage
and outreach of services. Medical and health related services occupying prime time
usually got higher priority in supervision and monitoring. This continues even after
the launch of the Rural Health Mission. The scope of intensive monitoring of family
planning related services separately under Rural Health Mission and Urban Health
Mission cannot be overemphasised. There is indeed a huge gap in the outreach of
the family welfare services to the targeted eligible couples in our country.

Monitoring Indicators have now come into being for facilitating objectivity in
monitoring exercise. Depending on the infrastructure set-up at any State, there is
scope for designing distinct Monitoring Indicators/items for the level of Sub-centre,
Primary Health Centre, District Heath Centre and State level Health Establishment
and the like. It is for the same reason the design of the monitoring format would
depend on what subjects/items will be monitored at that level. There is no uniform
format for monitoring.

(ii) Who is to monitor

The primary responsibility of monitoring lies with the implementation authority.
In case of government department it may be done by the department itself or
delegated to its subordinate office in some cases. Be that as it may, there has to have
one to one correspondence between the subjects of monitoring and the functional
domain of such department or agency; otherwise the exercise would be simply
mechanical and void of any life force. As a general rule, the monitoring authority
would be the nodal department as per Rules of Business of the Government, either
in the Union Government or in the State Governments. Regarding monitoring of
influx and infiltration across the border states of India, or of adequacy and effec-
tiveness of programme intervention in the demographically weaker states and
districts in India or of monitoring the facts and issues that are critical for the
relatively abnormal rate of growth of a particular religious faith or of the projected
socio-economic goals of the country, the monitoring is needed to be undertaken by
the department of the Ministry of Home Affairs. Similarly, monitoring of the extent
and quality of Civil Registration system of Births and Deaths or of the extent of
coverage of the ongoing marriage registration etc. need also to be done by the said
Ministry and/or by the nodal department of the state government on a regular basis.

The family planning programme is the least monitored area in our country and
even when it does take place, there is less professional approach in those exercises.
One of the prerequisites for quality monitoring is decoding the messages embodied
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in the data structure and then re-activate the process to meet the identified deficit
and systemise correction. Because of paramount importance of the Eligible Couple
and Children Register, it needs to be monitored by the immediate supervisory
authority in the Health & Family welfare set-up of the state government and also by
the related Gram Panchayat in the rural areas/Ward Committee in the urban areas.
Monitoring of Birth Spacing, contraceptive-use, Ante-natal care, Breast-feeding,
supplementary nutrition and immunisation etc. need to be monitored by the
immediate supervisory authority in the Health & Family welfare set-up of the state
government.

The decentralised local bodies at various levels need to take up monitoring
responsibility of functions as devolved on to them under Article 243G or Article
243W, as the case may be. The Gram Panchayat will monitor implementation of its
own schemes and so by others. There is no scope of monitoring a local body’s
scheme by another tier of a local body. However, the DPC, as the apex
Constitutional planning body in the district may take up monitoring in respect of all
schemes or for schemes falling under any selective subject (e.g. drinking water,
road linkage, waste disposal etc.) of all local bodies within its jurisdictional area, as
it deems proper.

Another important area of monitoring relates to situation when a good number of
monitoring authority participates on monitoring a single programme. An illustration
will make it clear. Immunisation of children may be monitored at various levels of
government, both at the Union Government or in the states. Normally the moni-
toring focus of such multiple monitoring are distinct from one another, though there
may have some commonalities. In the case of the Union government, the focus is
on the immunisation of the children of the country as such and the responsibility of
providing all support including the required antigens to the states in India for 100 %
coverage of immunisation. The state nodal department, on the other hand, is
required to put in place infrastructure, distribution of required antigens and
arranging service providers for ensuring full immunisation coverage to children in
the state and it’s monitoring on a regular basis. At the district, sub-district and field
set-up, the monitoring focus of each of the organisations is different from one
another. It varies from setting up of immunisation centres, informing such
arrangement in the locality, distribution of IEC materials on immunisation, coun-
selling of parents wherever needed, Home visit, mop-up for left-out cases and
organisation of outreach camps where needed.

Another essential requisite for quality and effective monitoring is that monitoring
team members must be well conversant with the schemes under monitoring review
including its objects, sanctioned fund and its release, details of personnel on the job,
timelines of completion etc. The domain knowledge of team members can only
ensure meaningful interactions, locate the gaps or deficiencies and be in a position
to suggest right prescription for course correction.
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(iii) How is to monitor them

The structure of monitoring format is very crucial. It has to be designed in tune
with the basic objectives of programme. Such structure of monitoring format has to
be pretested, wherever possible, to ensure right flow of information and absence of
any confusion in filling up the monitoring schedule/format by field functionaries.
The field functionaries need to fill in the designed monitoring format as per time
design and submit it to its monitoring authority. Normally, the descriptive version
should not be encouraged for the sake of easier comprehension and its consolida-
tion. Based on analysis of monitoring data, a status position is needed to be worked
out. The monitoring status, with observations on course correction, if any, may then
be communicated to all concerned for appropriate action. In case of necessity, it
could be followed up by field inspection as well. A monitoring meeting may also be
convened to sort out implementation issues for the desired way forward.

(iv) Monitoring of action taken report

Monitoring is for ensuring right course of programme implementation and,
therefore, it is not a onetime affair. It is a continuous process till the scheme is
completed. The prescriptions for correction based on a monitoring report, say
MR-1, need to be comprehensively addressed before submitting monitoring report,
say MR-2. Mere communication of findings without follow-up compliance report
would make the entire exercise redundant. ATR is in fact the essence of monitoring.

Monitoring per se is not an end in itself. It is a means to ensure proper imple-
mentation of scheme by acting as an indivisible supervisor during the process of
implementation. Moreover, it is not enough that monitoring technique should alone
be applied: it is also required to be buttressed by the other technique known as
concurrent evaluation. In fact monitoring and concurrent evaluation are two
activities which go hand in hand. Adequate monitoring is a basic requisite for
undertaking concurrent evaluation and it is impossible to evaluate a scheme unless
it has been adequately monitored over time.
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Chapter 13
Sustainable Population in the Background
of Sustainable Development Goals

Abstract The UN Sustainable Development Goals (SDGs) adopted on 25th
September, 2015 aimed to end hunger, assure gender equity, and build a life of dignity
for all over the world. It gave a clarion call of a new framework of “Transforming Our
World: the 2030 Agenda for Sustainable Development”. The SDGs composed of 17
goals and 169 targets to wipe out poverty, fight inequality and tackle climate change
over the next 15 years. The SDGs are indeed visionary in character and an ideal
framework in which all nations need to work out its actionable plans. Because of
varying inter-country deficit on actionable areas of sovereign nations, SDGs have not
gone into country-specific road-map for action. It is for this reason that SDGs did not
mention any constraints in its overall approach to realise its visionary goals. However,
constraints do exist in achieving SDGs just as it had existed under MDGs. Two of the
top most goals under SDGs is to end poverty in all its forms everywhere (Goal 1) and
end hunger, achieve food security and improved nutrition (Goal 2). SDGs also aim at
promoting sustained, inclusive and sustainable economic growth, full and productive
employment and decent work for all (Goal 8). An under-populated country can pro-
ceed to reach these goals easily; a country having stable population or optimum
population can also move in that direction rather comfortably. But for a country, like
India, where TFR is less than replacement level, where there is alarming high order
density of population and high quotient of BPL population, where there exits shocking
levels of unemployment, under-employment and adverse nutritional standard and
relatively poor HDI, the quantum jump at on go to a SDGs level destination is rather a
very difficult task. The huge size population and its incremental addition is responsible
for this sordid state of affairs. It will be a gigantic task to implement the Goal 12 to
ensure sustainable consumption and production patterns for a runaway population of
more than 1.21 billion population for such over-populated country.

Keywords Sustainable Development Goals � Sustainable population � Our
Common Future � Environmental sustainability � Bio capacity, ecological foot-
print � Global Footprint Network � Goal specific SDG targets

The original version of this chapter was revised. The erratum to this chapter is available at
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The UN Sustainable Development Goals (SDGs) adopted on 25th September, 2015
aimed to end hunger, assure gender equity, and build a life of dignity for all over the
world. It gave a clarion call of a new framework of “Transforming Our World: the
2030 Agenda for Sustainable Development”. The SDGs composed of 17 goals and
169 targets to wipe out poverty, fight inequality and tackle climate change over the
next 15 years. Among the 17 goals to this agenda, focus was on complete poverty
eradication, zero hunger, quality education, gender equality, sustainable cities and
communities and clean water and sanitation. The 193-member General Assembly of
the United Nations, headed by its Secretary General described the agenda as
‘clarion call’ to share prosperity, empower people’s livelihood, ensure peace and
heal our planet for the benefit of this and future generations. The secretary general
further observed that the new agenda is a promise by leaders of all people every-
where. It is a universal, integrated and transformative vision for a better world. It is
an agenda for the people, to end poverty in all its forms. He further mentioned that
the 17 SDGs are our guide and to-do list for people and planet, and a blue print for
success. This new agenda compels us to look beyond national boundaries and short
term interests and act in solidarity for the long term.

For appreciating phases of our journey towards sustainable population, in the
framework of SDGs, it would be useful to clarify some of the linked population
concepts to comprehend in what way sustainable population is different from other
traditional concepts and what precisely is its role and relevance for achieving
Sustainable Development Goals.

• Under Population:

A country is said to be under-populated when the number of people is insuffi-
cient to take the fullest possible advantage of the natural and capital resources of
that country. Normally such state of affairs existed in some bygone years of history
when in a new country situation the resources were vast and there were not enough
manpower to make use of available resources and register higher per capita income
and better standard of living to its citizens. The size of population was always
below the optimum population.

• Over population:

Overpopulation is a situation where the number of existing human population in
a country exceeds the carrying capacity of such country. The size of population of
such country is too large to make use of economic potential and optimum utilization
of its natural capital resources. The existing resources, both natural and capital, in
relation to the size of the population are too inadequate for gainful full employment
of its citizens. As a result the per capita income is lower and the resultant standard
of living. Poor quality of life is also reflected in life span of its citizen and in the
morbidly and mortality profile of its citizens. The size of population of such country
was always above optimum population. Solving overpopulation is essential in
building a sustainable future.
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• Optimum population:

The optimum population is the ideal population of a country where the per capita
income would be the maximum with use of available resources or means of pro-
duction. Any rise or fall in the size of the population above or below the optimum
level will scale down income per head. Given the stock of natural resources, the
technique of production and the stock of capital in a country, there is a definite size
of population corresponding to the highest per capita income. Other things being
equal, any deviation from this optimum-sized population will lead to a reduction in
the per capita income. If the increase in population is followed by the increase in
per capita income, the country is under-populated and it can afford to increase its
population till it reaches the optimum level. On the contrary, if the increase in
population leads to fall in per capita income, the country is over-populated and
needs a decline in population till the per capita income is maximised. However, the
optimum population is not a fixed concept. It is movable with the varying state of
natural resources or means of production of such country. For instance, if there are
improvements in the methods and techniques of production, the output per head
will rise and the optimum point will shift upward.

• Stable Population:

The concept of Stable Population was first introduced in demography by
Alfred J. Lotka as a particular case of Malthusian projections. Stable popula-
tions are theoretical models widely used by demographers to represent and
understand the structure, growth and evolution of human populations. By definition,
stable populations have age-specific fertility and mortality rates that remain constant
over time. A stationary population is a simple example of a stable population with a
zero growth rate, neither growing nor shrinking in size and is equivalent to a life
table population. The age-specific fertility rates that generate this stationary life are
not found in real life. The size of population in such situation will always be the
same and the crude birth rate and death rates will never change and will always be
equal. However, in a stationary population, the proportion in age-group is constant
as in stable population, but unlike a growing or shrinking stable population, the
numbers in each group are also constant over time. A stable population having
constant birth rates and age distribution can emerge in a country situation and
persist over time provided three conditions are satisfied, namely, (a) Age-specific
fertility rates are constant (b) Age-specific death rates (i.e., the life table) are
constant and (c) Age-specific net migration rates are zero.

Incidentally, The National Population Policy 2000 mentions that the long term
objective of NPP 2000 is to achieve a stable population by 2045.

• Sustainable population

A sustainable population is one that can be maintained at that number of people
indefinitely without adversely impacting the environment or the quality of life of
the members of that population. Sustainable population growth means the rate at
which the number of inhabitants of a given area can increase without overburdening
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the area’s economic, social and natural resources. Many demographers use the term
“carrying capacity” to refer to the number of inhabitants who can be supported in a
particular area without degrading the physical and social environment at present or
for future generations. When population growth exceeds an area’s carrying
capacity, growth is considered unsustainable because the existing resources, such as
water and food, are not sufficient to sustain the growing population.

There does not exist any normative definition of sustainable population up to this
point of time. Various international agencies go by their own understanding
framework to define sustainable population. One strong view point based on Global
Footprint Network data estimates that current population is three times the sus-
tainable level. It shows that humanity uses the equivalent of 1.6 planet Earths to
provide the renewable resources that are used and absorbed as waste. Based on the
7+ billion of population and also of an average European standard of living—which
is about half the consumption level of an average American—the Earth could
sustainably support only about 2 billion people. The underlying message is that
there is one to one correspondence between standard of living, consequent use of
natural resources and the earth capacity of liveable population.

Climate change has added a new dimension to any estimate of sustainable
population and the planet’s ability to support all 7+ billion of population. Climate
scientists foresee lower crop yields of major grains such as wheat, rice, and
maize. Rising sea levels may create hundreds of millions of climate refugees in
years to come in addition to climate disruption followed by likely increasing levels
of resource conflict and civil unrest. Adaptation to climate disruption will only be
easier with a much smaller global population.

Thus, the world in general and the individual countries in particular need to be
circumspect of the hard reality of changing resource base to uphold the existing size
of population and factor in certain and irreversible climatic change of foreseeable
nature and degrees. In addressing sustainable population, appropriate consideration
need to be placed on demand pull forces that hit upon resource scenario in the
post-climate changing scenario that the local area of the Earth can support.

Finally, as a signatory to the World summit of sustainable goals, each of
Individual countries has to draw up a road-map for sustainable population by
arresting and reversing the birth rate, immigration and infiltration, and the resource
use. Sustainable population is the only requisite for sustainable development and
the SDGs. The SDGs will remain illusory if sustainable population is not in place.

• Carrying capacity:

Carrying capacity in simple language means the maximum number of individ-
uals that an area of land can support by their food requirements and without any
detrimental effects. Ecologists however, define carrying capacity as the maximal
population size of a given species that an area can support without reducing its
ability to support the same species in the future. Because of variation of types and
quantities of consumption, carrying capacity, for human habitations, varies mark-
edly with culture and level of economic development. With a particular culture, the
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types of resource used and with a particular level of economic development the
quantities of resources consumed vary signalling different carrying capacity of the
locations. Carrying capacity may thus be defined as biophysical carrying capacity
(the maximal population size that could be sustained biophysically under given
technological capabilities) and social carrying capacities (the maxima that could be
sustained under various social systems especially, the associated patterns of
resource consumption).

“Population Matters in its website has dealt on Carrying capacity in a very lucid
way:” the maximum number of individuals that can be supported sustainably by a
given environment is known as its ‘carrying capacity’. For most non-human spe-
cies, the concept is quite simple. If carrying capacity is exceeded, the population
declines because its environment can no longer support the excess numbers. In
many situations this can happen very rapidly because excessive demand degrades or
even devastates the environment and there is a sudden and catastrophic feedback
effect. Such a feedback effect can not only eradicate those numbers of population in
excess of the carrying capacity of an environment but under certain circumstances it
can cause the near extinction of an entire species. A population can exceed the
carrying capacity of its environment for a short while by using up the stored
resources (i.e. natural capital) of its environment, but sooner or later the ‘overshoot’
will catch up. Once the capital is exhausted, population numbers inevitably fall
because there are no longer enough resources available to support the number of
individuals.

In the case of human populations, there is a large variation in per capita con-
sumption levels between poor and affluent communities, so the basic definition of
carrying capacity needs to be qualified and the given level of per capita con-
sumption and waste generation needs to be taken into consideration. The carrying
capacity of a given environment is much greater for people living at a subsistence
level than it is for people with a typical Western European or North American
lifestyle. It is also important to note that different geographic regions have a greater
or smaller carrying capacity. Climate and local geography both play a crucial part.

• Sustainability:

Sustainability has been defined by Geir B. Ascheim in 1994 in the World Bank
document as a requirement of our generation to manage the resource base such that
the average quality of life that we ensure ourselves can be potentially shared by
future generations. Development is sustainable if it is involved a non-decreasing
average quality of life. A sustainable process is thus one that can be maintained
without interruption. Sustainability is a necessary and sufficient condition for a
population to be at or below any carrying capacity. Incidentally, Brundtland the
author of Sustainable development concept way back in 1983 defined it as “de-
velopment that meets the needs and aspirations of the present without compro-
mising the ability of future generations to meet their own needs”. Implicit in the
desire for sustainability is the moral conviction that the current generation should
pass on its inheritance of natural wealth, not unchanged, but undiminished in
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potential to support future generations. In other words, Living sustainably means
balancing our consumption, our technology choices and our population numbers in
order to live within the resources of the planet. It means maintaining a stable and
healthy environment for both humanity and biodiversity.

• Sustainable development:

Brundtland, the pioneer of the Sustainable Development, defined it in ‘Our
Common Future’ as that development that meets the needs of the present without
compromising the ability of future generations to meet their own needs. The concept
has been addressed subsequently by scholars from various angles, examples of
which are given hereunder:

(i) ‘Sustainable development (SD) is a process for meeting human development
goals while maintaining the ability of natural systems to continue to provide
the natural resources and ecosystem services upon which the economy and
society depend. Sustainable development has in that sense three dimensions,
domains or pillars, namely “economic, environmental and social” or “ecol-
ogy, economy and equity” while some scholars include a fourth pillar,
namely, culture, institutions or governance. The ecological sustainability of
human settlements is part of the relationship between humans and their
natural, social and built environments. Environmental sustainability concerns
the natural environment and how it endures and remains diverse and pro-
ductive while Ecological economics look upon it from the premise of natural
capital of intergenerational equity and irreversibility of environmental
change in that sustainability requires that human activity has to use up such
amount of nature’s resources that can be replenished naturally’.

(ii) The sustainability equation
Another way of looking upon sustainable development is from a mathe-
matical equation. Paul R. Ehrlich, the eminent American biologist and
educator, in his book, The Population Bomb summarised what is known as
the Ehrlich or IPAT equation, I = PAT. I = impact on the environment or
demand for resources, P = population size, A = affluence and
T = technology.
The two most important conclusions deriving from this relationship are that
Earth can support only a limited number of people in a sustainable manner
and humanity has a clear choice between more people who have poorer
lifestyles and fewer people who have a better quality of life.

(iii) Biocapacity and ecological footprint
Population Matters in its website has brought out two concepts relating to
sustainable development—Biocapacity and ecological footprint developed
by the Global Footprint Network and are quantified as global hectares
(gha) which provide a common basis on which to compare the biological
capability of the environment to provide food and other essential needs
versus the demands placed by human communities on these ecological ser-
vices. ‘If the ecological footprint of a human population exceeds the
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biocapacity of its environment, the situation is unsustainable. Disturbingly,
worldwide the total human ecological foot-print is 2.6 global hectares per
capita (gha/cap) compared with a total worldwide bio-capacity of only
1.8 gha/cap (GFN Ecological Footprint Atlas 2009). This overshoot means
that humanity is already using 1.4 times as many resources as are sustainably
available. It means that we are in effect already ‘living on the capital of the
planet rather than its income’. The overshoot for high income countries is
much more extreme than the overall average. Whereas low income countries
have a typical footprint of 1.0 gha/cap, the average for high income countries
is 6.1, of which the UK is typical at 6.12. Thus at the current we would
already need 3.4 Planet Earths (i.e. 6.12/1.8) to support the total world
population of 6.8 billion if everyone was to have typical UK living stan-
dards. Though the foot printing approach explicitly accounts for different
levels of per capita consumption, it doesn’t factor in the biocapacity needed
for the preservation of other species—a clear moral problem that would
concern many people and one with significant economic consequences for
humanity. If capacity for other species is allowed for, we are in a situation of
greater overshoot than the figures suggest’.

‘All definitions of sustainable development look upon the world as a system—a
system that connects space; and a system that connects time. When the world is
looked as a system over space, air quality from one place to another or the harmful
effect of pesticides from one country on to another, can be felt. And when the world
is thought of as a system over time, the decisions of older generations over any
subject areas continue to affect today; and the economic policies of today will have
an impact on outcome of those policies tomorrow. Finally, when quality of life in
the world is considered as a system, it boils down to outreach and access of
ingredients of human development to all places in the nation and beyond. Thus the
concept of sustainable development is rooted in this sort of systems thinking and
the SDGs are the outcome of such systemic thinking. SDGs are a shining example
of sustainable development’.

13.1 Background of Sustainable Development Goals—the
End of Journey of Millennium Development Goals
(MDGs)

The MDGs were agreed set of goals that international community set for itself for
the first time at the UN Millennium Summit in September 2000 around a common
15-year agenda to tackle the indignity of poverty. It encompassed universally
accepted human values and rights such as freedom from hunger, the right to basic
education, the right to health and responsibility to future generations. The MDGs,
as set for implementation and monitoring, were as follows:

13 Sustainable Population in the Background … 223



Goal 1: Eradicate extreme poverty and hunger
Goal 2: Achieve universal primary education
Goal 3: Promote gender equality and empower women
Goal 4: Reduce child mortality
Goal 5: Improve maternal health
Goal 6: Combat HIV/AIDS, malaria and other diseases
Goal 7: Ensure Environmental Sustainability
Goal 8: Develop a global partnership for development

Along with these eight goals, the MDGs had set itself targets for each of the
goals totalling 21 targets, and also monitoring indicators within each of such targets
aggregating 60 in all. The 15-year MDGs effort has produced the most successful
anti-poverty movement in history as brought out by ‘The Millennium Development
Goals Report 2015’. A summary of such achievements, Goal wise, from the said
Report is shown hereunder:

Goal 1: Eradicate extreme poverty and hunger

• Extreme poverty has declined significantly over the last two decades. In 1990,
nearly half of the population in the developing world lived on less than $1.25 a
day; that proportion dropped to 14 % in 2015.

• Globally, the number of people living in extreme poverty has declined by more
than half, falling from 1.9 billion in 1990 to 836 million in 2015. Most progress
has occurred since 2000.

• The number of people in the working middle class—living on more than $4 a
day—has almost tripled between 1991 and 2015. This group now makes up half
the workforce in the developing regions, up from just 18 % in 1991.

• The proportion of undernourished people in the developing regions has fallen by
almost half since 1990, from 23.3 % in 1990–1992 to 12.9 % in 2014–2016.

Goal 2: Achieve universal primary education

• The primary school net enrolment rate in the developing regions has reached
91 % in 2015, up from 83 % in 2000.

• The number of out-of-school children of primary school age worldwide has
fallen by almost half, to an estimated 57 million in 2015, down from
100 million in 2000.

• Sub-Saharan Africa has had the best record of improvement in primary edu-
cation of any region since the MDGs were established. The region achieved a
20 % point increase in the net enrolment rate from 2000 to 2015, compared to a
gain of 8 % points between 1990 and 2000.

• The literacy rate among youth aged 15–24 has increased globally from 83 to
91 % between 1990 and 2015. The gap between women and men has narrowed
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Goal 3: Promote gender equality and empower women

• Many more girls are now in school compared to 15 years ago. The developing
regions as a whole have achieved the target to eliminate gender disparity in
primary, secondary and tertiary education.

• In Southern Asia, only 74 girls were enrolled in primary school for every 100
boys in 1990. Today, 103 girls are enrolled for every 100 boys.

• Women now make up 41 % of paid workers outside the agricultural sector, an
increase from 35 % in 1990.

• Between 1991 and 2015, thse proportion of women in vulnerable employment
as a share of total female employment has declined 13 % points. In contrast,
vulnerable employment among men fell by 9 % points.

• Women have gained ground in parliamentary representation in nearly 90 % of
the 174 countries with data over the past 20 years. The average proportion of
women in parliament has nearly doubled during the same period. Yet still only
one in five members are women.

Goal 4: Reduce child mortality

• The global under-five mortality rate has declined by more than half, dropping
from 90 to 43 deaths per 1000 live births between 1990 and 2015.

• Despite population growth in the developing regions, the number of deaths of
children under five has declined from 12.7 million in 1990 to almost 6 million
in 2015 globally.

• Since the early 1990s, the rate of reduction of under-five mortality has more than
tripled globally.

• In sub-Saharan Africa, the annual rate of reduction of under-five mortality was
over five times faster during 2005–2013 than it was during 1990–1995.

• Measles vaccination helped prevent nearly 15.6 million deaths between 2000
and 2013. The number of globally reported measles cases declined by 67 % for
the same period.

• About 84 % of children worldwide received at least one dose of
measles-containing vaccine in 2013, up from 73 % in 2000.

Goal 5: Improve maternal health

• Since 1990, the maternal mortality ratio has declined by 45 % worldwide, and
most of the reduction has occurred since 2000.

• In Southern Asia, the maternal mortality ratio declined by 64 % between 1990
and 2013, and in sub-Saharan Africa it fell by 49 %.

• More than 71 % of births were assisted by skilled health personnel globally in
2014, an increase from 59 % in 1990.

• In Northern Africa, the proportion of pregnant women who received four or
more antenatal visits increased from 50 to 89 % between 1990 and 2014.

• Contraceptive prevalence among women aged 15 to 49, married or in a union,
increased from 55 % in 1990 worldwide to 64 % in 2015.
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Goal 6: Combat HIV/AIDS, malaria and other diseases

• New HIV infections fell by approximately 40 % between 2000 and 2013, from
an estimated 3.5 million cases to 2.1 million.

• By June 2014, 13.6 million people living with HIV were receiving antiretroviral
therapy (ART) globally, an immense increase from just 800,000 in 2003. ART
averted 7.6 million deaths from AIDS between 1995 and 2013.

• Over 6.2 million malaria deaths have been averted between 2000 and 2015,
primarily of children under five years of age in sub-Saharan Africa. The global
malaria incidence rate has fallen by an estimated 37 % and the mortality rate by
58 %.

• More than 900 million insecticide-treated mosquito nets were delivered to
malaria-endemic countries in sub-Saharan Africa between 2004 and 2014.

• Between 2000 and 2013, tuberculosis prevention, diagnosis and treatment
interventions saved an estimated 37 million lives. The tuberculosis mortality
rate fell by 45 % and the prevalence rate by 41 % between 1990 and 2013.

Goal 7: Ensure Environmental Sustainability

• Ozone-depleting substances have been virtually eliminated since 1990, and the
ozone layer is expected to recover by the middle of this century.

• Terrestrial and marine protected areas in many regions have increased sub-
stantially since 1990. In Latin America and the Caribbean, coverage of terres-
trial protected areas rose from 8.8 to 23.4 % between 1990 and 2014.

• In 2015, 91 % of the global population is using an improved drinking water
source, compared to 76 % in 1990.

• Of the 2.6 billion people who have gained access to improved drinking water
since 1990, 1.9 billion gained access to piped drinking water on premises. Over
half of the global population (58 %) now enjoys this higher level of service.

• Globally, 147 countries have met the drinking water target, 95 countries have
met the sanitation target and 77 countries have met both.

• Worldwide, 2.1 billion people have gained access to improved sanitation. The
proportion of people practicing open defecation has fallen almost by half since
1990.

• The proportion of urban population living in slums in the developing regions fell
from approximately 39.4 % in 2000 to 29.7 % in 2014.

Goal 8: Develop a global partnership for development

• Official development assistance from developed countries increased by 66 % in
real terms between 2000 and 2014, reaching $135.2 billion.

• In 2014, Denmark, Luxembourg, Norway, Sweden and the United Kingdom
continued to exceed the United Nations official development assistance target of
0.7 % of gross national income.

• In 2014, 79 % of imports from developing to developed countries were admitted
duty free, up from 65 % in 2000.
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• The proportion of external debt service to export revenue in developing coun-
tries fell from 12 % in 2000 to 3 % in 2013.

• As of 2015, 95 % of the world’s population is covered by a mobile-cellular
signal.

• The number of mobile-cellular subscriptions has grown almost tenfold in the last
15 years, from 738 million in 2000 to over 7 billion in 2015.

• Internet penetration has grown from just over 6 % of the world’s population in
2000 to 43 % in 2015. As a result, 3.2 billion people are linked to a global
network of content and applications.

The MDG Report, 2015 captures the significant achievements of the targets
worldwide, as mentioned above, but the progress has been uneven across regions
and countries. This is more so to the poorer and to the disadvantages because of sex,
age, disabilities, ethnicity and geographic considerations. The big gap still exists
between the poorest and richer households, and between rural and urban areas.
Further, climate change and environmental degradation still remains a critical
challenge for the global community. Another gap that surfaced related to conflicts
in the global scenario which account for a serious threat to human development.
Millions of poor people still live in poverty and hunger without access to basic
services. In fine, the MDG Report 2015 which documents the aspirational goals set
out to achieve Millennium Declaration and highlights many success areas also
mentions gaps that still remain. This has posed a new challenge at the end of
MDGs’ tenure.

• Sustainable Development Goals (SDGs)

At the meeting at the United Nations Headquarters in New York from 25 to 27
September 2015, the Heads of State and Government and High Representatives
adopted a historic decision on a comprehensive, far-reaching and people-centred set
of universal and transformative Goals and targets for the full implementation of the
Sustainable Development Goals Agenda by 2030 for eradicating poverty in all its
forms and dimensions, and achieving sustainable development in its three dimen-
sions—economic, social and environmental—in a balanced and integrated manner.
The new goals are to be built upon the achievements of the Millennium
Development Goals and seek to address their unfinished business.

The Goals and targets that emerged after over two years of intensive public
consultation and engagement with civil society and other stakeholders around the
world paid particular attention to the voices of the poorest and most vulnerable.
This consultation included valuable work done by the General Assembly Open
Working Group on Sustainable Development Goals and by the United Nations,
whose Secretary-General provided a synthesis report in December 2014. The 17-
Sustainable Development Goals are as follows:
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Goal 1. End poverty, end to in all its forms everywhere
Goal 2. End hunger, achieve food security and improved nutrition and promote

sustainable agriculture Sustainable agriculture
Goal 3. Ensure healthy lives, at all ages and promote well-being for all at all ages
Goal 4. Ensure inclusive and equitable quality education and promote lifelong

learning opportunities for all
Goal 5. Achieve gender equality and empower all women and girls
Goal 6. Ensure availability and sustainable management of water and sanitation for

all
Goal 7. Ensure access to affordable, reliable, sustainable and modern energy for all
Goal 8. Promote sustained, inclusive and sustainable economic growth, full and

productive employment, work for all and decent work for all
Goal 9. Build resilient infrastructure, promote inclusive and sustainable industri-

alization and foster innovation
Goal 10. Reduce inequality within and among countries Inequality
Goal 11. Make cities and human settlements inclusive, safe, resilient and

sustainable
Goal 12. Ensure sustainable consumption and production patterns
Goal 13. Take urgent action to combat climate change and its impacts*
Goal 14. Conserve and sustainably use the oceans, seas and marine resources for

sustainable development, Seas and marine resources for
Goal 15. Protect, restore and promote sustainable use of terrestrial ecosystems,

sustainably manage forests, combat desertification, and halt and reverse
land degradation and halt biodiversity loss

Goal 16. Promote peaceful and inclusive societies for sustainable development,
provide access to justice for all and build effective, accountable and
inclusive institutions at all levels

Goal 17. Strengthen the means of implementation and revitalize the global part-
nership for sustainable development

Before proceeding to Goal specific SDG targets, it would be worthwhile to touch
upon additional background of the journey from MDGs to SDGs. Historically, the
MDGs initiative is a path breaking event of monumental importance in that it set on
motion a set on common social priorities worldwide. Further, it brought a paradigm
shift on the role of global partner and global awareness, political accountability and
public pressure to the Report Card of development, as Bill Gate liked to look at the
MDGs Report.

The concept of the SDGs was born at the United Nations Conference on
Sustainable Development, Rio +20, in 2012. The objective was to produce a set of
universally applicable goals that balances the three dimensions of sustainable
development: environmental, social, and economic.

SDGs go beyond MDGs in focusing on global system reforms to remove the
barriers to sustainable development. While the first set of SDGs (No. 1–7) appears
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indeed as an extension of MDGs, the later set of goals is truly an extension of the
agenda itself. The later parts have in turn two distinct characteristics: SDGs falling
under numbers 8, 9 and 10 are reforms centred enablers of development covering
areas like inclusion and jobs, infrastructure and industrialisation, and distribution.
The final set of goals under SDGs No. 11–17 lays down the framework of gov-
ernance covering areas like urbanization, consumption and production, climate
change, resources and environment, peace and justice, and means of implementa-
tion and global partnership.

Considerable shift in approaches has been underway from MDGs to SDGs in
that SDGs have now 5 Ps-people, planet, prosperity, peace and partnership.

Given the above perspective, the details of goals and targets of Sustainable
Development Goals that were settled in the UN Summit on Sustainable
Development are noted below:

Goal 1. End poverty in all its forms everywhere

1:1 By 2030, eradicate extreme poverty for all people everywhere, currently
measured as people living on less than $1.25 a day

1:2 By 2030, reduce at least by half the proportion of men, women and children of
all ages living in poverty in all its dimensions according to national definitions

1:3 Implement nationally appropriate social protection systems and measures for
all, including floors, and by 2030 achieve substantial coverage of the poor and
the vulnerable

1:4 By 2030, ensure that all men and women, in particular the poor and the
vulnerable, have equal rights to economic resources, as well as access to basic
services, ownership and control over land and other forms of property,
inheritance, natural resources, appropriate new technology and financial ser-
vices, including microfinance

1:5 By 2030, build the resilience of the poor and those in vulnerable situations and
reduce their exposure and vulnerability to climate-related extreme events and
other economic, social and environmental shocks and disasters

1:a Ensure significant mobilization of resources from a variety of sources,
including through enhanced development cooperation, in order to provide
adequate and predictable means for developing countries, in particular least
developed countries, to implement programmes and policies to end poverty in
all its dimensions

1:b Create sound policy frameworks at the national, regional and international
levels, based on pro-poor and gender-sensitive development strategies, to
support accelerated investment in poverty eradication actions

Goal 2. End hunger, achieve food security and improved nutrition and pro-
mote sustainable agriculture

2:1 By 2030, end hunger and ensure access by all people, in particular the poor
and people in vulnerable situations, including infants, to safe, nutritious and
sufficient food all year round
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2:2 By 2030, end all forms of malnutrition, including achieving, by 2025, the
internationally agreed targets on stunting and wasting in children under
5 years of age, and address the nutritional needs of adolescent girls, pregnant
and lactating women and older persons

2:3 By 2030, double the agricultural productivity and incomes of small-scale food
producers, in particular women, indigenous peoples, family farmers, pas-
toralists and fishers, including through secure and equal access to land, other
productive resources and inputs, knowledge, financial services, markets and
opportunities for value addition and non-farm employment

2:4 By 2030, ensure sustainable food production systems and implement resilient
agricultural practices that increase productivity and production, that help
maintain ecosystems, that strengthen capacity for adaptation to climate
change, extreme weather, drought, flooding and other disasters and that pro-
gressively improve land and soil quality

2:5 By 2020, maintain the genetic diversity of seeds, cultivated plants and farmed
and domesticated animals and their related wild species, including through
soundly managed and diversified seed and plant banks at the national, regional
and international levels, and promote access to and fair and equitable sharing
of benefits arising from the utilization of genetic resources and associated
traditional knowledge, as internationally agreed

2:a Increase investment, including through enhanced international cooperation, in
rural infrastructure, agricultural research and extension services, technology
development and plant and livestock gene banks in order to enhance agri-
cultural productive capacity in developing countries, in particular least
developed countries

2:b Correct and prevent trade restrictions and distortions in world agricultural
markets, including through the parallel elimination of all forms of agricultural
export subsidies and all export measures with equivalent effect, in accordance
with the mandate of the Doha Development Round

2:c Adopt measures to ensure the proper functioning of food commodity markets
and their derivatives and facilitate timely access to market information,
including on food reserves, in order to help limit extreme food price volatility

Goal 3. Ensure healthy lives and promote well-being for all at all ages

3:1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100000
live births

3:2 By 2030, end preventable deaths of newborns and children under 5 years of
age, with all countries aiming to reduce neonatal mortality to at least as low as
12 per 1000 live births and under-5 mortality to at least as low as 25 per 1000
live births

3:3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected
tropical diseases and combat hepatitis, water-borne diseases and other com-
municable diseases
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3:4 By 2030, reduce by one third premature mortality from non-communicable
diseases through prevention and treatment and promote mental health and
well-being

3:5 Strengthen the prevention and treatment of substance abuse, including narcotic
drug abuse and harmful use of alcohol

3:6 By 2020, halve the number of global deaths and injuries from road traffic
accidents

3:7 By 2030, ensure universal access to sexual and reproductive health-care ser-
vices, including for family planning, information and education, and the
integration of reproductive health into national strategies and programmes

3:8 Achieve universal health coverage, including financial risk protection, access
to quality essential health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all

3:9 By 2030, substantially reduce the number of deaths and illnesses from haz-
ardous chemicals and air, water and soil pollution and contamination

3:a Strengthen the implementation of the World Health Organization Framework
Convention on Tobacco Control in all countries, as appropriate

3:b Support the research and development of vaccines and medicines for the
communicable and non-communicable diseases that primarily affect devel-
oping countries, provide access to affordable essential medicines and vaccines,
in accordance with the Doha Declaration on the TRIPS Agreement and Public
Health, which affirms the right of developing countries to use to the full the
provisions in the Agreement on Trade-Related Aspects of Intellectual Property
Rights regarding flexibilities to protect public health, and, in particular, pro-
vide access to medicines for all

3:c Substantially increase health financing and the recruitment, development,
training and retention of the health workforce in developing countries, espe-
cially in least developed countries and small island developing States

3:d Strengthen the capacity of all countries, in particular developing countries, for
early warning, risk reduction and management of national and global health
risks

Goal 4. Ensure inclusive and equitable quality education and promote lifelong
learning opportunities for all

4:1 By 2030, ensure that all girls and boys complete free, equitable and quality
primary and secondary education leading to relevant and effective learning
outcomes

4:2 By 2030, ensure that all girls and boys have access to quality early childhood
development, care and pre-primary education so that they are ready for pri-
mary education

4:3 By 2030, ensure equal access for all women and men to affordable and quality
technical, vocational and tertiary education, including university
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4:4 By 2030, substantially increase the number of youth and adults who have
relevant skills, including technical and vocational skills, for employment,
decent jobs and entrepreneurship

4:5 By 2030, eliminate gender disparities in education and ensure equal access to
all levels of education and vocational training for the vulnerable, including
persons with disabilities, indigenous peoples and children in vulnerable
situations

4:6 By 2030, ensure that all youth and a substantial proportion of adults, both men
and women, achieve literacy and numeracy

4:7 By 2030, ensure that all learners acquire the knowledge and skills needed to
promote sustainable development, including, among others, through education
for sustainable development and sustainable lifestyles, human rights, gender
equality, promotion of a culture of peace and non-violence, global citizenship
and appreciation of cultural diversity and of culture’s contribution to sus-
tainable development

4:a Build and upgrade education facilities that are child, disability and gender
sensitive and provide safe, non-violent, inclusive and effective learning
environments for all

4:b By 2020, substantially expand globally the number of scholarships available to
developing countries, in particular least developed countries, small island
developing States and African countries, for enrolment in higher education,
including vocational training and information and communications technol-
ogy, technical, engineering and scientific programmes, in developed countries
and other developing countries

4:c By 2030, substantially increase the supply of qualified teachers, including
through international cooperation for teacher training in developing countries,
especially least developed countries and small island developing States

Goal 5. Achieve gender equality and empower all women and girls

5:1 End all forms of discrimination against all women and girls everywhere
5:2 Eliminate all forms of violence against all women and girls in the public and

private spheres, including trafficking and sexual and other types of
exploitation

5:3 Eliminate all harmful practices, such as child, early and forced marriage and
female genital mutilation

5:4 Recognize and value unpaid care and domestic work through the provision of
public services, infrastructure and social protection policies and the promotion
of shared responsibility within the household and the family as nationally
appropriate

5:5 Ensure women’s full and effective participation and equal opportunities for
leadership at all levels of decision-making in political, economic and public
life

5:6 Ensure universal access to sexual and reproductive health and reproductive
rights as agreed in accordance with the Programme of Action of the
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International Conference on Population and Development and the Beijing
Platform for Action and the outcome documents of their review conferences

5:a Undertake reforms to give women equal rights to economic resources, as well
as access to ownership and control over land and other forms of property,
financial services, inheritance and natural resources, in accordance with
national laws

5:b Enhance the use of enabling technology, in particular information and com-
munications technology, to promote the empowerment of women

5:c Adopt and strengthen sound policies and enforceable legislation for the pro-
motion of gender equality and the empowerment of all women and girls at all
levels

Goal 6. Ensure availability and sustainable management of water and sani-
tation for all

6:1 By 2030, achieve universal and equitable access to safe and affordable
drinking water for all

6:2 By 2030, achieve access to adequate and equitable sanitation and hygiene for
all and end open defecation, paying special attention to the needs of women
and girls and those in vulnerable situations

6:3 By 2030, improve water quality by reducing pollution, eliminating dumping
and minimizing release of hazardous chemicals and materials, halving the
proportion of untreated wastewater and substantially increasing recycling and
safe reuse globally

6:4 By 2030, substantially increase water-use efficiency across all sectors and
ensure sustainable withdrawals and supply of freshwater to address water
scarcity and substantially reduce the number of people suffering from water
scarcity

6:5 By 2030, implement integrated water resources management at all levels,
including through transboundary cooperation as appropriate

6:6 By 2020, protect and restore water-related ecosystems, including mountains,
forests, wetlands, rivers, aquifers and lakes

6:a By 2030, expand international cooperation and capacity-building support to
developing countries in water—and sanitation-related activities and pro-
grammes, including water harvesting, desalination, water efficiency, wastew-
ater treatment, recycling and reuse technologies

6:b Support and strengthen the participation of local communities in improving
water and sanitation management

Goal 7. Ensure access to affordable, reliable, sustainable and modern energy
for all

7:1 By 2030, ensure universal access to affordable, reliable and modern energy
services

7:2 By 2030, increase substantially the share of renewable energy in the global
energy mix
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7:3 By 2030, double the global rate of improvement in energy efficiency
7:a By 2030, enhance international cooperation to facilitate access to clean energy

research and technology, including renewable energy, energy efficiency and
advanced and cleaner fossil-fuel technology, and promote investment in
energy infrastructure and clean energy technology

7:b By 2030, expand infrastructure and upgrade technology for supplying modern
and sustainable energy services for all in developing countries, in particular
least developed countries, small island developing States, and land-locked
developing countries, in accordance with their respective programmes of
support

Goal 8. Promote sustained, inclusive and sustainable economic growth, full and
productive employment and decent work for all

8:1 Sustain per capita economic growth in accordance with national circum-
stances and, in particular, at least 7 % gross domestic product growth per
annum in the least developed countries

8:2 Achieve higher levels of economic productivity through diversification,
technological upgrading and innovation, including through a focus on
high-value added and labour-intensive sectors

8:3 Promote development-oriented policies that support productive activities,
decent job creation, entrepreneurship, creativity and innovation, and
encourage the formalization and growth of micro-, small- and medium-sized
enterprises, including through access to financial services

8:4 Improve progressively, through 2030, global resource efficiency in con-
sumption and production and endeavour to decouple economic growth from
environmental degradation, in accordance with the 10-year framework of
programmes on sustainable consumption and production, with developed
countries taking the lead

8:5 By 2030, achieve full and productive employment and decent work for all
women and men, including for young people and persons with disabilities,
and equal pay for work of equal value

8:6 By 2020, substantially reduce the proportion of youth not in employment,
education or training

8:7 Take immediate and effective measures to eradicate forced labour, end
modern slavery and human trafficking and secure the prohibition and elim-
ination of the worst forms of child labour, including recruitment and use of
child soldiers, and by 2025 end child labour in all its forms

8:8 Protect labour rights and promote safe and secure working environments for
all workers, including migrant workers, in particular women migrants, and
those in precarious employment

8:9 By 2030, devise and implement policies to promote sustainable tourism that
creates jobs and promotes local culture and products

8:10 Strengthen the capacity of domestic financial institutions to encourage and
expand access to banking, insurance and financial services for all
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8:a Increase Aid for Trade support for developing countries, in particular least
developed countries, including through the Enhanced Integrated Framework
for Trade-Related Technical Assistance to Least Developed Countries

8:b By 2020, develop and operationalize a global strategy for youth employment
and implement the Global Jobs Pact of the International Labour Organization

Goal 9. Build resilient infrastructure, promote inclusive and sustainable
industrialization and foster innovation

9:1 Develop quality, reliable, sustainable and resilient infrastructure, including
regional and transborder infrastructure, to support economic development and
human well-being, with a focus on affordable and equitable access for all

9:2 Promote inclusive and sustainable industrialization and, by 2030, significantly
raise industry’s share of employment and gross domestic product, in line with
national circumstances, and double its share in least developed countries

9:3 Increase the access of small-scale industrial and other enterprises, in particular
in developing countries, to financial services, including affordable credit, and
their integration into value chains and markets

9:4 By 2030, upgrade infrastructure and retrofit industries to make them sus-
tainable, with increased resource-use efficiency and greater adoption of clean
and environmentally sound technologies and industrial processes, with all
countries taking action in accordance with their respective capabilities

9:5 Enhance scientific research, upgrade the technological capabilities of industrial
sectors in all countries, in particular developing countries, including, by 2030,
encouraging innovation and substantially increasing the number of research
and development workers per 1 million people and public and private research
and development spending

9:a Facilitate sustainable and resilient infrastructure development in developing
countries through enhanced financial, technological and technical support to
African countries, least developed countries, landlocked developing countries
and small island developing States

9:b Support domestic technology development, research and innovation in
developing countries, including by ensuring a conducive policy environment
for, inter alia, industrial diversification and value addition to commodities

9:c Significantly increase access to information and communications technology
and strive to provide universal and affordable access to the Internet in least
developed countries by 2020

Goal 10. Reduce inequality within and among countries

10:1 By 2030, progressively achieve and sustain income growth of the bottom
40 % of the population at a rate higher than the national average

10:2 By 2030, empower and promote the social, economic and political inclusion
of all, irrespective of age, sex, disability, race, ethnicity, origin, religion or
economic or other status
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10:3 Ensure equal opportunity and reduce inequalities of outcome, including by
eliminating discriminatory laws, policies and practices and promoting
appropriate legislation, policies and action in this regard

10:4 Adopt policies, especially fiscal, wage and social protection policies, and
progressively achieve greater equality

10:5 Improve the regulation and monitoring of global financial markets and
institutions and strengthen the implementation of such regulations

10:6 Ensure enhanced representation and voice for developing countries in
decision-making in global international economic and financial institutions in
order to deliver more effective, credible, accountable and legitimate
institutions

10:7 Facilitate orderly, safe, regular and responsible migration and mobility of
people, including through the implementation of planned and well-managed
migration policies

10:a Implement the principle of special and differential treatment for developing
countries, in particular least developed countries, in accordance with World
Trade Organization agreements

10:b Encourage official development assistance and financial flows, including
foreign direct investment, to States where the need is greatest, in particular
least developed countries, African countries, small island developing States
and landlocked developing countries, in accordance with their national plans
and programmes

10:c By 2030, reduce to less than 3 % the transaction costs of migrant remittances
and eliminate remittance corridors with costs higher than 5 %

Goal 11. Make cities and human settlements inclusive, safe, resilient and
sustainable

11:1 By 2030, ensure access for all to adequate, safe and affordable housing and
basic services and upgrade slums

11:2 By 2030, provide access to safe, affordable, accessible and sustainable
transport systems for all, improving road safety, notably by expanding public
transport, with special attention to the needs of those in vulnerable situations,
women, children, persons with disabilities and older persons

11:3 By 2030, enhance inclusive and sustainable urbanization and capacity for
participatory, integrated and sustainable human settlement planning and
management in all countries

11:4 Strengthen efforts to protect and safeguard the world’s cultural and natural
heritage

11:5 By 2030, significantly reduce the number of deaths and the number of people
affected and substantially decrease the direct economic losses relative to
global gross domestic product caused by disasters, including water-related
disasters, with a focus on protecting the poor and people in vulnerable
situations
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11:6 By 2030, reduce the adverse per capita environmental impact of cities,
including by paying special attention to air quality and municipal and other
waste management

11:7 By 2030, provide universal access to safe, inclusive and accessible, green
and public spaces, in particular for women and children, older persons and
persons with disabilities

11:a Support positive economic, social and environmental links between urban,
peri-urban and rural areas by strengthening national and regional develop-
ment planning

11:b By 2020, substantially increase the number of cities and human settlements
adopting and implementing integrated policies and plans towards inclusion,
resource efficiency, mitigation and adaptation to climate change, resilience to
disasters, and develop and implement, in line with the Sendai Framework for
Disaster Risk Reduction 2015–2030, holistic disaster risk management at all
levels

11:c Support least developed countries, including through financial and technical
assistance, in building sustainable and resilient buildings utilizing local
materials

Goal 12. Ensure sustainable consumption and production patterns

12:1 Implement the 10-year framework of programmes on sustainable consump-
tion and production, all countries taking action, with developed countries
taking the lead, taking into account the development and capabilities of
developing countries

12:2 By 2030, achieve the sustainable management and efficient use of natural
resources

12:3 By 2030, halve per capita global food waste at the retail and consumer levels
and reduce food losses along production and supply chains, including
post-harvest losses

12:4 By 2020, achieve the environmentally sound management of chemicals and
all wastes throughout their life cycle, in accordance with agreed international
frameworks, and significantly reduce their release to air, water and soil in
order to minimize their adverse impacts on human health and the
environment

12:5 By 2030, substantially reduce waste generation through prevention, reduc-
tion, recycling and reuse

12:6 Encourage companies, especially large and transnational companies, to adopt
sustainable practices and to integrate sustainability information into their
reporting cycle

12:7 Promote public procurement practices that are sustainable, in accordance
with national policies and priorities

12:8 By 2030, ensure that people everywhere have the relevant information and
awareness for sustainable development and lifestyles in harmony with nature
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12:a Support developing countries to strengthen their scientific and technological
capacity to move towards more sustainable patterns of consumption and
production

12:b Develop and implement tools to monitor sustainable development impacts
for sustainable tourism that creates jobs and promotes local culture and
products

12:c Rationalize inefficient fossil-fuel subsidies that encourage wasteful con-
sumption by removing market distortions, in accordance with national cir-
cumstances, including by restructuring taxation and phasing out those
harmful subsidies, where they exist, to reflect their environmental impacts,
taking fully into account the specific needs and conditions of developing
countries and minimizing the possible adverse impacts on their development
in a manner that protects the poor and the affected communities

Goal 13. Take urgent action to combat climate change and its impacts1

13:1 Strengthen resilience and adaptive capacity to climate-related hazards and
natural disasters in all countries

13:2 Integrate climate change measures into national policies, strategies and
planning

13:3 Improve education, awareness-raising and human and institutional capacity
on climate change mitigation, adaptation, impact reduction and early warning

13:a Implement the commitment undertaken by developed-country parties to the
United Nations Framework Convention on Climate Change to a goal of
mobilizing jointly $100 billion annually by 2020 from all sources to address
the needs of developing countries in the context of meaningful mitigation
actions and transparency on implementation and fully operationalize the
Green Climate Fund through its capitalization as soon as possible

13:b Promote mechanisms for raising capacity for effective climate change-related
planning and management in least developed countries and small island
developing States, including focusing on women, youth and local and
marginalized communities

Goal 14. Conserve and sustainably use the oceans, seas and marine resources
for sustainable development

14:1 By 2025, prevent and significantly reduce marine pollution of all kinds, in
particular from land-based activities, including marine debris and nutrient
pollution

14:2 By 2020, sustainably manage and protect marine and coastal ecosystems to
avoid significant adverse impacts, including by strengthening their resilience,

1Acknowledging that the United Nations Framework Convention on Climate Change is the pri-
mary international, intergovernmental forum for negotiating the global response to climate change.
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and take action for their restoration in order to achieve healthy and pro-
ductive oceans

14:3 Minimize and address the impacts of ocean acidification, including through
enhanced scientific cooperation at all levels

14:4 By 2020, effectively regulate harvesting and end overfishing, illegal, unre-
ported and unregulated fishing and destructive fishing practices and imple-
ment science-based management plans, in order to restore fish stocks in the
shortest time feasible, at least to levels that can produce maximum sustain-
able yield as determined by their biological characteristics

14:5 By 2020, conserve at least 10 % of coastal and marine areas, consistent with
national and international law and based on the best available scientific
information

14:6 By 2020, prohibit certain forms of fisheries subsidies which contribute to
overcapacity and overfishing, eliminate subsidies that contribute to illegal,
unreported and unregulated fishing and refrain from introducing new such
subsidies, recognizing that appropriate and effective special and differential
treatment for developing and least developed countries should be an integral
part of the World Trade Organization fisheries subsidies negotiation

14:7 By 2030, increase the economic benefits to Small Island developing States
and least developed countries from the sustainable use of marine resources,
including through sustainable management of fisheries, aquaculture and
tourism

14:a Increase scientific knowledge, develop research capacity and transfer marine
technology, taking into account the Intergovernmental Oceanographic
Commission Criteria and Guidelines on the Transfer of Marine Technology,
in order to improve ocean health and to enhance the contribution of marine
biodiversity to the development of developing countries, in particular small
island developing States and least developed countries

14:b Provide access for small-scale artisanal fishers to marine resources and
markets

14:c Enhance the conservation and sustainable use of oceans and their resources
by implementing international law as reflected in UNCLOS, which provides
the legal framework for the conservation and sustainable use of oceans and
their resources, as recalled in paragraph 158 of The Future We Want

Goal 15. Protect, restore and promote sustainable use of terrestrial ecosystems,
sustainably manage forests, combat desertification, and halt and reverse land
degradation and Halt biodiversity loss

15:1 By 2020, ensure the conservation, restoration and sustainable use of terres-
trial and inland freshwater ecosystems and their services, in particular forests,
wetlands, mountains and drylands, in line with obligations under interna-
tional agreements
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15:2 By 2020, promote the implementation of sustainable management of all
types of forests, halt deforestation, restore degraded forests and substantially
increase afforestation and reforestation globally

15:3 By 2030, combat desertification, restore degraded land and soil, including
land affected by desertification, drought and floods, and strive to achieve a
land degradation-neutral world

15:4 By 2030, ensure the conservation of mountain ecosystems, including their
biodiversity, in order to enhance their capacity to provide benefits that are
essential for sustainable development

15:5 Take urgent and significant action to reduce the degradation of natural
habitats, halt the loss of biodiversity and, by 2020, protect and prevent the
extinction of threatened species

15:6 Promote fair and equitable sharing of the benefits arising from the utilization
of genetic resources and promote appropriate access to such resources, as
internationally agreed

15:7 Take urgent action to end poaching and trafficking of protected species of
flora and fauna and address both demand and supply of illegal wildlife
products

15:8 By 2020, introduce measures to prevent the introduction and significantly
reduce the impact of invasive alien species on land and water ecosystems and
control or eradicate the priority species

15:9 By 2020, integrate ecosystem and biodiversity values into national and local
planning, development processes, poverty reduction strategies and accounts

15:a Mobilize and significantly increase financial resources from all sources to
conserve and sustainably use biodiversity and ecosystems

15:b Mobilize significant resources from all sources and at all levels to finance
sustainable forest management and provide adequate incentives to devel-
oping countries to advance such management, including for conservation and
reforestation

15:c Enhance global support for efforts to combat poaching and trafficking of
protected species, including by increasing the capacity of local communities
to pursue sustainable livelihood opportunities

Goal 16. Promote peaceful and inclusive societies for sustainable development,
provide access to justice for all and build effective, accountable and inclusive
institutions at all levels

16:1 Significantly reduce all forms of violence and related death rates
everywhere

16:2 End abuse, exploitation, trafficking and all forms of violence against and
torture of children

16:3 Promote the rule of law at the national and international levels and ensure
equal access to justice for all

16:4 By 2030, significantly reduce illicit financial and arms flows, strengthen the
recovery and return of stolen assets and combat all forms of organized crime
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16:5 Substantially reduce corruption and bribery in all their forms
16:6 Develop effective, accountable and transparent institutions at all levels
17:7 Ensure responsive, inclusive, participatory and representative

decision-making at all levels
16:8 Broaden and strengthen the participation of developing countries in the

institutions of global governance
16:9 By 2030, provide legal identity for all, including birth registration

16:10 Ensure public access to information and protect fundamental freedoms, in
accordance with national legislation and international agreements

16:a Strengthen relevant national institutions, including through international
cooperation, for building capacity at all levels, in particular in developing
countries, to prevent violence and combat terrorism and crime

16:b Promote and enforce non-discriminatory laws and policies for sustainable
development

Goal 17. Strengthen the means of implementation and revitalize the global
partnership for sustainable development
Finance

17:1 Strengthen domestic resource mobilization, including through international
support to developing countries, to improve domestic capacity for tax and
other revenue collection

17:2 Developed countries to implement fully their official development assistance
commitments, including the commitment by many developed countries to
achieve the target of 0.7 % of ODA/GNI to developing countries and 0.15–
0.20 % of ODA/GNI to least developed countries; ODA providers are
encouraged to consider setting a target to provide at least 0.20 % of
ODA/GNI to least developed countries

17:3 Mobilize additional financial resources for developing countries from mul-
tiple sources

17:4 Assist developing countries in attaining long-term debt sustainability through
coordinated policies aimed at fostering debt financing, debt relief and debt
restructuring, as appropriate, and address the external debt of highly indebted
poor countries to reduce debt distress

17:5 Adopt and implement investment promotion regimes for least developed
countries

Technology

17:6 Enhance North-South, South-South and triangular regional and international
cooperation on and access to science, technology and innovation and
enhance knowledge sharing on mutually agreed terms, including through
improved coordination among existing mechanisms, in particular at the
United Nations level, and through a global technology facilitation
mechanism
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17:7 Promote the development, transfer, dissemination and diffusion of environ-
mentally sound technologies to developing countries on favourable terms,
including on concessional and preferential terms, as mutually agreed

17:8 Fully operationalize the technology bank and science, technology and
innovation capacity-building mechanism for least developed countries by
2017 and enhance the use of enabling technology, in particular information
and communications technology

Capacity-building

17:9 17.9 Enhance international support for implementing effective and targeted
capacity-building in developing countries to support national plans to
implement all the sustainable development goals, including through
North-South, South-South and triangular cooperation

Trade

17:10 Promote a universal, rules-based, open, non-discriminatory and equitable
multilateral trading system under the World Trade Organization, including
through the conclusion of negotiations under its Doha Development Agenda

17:11 Significantly increase the exports of developing countries, in particular with
a view to doubling the least developed countries’ share of global exports by
2020

17:12 Realize timely implementation of duty-free and quota-free market access on
a lasting basis for all least developed countries, consistent with World Trade
Organization decisions, including by ensuring that preferential rules of
origin applicable to imports from least developed countries are transparent
and simple, and contribute to facilitating market access

Systemic issues
Policy and institutional coherence

17:13 Enhance global macroeconomic stability, including through policy coordi-
nation and policy coherence

17:14 Enhance policy coherence for sustainable development
17:15 Respect each country’s policy space and leadership to establish and

implement policies for poverty eradication and sustainable development

Multi-stakeholder partnerships

17:16 Enhance the global partnership for sustainable development, complemented
by multi-stakeholder partnerships that mobilize and share knowledge,
expertise, technology and financial resources, to support the achievement of
the sustainable development goals in all countries, in particular developing
countries

17:17 Encourage and promote effective public, public-private and civil society
partnerships, building on the experience and resourcing strategies of
partnerships
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Data, monitoring and accountability

17:18 By 2020, enhance capacity-building support to developing countries,
including for least developed countries and small island developing States,
to increase significantly the availability of high-quality, timely and reliable
data disaggregated by income, gender, age, race, ethnicity, migratory status,
disability, geographic location and other characteristics relevant in national
contexts

17:19 By 2030, build on existing initiatives to develop measurements of progress
on sustainable development that complement gross domestic product, and
support statistical capacity-building in developing countries

13.2 Issues of Sustainable Population in the Background
of Sustainable Development Goals

Sustainable Development Goals aim at ending poverty and hunger, in all their
forms and dimensions, and to ensure that all human beings can fulfil their potential
in dignity and equality and in a healthy environment. It also aims at protection of
the planet from degradation, including through sustainable consumption and pro-
duction, sustainably managing its natural resources and taking urgent action on
climate change, so that it can support the needs of the present and future genera-
tions. Further, it aims at ensuring that all human beings can enjoy prosperous and
fulfilling lives and that economic, social and technological progress occurs in
harmony with nature and every country enjoys sustained, inclusive and sustainable
economic growth and decent work for all.

The SDGs are indeed visionary in character and an ideal framework in which all
nations need to work out its actionable plans. Because of varying inter-country
deficit on actionable areas of sovereign nations, SDGs have not gone into
country-specific road-map for action. It is for this reason that SDGs did not mention
any constraints in its overall approach to realise its visionary goals.However,
constraints do exist in achieving SDGs just as it had existed under MDGs. Two of
the top most goals under SDGs is to end poverty in all its forms everywhere (Goal
1) and end hunger, achieve food security and improved nutrition (Goal 2). SDGs
also aim at promoting sustained, inclusive and sustainable economic growth, full
and productive employment and decent work for all (Goal 8). These need to be
ensured to all its citizens today and also to those joining by 2030 irrespective of
population load now or then. An under-populated country can proceed to reach
these goals easily; a country having stable population or optimum population can
also move in that direction rather comfortably. But for a country, like India, where
TFR is less than replacement level, where there is alarming high order density of
population and high quotient of BPL population, where there exits shocking levels
of unemployment, under-employment and adverse nutritional standard and
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relatively poor HDI, the quantum jump at on go to a SDGs level destination is
rather a very difficult task. The huge size population and its incremental addition is
responsible for this sordid state of affairs. The impact on the level of consumption
of huge size of population and its incremental addition is proportional to use-up of
non-replacement level natural stock of resources in the given current technology. It
will be a gigantic task to implement the Goal 12 to ensure sustainable consumption
and production patterns for a runaway population of more than 1.21 billion pop-
ulation for such over-populated country.

Climate change has added a new dimension to any estimate of sustainable
population and the planet’s ability to support all 7+ billion of population. Climate
scientists foresee lower crop yields of major grains such as wheat, rice, and maize.
Rising sea levels may create hundreds of millions of climate refugees in years to
come in addition to climate disruption followed by likely increasing levels of
resource conflict and civil unrest. Adaptation to climate disruption will only be
easier with a much smaller global population.

In fine, the world in general and the individual countries in particular, such as
India, need to stabilise population size at a level consistent with sustainable pop-
ulation level in that demand pull forces do not hit upon resources at a rate the Earth
of the local area can support. As a signatory to the World summit of sustainable
goals, each of such individual countries has to draw up a road-map for arresting and
reversing the birth rate, immigration and infiltration. Sustainable population is the
only requisite for sustainable development and SDGs.
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Chapter 14
Health Policy in India

Abstract For the population control programme in India, the National Population
Policy of India is destined to play the nodal role. However, since the formal
National Population Policycame into being only at 2000, the policy guidelines on
population control programme followed the prevailing Health Policy of the country.
The first Health Policy of the country was published in 1983 and subsequently
revised in 2002. The National Health Policy 2015 (draft) has now been under
circulation for comments of all stakeholders for refinement. All these health policies
looked upon population stabilisation issues from the prism of health sector angle.
Accordingly, the salient features of such health policies have been captured here-
under to indicate how the country has been addressing the population control
programme through health policies at the first instance.

Keywords Declaration at Alma Ata in 1978 � Inequities in health outcomes �
Population control related issues � Population stabilization � The draft national
health policy, 2015 � Gender mainstreaming � Safe abortion services �
Reproductive tract illness

A policy is a system of principles to guide decisions and achieve rational outcomes.
It also helps to decide on programs or spending priorities, from among different
alternatives, on consideration of its likely impact. It is different from law in that
while law can compel or prohibit behaviour, policy merely guides actions toward
those that are likely to achieve a desired outcome. Policy also underscores a
framework of political and administrative sanction to reach explicit goals.

For the population control programme in India, the National Population Policy
of India is destined to play the nodal role. However, since the formal National
Population Policy came into being only at 2000, the policy guidelines on population
control programme followed the prevailing Health Policy of the country.
Incidentally, the first Health Policy of the country was published in 1983 and
subsequently revised in 2002. The National Health Policy 2015 (draft) has now
been under circulation for comments of all stakeholders for refinement. All these
health policies looked upon population stabilisation issues from the prism of health

© Springer International Publishing Switzerland 2017
B. SyamRoy, India’s Journey Towards Sustainable Population,
DOI 10.1007/978-3-319-47494-6_14

247



sector angle. Accordingly, the salient features of such health policies have been
captured hereunder to indicate how the country has been addressing the population
control programme through health policies at the first instance.

Health policy is usually defined as the decisions, plans, and actions that are
undertaken to achieve specific health care goals within a society. According to the
World Health Organization, an explicit health policy can achieve several things: it
defines a vision for the future; it outlines priorities and the expected roles of
different groups; and it builds consensus and informs people. The National Health
Policy is usually a declaration of the determination of the Government of the day to
address to the prevailing health challenges. It usually projects an intended health
outcomes at an interval of time and charts out the pathway for infrastructural base
for its destination goal for better health for all. Incidentally, the Joint WHO and
UNICEF International Conference Declaration at Alma Ata in 1978 called on all
governments to formulate national health policies according to their own circum-
stances to launch and sustain primary health care as part of their national health
system.

14.1 National Health Policy, 1983

With this background in view the first National Health Policy (NHP) of the country
was adopted in 1983. The NHP, 1983 was an attempt to synthesise recommenda-
tions of three important earlier committees, namely, the Bhore Committee of 1946,
the Mudaliar Committee of 1962 and the Shrivastav Committee of 1975. The Bhore
Committee, 1946, set up before India’s independence, concentrated on preventive
medicine and tried to link health with social justice. The Mudaliar Committee
(1962) concentrated on medical policy on prevailing education and development of
training infrastructure for static medical units. The Shrivastav Committee (1975)
urged the training of a cadre of health assistants to serve as links between qualified
medical practitioners and multipurpose workers.

The demographic scenario is usually kept in the upfront in any health policy for
its appraisal later on. Demographic scenario of India, as revealed in the Census,
1981 has thus been kept here under to understand the extent of importance reflected
in the Health Policy, 1983 (Table 14.1).

The salient features of the National Health Policy of 1983 were that it stressed
the need for providing primary health care with special emphasis on prevention,
promotion and rehabilitation. It mentioned time bound attention on nutrition, pre-
vention of food adulteration, maintenance of quality drugs, improvement of water
supply and sanitation, environmental protection, immunisation of children, mater-
nal and child health services, school health programme, occupational health ser-
vices and health care information services.

In the following Table 14.2 the Goals, Targets and Achievements of NHP 1983
have been shown.
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The results of the 1983 policy were mixed. There had taken place positive
changes in incidence of diseases such as polio, malaria and leprosy. There had also
taken place decreases in the Crude Birth Rate and Infant Mortality Rate. The
infrastructural base in the form of more beds, centres and supporting manpower
registered significantly. The NHP 1983, however, did not address health issues such
as HIV/AIDS or life style diseases such as diabetes, cancer and cardiovascular
diseases and also macro and micro-nutrient deficiencies, especially in women and
children.

The National Health Policy was revised and published in 2002. Before capturing
the salient features of National Health Policy, 2002, it would again be desirable to
keep the highlights of the Census, 2001 in the upfront to understand the extent of
importance reflected in the Health Policy, 2002 (Table 14.3).

Table 14.2 Goals, targets
and achievements of NHP
1983

Indicator Goal by 2000 Achievement by 2000

IMR 60 70

PNMR 33 46

CDR 9 8.7

MMR 2 4

UFMR 10 9.4

Life expectancy
Male
Female

64
64

62.4
63.4

LBW 10 % 26 %

CBR 21 26.1

CPR 60 % 46.2 %

NRR 1 1.45

Growth rate 1.2 1.93

Family size 2.3 3.1

Source National Health Policy–Dr. J.P. Majra, Associate
Professor, Department of Community Medicine, K.S. Hedge
Medical Academy; website-similima.com

Table 14.1 Demographic
scenario in 1981

Items as per census, 1981 India

Population as per census, 1981 683,329,097

Incremental population as in census, 1981 35,169,345

Decennial population growth as in census,
1981

24.7

Density of population as in census, 1981 216

Crude birth rate 33.9a

Infant mortality rate (SRS) 110
aSource National Commission on Population, Ministry of Health
and Family Welfare, Government of India, May 2007
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The Ministry of Health and Family Welfare introduced the new health policy in
2002 and took care of new challenges and the new health goals.

14.2 National Health Policy, 2002

Based on the demographic and health scenario of the country, the Government of
India formulates the National Health Policy of the country to address the then
prevailing circumstances in the health sector and revises it with the onset of new
situation and new challenges. Incidentally, the National Population Policy was
formulated in 2000 and with the publication of the national health policy, 2002, it
was intended that two policies would be very decisive to improve health standard in
the country and neutralize the rapid growth of population. The cherished policy
goal was based on the premise that population stabilization measures and general
health initiatives, when effectively synchronized, will lead to maximize
socio-economic wellbeing of the people. Though the two policies are separately
formulated, the common points of both of them aim at prevention and control of
communicable diseases, containment of HIV/AIDs infection, and universal
immunization of children against all major preventable diseases, addressing the
unmet needs for basic and reproductive health services and strengthening of
infrastructures. The National Population Policy is being separately discussed in
Chap. 15 while the objectives of the National Health Policy, 2002 are being dis-
cussed hereunder.

14.2.1 Objectives of the National Health Policy, 2002

The main objective of the Health Policy, 2002, as per the document of the gov-
ernment, is to achieve an acceptable standard of good health amongst the general
population of the country. The approach would be to increase access to the
decentralised public health system by establishing new infrastructure in deficit
areas, and by upgrading existing institutions. Overriding importance would be

Table 14.3 Demographic
scenario in 2001

Items as per census, 2001 India

Population, 2001 1,028,737,436

Incremental population in census, 2001 182,316,397

Decennial population growth in census 2001 21.5

Density of population in census, 2001 325

Crude birth rate 25.4a

Infant mortality rate (SRS 2000) 66
aSource National Commission on Population, Ministry of Health
and Family Welfare, Government of India, May 2007
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given to ensuring a more equitable access to health services across the social and
geographical expanse of the country. Emphasis will be given to increasing the
aggregate public health investment through a substantially increased contribution
by the Central Government. It is expected that this initiative will strengthen the
capacity of public health administration at the State level to render effective service
delivery. The contribution of the private sector in providing health services would
be much enhanced, particularly for the population group which can afford to pay
services. Primacy will be given to preventive and first line curative initiatives at the
primary health level through increased share of sectoral allocation. Emphasis will
be laid on rational use of drugs within the allopathic system. Increased access to
tried and tested system of traditional medicine will be ensured. Within the broad
objectives, NHP, 2002 will endeavour to achieve the time bound Goals as men-
tioned in the Box below:Goals to be achieved by 2002–2015

Eradicate polio and yaws 2005

Eliminate leprosy 2005

Eliminate kala azar 2010

Eliminate lymphatic filariasis 2015

Achieve zero level of growth of HIV/AIDS 2007

Reduce mortality by 50 % on account of TB, malaria and other vector and waterborne
diseases

2010

Reduce prevalence of blindness to 0.5 % 2010

Reduce IMR to 30/1000 AND MMR to 100/Lakh 2010

Increase utilization of public health facilities from current Level of <20.0 >75 2010

Establish an integrated system of surveillance, National Health Accounts and Health
Statistics

2005

Increase health expenditure by Government as a % of GDP from existing 0.9 to
20.0 %

2010

Increase share of Capital Grants to constitute at least 25 % of total health spending 2010

Increase State sector health spending from 5.5 to 7 % of the budget
Further increase to 8 %

2005
2010

Source National Health Policy, 2002

With the passage of thirteenth years of functional role of the National Health
Policy, 2002, there has emerged contextual changes on health priorities necessi-
tating new policy initiative. The new priorities, among other things, relate to the
need to scale-up efforts to attain Millennium Development Goals with respect to
maternal and child mortality. The country bears the ignominy of having 4 % of all
female deaths in the age group of 15–49 year age group. Added to this is the
inability of the prevailing health system to respond to prevention or access to
treatment of a host of infectious diseases. The growing burden of
non-communicable diseases is also significant. The second important change in the
context is the robust growth of private health care industry much above the national
growth rate. The incidence of high cost of health care services is an alarming third
contextual factor linked as it is with major contributor to rural poverty. The fourth
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and final contextual change is the enhanced fiscal capacity of the country to respond
to this change.

The Government of India is now in the process of finalising the National Health
Policy, 2015 and has accordingly put up a draft policy in the website for appropriate
comments of the stake holders. The said draft policy has been captured hereunder.
Here again the salient features of the Census, 2011 have been kept in the upfront
(Table 14.4) to understand the extent of importance reflected in the Health Policy,
2015.

14.3 Draft National Health Policy 2015

The National Health Policy 2015, a draft in website circulation, seeks to address the
urgent need to improve the performance of health systems in the country to move
towards universal health coverage. It is a declaration of the determination of the
Government to leverage economic growth to achieve health outcomes and an
explicit acknowledgement that better health contributes immensely to improved
productivity as well as to equity.

Earlier, the National Health Policy of 1983 and the National Health Policy of
2002 had served, in providing policy guidance and direction to formulate pro-
grammes for the health sector during the related Five-Year Plans. After 13 years of
the last health policy, the context of the health scenario has changed in four major
ways. Firstly, the Health Priorities have to conform to attain goals as set for the
country under Millennium Development Goals with respect to maternal and child
mortality. Maternal mortality now accounts for 0.55 % of all deaths and 4 % of all
female deaths in the 15–49 year age group. The figures of maternal deaths are really
very shocking and demands appropriate policy commitments to reduce the same.
Additionally, the prevailing system has failed to respond to for many other health
needs and infectious diseases, either in terms of prevention or access to treatment.
There exists also a growing burden of non-communicable disease. The second
important change in the context scenario is the emergence of a robust health care
industry which grows at 15 % compound annual growth rate (CAGR) registering
twice the rate of growth in all services and thrice the national economic growth rate.
Thirdly, incidence of catastrophic expenditure due to health care costs is growing

Table 14.4 Demographic
scenario in 2011

Items as per census, 2011 India

Population, 2011 1,21,05,69,573

Incremental population in census, 2011 18,19,59,458

Decennial population growth in census
2011

17.7

Density of population in census, 2011 382

Crude birth rate, 2012 21.6

Infant mortality rate (SRS 20) 44
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and is now being estimated to be one of the major contributors to poverty. The drain
on family incomes due to health care costs can neutralize the gains of income
increases through poverty reduction schemes. The fourth and final change in
context is that economic growth has increased the fiscal capacity available.
Therefore, the country needs a new health policy that is responsive to these con-
textual changes.

The primary aim of the National Health Policy, 2015, is to inform, clarify,
strengthen and prioritize the role of the Government in shaping health systems in all
its dimensions—investment in health, organization and financing of healthcare
services, prevention of diseases and promotion of good health through cross sec-
toral action, access to technologies, developing human resources, encouraging
medical pluralism, building the knowledge base required for better health, financial
protection strategies and regulation and legislation for health.

The National Health Policy, 2015 has been drafted with situational analysis on
18 number of pressing items. However, three items having direct links with pop-
ulation control programme have been covered, as mentioned below:

• Achievement of Millennium Development Goals:
India is set to reach the Millennium Development Goals (MDG) with respect to
maternal and child survival. The MDG target for Maternal Mortality Ratio
(MMR) is 140 per 100,000 live births. From a baseline of 560 in 1990, the
nation had achieved 178 by 2010–12, and at this rate of decline is estimated to
reach an MMR of 141 by 2015. In the case of under-5 mortality rate (U5MR),
the MDG target is 42. From a baseline of 126 in 1990, in 2012 the nation has an
U5MR of 52 and an extrapolation of this rate would bring it to 42 by 2015.
However, in some states there is stagnation on these two indicators.

• Achievements in Population Stabilization:
India has also shown consistent improvement in population stabilization, with a
decrease in decadal growth rates, both as a percentage and in absolute numbers.
Twelve of the 21 large States have achieved a TFR of at or below the
replacement rate of 2.1 and three are likely to reach this soon. The challenge is
now in the remaining six states of Bihar, Uttar Pradesh, Rajasthan, Madhya
Pradesh, Jharkhand and Chhattisgarh but even here rates are declining. However
these six States between them account for 42 % of the national population and
56 % of the annual population increase. In the remaining small States and Union
Territories except Meghalaya, the Crude Birth Rate (CBR), is less than 21 per
1000. The national TFR has declined from 2.9 to 2.4. The persistent challenge
on this front is the declining sex ratio.

• Inequities in Health Outcomes:
Given these achievements, the draft Health Policy 2015 also takes note of high
degree of health inequity in health outcomes and access to health care services
as evidenced by indicators disaggregated for vulnerable groups. There are also
urban-rural inequities and there are inequities across states. A number of dis-
tricts, many in tribal areas, perform poorly even in states where overall averages
are better and improving. Marginalized communities and poorer economic
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quintiles of the population continue to fare poorly. Outreach and service
delivery for the urban poor, even for immunization services has been inade-
quate, as shown in Table 14.5.

The policy directions in the Draft National Health Policy, 2015 have been
outlined at Chap. 4, in great details out of which those covering with population
control related issues are captured hereunder.

“Population Stabilization including maintaining a gender balance has been and
will continue to be one of the main components of national health policy. The
changed situation however is that 21 States have already achieved replacement
levels of fertility rates and in these states the strategic objectives now are better and
safer contraceptive choices, with a further push back in age of marriage and
improvement in spacing. In all 36 States however the fertility rates are declining
rapidly and with improving levels of women’s education, the demand for contra-
ceptive services is established. Though declining, fertility rates continue to be
unsustainably high in as many as nine States which account for over 35 % of the
population. Here the policy imperative is to move away from camp based services
with all its attendant problems of quality, safety and dignity of women, to a situ-
ation where these services are available on any day of the week or at least on a fixed
day. Other policy imperatives are to increase the proportion of male sterilization
from less than 5 % where it is currently, to at least 30 % and if possible much
higher. The National Health Policy is explicit that coercive methods are not justified
nor even effective to meet the goals. Improved access, education and empowerment
would be the basis of successful population stabilization.”

Further, the Draft National Policy also mentions about Women’ Health and
Gender Mainstreaming where it reiterates that Women’s health issues and concerns
go far beyond maternal health and the ability of the health sector has to address
these issues and strengthened. Despite the introduction of new technologies, access
to safe abortion services and for reproductive tract illness remains a major gap that
must be seriously addressed.

Table 14.5 Disparities in health outcomes

Indicator India

Total Rural Urban % Differential

TFR (2012) 2.4 2.6 1.8 44 % difference

IMR (2012) 40 44 27 63 % difference

Indicator States with good performances States with great challenges

TFR (2012) HP (1.7), Punjab (1.7),
Tamil Nadu (1.7) and
West Bengal (1.7)

Bihar (3.5), UP (3.3), Rajasthan (2.9),
MP (2.9)

IMR (2010) Kerala(12), Tamil Nadu (21),
Delhi (24), Maharashtra (24)

Madhya Pradesh (54), Assam (54),
Orissa (51), Rajasthan (47)

MMR (2010–12) Kerala (66), Maharashtra (87),
Tamil Nadu (90),
Andhra Pradesh (110)

Assam (328), Uttar Pradesh/
Uttarakhand (292), Rajasthan (255),
Odisha (235)

Source Draft National Health Policy, 2015
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Chapter 15
Population Policy in India

Abstract India was the first country in the world to launch the first national
programme on family planning in 1952 emphasizing for reduction of birth rates ‘to
stabilize the population at a level consistent with the requirement of national
economy’. Thereafter, the first statement on National Population Policy was made
in 1976 while in 1977, a statement on Family Welfare Programmes was announced.
Both the statements were laid on the Table of the House in Parliament, but were
never discussed or adopted. The 1976 National Population Policy statement,
however, could remain effective for a short period of just about one year only. The
new Government that came in the office after the 1977 general elections, discarded
major provisions made in the 1976 policy statement. The National Population
Policy, 2000 is in that sense first approved population policy of the country so far,
which has been comprehensively covered here.

Keywords National socio-demographic goals � Small family norm � Unmet needs
for family welfare services � Under-served population � Increased participation of
men � Social marketing schemes � Child marriage restraint act, 1976 � Pre-natal
diagnostic techniques act, 1994

Population policy generally determines the principles, objectives and policies
adopted by the State on identified population issues for the purpose of influencing
the population growth status including all connected variables such as fertility,
births, deaths, geographical distribution, immigration, population composition of
sex, age structure including the proportion of the elderly along with general issues
relating to health and education. Population policy forms a large umbrella policy
covering all programs and activities directly and indirectly influencing population
variables. Population policy also focuses on society’s culture and values.

Population policy in India has a history since the Bhore committee of 1946. The
Health Survey and Development Committee popularly referred to as the Bhore
committee was constituted for making plans for post-war developments in the
health fields and also for a comprehensive review of the field of population from the
quantitative and qualitative points of view. The Bhore committee recommended
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that “The Population Problem should be the subject of continuous study”.
Accordingly the Census Act came into force in 1948 (Act No. 37 of 1948). The
censuses of post independence era were conducted as per the provisions of this Act.

India was the first country in the world to launch the first national programme on
family planning in 1952 emphasizing for reduction of birth rates ‘to stabilize the
population at a level consistent with the requirement of national economy’.
Thereafter, the first statement on National Population Policy was made in 1976
while in 1977, a statement on Family Welfare Programmes was announced. Both
the statements were laid on the Table of the House in Parliament, but were never
discussed or adopted. The 1976 National Population Policy statement, however,
could remain effective for a short period of just about one year only. The new
Government that came in the office after the 1977 general elections, discarded
major provisions made in the 1976 policy statement. The National Population
Policy, 2000 is in that sense first approved population policy of the country so far.
However, for chronological reason, it would be desirable to capture the salient
features of the NPP statement, 1976 which were as follows:

(i) To raise the age of marriage to 21 for boys and 18 for girls;
(ii) To raise the monetary compensation for individual acceptance of family

planning to Rs. 150 for sterilization with two living children, Rs. 100 with
three children and Rs. 70 with four and more living children;

(iii) To introduce group incentives for the involvement of teaching and medical
profession, Zila Parishads, Panchayat Samities, cooperative societies and
also labour in the organised sector through their respective representative to
national organization;

(iv) implementation of New multi-media national strategy for availing all
media-newspapers, radio, TV, films etc., to move urban approach to rural
oriented approach and to spread the knowledge of family planning and
family limitation;

(v) To adopt small family norms for the employees of the Union Government
and necessary changes to be made in their service conduct rules. The states
may also follow the Central model;

(vi) Introduction of special measures to raise the level of female education in all
states; and

(vii) Freezing the population base at the 1971 level for 25 years to determine
central plan allocations to states and their representation in the Lok Sabha
and earmark 8 % of Central Assistance to State Plans on the performance of
family planning.

1976 National Population Policy statement, as mentioned earlier, could remain
effective for a short period of just about one year only. The new Government that
came in the office after the 1977 general elections, discarded major provisions made
in the 1976 policy statement. In 1983, when the National Health Policy (which
stated that replacement levels of total fertility rate 2 (TFR) should be achieved by
the year 2000) was discussed and adopted in Parliament, the need for a separate
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Population Policy for securing the small family norm through voluntary efforts
together with the goal of population stabilization was commented upon. However,
the formulation of National Policy on Population by itself was not an easy task in
India linked as it is with diverse socio-religious fabric of our country. National
Development Committee later seized on the matter and appointed an expert com-
mittee under the Chairmanship of Shri Karunakaran in 1991 to report on all possible
issues connected for framing a policy on population. The said Report, known as the
NDC Report on population, proposed the formulation of a National Population
Policy to take a ‘long term holistic view of development, population growth and
environmental protection’ and to suggest policies and guidelines (for) formulation
of programmes’’ and ‘a monitoring mechanism with short, medium and long term
perspectives and growth’. It was also argued that the earlier policy statements of
1976 and 1977 were placed on the table of the Parliament but were never really
discussed or adopted them. Specifically, it was recommended that ‘a National
Policy of Population should be formulated by the Government and adopted by
Parliament’.

15.1 The National Population Policy, 2000

The Government of India appointed an Expert Group headed by Dr M.S.
Swaminathan to prepare a draft of a population policy in 1993. The said draft, with
a process of consultation with the state governments and interactions with other
stake holders, and after securing the cabinet approval, shaped into the Population
Policy of India in 2000.

The National Population Policy, 2000 begins with an introduction which reads
as follows:

“The overriding objective of economic and social development is to improve the
quality of lives that people lead, to enhance their well-being, and to provide them
with opportunities and choices to become productive assets in society.

In 1952, India was the first country in the world to launch a national programme,
emphasizing family planning to the extent necessary for reducing birth rates “to
stabilize the population at a level consistent with the requirement of national
economy”1. After 1952, sharp declines in death rates were, however, not accom-
panied by a similar drop in birth rates. The National Health Policy, 1983 stated that
replacement levels of total fertility rate 2 (TFR) should be achieved by the year
2000.

On 11 May, 2000 India is projected to have 1 billion 3 (100 crore) people, i.e.
16 % of the world’s population on 2.4 % of the globe’s land area. If current trends
continue, India may overtake China in 2045, to become the most populous country
in the world. While global population has increased threefold during this century,
from 2 to 6 billion, the population of India has increased nearly five times from
238 million (23 crore) to 1 billion in the same period. India’s current annual
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increase in population of 15.5 million is large enough to neutralize efforts to
conserve the resource endowment and environment”.

Before addressing the contents of the National Population Policy, 2000, India’s
demographic achievements half a century after formulating the national family
welfare programme, India were kept in the forefront of the Policy, namely,

• reduced crude birth rate (CBR) from 40.8 (1951) to 26.4 (1998, SRS);
• halved the infant mortality rate (IMR) from 146 per 1000 live births (1951) to 72

per 1000 live births (1998, SRS);
• quadrupled the couple protection rate (CPR) from 10.4 (1971) to 44 % (1999);
• reduced crude death rate (CDR) from 25 (1951) to 9.0 (1998, SRS);
• added 25 years to life expectancy from 37 to 62 years;
• achieved nearly universal awareness of the need for and methods of family

planning, and
• reduced total fertility rate from 6.0 (1951) to 3.3 (1997, SRS).

The NPP, 2000 also began the policy statement with population projection
which runs as follows:

India’s population in 1991 and projections to 2016 are as follows in Table 15.1.
In this introductory part, the NPP Policy document captures a prelude statement

on Policy as well in that stabilising population is an essential requirement for
promoting sustainable development with more equitable distribution. However, it is
as much a function of making reproductive health care accessible and affordable for
all, as of increasing the provision and outreach of primary and secondary education,
extending basic amenities including sanitation, safe drinking water and housing,
besides empowering women and enhancing their employment opportunities, and
providing transport and communications.

The National Population Policy, 2000 (NPP 2000) affirms the commitment of
government towards voluntary and informed choice and consent of citizens while
availing of reproductive health care services, and continuation of the target free
approach in administering family planning services. The NPP 2000 provides a
policy framework for advancing goals and prioritizing strategies during the next
decade, to meet the reproductive and child health needs of the people of India, and
to achieve net replacement levels (TFR) by 2010. It is based upon the need to
simultaneously address issues of child survival, maternal health, and contraception,
while increasing outreach and coverage of a comprehensive package of reproduc-
tive and child heath services by government, industry and the voluntary
non-government sector, working in partnership.

Table 15.1 Population
projections for India (million)

March 1991 March 2001 March 2011 March 2016

846.3 1012.4 1178.9 1263.5
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15.1.1 Objectives of the Population Policy, 2000

The immediate objective of the NPP 2000 is to address the unmet needs for con-
traception, health care infrastructure, and health personnel, and to provide inte-
grated service delivery for basic reproductive and child health care. The medium
term objective is to bring the TFR to replacement levels by 2010 through vigorous
implementation of inter-sectoral operational strategies. The long term objective is to
achieve a stable population by 2045, at a level consistent with the requirements of
sustainable economic growth, social development, and environmental protection.

In pursuance of these objectives, focused National Socio-economic Goals to be
achieved in each by 2010 were also set, as below:

National Socio-Demographic Goals for 2010

(1) Address the unmet needs for basic reproductive and child health services,
supplies and infrastructure

(2) Make school education up to age 14 free and compulsory, and reduce drop
outs at primary and secondary school levels to below 20 % for boys and girls.

(3) Reduce infant mortality rate to below 1000 live births
(4) Reduce maternal mortality ratio to below 100 per 100,000 live births
(5) Achieve universal immunization of children against all vaccine preventable

diseases
(6) Promote delayed marriage for girls, not earlier than age 18 and preferably

after 20 years of age.
(7) Achieve 80 % institutional deliveries and 100 % deliveries by trained

persons
(8) Achieve universal access to information/counselling, and services for fertility

regulation and contraception with a wide basket of choices
(9) Achieve 100 % registration of births, deaths, marriage and pregnancy

(10) Contain the spread of Acquired Immunodeficiency Syndrome (AIDS), and
promote greater integration between the management of reproductive tract
infections (RTI) and sexually transmitted infections (STI) and the
National AIDS Control Organisation.

(11) Prevent and control communicable diseases
(12) Integrate Indian Systems of Medicine (ISM) in the provision of reproductive

and child health services, and in reaching out to households.
(13) Promote vigorously the small family norm to achieve replacement levels of

TFR
(14) Bring about convergence in implementation of related social sector programs

so that family welfare becomes a people centred programme.

The NPP 2000 also contained a projection of population growth and stated that if
the NPP 2000 is fully implemented, it is anticipated to have the size of population
of 1107 million (110 crores) in 2010 instead of 1162 million (116 crores) and
projected birth, infant mortality and total fertility rate, as indicated in Tables 15.2
and 15.3.
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The NPP 2000 thereafter makes diagnostic observations on alarming population
situation in India and states that population growth in India continues to be high on
account of the following factors:

‘The large size of the population in the reproductive age-group (estimated
contribution 58 %). An addition of 417.2 million between 1991 and 2016 is
anticipated despite substantial reductions in family size in several states, including
those which have already achieved replacement levels of TFR. This momentum of
increase in population will continue for some more years because high TFRs in the
past have resulted in a large proportion of the population being currently in their
reproductive years. It is imperative that the reproductive age group adopts without
further delay or exception the “small family norm”, for the reason that about 45 %
of population increase is contributed by births above two children per family.

Higher fertility due to unmet need for contraception (estimated contribution
20 %). India has 168 million eligible couples, of which just 44 % are currently
effectively protected. Urgent steps are currently required to make contraception
more widely available, accessible, and affordable. Around 74 % of the population
lives in rural areas, in about 5.5 lakh villages, many with poor communications and
transport. Reproductive health and basic health infrastructure and services often do
not reach the villages, and, accordingly, vast numbers of people cannot avail of
these services.

High wanted fertility due to the high infant mortality rate (IMR) (estimated
contribution about 20 %). Repeated child births are seen as an insurance against
multiple infant (and child) deaths and accordingly, high infant mortality stymies all
efforts at reducing TFR.

Table 15.2 Anticipated growth in population (million)

Year If current trends continue If TFR 2.1 is achieved by 2010

Total
population

Increase in
population

Total
population

Increase in
population

1991
1996
1997
2000
2002
2010

846.3
934.2
949.9
996.9
1027.6
1162.3

–

17.6
15.7
15.7
15.4
16.8

846.3
934.2
949.0
991.0
1013.0
1107.0

–

17.6
14.8
14.0
11.0
11.75

Table 15.3 Projection of crude birth rate, infant mortality rate and TFR, if the NPP 2000 is fully
implemented

Year Crude birth rate Infant mortality rate Total fertility rate

1997 27.2 71 3.3

1998 26.4 72 3.3

2002 23.0 50 2.6

2010 21.0 30 2.1
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Over 50 % of girls marry below the age of 18, the minimum legal age of
marriage, resulting in a typical reproductive pattern of “too early, too frequent, too
many”. Around 33 % births occur at intervals of less than 24 months, which also
results in high IMR.’

The NPP, 2000 then states that ‘We identify 12 strategic themes which must be
simultaneously pursued in “standalone” or inter-sectoral programmes in order to
achieve the National Socio-Demographic Goals for 2010. These are presented
below:

(i) Decentralised Planning and Programme Implementation

The 73rd and 74th Constitutional Amendments Act, 1992, made health, family
welfare, and education a responsibility of village panchayats. The panchayati raj
institutions are an important means of furthering decentralised Planning and pro-
gramme implementation in the context of the NPP 2000. However, in order to
realize their potential, they need strengthening by further delegation of adminis-
trative and financial powers, including powers of resource mobilization. Further,
since 33 % of elected panchayat seats are reserved for women, representative
committees of the panchayats (headed by an elected woman panchayat member)
should be formed to promote a gender sensitive, multi-sectoral agenda for popu-
lation stabilisation that will “think, plan and act locally, and support nationally”.
These committees may identify area specific unmet needs for reproductive health
services, and prepare need-based, demand driven, socio-demographic plans at the
village level, aimed at identifying and providing responsive, people-centred and
integrated, basic reproductive and child health care. panchayats demonstrating
exemplary performance in the compulsory registration of births, deaths, marriages,
and pregnancies, universalizing the small family norm, increasing safe deliveries,
bringing about reductions in infant and maternal mortality, and promoting com-
pulsory education up to age 14, will be nationally recognized and honoured.

(ii) Convergence of Service Delivery at Village Levels

Efforts at population stabilisation will be effective only if we direct an integrated
package of essential services at village and household levels. Below district levels,
current health infrastructure includes 2500 community health centres, 25,000 pri-
mary health centres (each covering a population of 30,000), and 1.36 lakh
sub-centres (each covering a population of 5000 in the plains and 3000 in hilly
regions) 4. Inadequacies in the existing health infrastructure have led to an unmet
need of 28 % for contraception services, and obvious gaps in coverage and out-
reach. Health care centres are over-burdened and struggle to provide services with
limited personnel and equipment. Absence of supportive supervision, lack of
training in inter-personal communication, and lack of motivation to work in rural
areas, together impede citizens’ access to reproductive and child health services,
and contribute to poor quality of services and an apparent insensitivity to client’s
needs. The last 50 years have demonstrated the unsuitability of these yardsticks for
provision of health care infrastructure, particularly for remote, inaccessible, or
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sparsely populated regions in the country like hilly and forested areas, desert
regions and tribal areas. We need to promote a more flexible approach, by
extending basic reproductive and child health care through mobile clinics and
counselling services. Further, recognizing that government alone cannot make up
for the inadequacies in health care infrastructure and services, in order to resolve
unmet needs and extend coverage, the involvement of the voluntary sector and the
non-government sector in partnership with the government is essential.

Since the management, funding, and implementation of health and education
programmes has been decentralised to panchayats, in order to reach household
levels, a one-stop, integrated and coordinated service delivery should be provided at
village levels, for basic reproductive and child health services. A vast increase in the
number of trained birth attendants, at least two per village, is necessary to uni-
versalise coverage and outreach of ante-natal, natal and post-natal health care. An
equipped maternity hut in each village should be set up to serve as a delivery room,
with functioning midwifery kits, basic medication for essential obstetric aid, and
indigenous medicines and supplies for maternal and new born care. A key feature of
the integrated service delivery will be the registration at village levels, of births,
deaths, marriage, and pregnancies. Each village should maintain a list of commu-
nity midwives and trained birth attendants, village health guides, panchayatse-
wasahayaks, primary school teachers and a anganwadi workers who may be
entrusted with various responsibilities in the implementation of integrated service
delivery.

The panchayats should seek the help of community opinion makers to com-
municate the benefits of smaller, healthier families, the significance of educating
girls, and promoting female participation in paid employment. They should also
involve civil society in monitoring the availability, accessibility and affordability of
services and supplies.

(iii) Empowering Women for Improved Health and Nutrition

The complex socio-cultural determinants of women’s health and nutrition have
cumulative effects over a lifetime. Discriminatory childcare leads to malnutrition
and impaired physical development of the girl child. Under-nutrition and
micronutrient deficiency in early adolescence goes beyond mere food entitlements
to those nutrition related capabilities that become crucial to a woman’s well-being,
and through her, to the well-being of children. The positive effect of good health
and nutrition on the labour productivity of the poor is well documented. To the
extent that women are over-represented among the poor, interventions for
improving women’s health and nutrition are critical for poverty reduction.

Impaired health and nutrition is compounded by early childbearing and conse-
quent risk of serious pregnancy related complications. Women’s risk of premature
death and disability is highest during their reproductive years. Malnutrition, fre-
quent pregnancies, unsafe abortions, RTI and STI, all combine to keep the maternal
mortality ratio in India among the highest globally.
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Maternal mortality is not merely a health disadvantage; it is a matter of social
injustice. Low social and economic status of girls and women limits their access to
education, good nutrition, as well as money to pay for health care and family
planning services.

The extent of maternal mortality is an indicator of disparity and inequity in
access to appropriate health care and nutrition services throughout a lifetime, and
particularly during pregnancy and child-birth, and is a crucial factor contributing to
high maternal mortality.

Programmes for Safe Motherhood, Universal Immunisation, Child Survival and
Oral Rehydration have been combined into an Integrated Reproductive and Child
Health Programme, which also includes promoting management of STIs and RTIs.
Women’s health and nutrition problems can be largely prevented or mitigated
through low cost interventions designed for low income settings.

The voluntary non-government sector and the private corporate sector should
actively collaborate with the community and government through specific com-
mitments in the areas of basic reproductive and child health care, basic education,
and in securing higher levels of participation in the paid work force for women.

(iv) Child Health and Survival

Infant mortality is a sensitive indicator of human development. High mortality
and morbidity among infants and children below 5 years occurs on account of
inadequate care, asphyxia during birth, premature birth, low birth weight, acute
respiratory infections, diarrhoea, vaccine preventable diseases, malnutrition and
deficiencies of nutrients, including Vitamin A. Infant mortality rates have not
significantly declined in recent years.

Our priority is to intensify neo-natal care. A National Technical Committee
should be set up, consisting principally of consultants in obstetrics, paediatrics
(neonatologists), family health, medical research and statistics from among aca-
demia, public health professionals, clinical practitioners and government. Its terms
of reference should include prescribing perinatal audit norms, developing quality
improvement activities with monitoring schedules and suggestions for facilitating
provision of continuing medical and nursing education to all perinatal health care
providers. Implementation at the grass-roots must benefit from current develop-
ments in the fields of perinatology and neonatology. The baby friendly hospital
initiative (BFHI) should be extended to all hospitals and clinics, up to sub-centre
levels. Additionally, besides promoting breast-feeding and complementary feeds,
the BFHI should include updating of skills of trained birth attendants to improve
new born care practices to reduce the risks of hypothermia and infection. Essential
equipment for the new born must be provided at sub centre levels.

Child survival interventions i.e. universal immunisation, control of childhood
diarrhoeas with oral rehydration therapies, management of acute respiratory
infections, and massive doses of Vitamin A and food supplements have all helped
to reduce infant and child mortality and morbidity. With intensified efforts, the
eradication of polio is within reach. However, the decline in standards, outreach and
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quality of routine immunisation is a matter of concern. Significant improvements
need to be made in the quality and coverage of the routine immunisation
programme.

(v) Meeting the Unmet Needs for Family Welfare Services

In both rural and urban areas there continue to be unmet needs for contracep-
tives, supplies and equipment for integrated service delivery, mobility of health
providers and patients, and comprehensive information. It is important to
strengthen, energise and make accountable the cutting edge of health infrastructure
at the village, sub-centre and primary health centre levels, to improve facilities for
referral transportation, to encourage and strengthen local initiatives for ambulance
services at village and block levels, to increase innovative social marketing schemes
for affordable products and services and to improve advocacy in locally relevant
and acceptable dialects.

(vi) Under-Served Population Groups

(a) Urban Slums

Nearly 100 million people live in urban Slums, with little or no access to potable
water, sanitation facilities, and health care services. This contributes to high infant
and child mortality, which in turn perpetuate high TFR and maternal mortality.
Basic and primary health care, including reproductive and child health care, needs
to be provided. Coordination with municipal bodies for water, sanitation and waste
disposal must be pursued, and targeted information, education and communication
campaigns must spread awareness about the secondary and tertiary facilities
available.

(b) Tribal Communities, Hill Areas Population and Displaced and Migrant
Population

In general, populations in remote and low density areas do not have adequate
access to affordable health care services. Tribal populations often have high levels
of morbidity arising from poor nutrition, particularly in situations where they are
involuntarily displaced or resettled. Frequently, they have low levels of literacy,
coupled with high infant, child, and maternal mortality. They remain under-served
in the coverage of reproductive and child health services. These communities need
special attention in terms of basic health, and reproductive and child health services.
The special needs of tribal groups which need to be addressed include the provision
of mobile clinics that will be responsive to seasonal variations in the availability of
work and income. Information and counselling on infertility, and regular supply of
standardised medication will be included.

(c) Adolescents

Adolescents represent about a fifth of India’s population. Adolescents represent
about a fifth of India’s population. The needs of adolescents, including protection
from unwanted pregnancies and sexually transmitted diseases (STD), have not been
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specifically addressed in the past. Programmes should encourage delayed marriage
and child-bearing, and education of adolescents about the risks of unprotected sex.
Reproductive health services for adolescent girls and boys are especially significant
in rural India, where adolescent marriage and pregnancy are widely prevalent. Their
and sexually transmitted diseases (STD), have not been specifically addressed in the
past. Programmes should encourage delayed special requirements comprise infor-
mation, counselling, population education, and making contraceptive services
accessible and affordable, providing food supplements and nutritional services
through the ICDS, and enforcing the Child Marriage Restraint Act, 1976.

(d) Increased Participation of Men in Planned Parenthood

In the past, population programmes have tended to exclude menfolk. Gender
inequalities in patriarchal societies ensure that men play a critical role in deter-
mining the education and employment of family members, age at marriage, besides
access to and utilisation of health, nutrition, and family welfare services for women
and children. The active involvement of men is called for in planning families,
supporting contraceptive use, helping pregnant women stay healthy, arranging
skilled care during delivery, avoiding delays in seeking care, helping after the baby
is born and, finally, in being a responsible father. In short, the active cooperation
and participation of men is vital for ensuring programme acceptance. Further,
currently, over 97 % of sterilisations are tubectomies and this manifestation of
gender imbalance needs to be corrected. The special needs of men include
re-popularising vasectomies, in particular no scalpel vasectomy as a safe and simple
procedure, and focusing on men in the information and education campaigns to
promote the small family norm.

(vii) Diverse Health Care Providers

Give n the large unmet need for reproductive and child health services, and
inadequacies in health care infrastructure it is imperative to increase the numbers
and diversify the categories of health care providers. Ways of doing this include
accrediting private medical practitioners and assigning them to defined beneficiary
groups to provide these services; revival of the system of licensed medical prac-
titioner who, after appropriate certification from the Indian Medical Association
(IMA), could provide specified clinical services.

(viii) Collaboration With and Commitments from Non-Government
Organisations and the Private Sector

A national effort to reach out to households cannot be sustained by government
alone. We need to put in place a partnership of non-government voluntary orga-
nizations, the private corporate sector, government and the community. Triggered
by rising incomes and institutional finance, private health care has grown signifi-
cantly, with an impressive pool of expertise and management skills, and currently
accounts for nearly 75 % of health care expenditures. However, despite their
obvious potential, mobilising the private (profit and non-profit) sector to serve
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public health goals raises governance issues of contracting, accreditation, regula-
tion, referral, besides the appropriate division of labour between the public and
private health providers, all of which need to be addressed carefully. Where gov-
ernment interventions or capacities are insufficient and the participation of the
private sector unviable, focused service delivery by NGOs may effectively com-
plement government efforts.

(ix) Mainstreaming Indian Systems of Medicine and Homeopathy

India’s community supported ancient but living traditions of indigenous systems
of medicine has sustained the population for centuries, with effective cures and
remedies for numerous conditions, including those relating to women and children,
with minimal side effects. Utilisation of ISMH in basic reproductive and child
health care will expand the pool of effective health care providers, optimise utili-
sation of locally based remedies and cures, and promote low-cost health care.
Guidelines need to be evolved to regulate and ensure standardisation, efficacy and
safety of ISMH drugs for wider entry into national markets.

Particular challenges include providing appropriate training, and raising
awareness and skill development in reproductive and child health care to the
institutionally qualified ISMH medical practitioners. The feasibility of utilising their
services to fill in gaps in manpower at village levels, and at sub-centres and primary
health centres may be explored. ISMH institutions, hospitals and dispensaries may
be utilised for reproductive and child health care programmes. At village levels, the
services of the ISMH “barefoot doctors”, after appropriate training, may be utilised
for advocacy and counselling, for distributing supplies and equipment, and as depot
holders. ISMH practices may be applied at village maternity huts, and at household
levels, for ante-natal, natal and post natal care, and for nurture of the new born.

(x) Contraceptive Technology and Research on Reproductive and Child Health

Government must constantly advance, encourage, and support medical, social
science, demographic and behavioural science research on maternal, child and
reproductive health care issues. This will improve medical techniques relevant to
the country’s needs, and strengthen programme and project design and imple-
mentation. Consultation and frequent dialogue by Government with the existing
network of academic and research institutions in allopathy and ISMH, and with
other relevant public and private research institutions engaged in social science,
demography and behavioural research must continue. The International Institute of
Population Sciences, and the population research centres which have been set up to
pursue applied research in population related matters, need to be revitalised and
strengthened.

Applied research relies upon constant monitoring of performance at the pro-
gramme and project levels. The National Health and Family Welfare Survey pro-
vides data on key health and family welfare indicators every five years. Data from
the first National Family Health Survey (NFHS-1), 1992–93, has been updated by
NFHS-2, 1998–99, to be published shortly. Annual data is generated by the Sample
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Registration Survey, which, inter alia, maps at state levels the birth, death and infant
mortality rates. Absence of regular feedback has been a weakness in the family
welfare programme. For this reason, the Department of Family Welfare is
strengthening its management information systems (MIS) and has commenced
during 1998, a system of ascertaining impacts and outcomes through district sur-
veys and facility surveys. The district surveys cover 50 % districts every year, so
that every 2 years there is an update on every district in the country. The facility
surveys ascertain the availability of infrastructure and services up to primary health
centre level, covering one district per month. The feedback from both these surveys
enables remedial action at district and sub-district levels.

(xi) Providing for the Older Population

Improved life expectancy is leading to an increase in the absolute number and
proportion of persons aged 60 years and above, and is anticipated to nearly double
during 1996–2016, from 62.3 to 112.9 million 5. When viewed in the context of
significant weakening of traditional support systems, the elderly are increasingly
vulnerable, needing protection and care. Promoting old age health care and support
will, over time, also serve to reduce the incentive to have large families. The
Ministry of Social Justice and Empowerment has adopted in January 1999 a
National Policy on Older Persons. It has become important to build in geriatric
health concerns in the population policy. Ways of doing this include sensitising,
training and equipping rural and urban health centres and hospitals for providing
geriatric health care; encouraging NGOs to design and implement formal and
informal schemes that make the elderly economically self-reliant; providing for and
routinizing screening for cancer, osteoporosis, and cardiovascular conditions in
primary health centres, community health centres, and urban health care centres at
primary, secondary and tertiary levels; and exploring tax incentives to encourage
grown-up children to look after their aged parents.

(xii) Information, Education and Communication

Information, education and communication (IEC) of family welfare messages
must be clear, focused and disseminated everywhere, including the remote corners
of the country, and in local dialects. This will ensure that the messages are effec-
tively conveyed. These need to be strengthened and their outreach widened, with
locally relevant and locally comprehensible media and messages. On the model of
the total literacy campaigns which have successfully mobilised local populations,
there is need to undertake a massive national campaign on population related issues,
via artists, popular film stars, doctors, vaidyas, hakims, nurses, local midwives,
women’s organizations, and youth organizations.
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15.1.2 Legislation, Public Support and New Structures

• Legislation

As a motivational measure, in order to enable state governments to fearlessly and
effectively pursue the agenda for population stabilisation contained in the National
Population Policy, 2000, one legislation is considered necessary. It is recommended
that the 42nd Constitutional Amendment that freezes till 2001, the number of seats
to the Lok Sabha and the Rajya Sabha based on the 1971 Census be extended up to
2026.

• Public Support

Demonstration of strong support to the small family norm, as well as personal
example, by political, community, business, professional and religious leaders,
media and film stars, sports personalities, and opinion makers, will enhance its
acceptance throughout society. The government will actively enlist their support in
concrete ways.

• New Structures

The NPP 2000 is to be largely implemented and managed at panchayat and
nagarpalika levels, in coordination with the concerned state/Union Territory
administrations. Accordingly, the specific situation in each state/UT must be kept in
mind. This will require comprehensive and multisectoral coordination of planning
and implementation between health and family welfare on the one hand, along with
schemes for education, nutrition, women and child development, safe drinking
water, sanitation, rural roads, communications, transportation, housing, forestry
development, environmental protection, and urban development. Accordingly, the
following structures are recommended:

(i) National Commission on Population

A National Commission on Population, presided over by the Prime Minister,
will have the Chief Ministers of all states and UTs, and the Central Minister in
charge of the Department of Family Welfare and other concerned Central Ministries
and Departments, for example Department of Woman and Child Development,
Department of Education, Department of Social Justice and Empowerment in the
Ministry of HRD, Ministry of Rural Development, Ministry of Environment and
Forest, and others as necessary, and reputed demographers, public health profes-
sionals, and NGOs as members. This Commission will oversee and review
implementation of policy. The Commission Secretariat will be provided by the
Department of Family Welfare.

(ii) State/UT Commissions on Population

Each state and UT may consider having a State/UT Commission on Population,
presided over by the Chief Minister, on the analogy of the National Commission, to
likewise oversee and review implementation of the NPP 2000 in the state/UT.
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(iii) Coordination Cell in the Planning Commission

The Planning Commission will have a Coordination Cell for inter-sectoral
coordination between Ministries for enhancing performance, particularly in
States/UTs needing special attention on account of adverse demographic and hu-
man development indicators.

(iv) Technology Mission in the Department of Family Welfare

To enhance performance, particularly in states with currently below average
socio-demographic indices that need focused attention, a Technology Mission in
the Department of Family Welfare will be established to provide technology sup-
port in respect of design and monitoring of projects and programmes for repro-
ductive and child health, as well as for IEC campaigns.

As to the funding, promotional and motivational measures for adoption of small
family norm the NPP, 2000 states as below:

Funding:
The programmes, projects and schemes premised on the goals and objectives of

the NPP 2000, and indeed all efforts at population stabilisation, will be adequately
funded in view of their critical importance to national development. Preventive and
promotive services such as ante-natal and post-natal care for women, immunisation
for children, and contraception will continue to be subsidised for all those who need
the services. Priority in allocation of funds will be given to improving health care
infrastructure at the community and primary health centres, sub-centre and village
levels. Critical gaps in manpower will be remedied through redeployment, partic-
ularly in under-served and inaccessible areas, and referral linkages will be
improved. In order to implement immediately the Action Plan, it would be nec-
essary to double the annual budget of the Department of Family Welfare to enable
government to address the shortfall in unmet needs for health care infrastructure,
services and supplies (in Appendix IV).

Even though the annual budget for population stabilisation activities assigned to
the Department of Family Welfare has increased over the years, at least 50 % of the
budgetary outlay is deployed towards non-plan activities (recurring expenditures for
maintenance of health care infrastructure in the states and UTs, and towards sal-
aries). To illustrate, of the annual budget of Rs. 2920 crores for 1999–2000, nearly
Rs 1500 crores is allocated towards non-plan activities. Only the remaining 50 %
becomes available for genuine plan activities, including procurement of supplies
and equipment. For these reasons, since 1980 the Department of Family Welfare
has been unable to revise norms of operational costs of health infrastructure, which
in turn has impacted directly the quality of care and outreach of services provided.

Promotional and Motivational Measures for Adoption of the Small Family
Norm:

The following promotional and motivational measures will be undertaken:

(i) Panchayats and ZilaParishads will be rewarded and honoured for exemplary
performance in universalising the small family norm, achieving reductions
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in infant mortality and birth rates, and promoting literacy with completion
of primary schooling.

(ii) The Balika Samridhi Yojana run by the Department of Women and Child
Development, to promote survival and care of the girl child, will continue.
A cash incentive of Rs. 500 is awarded at the birth of the girl child of birth
order 1 or 2.

(iii) Maternity Benefit Scheme run by the Department of Rural Development
will continue. A cash incentive of Rs. 500 is awarded to mothers who have
their first child after 19 years of age, for birth of the first or second child
only. Disbursement of the cash award will in future be linked to compliance
with ante-natal check-up, institutional delivery by trained birth attendant,
and registration of birth and BCG immunisation.

(iv) A Family Welfare-linked Health Insurance Plan will be established.
Couples below the poverty line, who undergo sterilisation with not more
than two living children, would become eligible (along with children) for
health insurance (for hospitalisation) not exceeding Rs. 5000, and a per-
sonal accident insurance cover for the spouse undergoing sterilisation.

(v) Couples below the poverty line, who marry after the legal age of marriage,
register the marriage, have their first child after the mother reaches the age
of 21, accept the small family norm, and adopt a terminal method after the
birth of the second child, will be rewarded.

(vi) A revolving fund will be set up for income-generating activities by
village-level self help groups, who provide community-level health care
services.

(vii) Crèches and child care centres will be opened in rural areas and urban
Slums. This will facilitate and promote participation of women in paid
employment.

(viii) A wider, affordable choice of contraceptives will be made accessible at
diverse delivery points, with counselling services to enable acceptors to
exercise voluntary and informed consent.

(ix) Facilities for safe abortion will be strengthened and expanded.
(x) Products and services will be made affordable through innovative social

marketing schemes.
(xi) Local entrepreneurs at village levels will be provided soft loans and

encouraged to run ambulance services to supplement the existing arrange-
ments for referral transportation.

(xii) Increased vocational training schemes for girls, leading to self-employment
will be encouraged.

(xiii) Strict enforcement of Child Marriage Restraint Act, 1976.
(xiv) Strict enforcement of the Pre-natal Diagnostic Techniques Act, 1994.
(xv) Soft loans to ensure mobility of the ANMs will be increased.
(xvi) The 42nd Constitutional Amendment has frozen the number of represen-

tatives in the Lok Sabha (on the basis of population) at 1971 Census levels.
The freeze is currently valid until 2001, and has served as an incentive for
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State Governments to fearlessly pursue the agenda for population stabili-
sation. This freeze needs to be extended until 2026.

The NPP, 2000 concludes with observations as below:
In the new millennium, nations are judged by the well-being of their peoples; by

levels of health, nutrition and education; by the civil and political liberties enjoyed
by their citizens; by the protection guaranteed to children and by provisions made
for the vulnerable and the disadvantaged.

The vast numbers of the people of India can be its greatest asset if they are
provided with the means to lead healthy and economically productive lives.
Population stabilisation is a multisectoral endeavour requiring constant and effec-
tive dialogue among a diversity of stakeholders, and coordination at all levels of the
government and society. Spread of literacy and education, increasing availability of
affordable reproductive and child health services, convergence of service delivery at
village levels, participation of women in the paid work force, together with a steady,
equitable improvement in family incomes, will facilitate early achievement of the
socio-demographic goals. Success will be achieved if the Action Plan contained in
the NPP 2000 is pursued as a national movement.

15.2 Outcome of the National Population Policy, 2000

The outcome of the National Population Policy as reflected in the demographic
scenario of the country after the publication of the Census Report, 2011 can be seen
from the Table 15.4.

The National Population Policy published in February 2000 became practically
invalid with the publication of Census Report, 2001. India has already exceeded the
estimated population of NPP, 2000 in 2002 by about 14 million. Further, the NPP,
2000 has ceased to have any operational meaning any more with its expiry of
policy-life in the year 2010, and more so, after the emergence of new demographic
challenges following the Census Report, 2011. While the country is going to have a

Table 15.4 Demographic
scenario in 2011

Items as per census, 2011 India

Population, 2011 1,210,569,573

Incremental population in census, 2011 190,376,151

Decennial population growth in census
2011

17.7

Density of population in census, 2011 382

Crude birth rate (SRS 2000) 2011 21.8

Total fertility rate (TFR) 2011 2.4

Infant mortality rate (SRS 2000) 2011 44

Sources Census publication and family planning statistics in India
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new Health Policy 2015 shortly, with its component of population stabilisation, it is
high time that the country revisits the policy area and formulates a new population
policy based on updated vision and pressing need to have sustainable population in
the background of SDGs as adopted on 25th September, 2015 by the Sustainable
Development Summit.
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Chapter 16
Family Welfare Approaches
in the Five Year Plans

Abstract The Health Policy and the Population Policy of India overtime indicated
the policy framework on family planning in our country. The approach of the
government of India on population control, however, was reflected in the docu-
ments of the five year plans well before the formal adoption of either the Health
Policy or the National Population Policy. India launched the National Family
Planning Programme in 1951 with the objective of reducing the birth rate to the
extent necessary to stabilize the population at a level consistent with the require-
ment of the National economy. Later, the National Family Planning programme
was renamed as the National Family Welfare Programme recognized as national
priority area and has been taken up as a 100% centrally sponsored programme in
the five year plans. Subsequently, however, the National Family Welfare
Programme has been submerged in the National Rural Health Mission. This evo-
lution of the Family Welfare Programme in India over the five year plans has been
captured here.

Keywords First Five Year Plan � Second Five Year Plan � Third Five Year Plan �
Fourth Five Year Plan � Fifth Five Year Plan � Sixth Five Year Plan � Seventh Five
Year Plan � Eight Five Year Plan � Ninth Five Year Plan � Tenth Five Year Plan �
Eleventh Five Year Plan � Twelfth Five Year Plan

The Health Policy and the Population Policy of India overtime have been captured
earlier to indicate the policy framework in which family planning or the population
control programme in our country was supposed to be guided and directed. The
approach of the government of India on population control, however, was reflected
in the documents of the five year plans well before the formal adoption of either the
Health Policy or the National Population Policy. India launched the National
Family Planning Programme in 1951 with the objective of reducing the birth rate to
the extent necessary to stabilize the population at a level consistent with the
requirement of the National economy. Later, the National Family Planning pro-
gramme was renamed as the National Family Welfare Programme recognized as
national priority area and has been taken up as a 100 % centrally sponsored

© Springer International Publishing Switzerland 2017
B. SyamRoy, India’s Journey Towards Sustainable Population,
DOI 10.1007/978-3-319-47494-6_16

273



programme in the five year plans. Subsequently, however, the National Family
Welfare Programme has been submerged in the National Rural Health Mission.
This evolution of the Family Welfare Programme in India has primarily been
sourced from the websites of the five year plans of the Planning Commission:

First Five Year Plan (1951–56):
The approach of the family planning in the first five year plan was based on prime
considerations of the health and welfare of the family. Limiting the size of the
Family and spacing the birth of the children was thought necessary to secure better
health for the mother and better care of children. The document on the First Five
Year Plan stated: “It is apparent that population control can be achieved only by the
reduction of the birth-rate to the extent necessary to stabilise the population at a
level consistent with the requirements of national economy. This can be secured
only by the realisation of the need for family limitation on a wide scale by the
people. The main appeal for family planning is based on considerations of health
and welfare of the family. Family limitation or spacing of the children is necessary
and desirable in order to secure better health for the mother and better care and
upbringing of children. Measures directed to this end should, therefore, form part of
the public health programme”.

Creating a sufficiently strong motivation in favour of family planning in the
minds of the people was attempted to put in place necessary framework for pro-
viding advice and service on acceptable, efficient, harmless and economic methods.

It was felt during that time that a programme like family planning and population
control could not be properly implemented unless the Government of the day
secures the following:

• obtain an accurate picture of the factors contributing to the rapid population
increase in India;

• discover suitable techniques of family planning and devise methods by which
knowledge of these techniques can be widely disseminated; and

• make advice, on family planning, an integral part of the service of Government
hospitals and public health agencies.

The Plan outlay on Family Planning was Rs. 65 lakhs of the Ministry of Health
for the family planning programme during the First Five Year Plan which included,
among other things, the following:

(1) Medical officers working at Government hospitals and health centres were to
be utilised for advice on methods of family planning including their suggestion
for any chemical, mechanical or biological methods of contraception or ster-
ilization as per procedure allowed by the Ministry of Health in U.K. in medical
centres maintained by their local authorities.

(2) Field experiments on different methods of family planning for the purpose of
determining their suitability, acceptability and effectiveness in different sec-
tions of the population were to be carried out.
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(3) Efforts were to be made to develop suitable procedures to educate the people
on family planning methods for the different economic and social sections of
the population.

(4) Information network was to be set up for collecting and studying information
about different methods of family planning (based on scientifically tested
experience in India and abroad) and making such information available to
professional workers.

(5) Research into the physiological and medical aspects of human fertility and its
control were also to be taken up.

During the First Five Year Plan, 126 family planning clinics were set-up in urban
areas and 21 in rural areas. Assistance in the shape of subsidies or grants was given
to the states of India, local authorities, voluntary organisations and scientific
institutions, family planning clinics and also to 19 research schemes relating to
biological and demographic studies and problems.

Second Five Year Plan (1956–61):
The focus on family planning during the Second Five Year Plan was on regulating
India’s population from the standpoint of size and quality. Keeping the objectives
set out in the first five year plan in mind, it was endeavoured to develop this
programme further during the Second Plan.

The family planning programme in the Second Five Year Plan aimed at
development on systematic lines for continuous study of population problems and
set up an autonomous central board for family planning and population problems
with objectives as given below:

• extension of family planning advice and service;
• establishment and maintenance of a sufficient number of centres for the training

of personnel;
• development of a broad-based programme of education in family planning,

which should include within its scope, sex education, marriage counselling and
child guidance;

• research into biological and medical aspects of reproduction and of population
problems;

• demographic research, including investigations of motivation in regard to family
limitation as well as studies of methods of communication;

• inspection and supervision of the work done by different agencies, governmental
and non-governmental, to which grants are made by the Central Board;

• evaluation and reporting of progress; and
• establishment of a well-equipped central organisation.

It also aimed to establish clinics, one for 50,000 populations, in all big cities and
major towns. As regards small towns and rural areas, clinics were to be opened
gradually in tandem with primary health units. The target for the Second Plan was
to set up 300 urban and 2000 rural clinics. These clinics were tasked to create a
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general awareness of all issues pertaining to family welfare and also to provide
services.

In the course of the Second Plan, the number of clinics increased to 549 in urban
and 1100 in rural areas. In addition to these clinics, family planning services were
provided at 1864 rural and 330 urban medical and health centres. A number of
sterilisation centres were also established. The programme was guided by the
Central and State Family Planning Boards. All States had set-up special units for
family planning work. Considerable amount of research work had been undertaken
at the Contraceptive Testing Unit at Bombay and elsewhere under the guidance of
the Indian Council of Medical Research and at the All India Institute of Hygiene
and Public Health, Calcutta. Demographic research centres were also set-up in
Bombay, Calcutta, Delhi and Trivandrum. A number of valuable field investiga-
tions had been carried out, such as the India-Harvard-Ludhiana population study
and the studies undertaken at Ramanagaram in Mysore, in the Lodi Colony in
Delhi, at Najafgarh near Delhi, and at Singur near Calcutta. A broad based training
programme had been developed which included centres for training of instructors, a
rural training demonstration and experimental centre, development of training
clinics into regional training centres, touring training teams and ad hoc training
courses. Family planning had also been incorporated in the normal training pro-
gramme of a number of teaching institutions for doctors and medical auxiliaries.

The Plan outlay for family planning during the Second Five Year Plan was fixed
at Rs. 5 crores.

Third Five Year Plan (1961-66):
Apart from following the basic approach towards family planning as outlined in the
first plan and followed-up since then in the Second, the Third Plan went a step
ahead and incorporated a vision statement in the document’s Chapter on Long-term
Economic Development stating the necessity of having provisional estimates of
increase in population over the next fifteen years and keep it at the very centre of
planned development and link it up with programme efforts on stabilising the
growth of population over a reasonable period. The Family Planning Programme
also needed to get scaled-up status of adequate importance during the Third and
subsequent Five Year Plans. This called for intensive education, provision of
facilities and service-net work on a larger scale with close association with rural and
urban social groups.

The family planning programme in the Third Plan provided for (a) education and
motivation for family planning, (b) provision of services, (c) training, (d) supplies,
(e) communication and motivation research, (f) demographic research, and
(g) medical and biological research.

The programme involved a total plan outlay of Rs. 50 crores.
As per programmes drawn up for the Third Plan, the number of family planning

clinics was supposed to increase from about 1800 at the end of the Second Plan to
about 8200. Of the latter, about 6100 clinics would be in rural areas and 2100 in
urban areas. Distribution of simple contraceptives and general advice were to be
entrusted in a much larger measure to voluntary organisations, to para-medical

276 16 Family Welfare Approaches in the Five Year Plans



personnel and to dais specially trained in family planning work. For meeting the
requisite trained personnel especially women workers, it was emphasized to
organise a large number of intensive short-term courses. In the urban areas, it was
aimed at greater use of private medical practitioners in providing advice, dis-
tributing supplies and, to the extent possible, in undertaking sterilisation.

The need for indigenous manufacture of contraceptives was felt during this
period to support large-scale family planning programme. Given the limited in-built
capacity of hitherto local suppliers, it was considered necessary for the Government
to participate in increasing production, take initiative in prescribing standards and
specifications and also determining its prices. The provisions of supplies of con-
traceptives at free of cost for certain sections of the population, and at subsidised
rates for others were also considered necessary. It was desired that detailed plans
for the production of contraceptives, both by Government and by private firms,
should be drawn up as a matter of high priority, keeping in view the objective that
supplies would have to be made available, as rapidly as possible, on the needed
scale.

An expanded programme of research undertaken in the Third Plan was the
following:

• Development of studies of human genetics.
• Studies in the physiology of reproduction.
• Development of more effective local contraceptives, especially development of

a suitable oral contraceptive.
• Follow-up of sterilisation cases, both male and female, to investigate possible

after-effects in such cases.

An expert committee on oral contraceptives was also appointed to review
periodically the developments in this field and to make recommendations.
A committee to guide communication motivation and action-research in family
planning was also constituted. Studies of the sociological problems involved in
family planning were also undertaken.

During the second plan, infrastructural facilities for sterilisation operations were
extended in several states and about 125,000 operations were carried out on the
basis of voluntary choice. During the third plan, facilities for sterilisation were
extended to district hospitals, sub-divisional hospitals and to such primary health
centres as had the necessary facilities for surgical work. The number of sterilisation
operations performed in the Third Plan period was 1.33 million.

A provision of Rs. 27 crores was actually made in the Third Plan. The expen-
diture incurred was Rs. 24.86 crores. During this period, family planning bureaux
were organised at the State level and in 199 districts covering all States. At the end
of the Third Plan, there were 3676 rural family welfare planning centres, 7081 rural
sub-centres and 1381 urban family welfare planning centres. These centres pro-
vided supplies, services and advice on family planning. Twenty-eight centres were
established for training in which 7641 personnel took regular courses and 34,484
short-term courses. Some progress was made in research, conducted in seven
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demographic centres and seven communication action research centres. Eight
centres conducted studies on bio-medical aspects of family planning. For technical
support, a Central Family Planning Institute was established at Delhi.

Fourth Five Year Plan (1969–74):
The Fourth Five Year Plan document accorded highest priority on Family Planning
programme to respond to the mood and perception of public mind in general and
also for the need of the country’s economy in particular. Given the magnitude of the
efforts involved for the estimated population of 527 million on October, 1968,
restructuring of Family Planning organisation and stepping up of plan outlay
assumed appropriate consideration.

The increase in population from 365 million in 1951 to 445 million in 1961 and
527 million in 1968 was the result of a sharp fall in mortality rate without any
significant change in the fertility rate. The birth rate remained unchanged around 41
per thousand populations during the greater part of the past two decades up to
1965–66. Surveys of the Register General and the National Sample Survey
Organisation indicated that the birth rate had come down to 39 per thousand
populations for the country as a whole, the rate being somewhat higher in rural
areas. In order to make economic development yield tangible benefits for the
ordinary people, the birth rate needed to be brought down substantially as early as
possible. It was aimed at reduction of birth rate from 39 per thousand to 25 per
thousand population within the next 10–12 years. To address this target in the
fourth plan, it was envisaged to draw up programme for creating facilities for the
married couple about (i) group acceptance of the small sized family, (ii) personal
knowledge about family planning methods; and (iii) ready availability of supplies
and services.

The Indian Council of Medical Research approved mass utilisation of
intra-uterine contraceptive device commonly known as the loop. Equal emphasis
was also placed on sterilisation, condom and intra-uterine contraceptive device
(IUCD). The initial response for the loop was found encouraging. A factory for
producing IUCD was established at Kanpur with a daily production capacity of
30,009 loops, sufficient to take care of the country’s needs. The facilities for IUCD
insertions and sterilisations were provided not only free but also with some com-
pensation to the individuals for out-of-pocket expenses, conveyance and loss of
wages. These were available at static centres and mobile units. A central family
planning corps was created to deploy female doctors in areas where there was a
shortage. Of the conventional contraceptives, condoms constituted the most
important item. A public sector factory at Trivandrum was set up with an initial
capacity for producing 144 million pieces per annum and doubling and quadrupling
the production, when necessary.

On the eve of the Fourth Plan, five Central Institutes and 43 State Family
Planning Training Centres were in place. 4326 rural family welfare planning cen-
tres, 22,826 rural sub-centres and 1797 urban family welfare planning centres were
also in operation. The progress in opening sub-centres was not very satisfactory due
primarily to shortage of auxiliary nurse-mid-wives and absence of suitable
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accommodation for female workers in the rural areas. At the beginning of the
Fourth Plan, 450 Family Planning annexes to Primary Health Centres were at
different stages of construction (90 completed and 360 in progress) and so also of
sub-centres (out of 2770 sub-centres taken up for construction, 1280 completed and
1490 were in progress). These incomplete structures were taken up for completion
in the Fourth Plan.

Since April 1966 a separate Department of Family Planning has been constituted
at the Centre. It co-ordinated family planning programmes at the Centre and in the
States.

Family Planning remained as a 100 % Centrally sponsored programme and the
entire expenditure were met by the Central Government. The Draft Plan outlay of
Rs. 300 cores on Family Welfare were revised upwards subsequently at Rs.
315 crores to strengthen the programme and speed it up.

Fifth Five Year Plan(1974–79):
The Fifth Five Year Plan document, under its Demographic Profile section, men-
tioned that the National Population Policy lays down a target for birth rate of 25 per
thousand and a population growth rate of 1.4 % by the end of the Sixth Plan period.
The policy envisaged a series of fundamental measures including raising the min-
imum age for marriage, female education, spread of population values and the small
family norm, strengthening of research in reproductive biology and contraception,
incentives for individuals, groups and communities and permitting State
Legislatures to enact legislation for compulsory sterilization. The targets laid down
in the National Population Policy corresponded to those laid down in the Fifth Plan
for achievement by the end of the Sixth Plan. The Fifth Five Year Plan also required
that the family planning programmes had to be carried forward in an integrated
manner along with Health, Maternity and Child Health Care and Nutrition services
on the basis of the convergence strategy.

Two hundred additional post-partum centres were proposed to be opened
up. Another unit of the Hindustan Latex Ltd. would have to be set up at Farakka to
meet the increased demand of Nirodh. The India Population Project with Sl DA/I
DA assistance have to be completed by the end of the Fifth Plan. Special
multi-media motivation campaigns on pilot basis would have to be launched in
Uttar Pradesh, Andhra Pradesh, and West Bengal. Maternity and child health
programmes needed to be vigorously pursued and funds for this purpose were to be
made available on the basis of performance. Research and evaluation facilities had
to be strengthened. Funds for completion of incomplete buildings and for con-
struction of essential buildings for Rural Family Welfare Planning Centres would
need to be provided. 288 New Rural Family Welfare Planning Centres were to be
opened in a phased manner.

A shock-jerking event of lasting significance took place during this plan period.
During 1975–76 and also in 1976–77, phenomenal increase of sterilization cases
took place by way of rigid enforcement of targets by field functionaries. This had
resulted a setback of the family planning programme in the year 1977–78 and
thereafter. The Government of the day then took a considered decision that family
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planning had to be an act of voluntary option and there was no scope for coercion
whatsoever. It was to be implemented as an integral part of family welfare by way
of extension and education. The National Family Planning Programme was also
renamed as National Family Welfare Programme.

The Plan outlay for the Fifth Five Year Plan, which was initially provided at Rs.
516.00 crores was later on revised at Rs. 497.36 crores.

Sixth Five Year Plan (1980–85)
The Sixth Five-year Plan (1980–85) brought back family welfare at the centre stage
of the development efforts. Earlier, the Working Group on Population Policy set up
by the Planning Commission recommended the adoption of the long-term demo-
graphic goal of reducing the net reproduction rate (NRR) to one by 1996 for the
country as a whole and by 2001 in all the States from the present level of 1.67
which required the followings:

• The average size of the family would have to be reduced from 4.2 children to
2.3 children.

• The birth rate per thousand population would have to be reduced from the level
of 33 in 1978 to 21.

• The death rate per thousand population would have to be reduced from about
14 in 1978 to 9 and the infant mortality rate would be reduced from 129 to 60 or
less.

• As against 22 per-cent t of the eligible couples protected with family planning at
present, 60 % would need to be protected.

• The population of India will be around 900 million by the turn of century and
will stabilise at 1200 million by the year 2050 AD.

The Sixth Plan document mentions that economic development is the best way
out to bring about a fall in fertility rate. However, the country cannot wait for that
eventuality. Nearly 40 % of the people belongs to the age group of ‘below the age
of 14 years’ which means the existence of a high potential for rising growth of
population in future. Limiting the growth of population was, therefore, one of the
main objectives of the Sixth Plan. This was sought to be achieved through per-
suasion of people to adopt the small family norm voluntarily backed by appropriate
programmes of supplies and services for contraception.

The Family Planning Programme was also aimed to be made a part of the total
national effort for providing a better life to the people. Accordingly, along with
eradication of unemployment and poverty reduction programme, special attention
was to be paid to the education and employment of women and to liberate them
from dependence and insecurity and improve their social status.

The Sixth Five Year Plan desired involvement of all Ministries/Departments and
that Family Planning should be accepted as a national programme by all sections of
the population. A national consensus on this subject was, therefore, to be developed.
As a corollary to the national consensus, an integrated approach and co-ordination of
activities were to be put in place in between public health, the Minimum Needs
Programme and activities of different departments having a bearing on family
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planning and maternal and child care. Maternity and Child Health Care was par-
ticularly stressed because high morbidity and mortality rates among infants and
mothers are generally believed to be responsible for the desire for more children.

The States would continue to get financial assistance from the Government of
India on 100 % basis. The Outlays for the Sixth Plan were given in Table 16.1.

Besides continuation and strengthening of the existing activities, provisions were
made in the Sixth Plan for completion of incomplete buildings and construction of
1100 new buildings for Rural Family Planning Centres, establishment of 51 Rural
Family Planning Centres, 40,000 new sub-centres along with 10,000 female health
supervisors, 800 urban family planning centres, 30 post-partum centres at district
level and 300 post-partum centres at sub-divisional/taluka level hospitals and
procurement of 700 additional vehicles. Certain geographical areas in 12 States and
46 districts, lagging in family planning, were identified for mounting of special
health and family planning efforts under the ‘Area Projects’. The capacity extension
of Hindustan Latex Ltd. was also included in the Sixth Five Year Plan.

The Planning Commission also went through the performances of Family
Welfare in the Sixth Plan which were as follows:

• Achievements fell short of the targets for the sterilisation programme. The
performance in respect of IUD insertions and CC users reached a high level
around 80 % and above.

• The effective couple protection achieved by March 1985 was of the order 32 %.

The Performance analysis also revealed that the national averages were sub-
stantially lower because of the relatively poor performance in the States of Uttar
Pradesh, Bihar and Rajasthan which had a couple protection rate of less than 20 %.
Madhya Pradesh and West Bengal had also a couple protection rates of 29 % as
against the national average of 32 %. Further, the Family Welfare programme,
since integrated with immunization and ante-natal care of the Maternal and Child
Health (MCH) during Sixth Plan was far from satisfactory.

Table 16.1 Outlays for the
Family Welfare Programme
for the Sixth Five Year Plan
(Rs. crores)

Sl. No. Major items Sixth Plan outlay

(1) Services and supplies 687.70

(2) Training 8.80

(3) Research and evaluation 11.50

(4) Mass media and education 32.00

(5) Maternity and Child Health 250.30

(6) Organisation 19.50

(7) India population project 0.20

Total 1010.00

Sixth Plan outlay: family planning
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Seventh Five Plan (1985–1990):
In the light of the progress made in the initial years of the Sixth Plan, the National
Health Policy had set a target of a net reproduction rate of 1 by the year 2000 AD.
The Family Welfare Programme envisaged the following goals for the year 1990:

• Effective couple protection rate 42 %
• Crude birth rate per thousand population 29.1 %
• Crude death rate per thousand population 10.4 %
• Infant mortality rate per 90 % thousand population
• Immunisation Universal coverage
• Ante-natal care 75 %

The Seventh Five Year Plan stipulated that to reach the above targets, particu-
larly 42 % couple protection, 31 million sterilisations, 21.25 million IUD insertions
and 14.5 million CC Users have to be achieved by the terminal year of the Seventh
Plan. The targets to be reached regard to different methods in the Seventh Plan are
given in Table 16.2.

The following strategies were to be acted upon for reaching the targets:

• Based on performances in the states, differential CPR targets would be fixed for
the states to reach NRR = 1 by the year 2000.

• Targets for family planning, particularly sterilisation have to be achieved by
special drives and camps on a sustained and continued basis.

• Educating and enlightening people on the benefits of late marriage would be
emphasised.

• Inter-sectoral coordination and cooperation, and the involvement of non-
governmental organisations and of informal leaders would be necessary for
community participation for the voluntary acceptance of the Family Welfare.
The training needs for them would be addressed.

• For the achievement of the “two child” norm, the child survival rate in our
country would have to be improved upon and all the components of MCH
programme adequately addressed.

• Vigorous steps would have to be taken to reduce maternal mortality. Since more
than two-thirds of the women in the rural areas are still being attended by
untrained Dais at childbirth, the Dais training programme needs to be
augmented.

Table 16.2 Required acceptors of family planning methods (numbers in lakhs)

Period Sterilisations IUD CC users and OP users Increase in CPR (%)

1985–86 55.0 32.5 105 Form 32 %

1986–87 60.0 37.5 115 in April

1987–88 62.5 42.5 125 1985 to

1988–89 65.0 47.5 135 42 % in

1989–90 67.5 52.5 145 March 1990
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Seventh Plan Outlays:
The Seventh Plan Outlay for the family welfare programme would be at
Rs. 3256 crores with break-up for programme given in Table 16.3.

The achievements of the Family Welfare Programme of the country up to the
end of the Seventh plan were as follows:

• Reduction in crude birth rate from 41.7 (1951–61) to 30.2 (SRS: 1990).
• Reduction in total fertility rate from 5.97 (1950–55) to 3.8 (SRS: 1990).
• Reduction in infant mortality rate from 146 (1970–71) to 80 (SRS: 1990).
• Increase in Couple Protection Rate from 10.4 % (1970–71) to 43.3 %

(31.3.1990).
• Setting up of a large network of service delivery infrastructure.
• Over 118 million births were averted by the end of March, 1990.

Other achievements made during the Seventh Plan period were as follows:

• Based on the norm to have one sub-centre for every 5000 population in plain
areas and for 3000 population in hilly and tribal areas, 1.30 lakhs sub-centres
could be established in the country at the end of the Seventh Plan i.e. 31.3.1990.

• The Post-Partum programme was also progressively extended to the sub-district
level hospitals. At the end of the Seventh Plan, 1012 sub-district level hospitals
and 870 Health Posts were established in the country.

• Moreover, the Universal Immunization Programme started in 30 Districts in
1985–86 was extended to cover all the districts in the country by the end of the
Seventh Plan.

• Additionally, a project for improving Primary Health Care in urban slums in the
cities of Bombay and Madras with assistance from World Bank and Area
Development Projects in selected districts of 15 major States were implemented
with assistance from various donor Agencies.

Table 16.3 Seventh plan
outlays Family Welfare
Programme (Rs. crores)

Sl.
No.

Programme Outlays

1 Services and supplies 1356.92

2 Training 60.90

3 Information education and
communication

105.0

4 Research and evaluation 25.00

5 ICMR 50.00

6 Maternity and child health 888.44

7 Organisation 125.00

8 Village health guides scheme 370.00

9 Area projects 275.00

Total 3256.26
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Annual Plans 1990–92
The basic approach on Family Welfare adopted during the Seventh Five Year Plan
continued during Annual plans 1990–92. For effective community participation in
Family Welfare, MahilaSwasthyaSanghs(MSS) was constituted at village level in
1990–91. MSS consisted of 15 persons, 10 representing the varied social segments
in the community and five functionaries represented women’s welfare activities at
village level, such as, the Adult Education Instructor, Anganwari Worker, Primary
School Teacher, MahilaMukhyaSevika and the Dai. Auxiliary Nurse Midwife
(ANM) happened to be the Member-Convenor. Another new initiative undertaken
during 1991–92 was the Child Survival and Safe Motherhood Project with amal-
gamation of Universal Immunization Programme and intensified MCH activities in
high IMR States/Districts of the country.

Eight Five Plan (1992–1997):
High growth rate of the population continued to be one of the major problems
facing the country. The 1991 Census recorded an annual addition of 18 million
people to the country’s population though rate of growth of population declined
from 2.22 % in 1971–81 to 2.11 % in 1981–91. In this background, population
control assumed an overriding importance in the Eighth Plan.

The family welfare approach and programme of the Eight Plan was also
designed in the backdrop of the demographic goals and achievements of the
Seventh Plan which were given in Table 16.4.

Further, while the Seventh Plan targets of achieving CPR of 42 % was achieved,
this was not matched by a commensurate decline in the birth rate. The Family
Welfare Programme remained a uni-sector programme of the Ministry of Health
and Family Welfare and was not coordinated in effective manner with female
literacy, age at marriage of the girls, status of women in the community, IMR,
quality and outreach of health and family planning services and other
socio-economic parameters. Additionally, the family welfare programme had also
suffered on account of centralised planning and target setting.

Containing population growth was listed as one of the six major objectives of the
Eighth Plan. Recognizing the fact that reduction in infant and child mortality is an
essential pre-requisite for acceptance of small family norm, Eighth Five Year Plan
attempted to integrate MCH and Family Planning as part of Family Welfare ser-
vices at all levels. The National Development Council approved modified Gadgil
Mukherjee Formula which for the first time gave equal weightage to performance in
MCH Sector (IMR reduction) and FP Sector (CBR reduction) as a part basis for

Table 16.4 Goals and achievements of the Seventh Plan

Seventh plan target Performance status

Couple protection rate (C.P.R.) 42.0 % 44.1 (31.3.91)

Crude birth rate (CBR) 29.1 30.2 (1990)

Crude death rate (CDR) 10.4 9.6 (1990)

Infant mortality rate (IMR) 90 80 (1990)
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computing central assistance to non-special category States. This initiative ensured
that the inter linkages between Family Welfare Programme and Development was
kept in focus in State Plans. The National Development Council also set up a
Sub-Committee on Population to consider the problem of population stabilisation
which had recommended that Family Welfare Programme should take cognizance
of the area specific socioeconomic, demographic and health care availability dif-
ferentials and allow requisite flexibility in programme planning and
implementation.

Strategy for the Eighth Plan
One of the six most important objectives of the Eighth Plan was the target of
reducing the birth rate from 29.9 per thousand in 1990 to 26 per thousand by 1997.
The IMR was also to be brought down from 80 per thousand live births in 1990 to
70 by 1997.

The following strategies were adopted for achieving the goals of family welfare
during the Eighth Plan.

• Convergence of services provided by various social services sectors, e.g.,
welfare, human resource development, nutrition, etc.

• Decentralised planning and implementation.
• As a natural corollary to decentralised planning and implementation, Panchayati

Raj institutions like Gram Panchayat and ZilaParishads, etc. would be required
to play significant role in planning, implementing and administering the
programme.

• The younger couples being reproductively most active would be the focus of
attention, with greater emphasis on spacing methods though the terminal
methods would continue to remain as the important means of birth control.
Medical Termination of Pregnancy (MTP) was also to be used as an important
instrument in the entire scheme of family planning in the Eighth Plan.

• The targeted reduction in the birth rate would be the basis of designing,
implementing and monitoring the programme against the current method of
couple protection rate.

• The outreach and quality of family welfare services would be improved with
completion and upgradation of the health services infrastructure.

• Child survival and safe motherhood initiatives will be vigorously pursued.
• The entire package of incentives and awards will be restructured to make it more

purposeful.
• The involvement and commitment of practitioners of all systems of medicine in

the Population Control Programme would be secured.
• The role of voluntary organisation in population control would be encouraged

and integrated.
• Effective methods would be evolved to get the organised sector involved in the

implementation of family welfare programme.
• Special efforts will he made to involve the community in the Family Planning

Programme in all aspects of family welfare. Accordingly, Panchayats, youth
clubs, village committees, Nehru YuvakKendras, women organisations etc.
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would be partnered to accept the responsibility, ownership and the control of the
programme along with grass-root level functionaries e.g. village dais, Village
Health Guides (VHGs), Auxiliary Nurse Midwives (ANMs), Anganwadi
workers, village extension workers and primary school teachers. The village
level local functionary wills be the kingpin of these new initiatives.

• The village/neighbourhood tea shops, pan shops, public distribution system
shops, pharmacies, cooperatives, etc., will be utilised for community based
contraceptive sale and distribution.

• The social marketing programme will be extended to the oral pills as well.
• Information, Education and Communication, which are critical inputs will be

further strengthened and expanded. Area specific IEC material will be developed
and produced. The backbone of the IEC efforts will, however, remain the
inter-personal communication for which the grass-root level female worker will
have to be trained and effectively utilised.

• A new thrust in the research and development of methods aimed at regulation of
fertility in the male, and of vaccines for fertility regulation, both in the male and
female, will be given.

• For effective inter-sectoral coordination, a proper institutional set-up with rep-
resentation of highest political and administrative authority would be put in
place, as recommended also by the Committee on Population, constituted by the
NDC.

Outlays:
The outlays for the Family Welfare Programme for the Eight Five Year Plan were
fixed at Rs.6500 crores. Details are given in Table 16.5.

Performance During the Eighth Plan
During the Eighth Plan the Crude Birth Rate (CBR) and Infant Mortality Rate
(IMR) declined to 27.4 and 72 as against the targets of 26 and 70 respectively. The

Table 16.5 Outlays for the Family Welfare Programme for the Eight Five Year Plan

Eighth plan Family Welfare Outlays in Rs-in crore)

Sl. No.

1 Services and supplies 3086.00

2 Training 59.00

3 Information, education and communication 127.00

4 Research and evaluation 89.00

5 Maternity and child health 1982.00

6 Organisation 71.00

7 Village health guide scheme 140.00

8 Area projects 400.00

9 Other schemes 46.00

10 Provision for settlement of arrears payable to states 500.00

Total 6500.00
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Couple Protection Rate (CPR) increased to 45.4 % as against the target of 56 %
during this period.

As to the performance of the Family Welfare Programme, between 1992 and
1996 the number of sterilisation remained unaltered. There had taken place an
increase in IUD and OC use till 1995–96 and CC use till 1994–95. After the
abolition of method-specific targets (Target Free Approach) in first April, 1996, the
performance between 1995–96 and 1996–97 indicated that at the national level
there had taken place a reduction in the acceptance of different methods of con-
traception. Comparison of the performance between 1995–96 and 1996–97 showed
that there were substantial differences in performance between States. Tamil Nadu,
Karnataka, Rajasthan had shown an improvement in acceptance of sterilisation as
well as IUD but poorly performing States like Bihar and UP showed a further
decline up to 50 % in performance.

Ninth Five Year Plan (1997–2002):
Reduction in the population growth rate has been recognised as one of the priority
objectives during the Ninth Plan period. The Ninth Five Year Plan document
records that the existing high population growth rate was due to: (1) the large size of
the population in the reproductive age-group (estimated contribution 60 %);
(2) higher fertility due to unmet need for contraception (estimated contribution
20 %); and (3) high wanted fertility due to prevailing high IMR (estimated con-
tribution about 20 %). The Plan document also notes that while the population
growth contributed by the large population in the reproductive age group will
continue in the foreseeable future, the other two factors need to be effectively made
use of for remedial action. Accordingly, the objectives during the Ninth Plan period
was to reduce the population growth rate by meeting all the felt-needs for contra-
ception and reducing the infant and maternal morbidity and mortality so that there is
a reduction in the desired level of fertility.

The strategies adopted for addressing the objectives of Family Welfare during
the Ninth Plan were as follows:

• to assess the needs for reproductive and child health at PHC level and undertake
area-specific micro planning; and

• to provide need-based, demand-driven high quality, integrated reproductive and
child health care.

In pursuance of them, the following programme designs were sought to be
intervened:

• Bridging the gaps in essential infrastructure and manpower through a flexible
approach and improving operational efficiency through investment in social,
behavioural and operational research

• Providing additional assistance to poorly performing districts identified on the
basis of the 1991 census to fill existing gaps in infrastructure and manpower.

• Ensuring uninterrupted supply of essential drugs, vaccines and contraceptives,
adequate in quantity and appropriate in quality.
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• Promoting male participation in the Planned Parenthood movement and
increasing the level of acceptance of vasectomy.

Further, efforts were to be made to enhance the quality and coverage of family
welfare services through:

• increasing participation of general medical practitioners working in voluntary,
private, joint sectors and the active cooperation of practitioners of ISM(Indian
System of Medicine) and H (Homeopathy);

• involvement of the Panchayati Raj Institutions for ensuring inter-sectoral
coordination and community participation in planning, monitoring and
management;

• involvement of the industries, organised and unorganised sectors, agriculture
workers and labour representatives.

A review of the performance during the Ninth Plan revealed that the health
systems in the states needed more time to adapt to decentralised planning and
implementation of components of the RCH programme. As a result, Ninth Plan
goals for CBR, couple protection rate, MMR and could not be achieved fully as
would be evident from Table 16.6.

Tenth Five Year Plan (2002–2007)
The Tenth Five Year Plan document mentioned in its approach to family welfare
that the on-going high population growth rate was due to:

• The large size of the population being in the reproductive age-group (estimated
contribution 60 %);

• Higher fertility due to unmet need for contraception (estimated contribution 20
%); and

• High fertility due to prevailing high IMR (estimated contribution about 20 %).

It also stated that while population growth contributed by the large population
size in the reproductive age group would continue in the foreseeable future, the
remaining 40 % of growth could be substantially reduced by meeting the unmet
needs for contraception and felt needs for maternal and child health to reduce IMR.

The Tenth Plan intended to operationalize efforts to assess and meet the unmet
needs for contraception; achieve reduction in the high desired level of fertility
through programmes for reduction in IMR and maternal mortality ratio

Table 16.6 Ninth Five Year Plan goals and achievements

Items 1997 Ninth Plan goal 2002 Ninth Plan achievements

Couple protection rate 51 45.7

Crude birth rate 24 25.0

Total fertility rate 2.9 3.0

Maternal mortality rate 300 301

Infant mortality rate 56 63

Source Family Welfare Statistics, 2011/Tenth Plan document
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(MMR) andenable families to achieve their reproductive goals. If the reproductive
goals of families are fully met, the country will be able to achieve the National
Population Policy goal of replacement level of fertility by 2010. The medium and
long term goals would be to continue this process to accelerate the pace of
demographic transition and achieve population stabilisation by 2045.

Reductions in fertility, mortality and population growth rate were also the
general objectives of the overall Tenth Five Year Plan. Three of the 11 monitorable
targets for the Tenth Five Year Plan, as a whole, and beyond were:

• reduction in IMR to 45 per 1000 live births by 2007 and 28 per 1000 live births
by 2012;

• reduction in maternal mortality ratio to 2 per 1000 live births by 2007 and 1 per
1000 live births by 2012; and

• reduction in decadal growth rate of the population between 2001 and 2011 to
16.2.

The Tenth Plan document lays faith that steep reduction in mortality and fertility,
as envisaged, are technically feasible within the existing infrastructure and man-
power as evidenced from performances in several States/districts. All efforts would
be made to provide essential supplies, improve efficiency and ensure accountability
to the sub-optimal performing states. This, in turn, was expected to result in sub-
stantial improvement in state and national indices and enable the country to achieve
the goals set for the Tenth Plan.

Additionally, efforts would be met for restructuring the existing infrastructure for
FW services, ensuring skill upgradation of the personnel, providing good quality
integrated reproductive and child health services, improving the logistics of supply,
operationalizing the referral system, involvement of the PRI in planning, moni-
toring and midcourse correction of the programme at local level, effective
Inter-sectoral coordination between concerned sectors. Effective Information,
Education, Communication & Motivation’.

The Family Welfare approach during the Tenth Plan was, in fact, in continuum
of the shift that began earlier in the Ninth Plan with the Target Free Approach “The
shift was from demographic targets to focussing on enabling couples to achieve
their reproductive goals; from method specific contraceptive targets to meeting all
the unmet needs for contraception to reduce unwanted pregnancies and also from
numerous vertical programmes for family planning and maternal and child health to
integrated health care for women and children. It was also distinguished as a shift
from centrally defined targets to community need assessment and decentralised area
specific micro-planning and implementation of program for health care for women
and children, to reduce infant mortality and reduce high desired fertility; from
quantitative coverage to emphasis on quality and content of care; from predomi-
nantly women centred programmes to meeting the health care needs of the family
with emphasis on involvement of men in planned parenthood; from supply driven
service delivery to need and demand driven service; and from improved logistics
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for ensuring adequate and timely supplies to meet the needs and choices and
conveniences of the couples”.

It was envisaged that if the reproductive goals of families could be fully met, the
country would be able to achieve the National Population Policy goal of replace-
ment level of fertility by 2010. The medium and long term goals of NPP, 2000
could be achieved by way of accelerating the pace of demographic transition and
achieve population stabilisation by 2045. Early population stabilisation will enable
the country to achieve its developmental goal of improving the economic status and
quality of life of the citizens.

At Table 16.7, the name of the schemes undertaken, its outlay and actual
expenditure have been shown:

The achievements in the Family Welfare sector, in terms of Indicators, during
the Tenth Five Year Plan are now shown at Table 16.8.

The Family Welfare Statistics, 2011 published by the Ministry of Health and
Family Welfare mentioned that Couple Protection Rate has increased from 45.7 %
in 2001–02 to 46.2 % in 2006–07, a marginal increase of 0.5 %. This is a signal of
the effectiveness of the NRHM-based family planning in India.

Eleventh Five Year Plan (2007–2012):
Ever since the NRHM assumed the role of family welfare programme in India in
April, 2005, the family welfare lost its identity and became a part of a disease
burden of the Health care system. The Eleventh Five Year plan posted a focused
vision of health; however, it had no separate vision of family welfare or of popu-
lation control and/or family planning. Nonetheless, the Plan document noted seven
‘Time-Bound Goals for the Eleventh Five Year Plan’ of which three goals belonged
to family welfare, namely,

• Reducing Maternal Mortality Ratio (MMR) to 1 per 1000 live births.
• Reducing Infant Mortality Rate (IMR) to 28 per 1000 live births.
• Reducing Total Fertility Rate (TFR) to 2.1.

It is for the same reason that even the Eleventh Five year Plan document did not
include any separate paragraph on approach towards family welfare nor had set it
any hard demographic target for population stabilization. Since the make-over from
family welfare to National Rural Health Mission has become complete, the Plan
document has also mentioned expected outcomes from NRHM which are listed in
Table 16.9.

The Eleventh Five Year Plan document summarized the Thrust areas to be
pursued during the Eleventh Five Year Plan at paragraph 3.1.205 where, it men-
tioned, among other things, the following:

• Improving Health Equity under NRHM and NUHM
• Reducing Maternal mortality and improving Child Sex ratio through Gender

Responsive Health care
• Reducing Infant and Child mortality through HBNC and IMNCI
• Training the TBAs to make them SBAs
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Table 16.7 Outlay and expenditure of the Tenth Plan

Sl.
No.

Name of the schemes Outlay of
outlay tenth
plan (2002–
2007)

Tenth plan (2002–
2007) sum total of
annual plan outlay

Tenth plan
(2002–2007)
actual
expenditure

Centrally sponsored schemes
(CSS) of family welfare

24,169.20 28,011.97 23,854.74

1 Direction and Administration 1100.00 1176.66 999.93

2 Rural FW services (SCs) 9663.00 8881.29 7561.01

3 Urban FW services 580.00 638.17 539.48

4 Grants to state training
institutions

480.00 500.37 411.08

5 Free distribution of
contraceptives

940.00 760.22 627.97

7 Family welfare linked health
insurance

150.00 105.10 10.63

8 Training 250.00 143.81 71.60

9 Procurement of supplies and
materials

994.98 1141.30 335.14

10 Routine immunization 1557.88 1625.50 783.44

11 Pulse polio immunization 3110.00 3887.70 3999.56

12 IEC 539.50 569.87 542.42

13 Area projects 1750.00 1838.14 1250.60

14 Flexible pool for state PIPs 3041.84 6733.59 6713.10

Central sector schemes (CS) of
family welfare

1367.80 1611.53 1180.69

1 Social marketing area
projects

20.00 35.00 0.00

2 Social marketing of
contraceptives

660.00 790.04 599.701

3 FW Training and Res.
Centre, Bombay

10.00 10.53 2.31

4 NIHFW, New Delhi 20.00 25.45 19.91

5 IIPS, Mumbai 10.00 9.57 8.09

6 Rural Health Training
Centre, Najafgarh

45.00 12.42 1.56

7 Population Research Centres 45.00 39.13 30.01

8 CDRI, Lucknow 12.00 12.65 12.85

9 ICMR and IRR 100.00 150.00 162.44

10 Travel of
experts/conference/meetings
etc. (Melas)

57.00 17.00 47.84

11 International co-operation 9.00 8.44 6.73

12 NPSF/national commission
on population

100.00 116.00 104.08

(continued)
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The Twelfth Five Year Plan, Volume III, showed at a Table at page (4) the
monitorable Target, Target Baseline Level and Recent Status of the earlier Eleventh
Plan, which are as follows (Table 16.10):

The Family Welfare Statistics,2011 published by the Ministry of Health and
Family Welfare mentioned, however, that Couple Protection Rate has decreased
from 46.2 % in 2006–07 to 40.4 % in 2010–11. This is really alarming message for
NRHM—based family planning in India.

Table 16.7 (continued)

Sl.
No.

Name of the schemes Outlay of
outlay tenth
plan (2002–
2007)

Tenth plan (2002–
2007) sum total of
annual plan outlay

Tenth plan
(2002–2007)
actual
expenditure

13 NGOs (PPP) 130.00 241.61 88.95

14 Other schemes 149.80 143.69 96.22

Transferred to states/weeded during
Tenth Plan

589.00 417.50 291.12

1 District projects 51.00 105.00 40.95

2 Community incentive
scheme

200.00 62.00 0.00

3 Transport 313.00 223.00 248.02

4 New initiatives 25.00 27.50 2.15

To NACO 0.00 200.00 265.99

Family welfare (Total) 26,126.00 30,241.00 25,592.54

Source Eleventh Five Year Plan

Table 16.8 Achievements during the Tenth Plan

Indicator Goal for the Tenth
Plan

Achievements

Decadal rate of population
growth

16.2 % 15.9 % for 2001–2011
projected

IMR 45 per 1000 live births 58 per live births

MMR 2 per 1000 3.01 live births

Source Eleven Five Year Plan, planning commission

Table 16.9 NRHM goals during Eleventh Five Year Plan

Items Goals

IMR Reduction to 30/1000 live births by 2012

MMR Reduction to 100/100,000 live births by 2012

TFR Reduction to 2.1 by 2012

Source Eleventh Plan, planning commission
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Twelfth Five Year Plan (2012–2017):
The enormity of the population size, its implication on national economy and
national planning efforts, and ways to contain the alarming situation remains
unaddressed in the Twelfth Five Year Plan. The Twelfth Plan document at para-
graph 20.3 summarised the existing weakness of the Health sector. Unfortunately,
there was nothing to include the weakness of the Family Welfare segment when the
Couple Protection Rate (CPR) at the end of Eleventh Plan was a mere 40.4 %.
Further, the Strategy discussed at paragraph 20.19 of the same plan document does
not have anything for the Family Welfare. The absence of focused approach on
family welfare (or family planning) continued during the Twelfth Plan as well
except by way of mentioning a casual comment like ‘as compared to limiting
methods, emphasis on family spacing methods like IUCD and male condoms has
had a better impact in meeting the unmet needs of couples. A recent study has
estimated that meeting unmet contraception needs could cut maternal deaths by
one-third. There is, therefore, a need for much more attention to spacing methods
such as, long term IUCD. IUCD insertion on fixed days by ANMs (under super-
vision of LHV for new ANMs) would be encouraged. Availability of MTP by
Manual Vacuum Aspiration (MVA) technique and medical abortions will be
ensured at fixed points where Mini-Laparotomy is planned to be provided. Services
and contraceptive devices would be made easily accessible. This would be achieved
through strategies including social marketing, contracting and engaging private
providers. Postpartum contraception methods like insertion of IUD which are
popular in countries like China, Mexico, and Egypt and male sterilisation would be
promoted while ensuring adherence to internationally accepted safety standards’.

Be that as it may, the Twelfth Five Year Plan mentioned about the outcome of
health sectors and that the National goals would be aggregate of State Goals. The
State wise Targets of IMR and MMR under the Twelfth Plan have been mentioned
at Table 16.11.

The IMR and MMR, as mentioned at Table 16.11 are designed to be imple-
mented by promoting births by skilled birth attendants (SBAs) by means of rational
posting of SBAs and equipping traditional birth attendants (TBAs) for safe deliv-
eries. Further, meeting the unmet need for contraception would be addressed by
giving focus on contraceptive “delivery points,” doorstep delivery of contraceptives

Table 16.10 Eleventh Plan monitorable goals and achievements

Sl.
No.

Eleventh plan monitorable target Target baseline
level

Recent status

1 Reducing maternal mortality ratio (MMR) to
100 per 100,000 live births

254
(SRS-2004-05)

212
(SRS-2007-09)

2 Reducing Infant mortality rate (IMR) to 28 per
1000 live births

57 (SRS-2006) 44 (SRS-2011)

3 Reducing total fertility rate (TFR) to 2.1. 2.8 (SRS
2006)

2.5 (SRS,
2010)

Source Twelfth Plan document, planning commission
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Table 16.11 State wise targets of IMR and MMR in Twelfth Plan

Sl. No. Name of the State/Union territories Recent status Twelfth plan

IMR MMR IMR MMR

India 44 212 25 100

1 Andhra Pradesh 43 134 25 61

2 Arunachal Pradesh 32 NA 19 –

3 Assam 55 390 32 177

4 Bihar 44 261 26 119

5 Chhattisgarh 48 269 28 122

6 Goa 11 NA 6 –

7 Gujarat 41 148 24 67

8 Haryana 44 153 26 65

9 Himachal Pradesh 38 NA 22 –

10 Jammu and Kashmir 41 NA 24 –

11 Jharkhand 39 261 23 109

12 Karnataka 35 178 15 80

13 Kerala 12 81 6 37

14 Madhya Pradesh 59 269 34 122

15 Manipur 11 NA 6 –

16 Maharashtra 25 104 15 47

17 Meghalaya 52 NA 30 –

18 Mizoram 34 NA 20 –

19 Nagaland 21 NA 12 –

20 Odisha 57 258 33 117

21 Punjab 30 172 16 78

22 Rajasthan 52 318 30 145

23 Sikkim 26 NA 15 –

24 Tamil Nadu 22 97 13 44

25 Tripura 29 NA 17 –

26 Uttar Pradesh 57 359 32 163

27 Uttarakhand 36 359 21 163

28 West Bengal 32 145 11 66

29 Andaman and Nicober Islands 23 NA 12 –

30 Delhi 28 NA 15 –

31 Chandigarh 20 NA 12 –

32 Dadra and Nagar Haweli 35 NA 20 –

33 Daman and Diu 22 NA 12 –

34 Lakshadweep 24 NA 14 –

35 Puducherry 19 NA 11 –

Source Twelfth Plan, planning commission
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by the ASHA worker, promoting use of ML375 intra uterine contraceptive device
(IUCD) as a short-term spacing method and enlisting more number of private
providers for provision of services.

As to the reduction of Total Fertility Rate (TFR) to 2.1, the Twelfth Plan sounds
eminently optimistic and states that India is on track for a TFR target of 2.1 by 2017
which is necessary to achieve net replacement level of unity and realise the cher-
ished goal of the National Health Policy, 1983 and the National Population Policy,
2000.

The Twelfth Plan, like earlier plans, remained silent about sustainable population
in India and the way forward to achieve it.
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Chapter 17
Family Welfare Programmes in India

Abstract The Family welfare programmes of the country are funded by the Central
Government under 100 % centrally sponsored scheme. The schemes which are so
funded by the Union Government include the (a) Family Planning Cell at the State
Secretariat, (b) State Family Welfare Bureau, (c) District Family Welfare Bureau,
(d) Regional Family Planning Training Centres, (e) Establishment and Maintenance
of Rural Family Planning Sub-centres, (f) Establishment and Maintenance of Urban
Family Planning, (g) Establishment and Maintenance of Sterilisation Beds. The
state governments implement the related Centrally Sponsored Schemes based on its
yearly allocation. Normally, no component of state fund is included on these
programmes, though there is no bar for any state to have its own budgeted schemes,
beyond the central allocation, on these areas or to any incidental areas thereto. In a
way, the schemes, as mentioned above, are the core schemes for the family plan-
ning in India and has been in place for the last few decades. In addition to the above
initiatives, the central government takes the responsibility of all issues connected
with contraceptive management of the country under the national family planning
programme. The Rural Health Mission and Urban Health Mission have now
become the focal points for family welfare intervention programmes in India.

Keywords National Family Welfare Programme Free Supply Scheme � Social
Marketing Scheme � National Rural Health Mission (NRHM) � National Urban
Health Mission � Accredited Social Health Activists � National Population
Stabilization Fund � National Population Commission

The Family welfare programmes of the country are funded by the Central
Government under 100 % centrally sponsored scheme. The schemes which are so
funded by the Union Government include the following:

(a) Family Planning Cell at the State Secretariat,
(b) State Family Welfare Bureau
(c) District Family Welfare Bureau
(d) Regional Family Planning Training Centres
(e) Establishment and Maintenance of Rural Family Planning Sub-centres
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(f) Establishment and Maintenance of Urban Family Planning
(g) Establishment and Maintenance of Sterilisation Beds

The state governments implement the related Centrally Sponsored Schemes
based on its yearly allocation. Normally, no component of state fund is included on
these programmes, though there is no bar for any state to have its own budgeted
schemes, beyond the central allocation, on these areas or to any incidental areas
thereto. In a way, the schemes, as mentioned above, are the core schemes for the
family planning in India and has been in place for the last few decades. In addition
to the above initiatives, the central government takes the responsibility of all issues
connected with contraceptive management of the country under the national family
planning programme.

• National Family Planning Programme

Family planning is the key to population control in any country. Depending on
the state of contraceptive technology at any given time, the cultural practices in a
given society, the access of such contraceptives and its after care services, where
ever needed, and finally the reproductive behaviour of its eligible couples, the
family planning programme character gets shaped. All the related parameters are
not static but undergo process of changes, by and by. In the Indian context, there
has taken place changes, now and then, in the area of contraceptive choices linked
with it, among other things, the Government’s policy on contraceptive of the day.

In this scenario, it may not be useful to trace the evolution of contraceptive
choices and practices as such but be confined to discuss whether the Government
did really apply its mind to make use of available contraceptive technology for
meeting plural choices for unmet needs. For doing so, it would be fair to capture the
on-going basket of contraceptive availability.

Contraceptive services under the National Family Welfare programme:
The contraceptive methods available currently in India may be broadly divided into
two categories, (a) spacing methods and (b) permanent methods. There is another
method (c) emergency contraceptive pill to be used in cases of emergency.

(a) Spacing Methods:
Spacing methods fall in the category of reversible methods of contraception to
be used by couples who wish to have children in future. These include the
following:

• Condoms:
Condoms are meant for male partner and very protective against preg-
nancy. It is available without any cost from family welfare distribution
network.

• Oral contraceptive pills
These are hormonal pills which have to be taken by a woman, preferably at
a fixed time, daily. The strip also contains additional placebo/iron pills to
be consumed during the hormonal pill free days.
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• Copper-T
Copper T is an effective spacing method meant for female partner. Earlier,
Cu-T-200B was used in the in the National Family Welfare services. From
2003–04, advanced version of Intra Uterine Device i.e. Cu-T-380-A and
from the year 2013–14 another advanced version of IUD-375 have been
introduced in the programme.

(b) Permanent Methods:
There are separate permanent methods for male and for female. For the male
sterilization, vasectomy is conducted. The modern method of No Scalpel
Vasectomy is now used in National Family Welfare Programme. For the
female, female sterilization is conducted. The modern method of Laparoscopic
and Minilap have now been in use in National Family Welfare Programme.

(c) Emergency Method:
Emergency Contraceptive Pills (ECP or E- pills) has been a part of national
contraceptive services from the year 2002–03. This contraceptive is to be used
within 72 h of un-protected sex.

Distribution of contraceptives:
There are two modes of distribution of contraceptives in the country: (a) Free
Supply Scheme and (b) Social Marketing Scheme.

(a) Free Supply Scheme:

Under Free Supply Scheme, contraceptives, namely Condoms, Oral
Contraceptive Pills, Intra Uterine Device (Cu-T), Emergency Contraceptive Pills
and Tubal Rings are procured and supplied free by the department of Health and
Family Welfare of the central government to the States and UTs. The channel for
supply of these contraceptives under Free Supply Scheme is Government network
comprising Sub-Centres, Primary Health Centres, Community Health Centres and
Government Hospitals, State AIDS Control Societies throughout the country.

Pregnancy Test Kits
These kits are being supplied free of cost through different service units.

(b) Social Marketing Scheme:

Under the Social Marketing Programme, both Condoms and Oral Pills are made
available to the people at highly subsidized rates, through diverse outlets. The
extent of subsidy ranges from 70 to 85 % depending upon the procurement price in
a given year. Both these Contraceptives are sold through Social Marketing
Organizations (SMOs). The SMOs are given Deluxe Nirodh condom at Rs 2.00 per
packet of 5 pieces and this is sold @ Rs 3/- per packet of 5 pieces to the consumer.
For women one cycle of Pills, which is required for one month, is given to the
SMOs @ Re. 1.60/- and it is sold to the consumer @ Rs 3/- per strip (cycle) under
the brand name-“Mala-D”. Under the Social Marketing programme, currently
Government brands and different SMO brands of condoms and OCPs are sold in the
market. Based on the recommendation of the Working Group on Social Marketing
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of Contraceptives, SMOs have the flexibility to fix the price of branded condoms
and OCPs within the range fixed by the Government.

Since December 1995, a non-steroidal weekly Oral Contraceptive Pill,
Centchroman (Popularly known as Saheli&Novex), to prevent pregnancy is also
being subsidized under the Social Marketing Programme. The weekly Oral pill is
the result of indigenous research of CDRL, Lucknow. The pill is now available in
the market at Rs 2.00 per tablet. The Government of India provides a subsidy of Rs
2.59 per tablet towards product and promotional subsidy.

In fine, the National Family Welfare services provide the following contracep-
tive methods at various levels of health system as shown in the following table:

Spacing methods Limiting methods

IUCD 380 A and Cu IUCD 375 Female sterilization

Oral contraceptive pills Laparoscopic and

Condoms Minilap

Emergency contraceptive pills Male sterilization (no scalpel Vasectomy)

Family planning method Service provider Service location

Spacing methods
IUCD 380 A, IUCD
375

Trained & certified ANMs, LHVs,
SNs and doctors

Sub centre & higher
levels

Oral contraceptic pills
(OCPs)

Trained ASHAs, ANMs, LHVs,
SNs and doctors

Village level sub centre &
higher levels

Condoms Trained ASHAs, ANMs, LHVs,
SNs and doctors

Village level Sub centre
& higher levels

Emergency contraceptive pills
Emergency
contraceptive pills
(ECPs)

Trained ASHAs, ANMs, LHVs,
SNs and doctors

Village level Sub centre
& higher levels

Limiting methods
Minilap Trained & certified MBBS doctor &

specialised doctors
PHC & higher levels

Laparoscopic
sterilization

Trained & certified MBBS doctor &
specialised doctors

Usually CHC & higher
levels

NSV: no scalpel
vasectomy

Trained & certified MBBS doctor &
specialised doctors

PHC & higher levels

With the expansion of concept of family welfare and more particularly with its
integration to the health system of the country, a host of schemes have been put in
place to address the broader area of family welfare with its impact on the fertility
behaviour of the citizens. Historically, a good number of such initiatives were made

300 17 Family Welfare Programmes in India



and many of them have ceased to exist on the expiry of its term. Least it generates
any confusion, only the current schemes/programmes, as available in the Annual
Report of the ministry of Health and Family welfare, have been captured there.

National Health Mission (NHM):
‘Broadly speaking, all health and family welfare programmes are now centred
around the National Health Mission (NHM). The NHM has two Sub-Missions, the
National Rural Health Mission (NRHM) and the National Urban Health Mission
(NUHM). The main programmatic components include Health System
Strengthening in rural and urban areas- Reproductive-Maternal-Neonatal-Child and
Adolescent Health (RMNCH + A), and Communicable and Non-Communicable
Diseases. The NHM envisages achievement of universal access to equitable,
affordable & quality health care services that are accountable and responsive to
people’s needs.

(a) National Rural Health Mission (NRHM):

NRHM seeks to provide accessible, affordable and quality health care to the
rural population, especially the vulnerable groups. Under the NRHM, the
Empowered Action Group (EAG) States as well as North Eastern States, Jammu
and Kashmir and Himachal Pradesh have been given special focus. The thrust of the
mission is to carry out necessary architectural correction in the basic health care
delivery system to ensure economic and social development and improving the
quality of life of citizens. The Mission adopts a synergistic approach by relating
health to determinants of good health viz. segments of nutrition, sanitation, hygiene
and safe drinking water. It also aims at mainstreaming the Indian systems of
medicine to facilitate health care. The Plan of Action includes increasing public
expenditure on health, reducing regional imbalance in health infrastructure, pooling
resources, integration of organizational structures, optimization of health man-
power, decentralization and district management of health programmes, community
participation and ownership of assets, induction of management and financial
personnel into district health system, and operationalizing community health cen-
tres into functional hospitals meeting Indian Public Health Standards in each Block
of the Country.

(b) National Urban Health Mission (NUHM):

The NUHM is designed to meet health needs of the urban poor, particularly the
slum dwellers by making available to them essential primary health care services.
NUHM would cover all state capitals, district headquarters and other cities/towns
with a population of 50,000 and above (as per census 2011) in a phased manner.
Cities and towns with population below 50,000 will be covered under NRHM. This
is intended to be done by investing in high-calibre health professionals, appropriate
technology through PPP, and health insurance for urban poor. NUHM was intended
to focus on slums and other urban poor. At the State level, besides the State Health
Mission and State Health Society and Directorate, the Mission programmes have to
be managed by a State Urban Health Programme Committee. At the district level,
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similarly there would be a District Urban Health Committee and at the city level, a
Health and Sanitation Planning Committee. At the ward slum level, there will be a
Slum Cluster Health and Water and Sanitation Committee. For promoting public
health and cleanliness in urban slums, it will also encompass experiences of civil
society organizations (CSO) working in urban slum clusters.

(a) Major initiatives under NRHM:

It is worth mentioning various components under NRHM to have an idea of
NRHM, more particularly about how it is addressing the family welfare needs of the
country.

• ASHA:
Community health volunteers called Accredited Social Health Activists
(ASHAs) are in place to work as a link between the community and the public
health system. ASHA is the first port of call for any health related demands of
deprived sections of the population, especially women and children, who find it
difficult to access health services in rural areas. ASHA Programme aims at
bringing people back to Public Health System and increase in the utilization of
their outpatient services, diagnostic facilities, institutional deliveries and
in-patient care.

• Rogi KalyanSamiti/Hospital Management Society
The society is the core of management structure. This committee is a registered
society whose members act as trustees to manage the affairs of the hospital and
is responsible for upkeep of the facilities and ensure provision of better facilities
to the patients in the hospital. Financial assistance is provided to these
Committees through untied fund to undertake activities for patient welfare.
RogiKalyanSamitis (RKS) have been set up involving the community members
in almost all District Hospitals (DHs), Sub-District Hospitals (SDHs),
Community Health Centres (CHCs) and Primary Health Centres (PHCs).

• The Untied Grants to Sub-Centres (SCs)
Untied fund assistance gives a new confidence to our ANMs in the field. The
SCs are far better equipped now with Blood Pressure measuring equipment,
Haemoglobin (Hb) measuring equipment, stethoscope, weighing machine, etc.
This has facilitated provision of quality antenatal care and other health care
services.

• The Village Health Sanitation and Nutrition Committee (VHSNC)
It is an important tool of community empowerment and participation at the
grassroots level. The VHSNC reflects the aspirations of the local community,
especially the poor households and children. Untied grants of Rs 10,000 are
provided annually to each VHSNC under NRHM, which are utilized through
involvement of Panchayati Raj representatives and other community members.
Capacity building of the VHSNC members with regards to their roles and
responsibilities for maintaining the health status of the village is also addressed.
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• Additional Human Resource Support:
Health care service delivery requires intensive human resource inputs. There has
been an enormous shortage of human resources in the public health care sector
in the country. NRHM attempts to fill the gaps in human resources by providing
additional health human resources to states including GDMOs, Specialists,
ANMs, 9 Staff Nurses etc. on contractual basis. Apart from providing support
for health human resource, NRHM also focuses on multi skilling of doctors at
strategically located facilities identified by the states e.g. MBBS doctors are
trained in Emergency Obstetric Care (EmOC), Life Saving Anaesthesia Skills
(LSAS) and Laparoscopic Surgery. Similarly, due importance is given to
capacity building of nursing staff and auxiliary workers such as ANMs. NRHM
also supports co-location of AYUSH services in health facilities such as PHCs,
CHCs and DHs.

• Janani SurakshaYojana (JSY)
JRY aims to reduce maternal mortality among pregnant women by encouraging
them to deliver in government health facilities. Under the scheme, cash assis-
tance is provided to eligible pregnant women for giving birth in a government
health facility.

• Janani Shishu Suraksha Karyakarm (JSSK):
Launched on 1st June, 2011, JSSK entitles all pregnant women delivering in
public health institutions to absolutely free and no expense delivery, including
caesarean section. This marks a shift to an entitlement based approach. The free
entitlements include free drugs and consumables, free diagnostics, free diet
during stay in the health institutions, free provision of blood, free transport from
home to health institution, between health institutions in case of referrals and
drop back home and exemption from all kinds of user charges. Similar enti-
tlements are available for all sick infants (up to 1 year of age) accessing public
health institutions.

• National Mobile Medical Units (NMMUs):
Support is provided to districts for MMUs under NRHM in the country. To
increase visibility, awareness and accountability, all Mobile Medical Units have
been repositioned as “National Mobile Medical Unit Service” with universal
colour and design.

• National Ambulance Services:
NRHM has supported free ambulance services to provide patients transport in
every nook and corner of the country connected with a toll free number. Besides
these, vehicles are empanelled to transport patients, particularly pregnant
women and sick infants from home to public health facilities and back.

• Infrastructure:
Up to 33 % of NRHM funds in High Focus States can be used for infrastructure
development. In order to ensure that enhanced fund allocations to States/UTs
and other institutions under the NRHM are fully coordinated, managed and
utilized, Financial Management Group for NRHM (FMG-NRHM) has been set
up.
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• Mainstreaming of AYUSH:
Mainstreaming of AYUSH has been taken up by allocating AYUSH facilities in
PHCs, CHCs, DHs, health facilities above SC but below block level and health
facilities other than CHC at or above block level but below district level.

• Mother and Child Tracking System (MCTS):
MCTS is a name based tracking system, launched by the Government of India
as an innovative application of information technology directed towards
improving the health care service delivery system and strengthening the mon-
itoring mechanism. MCTS is designed to capture information on and track all
pregnant women and children (0–5 Years) so that they receive ‘full’ maternal
and child health services and thereby contributes to the reduction in maternal,
infant and child morbidity and mortality which is one of the goals of National
Rural Health Mission. This tool also facilitates in generation of work plan for
the field level health care service providers, to ensure timely and full range of
services to them. MCTS employs mobile based SMS technology to alert health
service providers and beneficiaries about the service delivery and for providing
the due services on time. The system also facilitates with status note and
actionable messages to policy makers, health managers and health administra-
tors at different tiers of health care delivery system for necessary action on time.

New Initiatives:

• Rashtriya Bal Swasthya Karyakram (RBSK):

RBSK initiative was launched in February 2013 and provides for Child Health
Screening and Early Intervention Services through early detection and management
of 4 Ds i.e. Defects at birth, Diseases, Deficiencies, Development delays including
disability.

• Rashtriya Kishor Swasthya Karyakram (RKSK):

RKSK is a new initiative, launched in January 2014 to reach out to 253 million
adolescents in the country in their own spaces and introduces peer-led interventions
at the community level, supported by augmentation of facility based services. This
initiative broadens the focus of the adolescent health programme beyond repro-
ductive and sexual health and brings in focus on life skills, nutrition, injuries and
violence (including gender based violence), non-communicable diseases, mental
health and substance misuse.

• Mother and Child Health Wings (MCH Wings):

100/50/30 bedded Maternal and Child Health (MCH) Wings have been sanc-
tioned in public health facilities with high bed occupancy to cater to the increased
demand for services.
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• Free Drugs and Free Diagnostic Service:

Extremely high cost of drugs and diagnostics stand against accessible and
affordable healthcare for all. An incentive to the extent of 5 % of the state’s
Resource Envelope under NRHM is in place for those states that implemented free
essential drugs scheme for all patients accessing public health facilities. Under the
National Health Mission—Free Drug Service Initiative and Free Diagnostics
Service Initiative, substantial funding is being provided to state that implement
these initiatives.

• National Iron + Initiative:

National Iron + Initiative is another new initiative to prevent and control iron
deficiency to pregnant women and lactating mothers. It aims to provide IFA sup-
plementation for children, adolescents and women in reproductive age
group. Weekly Iron and Folic Acid Supplementation (WIFS) for adolescents is an
important strategy under this initiative.

• Reproductive, Maternal, New born, Child and Adolescent Health Services
(RMNCH + A):

RMNCH + A belongs to the category of a continuum of care approach and has
been adopted under NRHM with the articulation of strategic approach to
Reproductive Maternal, New born, Child and Adolescent health. Under
RMNCH + A approach focus is brought on the adolescents at a critical life stage
and set to establish linkages between child survival, maternal health and family
planning efforts. It also aims to strengthen the referral linkages between community
and facility based health services and between the various levels of health system
itself.

• Delivery Points (DPs):

Health facilities that have a high demand for services and performance above a
certain benchmark have been identified as “Delivery Points” with the objective of
providing comprehensive reproductive, maternal, new born, child and adolescent
health services (RMNCH + A) services at these facilities. Funds are allocated to
strengthen these DPs in terms of infrastructure, human resource, drugs, equipment,
etc.

• Universal Health Coverage (UHC):

Universal Health Coverage (UHC), is sought to be implemented through the
forum of the National Health Mission where the existing public health quality care
system of affordable nature of social protection is tied up with private sector sup-
plementation to close the gap in the health care system. UHC pilot projects are
designed to support at least one district of each state. The pilots are expected to
demonstrate how access to care and social protection against the costs of care can
be meaningfully expanded in the most cost effective manner, while at the same time
reducing health inequity.
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• Mother and Child Tracking Facilitation Centre (MCTFC):

MCTFC has been operationalized from National Institute of Health and Family
Welfare (NIHFW). It is being operated by 80 Helpdesk Agents (HAs). It is set up to
validate the data entered in CTS in addition to guiding and helping both the ben-
eficiaries and service providers with up to date information on Mother and Child
Care services through phone calls and Interactive Voice Response System (IVRS)
on a regular basis. MCTFC will create awareness about Government mother and
child health related programmes and seek feedback on services being provided. In
addition, a module has been provided in the Mother and Child Tracking System
(MCTS) portal so that States/UTs may utilise it to make calls for validation of
MCTS data, getting feedback and raising awareness.

• Quality Assurance (QA):

The strategy is to shift focus from fragmented approach of different quality
systems to one comprehensive approach of Quality Assurance. Based on best
practices of existing quality system such as NABH, ISO, JCI and other scientific
literature, comprehensive operational guidelines on Quality Assurance has been put
in place wherein National Quality Assurance standards have been published. The
road map for QA envisages development of a robust institutional mechanism within
the states to make States self-sufficient and to have more sustainable system than
existing systems. A total of 8 major areas of concerns-Service provision, Patient
right, Inputs, Support Services, Clinical Services, Infection Control, Quality
Management and Outcome have been identified. Standards have been developed for
each area of concern and detailed checklists have been laid down to ensure con-
formance to these standards. All Public Health Facilities have been assessed, and
Quality scored in a phased manner. Besides clinical care, due weightage are given
to issues of patients’ right, confidentiality, privacy, compliance to National Health
Programme Guidelines, cleanliness at health facilities, etc. The facilities having a
credible system of quality assurance (verified through district and state assessment)
are assessed for National Level Certification. On successful attainment of the
National certification, facilities are given incentives and QA certification.

• ASHA Certification:

A system for certification of ASHAs to enhance competency and professional
credibility of ASHAs by knowledge and skill assessment has been put in place. The
certification of ASHAs is done by National Institute of Open Schooling (NIOS).

• NGO Guidelines:

Guidelines for NGO involvement under NHM during Twelfth Five Year Plan
have been issued which envisage greater state ownership for NGO led programmes
and provide a broad framework to the States to partner with NGOs and facilitate
their participation in capacity building, support for community processes service
delivery, develop innovations through research and documentation, advocacy, and
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for supplementing capacities in key areas of the public health system to improve
health care service delivery’.

(b) Urban Health Mission (NUHM);

‘The National Urban Health Mission (NUHM) as a new sub-mission under the
overarching National Health Mission (NHM) has come into being in the year 2013.
NUHM envisages to meet health care needs of the urban population with particular
care to the urban poor, by reaching out essential primary health care services and
reducing their out of pocket expenses for treatment. This is intended to be achieved
by strengthening the existing health care service delivery system, targeting the
urban poor living in slums and partnering with various schemes relating to wider
determinants of health like drinking water, sanitation, school education, etc.
implemented by other Ministries like Housing & Urban Poverty Alleviation,
Human Resource Development and Women & Child Development.

NUHM seeks to achieve its goal through:-

• Need based city specific urban health care system to meet the diverse health care
needs of the urban poor and other vulnerable sections.

• Institutional mechanism and management systems to meet the health-related
challenges of a rapidly growing urban population.

• Partnership with community and local bodies for a more proactive involvement
in planning, implementation, and monitoring of health activities.

• Availability of resources for providing essential primary health care to urban
poor.

• Partnerships with NGOs, for profit and not for profit health service providers
and other stakeholders.

Under the Scheme, the following infrastructural coverage has been enlisted:

• One Urban Primary Centre (U-PHC) for every fifty to sixty thousand population
• One Urban Community Health Centre (U-CHC) for five to six U-PHC for big

cities
• One Auxiliary Nursing Midwifery (ANM) for 10,000 population
• One Accredited Social Health Activist (ASHA) for 200–500 population

The estimated cost of NUHM for 5-year period is Rs 22,507 crore with Central
Government share of Rs 16,955 crore. The centre-state funding pattern will be
75:25 for all the States except North-Eastern states including Sikkim and other
special category states of Jammu and Kashmir, Himachal Pradesh and Uttarakhand,
for whom the centre-state funding pattern will be 90:10.

NUHM intends to target slum dwellers and other marginalized groups like
rickshaw pullers, street vendors, railway and bus station coolies, homeless people,
street children, construction site workers and the like.

The Mission will be implemented in 779 cities and towns with more than 50,000
population and cover about 7.75 crore people. The interventions under the
sub-mission is intended to result on
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• Reduction of Infant Mortality Rate (IMR)
• Reduction of Maternal Mortality Rate (MMR)
• Universal access to reproductive health care
• Convergence of all health related interventions

The existing institutional mechanism and management system created and
functioning under NRHM will be strengthened to meet the needs of NUHM. City
wise Implementation Plan is to be prepared based on base-level survey and
felt-need. The Programme Implementation Plans (PIPs) sent by the by the states are
to be apprised and approved by the Ministry. Urban local bodies will be fully
involved in implementation of the schemes’.

Other Important programmes on Population Stabilization:

(A) Jansankhya Sthirata Kosh:

‘The Government of India had set up a National Population Stabilization Fund
(NPSF) in the year 2004–05 with a one-time grant of Rs 100 crore in the form of a
corpus fund. This is now known as Jansankhya Sthirata Kosh (JSK) . This is an
autonomous body registered under the Societies Registration Act, 1860. JSK has to
promote and undertake activities aimed at achieving population stabilisation at a
level consistent with the needs of sustainable economic growth, social development
and environment protection, by 2045. JSK can take all the policy related decisions.
It can raise contributions from organisations and individuals that support popula-
tion stabilisation. JSK implements two schemes, namely, (i) Santushti and
(ii) Prerna.

The details of schemes are as follows:

(i) Santushti Strategy

Santushti is a strategy of Jansankhya Sthirata Kosh (JSK) for the highly popu-
lated states of India viz Bihar, Uttar Pradesh, Madhya Pradesh, Rajasthan,
Jharkhand, Chhattisgarh and Odisha. Under this strategy, Jansankhya Sthirata
Kosh, invites private sector gynaecologists and vasectomy surgeons to conduct
sterilization operations in Public Private Partnership mode. According to this
Scheme, an accredited private Nursing Home/Hospital can sign a tripartite MOU
between the State Health Society as 1st party, accredited private health facility as
2nd party and JSK as the third party. Upon signing the MOU the private
hospitals/nursing homes shall be entitled to incentive by JSK whenever it conducts
10 or more Tubectomy/Vasectomy cases in a month. The accreditation is done by
the district and approved by the State Health Society.

(ii) Prerna Strategy

In order to help push up the age of marriage of girls and space the birth of
children in the interest of health of young mothers and infants, Jansankhya
Sthirata Kosh (National Population Stabilization Fund) has launched PRERNA, a
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Responsible Parenthood Strategy in seven focus states namely Bihar, Uttar Pradesh,
Madhya Pradesh, Chhattisgarh, Jharkhand, Odisha, and Rajasthan.

The strategy recognizes and awards couples who have broken the stereotype of
early marriage, early childbirth and repeated child birth and have helped change the
mind-sets of the community.

In order to become eligible for award under the scheme, the girl should have
been married after 19 years of age and given birth to the first child after at least
2 years of marriage. The couple will get an award of Rs 10,000/- if it is a Boy child
or Rs 12,000/- if it is a Girl child. If birth of the second child takes place after at
least 3 years of the birth of first child and either parent voluntarily accept permanent
method of family planning within one year of the birth of the second child, the
couple will get an additional award of Rs 5000/- (Boy child)/Rs 7000/- (Girl child).
The amount of award is given in the form of National Saving Certificate (NSC).
The scheme is meant only for BPL families’.

(c) Empowered Action Group on Population Stabilization:

The Empowered Action Group (EAG) was set up in 2001 by the central
government to facilitate preparation of area-specific programmes in eight States,
namely, Bihar, Jharkhand, MP, Chhatisgarh, Orissa, Rajasthan, UP and
Uttaranchal, which have lagged behind in containing population growth to man-
ageable levels.

Reflecting upon the areas of concern, the measures needed to achieve systemic
reforms and also emerge from the socio-demographic backwardness, it was
required that the EAG needs to strengthen the systems of governance and moni-
toring by way of involving the community through local empowerment and con-
vergence. In a federal structure like India, there is need to strengthen the
Centre-State coordination before direct interventions can be made at district levels.

The data from rapid household surveys (DLHS-1) have indicated that the ser-
vices are nearly non-existent in large parts of such EAG districts/states. For
example, the couple protection rate (percentage of couples practicing any
spacing/terminal method of family planning) was less than 30 per cent in 34 (out of
70) districts in Uttar Pradesh and 29 (out of 37) districts of Bihar. Similarly, in 21
districts of Bihar and 14 districts of Uttar Pradesh, less than 30 per cent pregnant
women only were reached with ante-natal services.

The EAG was required to work with the participating States in formulating their
action plan for improving service delivery. The plans will be prepared on the basis
of the following guiding principles:

• Problems in the EAG States are less to do with the availability of funds than the
issue of governance. Therefore, intervening action areas fall in the key aspects
of human resource management, logistics management, mainstreaming of the
ISM practitioners, integration of numerous health societies at State and district
levels, regular release of funds to operational levels, joint planning/training for
the field staff of the cognate departments, greater autonomy to the districts and
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within districts, to hospitals and PRIs and have such actions to be integral parts
of the plan.

• Within a State, incremental investments (that may be provided by the EAG) are
to be utilized in bridging the intra-state demographic divide. A key objective in
this regard would be to ensure, through a systemic re-structuring of manpower
in association with physical improvement, that the district and sub-divisional
hospitals in the backward districts in a State provide the full range of RCH
services including 24-h availability of emergency obstetric services.

A major proportion of the funds available under the Rural Connectivity Scheme,
Drinking Water Supply Scheme, the SJGSY Scheme and other Centrally Sponsored
Schemes of the Department of Rural Development, are to be invested in the
backward districts. Central assistance for these schemes will be integral’.

(c) Community Incentive Scheme:

Consequent to the adoption of National Population Policy, 2000 the Village
Panchayats have become important stake holders in the health and family welfare
services. One of the promotional and motivational incentives is to award the Gram
Panchayats and Zillaparishads for exemplary performances in universalization of
small family norm, achieving in reduction of IMR and Birth Rate and promoting
literacy for primary schooling for achieving the goal of TFR by 2010.

The scheme was initially taken in 7 EAG states of Uttar Prdesh, Uttarakhand,
Bihar Jharkhand, Chhattisgarh and Orissa covering 236 districts. Rajasthan was
excluded since an incentive scheme on sterilization is already in place there.

(d) Sterilisation and IUD Insertion (Compensation Scheme):

The Central Government provides fund for loss of wages to acceptors of
Sterilisation/IUD Insertion under the National Family Welfare programme to
States/Union Territories for Tubectomy/Vasectomy/IUD insertion. This amount of
compensation is for meeting the expenditure on drugs and dress as also on diet,
transport and cash compensation to acceptors of sterilisation. The compensation
package has now been raised at Rs 400.00 both for tubectomy and vasectomy. The
amount of IUD insertion continues to be at Rs 20.00. Under this Compensation
package while the State/UT could make adjustments among the components of
compensation, a minimum amount of Rs 200.00 has to be paid to the acceptor of
tubectomy and Rs 250.00 the acceptor of vasectomy. Further, the amount of
compensation has to be paid at the time sterilisation only. Additionally, for quality
of service a minimum amount of Rs 65.00 have to be spent for drugs and dressings
for tubectomy, Rs 25.00 for vasectomy and Rs 20 for IUD. For EAG states, an
additional amount of Rs 100.00 for tubectomy and Rs 200.00 could be given from
EAG scheme.

(e) National Population Commission:

National Population Commission was formed on May 11, 2000 as India’s
headcount exceeded the one-billion mark at 12.56 h IST on that day when the
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Government of India announced the setting up of a 100-member National
Population Commission (NPC) with the then Prime Minister, Mr. AtalBihari
Vajpayee, as its Chairman with the Deputy Chairman Planning Commission as vice
chairman. Chief Ministers of all states, ministers of the related central ministries,
secretaries of the concerned departments, eminent physicians, demographers and
the representatives of the civil society were made members of the commission in a
major bid to provide focused thrust to the stabilisation of population and stem its
further growth.

The commission has the mandate

• to review, monitor and give direction for implementation of the National
Population Policy with the view to achieve the goals set in the Population Policy

• promote synergy between health, educational environmental and developmental
programmes so as to hasten population stabilization

• promote inter sectoral coordination in planning and implementation of the
programmes through

• develop a vigorous peoples programme to support this national effort to the
State plan’.

(f) National Institute of Health & Family Welfare

‘National Institute of Health & Family Welfare (NIHFW) is an Apex Technical
Institute, funded by Ministry of Health and Family Welfare for promotion of Health
and Family Welfare programmes in the country through education, training,
research, evaluation, consultancy and specialised services. NIHFW was established
on 9th March, 1977 by merger of National Institute of Health Administration and
Education (NIHAE) and National Institute of Family Planning (NIFP).

The National Institute of Health and Family Welfare is an apex technical
institute of public health and family welfare in the country aiming to achieve
wellbeing and vitality of the Indian people. The Institute has been addressing a wide
range of issues on public health and family welfare management by its
multi-disciplinary functions in the form of research, consultancy, education and
training interventions for last more than three decades. In-service training of middle
and senior level health professionals, and research have been the two major con-
cerns of its mandate. It has been identified by the Ministry of Health and Family
Welfare as the nodal institute for supervision, analysis and country report writing of
‘Annual Sentinel Surveillance for HIV Infection’, coordinating in-service training
under National Rural Health Mission (NRHM) with the support of eighteen col-
laborating training institutions and to conduct ten weeks ‘Professional Development
Course in Management, Public Health and Health Sector Reforms for District
Medical Officers’ in collaboration with State Institutes of Health and Family
Welfare and Central Training Institutions.’
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(g) International Institute of Population Sciences:

International Institute for Population Sciences (IIPS) was established in 1956
under the joint sponsorship of Sir Dorabji Tata Trust, the government of India and
the United Nations; it has established itself as the premier institute for training and
research in Population Studies for developing countries in the Asia and Pacific
region. Till July 1970, it was known as Demographic Training and Research Centre
(DTRC) and thereafter it was known as The International Institute for Population
Studies (IIPS) till 1985 when it was renamed International Institute for Population
Sciences (IIPS) . Institute, now occupies key positions in the field of population and
health in government of various countries, universities and research institutes as
well as in reputed national and international organizations.
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Chapter 18
The Story of Achievements

Abstract Unlike the compulsory birth planning system in China, India has opted
out for the voluntary family planning in India. The status of achievement is bound
to be different from a command system to a democratic format with laissez-faire
approach. This is not all. The issue of population problems is seldom looked upon
by the people of India at large as seriously and objectively as it deserves; it is the
least monitored social concern in India. Just like varied perception of individuals,
there are diverse stake holders from among economists, health professionals, social
scientists, Women groups, religious leaders, political parties, etc. with plural
opinions on to the enormity of the population problem in India. Such fractured
social mind-set is not ideally conducive for family planning-friendly environment to
bring out maximum possible outcome of the population control and the family
planning initiatives in India.

Keywords Voluntary family planning � Demographic indicators � Projected and
actual population in India � Family Planning Indicators � Lassiaze faire approach �
Religious agenda � National Health Mission � Sustainable agenda

Unlike the compulsory birth planning system in China, India has opted out for the
voluntary family planning in India. The status of achievement is bound to be
different from a command system to a democratic format with laissez-faire
approach. This is not all. The issue of population problems is seldom looked upon
by the people of India at large as seriously and objectively as it deserves; it is the
least monitored social concern in India. Just like varied perception of individuals,
there are diverse stake holders from among economists, health professionals, social
scientists, Women groups, religious leaders, political parties etc. with plural opin-
ions on to the enormity of the population problem in India. Such fractured social
mind-set is not ideally conducive for family planning-friendly environment to bring
out maximum possible outcome of the population control and the family planning
initiatives in India.

Be that as it may, India happens to be the first country in the world to have
included population in the approach to the Five Year Plan even before the formal
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adoption of either the Health Policy or the National Population Policy. In the First
Five Year Plan, India had launched the National Family Welfare Programme with
the objective of reducing the birth rate to the extent necessary to stabilize the
population at a level consistent with the requirement of the National economy.
Since then the National Family planning Programme became an integral part of
every Five Year Plan until 1977 when it was renamed as the National Family
welfare Programme and formed a part of every edition of Five year Plan to improve
the Family Welfare status of the country. At Chap. 16, the journey of achievements
on each of the Five Year Plans has been captured. In this Chapter, the story of
achievements has been sought to be presented through an overtime series of
demographic, vital statistics and Family Planning Indicators which themselves are
self-introductory.

Demographic Indicators:
The demographic indicators show phenomenal rise of the population of India with a
robust size of decadal growth. The ever-expanding density of India is also a sharp
pointer to the load pressure on the geographical space of India. Even the optimistic
projected population could not be adhered to at the end of Census, 2011. The
enormity of size of population of some of the selected States bears out its alarming
character (Tables 18.1 and 18.2).

The country’s headcount is almost equal to the combined population of the
United States of America (USA), Indonesia, Brazil, Pakistan, Bangladesh and Japan
—all put together. The combined population of UP and Maharashtra is bigger than
that of the USA. Population of many Indian States is comparable with countries like
United Kingdom (UK), Germany, Italy, Japan, Mexico, etc. as would appear from
Table 18.3.

Vital Statistics Indicators:
Vital Statistics like Crude Birth Rate, Crude Death Rate, Infant Mortality Rate,
Maternal Mortality Ratio, Total Fertility Rate reveal the state of achievements of
broader population control and family welfare scenario. Efforts have been made to
capture the same from 1951 to 2011. The latest SRS data for such indicators for the
States of India have also been highlighted.

Table 18.1 Trend in census population from 1951–2011

Census
year

Total population (in Lakh) Decadal growth
(%)

Density Sex
ratioMale Female Total

1951 1855.3 1755.6 3610.9 13.31 117 946

1961 2262.9 2129.4 4392.3 21.64 142 941

1971 2840.5 2641.1 5481.6 24.80 177 930

1981 3533.7 3299.5 6833.3 24.66 216 934

1991 4339.6 4070.6 8464.2 23.87 267 926

2001 5322.2 4765.1 10,287.4 21.54 325 933

2011 6232.7 5815.9 12,108.6 17.7 382 943

Source census publications
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Table 18.2 Projected and actual population in India, States and Union Territories, 2011 (in ‘000)

India/state Projected
population, 2011

Actual
population,
2011

Difference Percentage
difference

India 1,192,506.00 1,210,855.00 18,349.00 1.54

Andhra Pradesh 84,735.00 84,580.00 −155.00 −0.18

Arunachal Pradesh 1241.00 1383.00 142.00 11.44

Assam 30,568.00 31,205.00 637.00 2.08

Bihar 97,720.00 104,099.00 6379.00 6.53

Chhattisgarh 24,258.00 25,545.00 1287.00 5.31

Goa 1767 1458.00 −309.00 −17.49

Gujarat 59,020.00 60,439.00 1419.00 2.40

Haryana 25,439.00 25,351.00 −88.00 −0.35

Himachal Pradesh 6793.00 6864.00 71.00 1.05

Jammu and
Kashmir

11,718 12,541.00 823.00 7.02

Jharkhand 31,472.00 32,988.00 1516.00 4.82

Karnataka 59,419.00 61,095.00 1676.00 2.82

Kerala 34,563.00 33,406.00 −1157.00 −3.35

Madhya Pradesh 72,200.00 72,626.00 426.00 0.59

Maharashtra 112,660.00 112,374.00 −286.00 −0.25

Manipur 2449.00 2856.00 417.00 16.62

Meghalaya 2621.00 2966.00 345.00 13.16

Mizoram 1004.00 1097.00 93.00 9.26

Nagaland 2249.00 1978.00 −271.00 −13.05

Odisha 40,750.00 41,974.00 1224.00 3.00

Punjab 22,678.00 27,743.00 65.00 0.23

Rajasthan 67,830.00 68,548.00 718 1.06

Sikkim 612.00 610.00 −2.00 −0.37

Tamil Nadu 67,444.00 72,147.00 4703.00 6.97

Tripura 3616.00 3673.00 57.00 1.58

Uttar Pradesh 200,764.00 199,812.00 −952.00 −0.47

Uttarakhand 9943.00 10,086.00 143.00 1.44

West Bengal 89,499.00 91,276.00 1777.00 1.99

Andaman
&Nicobar Island

494.00 380.00 −114.00 −23.08

Chandigarh 1438.00 1055.00 −353.00 −26.63

Dadra and Nagar
and Haveli

354.00 343.00 −11.00 −3.11

Daman and Diu 270.00 243.00 −27.00 −10.00

NCT of Delhi 18,451.00 16,787.00 −1664.00 −9.02

Lakshadweep 76.00 64.00 −12.00 −15.79

Puducherry 1391.00 1247.00 −144.00 −10.35

Source national health profile, 2013
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The crude birth rate (defined as a ratio of the total number of births during given
year and a given geographical area) at the all India level had declined from 40.8 in
1951 to 21.8 in 2011, registering a fall of about 53.43 %. During 1991–2013, the
decline has been about 27.5 %, from 29.5 to 21.4 (Table 18.4).

The SRS, 2013 has shown the latest figures on vital statistics which reflects the
extent of outreach of family welfare message and its adoption by the eligible
couples. The CBR at national level was 21.4 in 2013 with 22.9 in rural to 17.3 in
urban areas. Andhra Pradesh, Delhi, Himachal Pradesh, Jammu and Kashmir,
Karnataka, Kerala, Maharashtra, Punjab, Tamil Nadu and West Bengal happened to
be the major States having birth rate below 20 both in rural and urban areas. On the

Table 18.3 Population in states in India vs. countries in the world

States in India Population in 2011 Country@ Population@

Uttar Pradesh 199.6 Brazil 195.4

Maharashtra 112.4 Japan 127.0

Bihar 103.8 Mexico 110.5

West Bengal 91.3 Philippines 93.6

Andhra Pradesh 84.7 Germany 82.1

Madhya Pradesh 72.6 Turkey 72.7

Tamil Nadu 72.1 Thailand 68.1

Rajasthan 68.6 France 62.8

Karnataka 61.1 United Kingdom 61.9

Gujarat 60.4 Italy 60.1

Orissa 41.9 Argentina 40.7

Kerala 33.4 Canada 33.9

Jharkhand 33.0 Morocco 32.4

Assam 31.2 Iraq 31.5

Punjab 27.7 Malaysia 27.9

Chhattisgarh 25.5 Saudi Arabia 26.2

Haryana 25.4 Australia 21.5

Source Family Welfare Statistics in India, 2011 (Revised); @Source state of world population
2010

Table 18.4 Crude birth rate, crude death rate, infant mortality rate, maternal mortality ratio, total
fertility rate in India since 1951

Items 1951 1961 1971 1981 1991 2001 2011 2013

CBR 40.8 41.7 36.9 33.9 29.5 25.4 21.8 21.4

CDR 25.1 22.8 14.9 12.5 9.8 8.4 7.1 7.0

IMR 146 138 129 110 80 66 44 40

MMR 437 NA NA NA 398 301 178 NA

TFR 6.0 5.7 5.4 4.5 3.6 3.1 2.4 2.3

Source Chap. 3, estimates of fertility indicators-www.censusindia.gov.in/vital statistics/SRS,
2014/9th Plan-vol-2/Family Welfare statistics, 2011
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other hand, Bihar had the highest birth rate in rural areas (28.3) and Uttar Pradesh
had the highest in urban areas (23.3) followed by Rajasthan (22.0). The lowest CBR
was recorded in rural areas 15.0 of Kerala and in urban areas 10.9 of Himachal
Pradesh (Table 18.5).

The total fertility rate (TFR), which measures average number of children born
to a woman during her entire reproductive period, had declined from 6.0 in 1951 to
4.5 during 1981 and from 3.6 to 2.4 during 1991 to 2011. It has since declined at
2.3 in 2013, the corresponding TFR in urban areas and rural areas being 1.8 and 2.5
respectively.

Among the bigger States, TFR varies from 1.6 in West Bengal to 3.4 in Bihar.
For rural areas, it varies from 1.7 in Himachal Pradesh, Punjab and Tamil Nadu to
3.5 in Bihar. For urban areas, such variation is from 1.2 in Himachal Pradesh and
West Bengal to 2.5 in Bihar and Uttar Pradesh. At Table 18.6, levels of TFR by
residence for India and bigger States, 2013 have been shown:

Total Marital Fertility Rate (TMFR) is the cumulative value of age specific
marital fertility rates at the end of the reproductive period. It indicates the average
number of children expected to be born per married woman during the entire span
of her reproductive period. The TMFRs, as worked out in census India on the basis
of ASMFRs (defined as the number of children born to married women in the said

Table 18.5 CBR in the
states of India in 2013

India and bigger states Total Rural Urban

India 21.4 22.9 17.3
Andhra Pradesh 17.4 17.7 16.7

Assam 22.4 23.5 15.4

Bihar 27.6 28.3 21.5

Chhattisgarh 24.4 25.8 17.9

Delhi 17.2 18.9 16.9

Gujarat 20.8 22.2 18.5

Haryana 21.3 22.4 19.0

Himachal Pradesh 16.0 16.5 10.9

Jammu and Kashmir 17.5 18.7 12.6

Jharkhand 24.6 25.9 18.5

Karnataka 18.3 19.1 16.7

Kerala 14.7 15.0 14.0

Madhya Pradesh 26.3 28.2 19.6

Maharashtra 16.5 17.2 15.4

Odisha 19.6 20.5 14.4

Punjab 15.7 16.3 14.7

Rajasthan 25.6 26.7 22.0

Tamil Nadu 15.6 15.7 15.5

Uttar Pradesh 27.2 28.1 23.3

West Bengal 16.0 17.7 11.4

Source Chap. 3, estimates of fertility indicators-www.
censusindia.gov.in/vital statistics/SRS, 2013
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age group per 1000 women in the same age group), for the year 2013 are given
below for India and bigger States separately for rural and urban areas. The TMFR
for India is found to be 4.4 and varies from 4.2 in urban areas to 4.5 in rural areas.
The TMFR is 5 and above in the States of Assam, Bihar, Jammu & Kashmir,
Jharkhand and Uttar Pradesh (Table 18.7).

Family Planning Indicators
The great hype and sense of complicity in family planning achievements in India
needs to be validated with reference to field data, which the government itself has
collected. The Birth order, Birth interval, Medical attention at delivery and Methods
of Family Planning, the extent of its coverage and the linked prevention of birth
have been shown hereunder which themselves speak volumes of the real family
planning achievements in India.

(i) Birth order

From family planning point of view, data on order of the live birth and interval
between current and previous live births are very important. The SRS collects the
data from 1990 onwards. These provide useful information on effectiveness on
family planning initiatives on spacing of children and level of fertility. The

Table 18.6 TFR (total
fertility rate) by residence,
India and bigger States, 2013

India and bigger states Total Rural Urban

India 2.3 2.5 1.8

Andhra Pradesh 1.8 1.9 1.7

Assam 2.3 2.4 1.5

Bihar 3.4 3.5 2.5

Chhattisgarh 2.6 2.8 1.8

Delhi 1.7 1.8 1.7

Gujarat 2.3 2.5 2.0

Haryana 2.2 2.3 2.0

Himachal Pradesh 1.7 1.7 1.2

Jammu and Kashmir 1.9 2.0 1.3

Jharkhand 2.7 2.9 2.0

Karnataka 1.9 2.0 1.6

Kerala 1.8 1.9 1.8

Madhya Pradesh 2.9 3.1 2.0

Maharashtra 1.8 1.9 1.6

Odisha 2.1 2.2 1.5

Punjab 1.7 1.7 1.6

Rajasthan 2.8 3.0 2.3

Tamil Nadu 1.7 1.7 1.7

Uttar Pradesh 3.1 3.3 2.5

West Bengal 1.6 1.8 1.2

Source Chap. 3, estimates of fertility indicators-www.
censusindia.gov.in/vital statistics/SRS, 2013
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estimated percentages on order of live birth and birth interval for India and bigger
States have been shown at Tables 18.8 and 18.9 respectively.

It is found from Table 18.8 that 43.6 % of the current live births in India are first
order births, and 32.4 % of total births are second order births. The third order
births account for 13.5 % while the fourth and higher order births aggregate at
10.5 % of the total births. The third and fourth order births are broad indicators of
unmet needs of contraception and inability to reach out to such eligible couples for
required family planning counselling.

Among the bigger States, the percentage share of first order birth varies from
35.4 % in Bihar to 57.4 % in West Bengal. On the other hand, the percentage share
of fourth and higher order births varies from 1.2 % in Andhra Pradesh to 19.6 % in
Bihar.

(ii) Birth Interval

As mentioned earlier, birth spacing is an important initiative of the family
planning services to control birth in a family and also protect the health of the
mother and the child. Thus the birth spacing interval gives a good account of the
effectiveness of family welfare services. At Table 18.9, the percentage distribution

Table 18.7 Total marital
fertility rates (TMFR) by
residence in India and bigger
states, 2013

India and bigger states Total Rural Urban

India 4.4 4.5 4.2

Andhra Pradesh 3.3 3.2 3.4

Assam 5.0 5.1 4.1

Bihar 5.7 5.7 4.9

Chhattisgarh 4.5 4.5 3.9

Delhi 3.9 3.1 4.3

Gujarat 4.3 4.4 4.2

Haryana 3.9 3.9 3.8

Himachal Pradesh 4.4 4.3 5.6

Jammu and Kashmir 6.2 6.5 4.3

Jharkhand 5.2 5.2 5.4

Karnataka 3.9 3.9 3.9

Kerala 4.0 4.0 4.0

Madhya Pradesh 4.7 4.8 4.0

Maharashtra 2.9 2.7 3.7

Odisha 4.3 4.3 3.8

Punjab 4.3 3.9 5.2

Rajasthan 4.2 4.3 4.1

Tamil Nadu 4.2 4.0 4.6

Uttar Pradesh 6.0 6.0 6.4

West Bengal 3.5 3.6 3.0

Source Chap. 3, estimates of fertility indicators-www.
censusindia.gov.in/vital statistics/SRS, 2013
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of second and higher order live births by interval between current and previous live
birth has been shown for India and bigger States for the year 2013. At the All India
level, 1.8 % of the live births occur within one year from the previous live birth.
Such percentage varies from 0.2 in Kerala to 2.9 in Chhattisgarh. The percentage of
births beyond three years of birth interval from the previous live birth for India is
40.7. It varies from 31.0 in Madhya Pradesh to 65.9 in Kerala. The birth interval
data indicates scope for important in this area in quite a good number of states.

At Table 18.10, interval between current and previous live birth separately for
rural and urban areas has been shown. At the National level, 1.9 % of live births
have been reported within an interval of one year for rural and 1.2 % in urban areas.
The data reveals that so far as spacing of children is considered, there is marginal
difference between the rural and urban areas. It also indicates that about half of the
births have spacing of 36 months and above in urban compared to about two fifth in
rural areas. More than 70 % of births have birth interval of 24 and more months
both in rural and urban areas.

Table 18.8 Percentage
distribution of current live
births by birth order, India
and bigger states, 2013

India and bigger
states

Birth order

Ist 2nd 3rd 4th and
above

India 43.6 32.4 13.5 10.5
Andhra Pradesh 49.1 41.9 7.7 1.2

Assam 49.2 27.8 12.6 10.4

Bihar 35.4 27.5 17.5 19.6

Chhattisgarh 38.7 35.4 17.0 8.8

Delhi 48.3 32.0 12.1 7.6

Gujarat 47.0 30.8 13.2 9.0

Haryana 44.8 35.4 12.1 7.7

Himachal Pradesh 50.5 36.5 8.1 4.8

Jammu & Kashmir 43.2 31.8 14.1 11.0

Jharkhand 38.4 29.9 17.6 14.1

Karnataka 46.5 36.2 12.9 4.4

Kerala 48.7 38.3 10.7 2.3

Madhya Pradesh 41.0 33.2 14.5 11.3

Maharashtra 47.8 36.1 11.3 4.9

Odisha 45.1 34.4 12.4 8.1

Punjab 55.2 32.5 8.5 3.7

Rajasthan 38.5 30.2 15.6 15.7

Tamil Nadu 51.4 40.1 7.2 1.3

Uttar Pradesh 39.3 30.5 15.8 14.4

West Bengal 57.4 29.5 8.2 4.9

Source Chap. 3, estimates of fertility indicators-www.
censusindia.gov.in/vital statistics/SRS, 2013
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(iii) Medical attention at delivery

The Family Planning professionals always campaign for institutional delivery
for better services with various tied up incentives. The latest outcome of such
campaign has been captured in the SRS data, 2013 which gives the percentage
distribution of live births recorded in the year 2013 by type of medical attention
received by the mother at the time of delivery at Government Hospital, Private
Hospital, Qualified professional, Untrained functionary and others for India and
bigger States separately for rural and urban areas. This indicates the extent of spread
of the family planning infrastructure in the country and also the linked quality of the
family welfare services. At the National level, 50.0 % births were attended by
Government Hospitals and vary from 48.8 % in rural areas to 55.0 % in urban
areas. Among the bigger States, it varies from 33.1 % in Jharkhand to 67.9 % in
Rajasthan. About 24.4 % of birth occurred at Private Hospital. Medical attention by
qualified professionals constitutes 12.7 % of total delivery whereas untrained and
others constitute 12.9 %. More than three fourth of deliveries are occurring in

Table 18.9 Percentage
distribution of second and
higher order live births by
interval, India and bigger
States, 2013

India and bigger states Interval between current and
previous live birth (in months)

10–
12

12–
24

24–
36

36+

India 1.8 28.0 29.5 40.7
Andhra Pradesh 0.9 33.3 31.0 34.8

Assam 1.5 17.8 22.9 57.8

Bihar 1.4 32.6 30.8 35.2

Chhattisgarh 2.9 26.0 33.5 37.7

Delhi 0.6 22.2 23.5 53.7

Gujarat 2.6 26.8 29.4 41.2

Haryana 1.8 29.9 31.0 37.4

Himachal Pradesh 1.9 30.9 27.3 39.9

Jammu and Kashmir 1.3 22.3 27.0 49.4

Jharkhand 2.5 24.1 29.4 44.0

Karnataka 0.6 31.3 33.7 34.3

Kerala 0.2 12.0 21.9 65.9

Madhya Pradesh 2.2 30.9 35.9 31.0

Maharashtra 1.1 28.8 30.2 40.0

Odisha 0.9 16.6 26.8 55.7

Punjab 1.7 26.8 28.6 42.9

Rajasthan 2.8 32.8 29.0 35.5

Tamil Nadu 0.8 26.6 30.4 42.2

Uttar Pradesh 2.2 29.2 28.2 40.4

West Bengal 1.1 17.8 24.5 56.5

Source Chap. 3, estimates of fertility indicators-www.
censusindia.gov.in/vital statistics/SRS, 2013
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institutions and conducted by the qualified professional as per report of SRSs
shown at Table 18.11.

(iv) Methods of Family Planning, the extent of coverage

Various methods of Family Planning have been canvassed over the years by the
Family Planning Professionals for temporary or permanent methods. At
Table 18.12, it has been shown, year wise, estimated number of births that were
averted by the methods of Family Planning for the country as a whole as worked
out by the related government department. The extent of fully protected couples by
all methods of family planning since 1980–81 has also been shown at Table 18.13.
A separate estimation made by non-government professionals for avertion of births
through family welfare methods has also been shown at Table 18.14.

To sum up the achievements, the Population control and Family Planning
Programme in India has achieved a modest success in that it could avert 442.747
million additional births as per government estimate as on 2010–11 since 1956,

Table 18.10 Percentage distribution of second and higher order live births by interval and
residence, India and bigger states, 2013

India and bigger states Interval between current and previous live birth (in months)

Rural Urban

10–12 12–24 24–36 36+ 10–12 12–24 24–36 36+

India 1.9 29.1 30.3 38.8 1.2 23.7 26.3 48.8
Andhra Pradesh 1.2 34.3 31.4 33.2 0.2 30.9 30.1 38.8

Assam 1.5 18.4 23.3 56.8 0.9 10.7 18.3 70.1

Bihar 1.4 32.8 30.9 34.9 2.3 29.6 28.9 39.3

Chhattisgarh 2.9 26.2 33.7 37.2 2.5 24.2 31.8 41.6

Delhi 0.5 29.6 22.4 47.5 0.6 20.8 23.8 54.8

Gujarat 3.3 29.9 30.9 35.9 1.1 20.2 26.4 52.3

Haryana 1.6 31.6 32.4 34.3 2.0 25.1 27.1 45.7

Himachal Pradesh 2.1 31.6 27.8 38.5 0.0 20.3 19.7 60.1

Jammu and Kashmir 1.4 23.1 27.3 48.2 0.3 16.8 24.9 58.0

Jharkhand 2.7 24.7 29.5 43.2 1.3 19.6 28.8 50.4

Karnataka 0.6 33.1 36.5 29.8 0.7 27.2 27.2 44.8

Kerala 0.2 12.3 21.7 65.8 0.2 10.7 22.5 66.6

Madhya Pradesh 2.4 32.3 37.4 27.9 1.3 22.6 27.0 49.0

Maharashtra 1.2 32.7 33.8 32.3 0.8 22.8 24.6 51.7

Odisha 1.0 16.6 27.2 55.2 0.2 16.5 22.5 60.8

Punjab 2.0 28.6 29.1 40.3 1.2 23.1 27.6 48.1

Rajasthan 3.0 33.8 30.4 32.8 1.7 28.1 22.9 47.2

Tamil Nadu 1.0 29.8 32.4 36.9 0.5 22.0 27.7 49.8

Uttar Pradesh 2.2 29.8 28.2 39.8 2.1 25.7 28.0 44.1

West Bengal 1.3 17.9 25.4 55.4 0.5 17.5 20.3 61.7

Source Chap. 3, estimates of fertility indicators-www.censusindia.gov.in/vital statistics/SRS, 2013
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Table 18.12 Number of births (in million) averted since 1956 by various methods of family
planning

Year Sterilisations I.U.D. CC OP Other
methods
(col. 4 + 5)

Total (all
methods)

Cumulative
total

1 2 3 4 5 6 7 8

1956–60 0.036 0.000 0.000 0.036 0.036

1961 0.034 0.000 0.000 0.034 0.070

1962 0.055 0.000 0.000 0.055 0.125

1963 0.086 0.000 0.009 0.009 0.095 0.219

1964 0.119 0.000 0.039 0.000 0.039 0.158 0.377

1965–66 0.179 0.024 0.055 0.000 0.055 0.258 0.635

1966–67 0.316 0.171 0.064 0.000 0.064 0.552 1.187

1967–68 0.510 0.280 0.054 0.000 0.054 0.844 2.031

1968–69 0.866 0.323 0.069 0.000 0.069 1.258 3.289

1969–70 1.159 0.330 0.127 0.000 0.127 1.666 4.905

1970–71 1.400 0.330 0.188 0.000 0.188 1.917 6.823

1971–72 1.585 0.318 0.239 0.000 0.239 2.141 8.964

1972–73 1.957 0.300 0.274 0.000 0.274 2.532 11.496

1973–74 2.437 0.260 0.296 0.000 0.296 2.993 14.488

1974–75 2.463 0.232 0.335 0.000 0.335 3.030 17.518

1975–76 2.584 0.201 0.321 0.002 0.323 3.107 20.625

1976–77 3.068 0.227 0.409 0.009 0.418 3.713 24.338

1977–78 4.401 0.231 0.408 0.015 0.423 5.055 29.393

1978–79 4.329 0.202 0.374 0.018 0.393 4.924 34.317

1979–80 4.286 0.221 0.381 0.019 0.408 4.907 39.224

1980–81 4.300 0.245 0.368 0.020 0.387 4.933 44.157

1981–82 4.369 0.262 0.452 0.023 0.475 5.106 49.263

1982–83 4.587 0.299 0.553 0.031 0.585 5.471 54.734

1983–84 5.013 0.400 0.724 0.074 0.798 6.210 60.944

1984–85 5.533 0.620 0.913 0.202 1.115 7.269 68.212

1985–86 5.975 0.831 1.012 0.303 1.315 8.121 76.733

1986–87 6.484 1.076 1.102 0.342 1.444 9.003 85.336

1987–88 7.005 1.330 1.184 0.438 1.622 9.956 95.293

1988–89 7.467 1.559 1.347 0.499 1.846 10.873 106.165

1989–90 7.824 1.777 1.491 0.582 2.074 11.674 117.840

1990–91 8.039 1.940 1.659 0.667 2.326 12.305 130.144

1991–92 8.189 2.081 1.684 0.739 2.423 12.693 142.837

1992–93 8.311 3.041 1.642 0.760 2.402 12.753 155.590

1993–94 8.466 2.110 1.806 0.772 2.578 13.154 168.745

1994–95 8.640 2.355 2.017 1.031 3.047 14.042 182.786

1995–96 8.798 2.609 2.042 1.143 3.185 14.593 197.379

1996–97 8.888 2.746 2.004 1.190 3.194 14.828 212.207
(continued)
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Table 18.12 (continued)

Year Sterilisations I.U.D. CC OP Other
methods
(col. 4 + 5)

Total (all
methods)

Cumulative
total

1997–98 8.874 2.667 1.985 1.284 3.269 14.810 227.017

1998–99 8.894 2.694 1.967 1.515 3.482 15.070 242.087

1999–
2000

8.927 2.709 2.044 1.656 3.700 15.336 257.423

2000–01 9.006 2.737 2.106 1.791 3.897 15.640 273.064

2001–02 9.112 2.741 2.099 1.834 3.933 15.787 288.850

2002–03 9.223 2.773 2.203 2.059 4.262 16.258 305.108

2003–04 9.341 2.769 2.658 2.213 4.871 16.981 322.089

2004–05 9.459 2.760 2.767 2.256 5.018 17.237 339.326

2005–06 9.563 2.762 2.823 2.141 4.965 17.289 356.615

2006–07 9.618 2.760 3.054 2.219 5.273 17.651 374.266

2007–08 9.644 2.734 3.103 2.322 5.425 17.803 392.069

2008–09 9.730 2.717 2.885 2.407 5.291 17.738 409.807

2009–10 9.820 2.634 2.144 2.007 4.151 16.605 426.412

2010–11 9.901 2.612 1.921 1.900 3.821 16.335 442.747

Source Family Welfare of India, Statistics 2011, Revised in 30.11.2011

Table 18.13 Couple currently and effectively protected in India by various methods of family
planning since 1980–81 (000’s)

Year Couples currently protected
due to all methods

% Couples effectively protected
due to all methods

%

1980–81 28,365 24.4 26,444 22.8

1985–86 50,109 38.7 45,163 34.9

1990–91 71,933 49.6 64,071 44.1

1991–92 72,088 48.6 64,655 43.6

1992–93 73,948 48.7 65,946 43.5

1993–94 79,561 51.3 70,361 45.4

1994–95 81,737 51.6 72,552 45.8

1995–96 84,368 52.2 75,094 46.8

1996–97 83,946 51.0 74,746 46.5

1997–98 84,213 50.8 75,226 45.4

1998–99 81,888 48.6 74,221 44.0

1999–2000 83,790 51.9 79,016 46.2

2000–01 89,109 51.3 79,352 45.6

2001–02 90,366 51.1 80,812 45.7

2002–03 96,473 53.7 84,510 47.6
(continued)
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Table 18.13 (continued)

Year Couples currently protected
due to all methods

% Couples effectively protected
due to all methods

%

2003–04 98,724 54.1 86,140 47.2

2004–05 98,332 53.1 85,808 46.3

2005–06 101,455 54.0 87,702 46.7

2006–07 102,166 53.6 88,144 46.2

2007–08 103,938 53.7 89,884 46.5

2008–09 94,131 48.1 83,967 42.9

2009–10 91,494 46.1 82,497 41.6

2010–11 91,121 46.6 82,502 40.4

Source Family Welfare of India, Statistics 2011, Revised in 30.11.2011

Table 18.14 Couples effectively protected and births averted through Family Planning Efforts

Year Couples effectively protected through Births averted

Sterilisation
(%)

IUD
(%)

Other
methods (%)

All
methods
(%)

Number
(million)

Proportional to
potential
births (%)

1971–72 9.9 1.4 1.1 12.4 2.56 11.16

1972–73 12.3 1.2 1.2 14.7 3.08 13.23

1973–74 12.4 1.1 1.4 14.9 3.10 13.41

1974–75 12.6 1.0 1.2 14.8 3.17 13.32

1975–76 14.2 1.0 1.7 16.9 3.78 15.21

1976–77 20.7 1.1 1.7 23.5 5.59 21.15

1977–78 20.1 0.9 1.5 22.5 5.33 20.25

1978–79 19.9 0.9 1.6 22.4 5.42 20.16

1979–80 19.9 1.0 1.4 22.3 5.51 20.07

1980–81 20.1 1.0 1.7 22.8 5.86 20.52

1981–82 20.7 1.1 2.9 24.7 6.68 22.23

1982–83 22.0 1.4 2.5 25.9 7.24 23.31

1983–84 23.7 2.2 3.7 29.6 8.85 26.64

1984–85 24.9 2.9 4.4 32.2 10.04 28.98

1985–86 26.5 3.7 4.7 34.9 11.29 31.41

1986–87 27.9 4.5 5.1 37.5 12.69 33.75

1987–88 29.0 5.2 5.7 39.9 14.02 35.91

1988–89 29.8 5.9 6.2 41.9 15.08 35.71

1989–90 39.1 6.3 6.9 43.3 15.91 38.97

1990–91 30.3 6.7 7.2 44.2 16.51 39.78

1991–92 30.3 6.3 6.9 43.5 16.14 39.15

1992–93 30.3 6.3 6.9 43.5 16.23 39.15

1993–94 30.3 6.8 8.3 45.4 17.62 40.86
(continued)
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while non-government family planning expert, AlokRanjanChaurasia of ‘Shyam’
Institute, Bhopal and Ravendra Singh of National Academy of Statistical
Administration, New Delhi, India have put the said avertion at 15.05 million in
forty years from 1971 till 2011. No estimates on birth avertion are, however,
available on public domain on what could have been achieved had the family
planning been properly implemented in the states of India and the extent of missed
opportunity. Incidentally, way back in 2000, the National population Commission
published the Report of the Working Group on Strategies to address Unmet Needs
which mentioned that ‘India has around 29 million women having unmet needs for
family planning’. It has also referred to the NFHS I (1992–93) and NFHS II(1998–
99) data which reported that the unmet needs for contraception were 19.5 and
15.8 % respectively. The situation has not improved since then. The Annual Report
of the Ministry of Health and Family Welfare, 2014–15 has mentioned that as per
DLHS III (2007–08), the unmet needs of contraception stood at 21.3 %. Further,
the Family Welfare Statistics, published by the Ministry of Health and Family
Welfare in 2011, as shown in Table 18.13, captured the Couple Protection Rate
from all methods since 1980–81 which reveals the enormity of unprotected couples,

Table 18.14 (continued)

Year Couples effectively protected through Births averted

Sterilisation
(%)

IUD
(%)

Other
methods (%)

All
methods
(%)

Number
(million)

Proportional to
potential
births (%)

1994–95 30.2 7.2 8.5 45.9 18.18 41.31

1995–96 30.2 7.8 8.5 46.5 18.56 41.85

1996–97 29.6 7.4 8.3 45.3 17.74 40.77

1997–98 29.3 7.3 8.8 45.4 17.83 40.86

1998–99 29.1 7.4 7.5 44.0 16.90 39.60

1999–
2000

29.0 7.3 9.9 46.2 18.45 41.58

2000–01 28.9 7.2 9.6 45.7 18.22 41.13

2001–02 28.7 7.1 9.9 45.7 18.26 41.13

2002–03 28.5 7.0 11.5 47.0 19.24 42.30

2003–04 28.0 7.0 11.9 46.9 19.13 42.21

2004–05 28.2 6.8 11.3 46.3 18.63 41.67

2005–06 27.9 6.7 12.1 46.7 18.98 42.03

2006–07 27.6 6.5 12.1 46.2 18.66 41.58

2007–08 27.5 6.4 12.5 46.5 19.01 41.85

2008–09 27.4 6.1 9.4 42.9 16.66 38.61

2009–10 27.2 6.0 8.3 41.6 15.76 37.44

2010–11 26.7 5.7 8.0 40.4 15.05 36.36

Source 40 years of Planned Family Planning Efforts in India (as Estimated) by
AlokRanjanChaurasia ‘Shyam’ Institute, Bhopal, India Ravendra Singh National Academy of
Statistical Administration, New Delhi, India
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size wise and percentage wise up to 2010–11. These indirectly point to the level of
missed opportunity to avertion of birth, though no quantitative estimate of possible
birth avertion was available. The slow moving improvements of CBRs and the
inability in reaching TFR at 2.1 even in 2016, after a lapse of 65 years of family
planning initiatives, are contra-indications of the real effectiveness of the family
planning in the country. The demographic indicators of decadal growth rate and the
net periodical addition of population point to our helplessness in containing run-
away population. The most worrying aspect is lack of our sensitivity to the impact
of burgeoning number of population on our economy and body-politic. The country
appears to be least concerned to accept the increasing load of population as a
problem in improving the quality of life, the size of BPL population, the nutrition
profile, the employment scenario, the natural stock of resources and in upscaling the
human development profile. Further, the lassiaze faire approach of family planning
has become very conducive to promote religious agenda to increase numbers with
no social impunity. Additionally, the international borders of India look like wel-
come posts for infiltrators, and unabated flow of them add the number of population
of India merrily on regular basis as this important aspect of population control is
hardly addressed on ground of political expediency and vote-bank politics.
Unfortunately enough, the prevention of infiltration as a part of population control
programme has not been in place in India and the Ministry of Home Affairs has not
been tied up as a co-partner for population control. Ironically enough, the Ministry
of Health and Family Welfare now looks upon population problem merely as health
care management problem within the bounds of National Health Mission.
Moreover, the extent of carrying capacity of population in our country does never
feature as an agenda for policy debate either in the government or in other social
platforms. The country treats the tricking sound of additional number of population
in the Population Watch as a disturbing noise and never bother to revisit and
reinvent the course correction mechanism. India has, ipso facto, turned out to be an
unique model of demographic transition with limitless boundary. For the same
reason, India does not envisage any sustainable population nor does it have any
sustainable agenda in its policy front.
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Chapter 19
India’s Perceived Challenges for Securing
Sustainable Population in the Context
of Sustainable Development Goals

Abstract The destination point of UN Sustainable Development Goals (SDGs)
adopted on 25th September, 2015 is to put in place a new world free from hunger,
gender inequity, and human indignity. The summit gave a clarion call of a new
framework of “Transforming Our World: the 2030 Agenda for Sustainable
Development”. One of the collateral objectives is to put in place the state of
sustainable population. Unless sustainable population is secured, it is well-nigh
impossible to have sustainable development. With 121, 05, 69, 573 number of
population as per census, 2011, India happens to be second most populous country
in the world sustaining 17.5 % of the world population on 2.4 %of the world’s
surface area. It is on way to overtake China on carrying maximum load of popu-
lation in the world. In the circumstances, India is in need of framing a Sustainable
Population Policy and also its Strategy. A Parliamentary Committee is needed to
address all mundane issues connected with sustainable population and draw up a
Report for intensive discussions in the Parliament on sustainable population policy
and strategy. The uppermost consideration should always be the realisation that
there are physical limits to the earth-space of India and its life support systems.
Technology may give temporary respite in some areas with perceptible fortune for
short duration; the limits to population growth are permanent. India is a case of
limitless population growth. It is a classic case of over population. India has now no
choice but to pursue a regime of hard options for a period of time as there is no
quick fix for sustainable population.

Keywords The 2030 agenda for sustainable development � UN projection �
Sustainable population concept � Civilization crisis � Demographic disaster �
Sustainable population policy for india

The destination point of UN Sustainable Development Goals (SDGs) adopted on
25th September, 2015 is to put in place a new world free from hunger, gender
inequity, and human indignity. The summit gave a clarion call of a new framework
of “Transforming Our World: the 2030 Agenda for Sustainable Development”. One
of the collateral objectives, which in turn happened to transform itself as a
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necessary condition of sustainable development, is to put in place the state of
sustainable population in a given country. Unless sustainable population is secured,
it is well-nigh impossible to have sustainable development. With 121, 05, 69, 573
number of population as per census, 2011, India happens to be second most pop-
ulous country in the world sustaining 17.5 % of the world population on 2.4 % of
the world’s surface area. It is on way to overtake China on carrying maximum load
of population in the world. In the circumstances, it is very important to have an
objective assessment as to whether India will be able to secure sustainable popu-
lation and meet the essential requirement for sustainable development.

The carrying capacity of any sustainable population depends, among other
conditions, the geographical size of a country. In fact, availability of geographical
space may be considered as the primary requirement for maintaining a particular
size of population. It would thus be relevant to see the relative geographical area of
India vis-à-vis size of the earth and of other major countries of the world. In
Table 19.1, the relative geographical position of India has been shown:

The dynamics of population load changes fast and the respective Population
clock of the country aims to capture such dynamic growth of population. At
Table 19.2 the relative position of India and other major populous countries of the
world, as revealed in the Population Clock, has been captured as on 25th
November, 2015. It is a fact that the figures on population clock may not be as exact
as the census figures; nonetheless it is a dependable indicator of the emerging
scenario. Thus the population load of India, which represented 17.5 % of the world
population in 2011, moved up words at 17.6 % as per Population clock figure on
25th November, 2015, as would be evident from the following Table 19.2

Population and Development in volume 41 Number 3, September 2015, in
section Documents, at page 557 mentioned the UN Population Division’s series of

Table 19.1 The First 10 largest countries of the world

Country/Territory Rank Area (km2) % of total Continent/Region

Earth – 148,940,000 – Solar System

Russia 1 17,098,242 11.3 Asia/Europe

Canada 2 9,984,670 6.7 America/North

United States 3 9,629,091 6.5 America/North

P.R. China 4 9,598,094 6.4 Asia/Easter

Brazil 5 8,514,877 5.7 America/South

Australia 6 7,692,024 5.2 Australia

India 7 3,287,263 2.3 Asia/South-Central

Argentina 8 2,780,400 2 America/South

Kazakhstan 9 2,780,400 1.8 Asia/South Central

Algeria 10 2,381,741 1.6 Africa/Northern

Source www.nationsonline.org/oneworld/countryby_area.htm
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population projections for twenty-first century, termed the 2015 Revision which
was released in July 2015. The 2015 Revision’s medium-variant projections for the
ten largest countries as of 2015 (together making up 58 % of the world’s popula-
tion) are shown at Table 19.2

The data speak volumes of the population load of India and its alarming sce-
nario. Geographically speaking, India is projected to carry the highest number of
population in 2030 with a mere 2.3 (or 2.4 as per Census India’s estimate) per cent
of space of the earth. This itself raise a question as to whether India will be able to
absorb this size of population without any damage to the fundamentals of the Indian
economy. The data further raises serious question on how far the on-growing huge
size of population over and above 2011 population would be sustainable to meet the
parameters of sustainable development goals in 2030 Table 19.3. The huge size of
population, current status of human development and its needed up-scaling for
tomorrow, including the emerging additional size of population, its impact on
natural resources along with climatic change factors, are areas of big concern for
India. Normal economic sense does suggest that such a scenario will bring about
untold stress on all aspects of economic and social life. Further, the incremental per
year population addition from this higher base of number would be fearsome, to say
the least. The UN projection of 1705 million in 2050 and 1660 million in 2100 are
figures that signal the onset of a period of population disaster Table 19.4.

Table 19.2 Dependence of population

Rank Country
(or dependent
territory)

Population Date % of world
population

Source

1 China 1,373,310,000 21 November, 2015 18.9 Official population
clock

2 India 1,280380,000 21 November, 2015 17.6 Official population
clock

3 United States 322,277,000 21 November, 2015 4.42 Official population
clock

4 Indonesia 255,461,700 1 July, 2015 3.51 Official projection

5 Brazil 205,223,000 21 November, 2015 2.82 Official population
clock

6 Pakistan 188,925,000 1 July, 2015 2.59 UN projection

7 Nigeria 182,202,000 1 July, 2015 2.5 UN projection

8 Bangladesh 159,404,000 21 November, 2015 2.19 Official population
clock

9 Russia 146,443,030 21 November, 2015 2.01 Official population
clock

10 Japan 126,890,000 21 November, 2015 1.74 Official population
clock

Source Wikipedia
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In the given context, the choice before the country is to initiate robust population
control measures, as permissible in a democratic country and embark on damage
limitation exercise on demographic front on areas of concern. For that matter, two
very important areas, namely, the nature of CBR and the status of TFR in India
deserve particular attention. However, the All-India aggregate population scenario
on these areas might not be very helpful for course correction in view of great
diversity in the demographic front in the states of India; the success story in the
demographic front of all the southern parts of India is different from the
northern/central parts of India being represented in good measure by a good number

Table 19.3 Population in 2015 and projected population (medium- variant) in 2030, 2050, and
2100 of the ten largest countries in 2015(millions)

Country 2015 2030 2050 2100

China 1376 1416 1348 1004

India 1311 1526 1705 1660

United States 322 356 389 450

Indonesia 258 295 322 314

Brazil 208 229 238 200

Pakistan 189 245 310 364

Nigeria 182 263 399 752

Bangladesh 161 186 202 170

Russian Federation 143 139 129 117

Mexico 127 148 164 148

Source United Nations Department of Economic and Social Affairs/Population Division, World
Population Prospects: The 2015 Revision. Key Findings and Advance Tables 52
Based on the related data in Table 19.1 and Table 19.2, a Table has been prepared to indicate the
relative population size of India in the year 2030, the terminal year of SDGs

Table 19.4 The size of geographical area vis-à-vis the size of population and its projection on
2030

Country/Territory % of geographical area
of the earth

Population
estimation in 2015

Projected
population in 2030

China 6.4 1376 1416

India 2.3 1311 1526

United States 6.5 322 356

Indonesia 1,3 258 295

Brazil 5.7 208 229

Pakistan 0.53 189 245

Nigeria 0.62 182 263

Bangladesh 0.10 161 186

Russian
Federation

11.3 143 139

Mexico 1.3 127 148

Source www.nationsonline.org/oneworld/country_by_area.ht
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of EAG (erstwhile BIMARU) states. As a matter of fact, demographic character in
India is not unique plagued as it is by traits of dualism and that the decadal growth
rate, CBR, TFR etc. vary sharply among the states and also within rural and urban
areas in a particular state. Since IMR is a big factor for number of CBR, this
component has been shown alongside. Let us have a summary view of CBR, IMR
and TFR in the states of India at Table 19.5 as shown below:

The Crude Birth Rate (CBR), as earlier mentioned, is defined as the number of
live births per thousand population. It is usually the dominant factor in determining
the rate of population growth. On the other hand, Total Fertility Rate (TFR) is the
number of children which a woman would bear during her life time and the TFR of
level 2.1 is generally taken as replacement level fertility. It is usually considered to
be a precondition for population stabilization. However, it does not mean the size of
population get stabilized immediately as it takes some time to take effect because
acceleration in population growth persists due to larger number of couples already
existing in the reproductive ages in that population. This is very relevant in the
context of population stabilization in India where a very larger number of couples
already exists in the reproductive ages. As per the SRS estimates of 2013, eight
States have reached TFR of 2.1 and nine States—all of them in the north and east,
except for Gujarat—haven’t yet reached replacements levels of 2.1. India as whole
might be in a position to achieve TFR by 2020, as demographers optimistically
believe.

The Table 19.5, as below, demonstrates that for effecting replacement level of
population, India has to depend on success on performances in family planning area
like CBR (Crude Birth Rate) and TFR (Total Fertility Rate) of most of the EAG
states in the country. While the projected time for achieving TFR of 2.1 is very long
and optimistic, the soft voluntary approach on family planning in the country may
not even ensure the projected date of its realisation. The journey for replacement
level population is indeed very long in India and it is very difficult to make any
exercise on roadmap for sustainable population on this count. Further, there arises a
big question whether replacement level of population can be equated with sus-
tainable population and whether such a replacement level of population of India,
say in 2020, would qualify it to be sustainable. Generally speaking, while
replacement level of population is a satisfying indicator for any country, there is,
however, no one to one correspondence with it with sustainable population. As a
matter of fact, sustainable population is a much bigger concept connected with
carrying capacity of a country endowed with natural resources, economic resources
and technological level of achievement, whereas the attainment of replacement
level of population may be looked upon to serve as a necessary condition for its
population stability. Therefore, population size of India in 2020, following TFR
attainment of 2.1, with backlog of huge population, may not qualify to be called
sustainable. It could, at best, be labelled as a stage of stable population after a phase
of an upwardly swing of population numbers. The position is indeed very dismal in
the population front in India today. The burgeoning number is no longer our asset,
notwithstanding a section of our demographers’ claim of demographic dividend on
ground of age-mix considerations.The huge size of poverty, the little scope of full
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Table 19.5 Summary view of CBR and TFR in the states of India

India/States CBR in
2012

IMR (recent
status)**

IMR (12th Plan
target)**

TFR
(2013)

All India 21.6 44 25 2.3

Andhra Pradesh 17.5 43 25 1.8

Arunachal
Pradesh

19.4 32 19

Assam 22.5 55 32 2.3

Bihar 27.7 44 26 3.4

Chhattisgarh 24.5 48 28 2.6

Goa 13.1 11 6

Gujarat 21.1 41 24 2.3

Haryana 21.6 44 26 2.2

Himachal
Pradesh

16.2 38 22 1.7

Jammu&
Kashmir

17.6 41 24 1.9

Jharkhand 24.7 39 23 2.7

Karnataka 18.5 35 15 1.9

Kerala 14.9 12 6 1.8

Madhya
Pradesh

26.6 59 34 2.9

Maharashtra 16.6 11 15 1.8

Manipur 14.6 23 6

Meghalaya 24.1 52 30

Mizoram 16.3 34 20

Nagaland 15.6 21 12

Odisha 19.9 57 33 1.8

Punjab 15.9 30 16 1.7

Rajasthan 25.9 52 30 2.8

Sikkim 17.2 26 15

Tamil Nadu 15.7 22 13 1.7

Tripura 13.9 29 17

Uttar Pradesh 27.4 57 32 3.1

Uttarakhand 18.5 36 21

West Bengal 16.1 32 11 1.6

A&N Islands# 15 23 12

NCT of Delhi 17.3 28 15 1.7

Chandigarh# 14.8 20 12

D&N Haveli# 25.6 35 20

Daman&Diu# 18.1 22 13

Lakshadweep# 14.8 24 14

puducherry 15.8 19 11

Source ** Planning Commission-12th Plan document, SRS 2013; # stands for Union Territories
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employment even of this younger segment and their joining the reproductive phase
sooner, could even signal another spell of population boom.

The formal take off to SDGs journey is yet to begin. For understanding the very
difficult but future shaping journey towards SDGs, it is required to look at the
relevant status of MDG performances as mentioned at Chap. 13. India is yet to
eradicate extreme poverty and hunger and could not halve the same between 1990
and 2015; the proportion of people who suffer from hunger and under-weight
children remains substantially high. The status of IMR and MMR, though improved
considerably, could not reach the MDG targets by 2015. While dedicated efforts
appeared to have been made to reach MDG targets, the population load stood in the
way to achieve desired results.

In the given context let us look if there is any policy in place in our country at
this material point of time or any National goal or any National declaration for
containing the runaway population situation by a Target Year, and whether inter-
vening initiatives are good enough and positive enough to effectively put a brake on
alarming addition of population and ensure stable/sustainable population. As dis-
cussed earlier, the National Population Policy (NPP), 2000 happened to be the first
structured population policy in India, lifespan of which expired at 2000. Since then,
no Population policy worth the name has been in place in India. The NPP, 2000 had
demographic goals and identified a host of issues which needed to be addressed to
bring the TFR to replacement levels by 2010 and stable population by 2045.
However, the basic postulate of TFR to reach at replacement level did not take
place and the question of reaching stable population remains as a wish-dream in
view of other hard data on the field. Further, the concept of stable population, as
perceived, is different from sustainable population which the country is required to
put in place to reach SDGs. The draft National Health policy, 2015 with a health
agenda on population stabilisation has still to be adopted formally and therefore, the
National Health policy (NHP), 2002, to all intents and purposes, remains as the
official policy of the country for the issues relevant to the family welfare aspect of
it. Incidentally, NHP, 2002 addresses items on better and safer contraceptive
choice, age of Marriage, birth spacing, family planning services on any fixed day at
non-camp site, increased male sterilisation and non-coercive approach to family
planning with improved access etc. There was no separate goal for population
stabilization nor of any projected population size of the country to be put in place
by a target date. In the given context, whatever has been incorporated in the Twelfth
Five Year Plan document on related demographic goal or projection would, if so
facto, be taken as the current population policy of the day. Unfortunately, the 12th
Plan document on Health and Family Welfare portrays only the vision on Health; it
has not incorporated separate vision on Family Welfare or for that matter population
stabilisation. Sadly enough, the country does not have any robust view on popu-
lation stabilisation or policy to address the critical runaway population scenario of
the country.

Sustainable population concept is much bigger and more complex than the
traditional concept of stable population, as discussed earlier in Chap. 13. For a
country to achieve sustainable population, it is necessary to have the postulates of a
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separate and dedicated policy goal, a holistic approach, a defined strategy and a
work platform to execute them firmly and effectively. While the country would be
addressing way forward for SDGs in the near future with all the stakeholders and
partners, on the lines of the SDG model of sustainable summit at the UN, the
missing component of sustainable population on the SDG platform need to be duly
addressed while working on blue-print for operation of SDGs in a country situation.

In the face of grim scenario and looming threat of numbers, India is pushed back
to a situation of no choice and has to adopt an unfamiliar approach. The fractured
political bodies will raise a huge hue and cry; a group of social activists will take up
right to procreation at free will and the religious lobby would create hysteria on
ground of being on attack on personal matter and a social group will come out
openly for fear of loss of its demographic agenda and vote bank politics. The
country has to take such risk as it is poised to an impending civilization crisis
triggered by demographic disaster and human wellbeing assault. In every year,
thousands of acres of farmland and forests are being destroyed killing off hundreds
of species, fresh water tables are falling; large size of consumption of many “re-
newable” resources are depleting stocks of non-renewable resources—fossil fuels,
metals and minerals—at ever-increasing rates. As per Global Footprint Network
and other research organizations, humans are currently consuming renewable
resources over 50 % faster than its truly sustainable rate. While there are no firm
estimates for India’s consumption overshoot, it would occupy a very good per-
centage of global over-consumption. For a sustainable quality of life, as per esti-
mates of the Global Footprint Network, the total world population needs to range in
between one and three billion people. Given the world’s current population in the
range of 7 billion, India’s current estimated population of 1.3 billion need to be
reduced in the range of 0.5 billion, a size of population India can maintain to have
quality of life on a sustainable basis. Since it is absurd to think of any reduction of
such size of population, the option before the government is to take hard decision to
adopt the much maligned Chinese prescription to have one child one family norm
even in this democratic country like India. The unusual situation calls for unusual
step.

The country has urgency to firm-up its actionable role on Sustainable population
in the context of SDGs as adopted at the UN’s Sustainable Summit, 2015. India is
in need of framing a Sustainable Population Policy and also its Strategy.
Accordingly, India’s Sustainable Population Policy and Strategy is needed to be
adopted by the parliament of India. A Parliamentary Committee is needed to
address all mundane issues connected with sustainable population and draw up a
fully baked Report for intensive discussions in the Parliament on sustainable
population policy and strategy. It would be worthwhile that before preparing its
draft, the Sub-committee may undertake wider discussions with civil society
organisations for a cohesive, pragmatic and future shaping policy and strategy on
India’s perceived role on sustainable population in the country in general and SDGs
in particular. The uppermost consideration should always be the realisation that
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there are physical limits to the earth-space of India and its life support systems.
Technology may give temporary respite in some areas with perceptible fortune for
short duration; the limits to population growth are permanent. India is a case of
limitless population growth. It is a classic case of over population. India has now no
choice but to pursue a regime of hard options for a period of time as there is no
quick fix for sustainable population.
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Erratum to: Sustainable Population
in the Background of Sustainable
Development Goals

Erratum to:
Chapter 13 in: B. SyamRoy, India’s Journey Towards
Sustainable Population,
DOI 10.1007/978-3-319-47494-6_13

The book was inadvertently published with identical contents in the lines 6 and 7 at
page 224 of Chapter 13. The lines 6 and 7 in that page should read

Goal 6: Combat HIV/AIDS, malaria and other diseases
Goal 7: Ensure Environmental Sustainability

Also at page 226, Goal 7 should read Ensure Environmental Sustainability

The updated original online version for this chapter can be found at
10.1007/978-3-319-47494-6_13

© Springer International Publishing Switzerland 2017
B. SyamRoy, India’s Journey Towards Sustainable Population,
DOI 10.1007/978-3-319-47494-6_20

E1

http://dx.doi.org/10.1007/978-3-319-47494-6_13
http://dx.doi.org/10.1007/978-3-319-47494-6_13


Appendix A
FAQs on Sustainable Development
Summit, 2015

(Press Kit for the Sustainable Development Summit 2015: Time for Global Action for
People and Planet)

Frequently Asked Questions

What is sustainable development?

• Sustainable development has been defined as development that meets the needs
of the present without compromising the ability of future generations to meet
their own needs.

• Sustainable development calls for concerted efforts towards building an inclu-
sive, sustainable and resilient future for people and planet.

• For sustainable development to be achieved, it is crucial to harmonize three core
elements: economic growth, social Inclusion and environmental protection.
These elements are interconnected and all are crucial for the wellbeing of
individuals and societies.

• Eradicating poverty in all its forms and dimensions is an indispensable
requirement for sustainable development. To this end, there must be promotion
of sustainable inclusive and equitable economic growth, creating greater
opportunities for all, reducing inequalities, raising basic standards of living,
fostering equitable social development and inclusion, and promoting integrated
and sustainable management of natural resources and ecosystems.

What are the Sustainable Development Goals?

• The 193 Member States of the United Nations reached consensus on the out-
come document of a new sustainable development agenda entitled,
“Transforming Our World: The 2030 Agenda for Sustainable Development”.
This agenda contains 17 goals and 169 targets. The complete list of goals and
targets are available at: http://www.un.org/sustainabledevelopment/sustainable–
developmentgoals/. The outcome document is available at: https://sustainable
development.un.org/post2015/transformingourworld
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• World leaders will officially adopt this universal, integrated and transformative
agenda in September to spur actions that will end poverty and build a more
sustainable world over the next 15 years.

• This agenda builds on the achievements of the Millennium Development Goals
(MDGs), which were adopted in 2000 and guided development action for the last
15 years. TheMDGs have proven that global goals can lift millions out of poverty.

• The new goals are part of an ambitious, bold sustainable development agenda
that will focus on the three interconnected elements of sustainable development:
economic growth, social inclusion and environmental protection.

• The Sustainable Development Goals (SDGs) and targets are global in nature and
universally applicable, taking into account different national realities, capacities and
levels of development and respecting national policies and priorities. They are not
independent fromeach other—they need to be implemented in an integratedmanner.

• The SDGs are the result of a three year long transparent, participatory process
inclusive of all stakeholders and people’s voices. They represent an unprecedented
agreement around sustainable development priorities among 193 Member States.
They have received world wide support from civil society, business,
Parliamentarians and other actors. The decision to launch a process to develop a set
of SDGs was made by UN Member States at the United Nations Conference on
Sustainable Development (Rio+20), held in Rio de Janeiro in June 2012.

What are the elements underpinning the Sustainable Development Goals?

• The Goals and targets will stimulate action over the next 15 years in areas of
critical importance: people, planet, prosperity, peace and partnership.

– People, as we are determined to end poverty and hunger, in all their forms
and dimensions, and to ensure that all human beings can fulfil their potential
in dignity and equality and in a healthy environment.

– Planet, to protect the planet from degradation, including through sustainable
consumption and production, sustainably managing its natural resources and
taking urgent action on climate change, so that it can support the needs of the
present and future generations.

– The Goals and targets will stimulate action over the next 15 years in areas of
critical importance: people, planet, prosperity, peace and partnership.

– People, as we are determined to end poverty and hunger, in all their forms
and dimensions, and to ensure that all human beings can fulfil their potential
in dignity and equality and in a healthy environment.

– Prosperity, to ensure that all human beings can enjoy prosperous and ful-
filling lives and that economic, social and technological progress occurs in
harmony with nature.

– Peace, to foster peaceful, just and inclusive societies free from fear and
violence. There can be no sustainable development without peace and no
peace without sustainable development.

– Partnership, to mobilize the means required to implement this agenda
through a revitalised global partnership for sustainable development, based
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on a spirit of strengthened global solidarity, focussed in particular on the
needs of the poorest and most vulnerable and with the participation of all
countries, all stakeholders and all people.

Why are new goals being adopted this year?

• The Millennium Development Goals that were launched in 2000 set 2015 as the
target year. Recognizing the success of the Goals—and the fact that a new
development agenda was needed beyond 2015—countries agreed in 2012 at Rio
+20, the UN Conference on Sustainable Development, to establish an open
working group to develop a set of sustainable development goals for consid-
eration and appropriate action.

• After more than a year of negotiations, the Open Working Group presented its
recommendation for the 17 sustainable development goals.

• In early August 2015, the 193 member states of the United Nations reached
consensus on the outcome document of the new agenda “Transforming Our
World: The 2030 Agenda for Sustainable Development”.

• Member States decided that the UN summit for the adoption of new sustainable
development agenda with its 17 goals will be held from 25 to 27 September
2015, in New York and convened as a highlevel plenary meeting of the General
Assembly.

Why are the Sustainable Development Goals so broad in comparison to the
Millennium Development Goals which were very specific?

• There are 17 sustainable development goals with 169 targets, in contrast to the 8
Millennium Development Goals with 21 targets. The complex challenges that
exist in the world today demand that a wide range of issues be covered. It is,
also, critical to address the root causes of the problems and not only the
symptoms.

• The Sustainable Development Goals are the result of a negotiation process that
involved the 193 UN Member States and also saw unprecedented participation
of civil society and other stakeholders. This led to the representation of a wide
range of interests and perspectives. On the other hand, the MDGs were produced
by a group of experts behind closed doors.

• The SDGs are broad in scope because they will address the interconnected
elements of sustainable development: economic growth, social inclusion and
environmental protection. The MDGs focused primarily on the social agenda.

• The MDGs targeted developing countries, particularly the poorest, while the
Sustainable Development Goals will apply to the entire world, developed and
developing countries.

Aren’t 17 SDGs and 169 targets too many, too ambiguous and unrealistic?

• Poverty eradication, shared prosperity and planetary sustainability cannot be
reduced to a simple formula.

• The SDGs represent the shared global goals and targets that will be tailored at
the country level, informed by context—based evidence.
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How are the SDGs different from the MDGs?

• The 17 Sustainable Development Goals with 169 targets are broader in scope
and will go further than the MDGs by addressing the root causes of poverty and
the universal need for development that works for all people. These goals will
cover the three dimensions of sustainable development: economic growth, social
inclusion and environmental protection.

• Building on the success and momentum of the MDGs, the new global goals will
cover more ground with ambitions to address inequalities, economic growth,
decent jobs, cities and human settlements, industrialization, energy, climate
change, sustainable consumption and production, peace and justice.

• The new goals are universal and apply to all countries, whereas the MDGs were
intended for action in developing countries only.

• A core feature of the SDGs has been the means of implementation–the mobi-
lization of financial resources as well as capacity building and the transfer of
environmentally sound technologies.

• The new goals recognize that tackling climate change is essential for sustainable
development and poverty eradication. SDG 13 aims to promote urgent action to
combat climate change and its impacts. Civil society has participated in the
process of negotiations for the new sustainable development agenda. How can
we quantify their contribution to the final document?

• The negotiating process on the sustainable development goals involved the
unprecedented participation of civil society and other stakeholders, such as the
private sector and mayors.

• During the negotiations, civil society and other stakeholders were able to speak
directly to government representatives.

• Many young people were also involved from the beginning on social media
platforms and the UN’s global My World survey that received more than 7
million votes from around the world, with approximately 75 % of participants
under 30 years of age.

How much will the implementation of this new sustainable development agenda
cost?

• The means of implementation—how to mobilize the financial resources to
achieve the sustainable development agenda is a core feature of the new agenda.

• This ambitious agenda will require the mobilization of significant resources—in
the trillions of dollars. But these resources already exist. There are far more than
enough savings in the world to finance the new agenda.

• Resources need to be mobilized from domestic and international sources, as well
as from the public and private sectors.

• Official development assistance is still necessary to help finance sustainable
development to assist the least developed countries.

• The agenda can be met within the framework of a revitalized global partnership
for sustainable development, supported by the concrete policies and actions as
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outlined in the Addis Ababa Action Agenda, the outcome document of the Third
International Conference on Financing for Development held in July.

How will the new development agenda be implemented?

• Implementation and success will rely on countries’ own sustainable develop-
ment policies, plans and programmes, and will be led by countries. The SDGs
will be a compass for aligning countries’ plans with their global commitments.

• Nationally owned and country–led sustainable development strategies will
require equivalent resource mobilization and financing strategies.

• The 17 SDGs and 169 targets of the new agenda will be Monitored and
reviewed using a set of global indicators. The global indicator framework, to be
developed by the Inter Agency and Expert Group on SDG Indicators, will be
agreed on by the UN Statistical Commission by March 2016.

• Governments will also develop their own national indicators to assist in mon-
itoring progress made on the goals and targets.

• The follow–up and review process will be undertaken on an annual basis by the
High Level Political Forum on Sustainable development through a SDG
Progress Report to be prepared by the Secretary General.

• The means of implementation of the SDGs will be monitored and reviewed as
outlined in the Addis Ababa Action Agenda, the outcome document of the
Financing for Development Conference, to ensure that financial resources are
effectively mobilized to support the new sustainable development agenda.

• A Technology Facilitation Mechanism, to be launched at the September
Summit, will address the technology needs of developing countries, the options
to address those needs and capacity building. Recognizing the central role of
technological cooperation for the achievement of sustainable development,
countries agreed on this mechanism at the Financing for Development
Conference.

How does climate change relate to sustainable development?

• We are already seeing that climate change is impacting public health, food and
water security, migration, peace and security. Investments in sustainable
development will help address climate change by reducing emissions and
building climate resilience. Action on climate change will drive sustainable
development and vice versa.

• Climate change, left unchecked, will roll back the development gains we have
made over the last decades and will make further gains impossible.

• Tackling climate change and fostering sustainable development are two mutu-
ally reinforcing sides of the same coin; sustainable development cannot be
achieved without climate action, as many of the SDGs are actually addressing
the core drivers of climate change.
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How does the climate component of the SDGs influence the debate on climate
change and the upcoming climate change conference in Paris later this year?

• The consensus reached on the outcome document of the new sustainable
development agenda does not aim to anticipate or usurp the role of the United
Nations Framework Convention on Climate Change, the body responsible for
the Climate Change Conference in Paris in December.

• Nevertheless, the agreement will send a strong signal that the world has high
expectations that the time has come for decisive positive outcomes on matters of
climate change.

• Given that many of the SDGs guide action on the core drivers of climate change,
their implementation, beginning on 1 January 2016, will accelerate transition
towards the implementation of the climate agreement that will enter into force in
2020.

What have the MDGs accomplished?

• The MDGs have produced the most successful anti–poverty movement in his-
tory and will serve as the springboard for the new sustainable development
agenda.

• Poverty and hunger: only two short decades ago, nearly half of the developing
world lived in extreme poverty. The number of people now living in extreme
poverty has declined by more than half, falling from 1.9 billion in 1990 to 836
million in 2015.

• Gender equality: The world has also witnessed dramatic improvement in gender
equality in schooling since the MDGs, and gender parity in primary school has
been achieved in the majority of countries. More girls are now in school, and
women have gained ground in parliamentary representation over the past
20 years in nearly 90 % of the 174 countries with data.

• Child mortality: globally, the under–five mortality rate dropped from 90 to 43
deaths per 1000 live births between 1990 and 2015.

• Maternal health: the maternal mortality ratio shows a decline of 45 % world-
wide, with most of the reduction occurring since 2000.

• Fighting diseases: new infection rates from HIV fell approximately by 40 %
between 2000 and 2013. Over 6.2 million malaria deaths were averted between
2000 and 2015, while tuberculosis prevention, diagnosis and treatment inter-
ventions saved an estimated 37 million lives between 2000 and 2013.

• Sanitation: Worldwide, 2.1 billion have gained access to improved sanitation
and the proportion of people practicing open defecation has fallen almost by half
since 1990.

• Global partnership: official development assistance from developed countries saw
an increase of 66 % in real terms from 2000 and 2014, reaching $135.2 billion.

What are the remaining gaps left by the MDGs?

• About 800 million people still live in extreme poverty and 795 million still
suffer from hunger.
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• Between 2000 and 2015, the number of children out of school declined by
almost half. However, there are still 57 million children who are denied the right
to primary education.

• Gender inequality persists in spite of more representation of women in parlia-
ment and more girls going to school. Women continue to face discrimination in
access to work, economic assets and participation in private and public deci-
sion–making.

• Economic gaps still exist between the poorest and richest households and rural
and urban areas. Children from the poorest 20 % of households are more than
twice as likely to be stunted as those from the wealthiest 20 % and are also four
times as likely to be out of school. Improved sanitation facilities are only
covering half of rural population, as opposed to 82 % in urban areas.

• While the mortality rate for children under five dropped by 53 % between 1990
and 2015, child deaths continue to be increasingly concentrated in the poorest
regions and in the first month of life.

How will progress of the SDGs be measured? How many indicators will be
developed for the 169 targets of the Sustainable Development Goals?

• The 17 goals and 169 targets will be monitored and reviewed using a set of
global indicators. These will be complemented by indicators at the regional and
national levels, which will be developed by Member States.

• The Inter Agency and Expert Group on SDG Indicators will develop the global
indicator framework which the UN Statistical Commission will subsequently
agree on in March 2016. Thereafter, the Economic and Social Council and the
General Assembly will adopt these indicators.

• Chief statisticians from Member States are working on the identification of the
targets with the aim to have 2 indicators for each target. There will be
approximately 300 indicators for all the targets. Where the targets cover cross—
cutting issues, however, the number of indicators may be reduced.

When are the SDGs expected to start and end?

• The SDGs are expected to start on 1 January 2016 and to be achieved by 31
December 2030. However, some targets that build on pre–set international
agreements are expected to be achieved even earlier than the end of 2030.
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Appendix B
The Paris Agreement on Climatic Change
Conference at COP 21

Conference of the Parties
Twenty-first session
Paris, 30 November to 11 December 2015

ADOPTION OF THE PARIS AGREEMENT
Welcoming the adoption of United Nations General Assembly resolution
A/RES/70/1, “Transforming our world: the 2030 Agenda for Sustainable
Development”, in particular its goal 13, and the adoption of the Addis Ababa
Action Agenda of the third International Conference on Financing for Development
and the adoption of the Sendai Framework for Disaster Risk Reduction.

Recognizing that climate change represents an urgent and potentially irreversible
threat to human societies and the planet and thus requires the widest possible
cooperation by all countries, and their participation in an effective and appropriate
international response, with a view to accelerating the reduction of global green-
house gas emissions.

Also recognizing that deep reductions in global emissions will be required in
order to achieve the ultimate objective of the Convention and emphasizing the need
for urgency in addressing climate change.

Acknowledging that climate change is a common concern of humankind, Parties
should, when taking action to address climate change, respect, promote and con-
sider their respective obligations on human rights, the right to health, the rights of
indigenous peoples, local communities, migrants, children, persons with disabilities
and people in vulnerable situations and the right to development, as well as gender
equality, empowerment of women and intergenerational equity.

Also acknowledging the specific needs and concerns of developing country
Parties arising from the impact of the implementation of response measures and, in
this regard, decisions 5/CP.7, 1/CP.10, 1/CP.16 and 8/CP.17.

Emphasizing with serious concern the urgent need to address the significant gap
between the aggregate effect of Parties’ mitigation pledges in terms of global annual
emissions of greenhouse gases by 2020 and aggregate emission pathways consis-
tent with holding the increase in the global average temperature to well below 2 °C
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above pre-industrial levels and pursuing efforts to limit the temperature increase to
1.5 °C above pre-industrial levels.

Also emphasizing that enhanced pre‐2020 ambition can lay a solid foundation
for enhanced post‐2020 ambition.

Stressing the urgency of accelerating the implementation of the Convention and
its Kyoto Protocol in order to enhance pre-2020 ambition.

Recognizing the urgent need to enhance the provision of finance, technology and
capacity-building support by developed country Parties, in a predictable manner, to
enable enhanced pre-2020 action by developing country Parties.

Emphasizing the enduring benefits of ambitious and early action, including
major reductions in the cost of future mitigation and adaptation efforts.

Acknowledging the need to promote universal access to sustainable energy in
developing countries, in particular in Africa, through the enhanced deployment of
renewable energy.

Agreeing to uphold and promote regional and international cooperation in order
to mobilize stronger and more ambitious climate action by all Parties and non-Party
stakeholders, including civil society, the private sector, financial institutions, cities
and other subnational authorities, local communities and indigenous peoples.

Adoption

1. Decides to adopt the Paris Agreement under the United Nations Framework
Convention on Climate Change (hereinafter referred to as “the Agreement”) as
contained in the annex;

2. Requests the Secretary-General of the United Nations to be the Depositary of
the Agreement and to have it open for signature in New York, United States of
America, from 22 April 2016 to 21 April 2017;

3. Invites the Secretary-General to convene a high-level signature ceremony for
the Agreement on 22 April 2016;

4. Also invites all Parties to the Convention to sign the Agreement at the cere-
mony to be convened by the Secretary-General, or at their earliest opportunity,
and to deposit their respective instruments of ratification, acceptance, approval
or accession, where appropriate, as soon as possible;

5. Recognizes that Parties to the Convention may provisionally apply all of the
provisions of the Agreement pending its entry into force, and requests Parties to
provide notification of any such provisional application to the Depositary;

6. Notes that the work of the Ad Hoc Working Group on the Durban Platform for
Enhanced Action, in accordance with decision 1/CP.17, paragraph 4, has been
completed;

7. Decides to establish the Ad Hoc Working Group on the Paris Agreement under
the same arrangement, mutatis mutandis, as those concerning the election of
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officers to the Bureau of the Ad Hoc Working Group on the Durban Platform
for Enhanced Action;

8. Also decides that the Ad Hoc Working Group on the Paris Agreement shall
prepare for the entry into force of the Agreement and for the convening of the
first session of the Conference of the Parties serving as the meeting of the
Parties to the Paris Agreement;

9. Further decides to oversee the implementation of the work programme resulting
from the relevant requests contained in this decision;

10. Requests the Ad Hoc Working Group on the Paris Agreement to report regu-
larly to the Conference of the Parties on the progress of its work and to
complete its work by the first session of the Conference of the Parties serving as
the meeting of the Parties to the Paris Agreement;

11. Decides that the Ad Hoc Working Group on the Paris Agreement shall hold its
sessions starting in 2016 in conjunction with the sessions of the Convention sub-
sidiary bodies and shall prepare draft decisions to be recommended through the
Conference of the Parties to the Conference of the Parties serving as the meeting of
the Parties to the Paris Agreement for consideration and adoption at its first session;

Intended Nationally Determined Contributions

12. Welcomes the intended nationally determined contributions that have been
communicated by Parties in accordance with decision 1/CP.19, paragraph 2(b);

13. Reiterates its invitation to all Parties that have not yet done so to communicate to
the secretariat their intended nationally determined contributions towards
achieving the objective of the Convention as set out in its Article 2 as soon as
possible and well in advance of the twenty-second session of the Conference of
the Parties (November 2016) and in a manner that facilitates the clarity, trans-
parency and understanding of the intended nationally determined contributions;

14. Requests the secretariat to continue to publish the intended nationally deter-
mined contributions communicated by Parties on the UNFCCC website;

15. Reiterates its call to developed country Parties, the operating entities of the
Financial Mechanism and any other organizations in a position to do so to
provide support for the preparation and communication of the intended
nationally determined contributions of Parties that may need such support;

16. Takes note of the synthesis report on the aggregate effect of intended nationally
determined contributions communicated by Parties by 1 October 2015, con-
tained in document FCCC/CP/2015/7;

17. Notes with concern that the estimated aggregate greenhouse gas emission levels
in 2025 and 2030 resulting from the intended nationally determined contribu-
tions do not fall within least-cost 2 °C scenarios but rather lead to a projected
level of 55 Gt in 2030, and also notes that much greater emission reduction
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efforts will be required than those associated with the intended nationally
determined contributions in order to hold the increase in the global average
temperature to below 2 °C above pre-industrial levels by reducing emissions to
40 Gt or to 1.5 °C above pre-industrial levels by reducing to a level to be
identified in the special report referred to in paragraph 21 below;

18. Also notes, in this context, the adaptation needs expressed by many developing
country Parties in their intended nationally determined contributions;

19. Requests the secretariat to update the synthesis report referred to in paragraph
16 above so as to cover all the information in the intended nationally deter-
mined contributions communicated by Parties pursuant to decision 1/CP.20 by
4 April 2016 and to make it available by 2 May 2016;

20. Decides to convene a facilitative dialogue among Parties in 2018 to take stock
of the collective efforts of Parties in relation to progress towards the long-term
goal referred to in Article 4, paragraph 1, of the Agreement and to inform the
preparation of nationally determined contributions pursuant to Article 4,
paragraph 8, of the Agreement;

21. Invites the Intergovernmental Panel on Climate Change to provide a special
report in 2018 on the impacts of global warming of 1.5 °C above pre-industrial
levels and related global greenhouse gas emission pathways;

Decisions To Give Effect To The Agreement

Mitigation

22. Invites Parties to communicate their first nationally determined contribution no
later than when the Party submits its respective instrument of ratification,
accession, or approval of the Paris Agreement. If a Party has communicated an
intended nationally determined contribution prior to joining the Agreement,
that Party shall be considered to have satisfied this provision unless that Party
decides otherwise;

23. Urges those Parties whose intended nationally determined contribution pur-
suant to decision 1/CP.20 contains a time frame up to 2025 to communicate by
2020 a new nationally determined contribution and to do so every five years
thereafter pursuant to Article 4, paragraph 9, of the Agreement;

24. Requests those Parties whose intended nationally determined contribution
pursuant to decision 1/CP.20 contains a time frame up to 2030 to communicate
or update by 2020 these contributions and to do so every five years thereafter
pursuant to Article 4, paragraph 9, of the Agreement;

25. Decides that Parties shall submit to the secretariat their nationally determined
contributions referred to in Article 4 of the Agreement at least 9–12 months in
advance of the relevant meeting of the Conference of the Parties serving as the
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meeting of the Parties to the Paris Agreement with a view to facilitating the
clarity, transparency and understanding of these contributions, including
through a synthesis report prepared by the secretariat;

26. Requests the Ad Hoc Working Group on the Paris Agreement to develop
further guidance on features of the nationally determined contributions for
consideration and adoption by the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement at its first session;

27. Agrees that the information to be provided by Parties communicating their
nationally determined contributions, in order to facilitate clarity, transparency and
understanding, may include, as appropriate, inter alia, quantifiable information on
the reference point (including, as appropriate, a base year), time frames and/or
periods for implementation, scope and coverage, planning processes, assumptions
and methodological approaches including those for estimating and accounting for
anthropogenic greenhouse gas emissions and, as appropriate, removals, and how
the Party considers that its nationally determined contribution is fair and ambitious,
in the light of its national circumstances, and how it contributes towards achieving
the objective of the Convention as set out in its Article 2;

28. Requests the Ad Hoc Working Group on the Paris Agreement to develop
further guidance for the information to be provided by Parties in order to
facilitate clarity, transparency and understanding of nationally determined
contributions for consideration and adoption by the Conference of the Parties
serving as the meeting of the Parties to the Paris Agreement at its first session;

29. Also requests the Subsidiary Body for Implementation to develop modalities
and procedures for the operation and use of the public registry referred to in
Article 4, paragraph 12, of the Agreement, for consideration and adoption by
the Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement at its first session;

30. Further requests the secretariat to make available an interim public registry in the
first half of 2016 for the recording of nationally determined contributions sub-
mitted in accordancewithArticle 4 of theAgreement, pending the adoption by the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement of the modalities and procedures referred to in paragraph 29 above;

31. Requests the Ad Hoc Working Group on the Paris Agreement to elaborate,
drawing from approaches established under the Convention and its related legal
instruments as appropriate, guidance for accounting for Parties’ nationally
determined contributions, as referred to in Article 4, paragraph 13, of the
Agreement, for consideration and adoption by the Conference of the Parties
serving as the meeting of the Parties to the Paris Agreement at its first session,
which ensures that:

(a) Parties account for anthropogenic emissions and removals in accordance
with methodologies and common metrics assessed by the Intergovernmental
Panel on Climate Change and adopted by the Conference of the Parties
serving as the meeting of the Parties to the Paris Agreement;
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(b) Parties ensure methodological consistency, including on baselines, between
the communication and implementation of nationally determined
contributions;

(c) Parties strive to include all categories of anthropogenic emissions or
removals in their nationally determined contributions and, once a source,
sink or activity is included, continue to include it;

(d) Parties shall provide an explanation of why any categories of anthropogenic
emissions or removals are excluded;

32. Decides that Parties shall apply the guidance mentioned in paragraph 31 above
to the second and subsequent nationally determined contributions and that
Parties may elect to apply such guidance to their first nationally determined
contribution;

33. Also decides that the Forum on the Impact of the Implementation of response
measures, under the subsidiary bodies, shall continue, and shall serve the
Agreement;

34. Further decides that the Subsidiary Body for Scientific and Technological
Advice and the Subsidiary Body for Implementation shall recommend, for
consideration and adoption by the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement at its first session, the modalities,
work programme and functions of the Forum on the Impact of the
Implementation of response measures to address the effects of the implemen-
tation of response measures under the Agreement by enhancing cooperation
amongst Parties on understanding the impacts of mitigation actions under the
Agreement and the exchange of information, experiences, and best practices
amongst Parties to raise their resilience to these impacts;1

36. Invites Parties to communicate, by 2020, to the secretariat mid-century,
long-term low greenhouse gas emission development strategies in accordance
with Article 4, paragraph 19, of the Agreement, and requests the secretariat to
publish on the UNFCCC website Parties’ low greenhouse gas emission
development strategies as communicated;

37. Requests the Subsidiary Body for Scientific and Technological Advice to
develop and recommend the guidance referred to under Article 6, paragraph 2,
of the Agreement for adoption by the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement at its first session, including
guidance to ensure that double counting is avoided on the basis of a corre-
sponding adjustment by Parties for both anthropogenic emissions by sources
and removals by sinks covered by their nationally determined contributions
under the Agreement;

38. Recommends that the Conference of the Parties serving as the meeting of the
Parties to the Paris Agreement adopt rules, modalities and procedures for the
mechanism established by Article 6, paragraph 4, of the Agreement on the basis of:

1Paragraph 35 has been deleted, and subsequent paragraph numbering and cross references to other
paragraphs within the document will be amended at a later stage.
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(a) Voluntary participation authorized by each Party involved;
(b) Real, measurable, and long-term benefits related to the mitigation of cli-

mate change;
(c) Specific scopes of activities;
(d) Reductions in emissions that are additional to any that would otherwise

occur;
(e) Verification and certification of emission reductions resulting from miti-

gation activities by designated operational entities;
(f) Experience gained with and lessons learned from existing mechanisms and

approaches adopted under the Convention and its related legal instruments;

39. Requests the Subsidiary Body for Scientific and Technological Advice to
develop and recommend rules, modalities and procedures for the mechanism
referred to in paragraph 38 above for consideration and adoption by the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement at its first session;

40. Also requests the Subsidiary Body for Scientific and Technological Advice to
undertake a work programme under the framework for non-market approaches
to sustainable development referred to in Article 6, paragraph 8, of the
Agreement, with the objective of considering how to enhance linkages and
create synergy between, inter alia, mitigation, adaptation, finance, technology
transfer and capacity-building, and how to facilitate the implementation and
coordination of non-market approaches;

41. Further requests the Subsidiary Body for Scientific and Technological Advice
to recommend a draft decision on the work programme referred to in paragraph
40 above, taking into account the views of Parties, for consideration and
adoption by the Conference of the Parties serving as the meeting of the Parties
to the Paris Agreement at its first session;

Adaptation

42. Requests the Adaptation Committee and the Least Developed Countries Expert
Group to jointly develop modalities to recognize the adaptation efforts of
developing country Parties, as referred to in Article 7, paragraph 3, of the
Agreement, and make recommendations for consideration and adoption by the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement at its first session;

43. Also requests the Adaptation Committee, taking into account its mandate and
its second three-year workplan, and with a view to preparing recommendations
for consideration and adoption by the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement at its first session:
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(a) To review, in 2017, the work of adaptation-related institutional arrangements
under the Convention, with a view to identifying ways to enhance the coher-
enceof theirwork, as appropriate, in order to respond adequately to the needs of
Parties;

(b) To consider methodologies for assessing adaptation needs with a view to
assisting developing countries, without placing an undue burden on them;

44. Invites all relevant United Nations agencies and international, regional and
national financial institutions to provide information to Parties through the
secretariat on how their development assistance and climate finance pro-
grammes incorporate climate-proofing and climate resilience measures;

45. Requests Parties to strengthen regional cooperation on adaptation where appro-
priate and, where necessary, establish regional centres and networks, in particular
in developing countries, taking into account decision 1/CP.16, paragraph 13;

46. Also requests the Adaptation Committee and the Least Developed Countries
Expert Group, in collaboration with the Standing Committee on Finance and
other relevant institutions, to develop methodologies, and make recommenda-
tions for consideration and adoption by the Conference of the Parties serving as
the meeting of the Parties to the Paris Agreement at its first session on:

(a) Taking the necessary steps to facilitate the mobilization of support for
adaptation in developing countries in the context of the limit to global
average temperature increase referred to in Article 2 of the Agreement;

(b) Reviewing the adequacy and effectiveness of adaptation and support
referred to in Article 7, paragraph 14(c), of the Agreement;

47. Further requests the Green Climate Fund to expedite support for the least developed
countries and other developing country Parties for the formulation of national
adaptation plans, consistent with decisions 1/CP.16 and 5/CP.17, and for the sub-
sequent implementation of policies, projects and programmes identified by them;

Loss and Damage

48. Decides on the continuation of the Warsaw International Mechanism for Loss and
Damage associated with Climate Change Impacts, following the review in 2016;

49. Requests the Executive Committee of the Warsaw International Mechanism to
establish a clearinghouse for risk transfer that serves as a repository for
information on insurance and risk transfer, in order to facilitate the efforts of
Parties to develop and implement comprehensive risk management strategies;

50. Also requests the Executive Committee of the Warsaw International
Mechanism to establish, according to its procedures and mandate, a task force
to complement, draw upon the work of and involve, as appropriate, existing
bodies and expert groups under the Convention including the Adaptation
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Committee and the Least Developed Countries Expert Group, as well as rele-
vant organizations and expert bodies outside the Convention, to develop rec-
ommendations for integrated approaches to avert, minimize and address
displacement related to the adverse impacts of climate change;

51. Further requests the Executive Committee of the Warsaw International
Mechanism to initiate its work, at its next meeting, to operationalize the pro-
visions referred to in paragraphs 49 and 50 above, and to report on progress
thereon in its annual report;

52. Agrees that Article 8 of the Agreement does not involve or provide a basis for
any liability or compensation.

Finance

53. Decides that, in the implementation of the Agreement, financial resources
provided to developing countries should enhance the implementation of their
policies, strategies, regulations and action plans and their climate change
actions with respect to both mitigation and adaptation to contribute to the
achievement of the purpose of the Agreement as defined in Article 2;

54. Also decides that, in accordance with Article 9, paragraph 3, of the Agreement,
developed countries intend to continue their existing collective mobilization
goal through 2025 in the context of meaningful mitigation actions and trans-
parency on implementation; prior to 2025 the Conference of the Parties serving
as the meeting of the Parties to the Paris Agreement shall set a new collective
quantified goal from a floor of USD 100 billion per year, taking into account the
needs and priorities of developing countries;

55. Recognizes the importance of adequate and predictable financial resources,
including for results-based payments, as appropriate, for the implementation of
policy approaches and positive incentives for reducing emissions from defor-
estation and forest degradation, and the role of conservation, sustainable man-
agement of forests and enhancement of forest carbon stocks; as well as alternative
policy approaches, such as joint mitigation and adaptation approaches for the
integral and sustainable management of forests; while reaffirming the importance
of non-carbon benefits associated with such approaches; encouraging the coor-
dination of support from, inter alia, public and private, bilateral and multilateral
sources, such as the Green Climate Fund, and alternative sources in accordance
with relevant decisions by the Conference of the Parties;

56. Decides to initiate, at its twenty-second session, a process to identify the
information to be provided by Parties, in accordance with Article 9, paragraph
5, of the Agreement with the view to providing a recommendation for

Appendix B: The Paris Agreement on Climatic Change Conference at COP 21 355



consideration and adoption by the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement at its first session;

57. Also decides to ensure that the provision of information in accordance with
Article 9, paragraph 7 of the Agreement shall be undertaken in accordance with
modalities, procedures and guidelines referred to in paragraph 96 below;

58. Requests Subsidiary Body for Scientific and Technological Advice to develop
modalities for the accounting of financial resources provided and mobilized
through public interventions in accordance with Article 9, paragraph 7, of the
Agreement for consideration by the Conference of the Parties at its
twenty-fourth session (November 2018), with the view to making a recom-
mendation for consideration and adoption by the Conference of the Parties
serving as the meeting of the Parties to the Paris Agreement at its first session;

59. Decides that the Green Climate Fund and the Global Environment Facility, the
entities entrustedwith the operation of the FinancialMechanism of theConvention,
as well as the Least Developed Countries Fund and the Special Climate Change
Fund, administered by theGlobal Environment Facility, shall serve theAgreement;

60. Recognizes that the Adaptation Fund may serve the Agreement, subject to
relevant decisions by the Conference of the Parties serving as the meeting of the
Parties to the Kyoto Protocol and the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement;

61. Invites the Conference of the Parties serving as the meeting of the Parties to the
Kyoto Protocol to consider the issue referred to in paragraph 60 above and
make a recommendation to the Conference of the Parties serving as the meeting
of the Parties to the Paris Agreement at its first session;

62. Recommends that the Conference of the Parties serving as the meeting of the
Parties to the Paris Agreement shall provide guidance to the entities entrusted
with the operation of the Financial Mechanism of the Convention on the
policies, programme priorities and eligibility criteria related to the Agreement
for transmission by the Conference of the Parties;

63. Decides that the guidance to the entities entrusted with the operations of the
Financial Mechanism of the Convention in relevant decisions of the Conference
of the Parties, including those agreed before adoption of the Agreement, shall
apply mutatis mutandis;

64. Also decides that the Standing Committee on Finance shall serve the
Agreement in line with its functions and responsibilities established under the
Conference of the Parties;

65. Urges the institutions serving the Agreement to enhance the coordination and
delivery of resources to support country-driven strategies through simplified
and efficient application and approval procedures, and through continued
readiness support to developing country Parties, including the least developed
countries and small island developing States, as appropriate;
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Technology Development and Transfer

66. Takes note of the interim report of the Technology Executive Committee on
guidance on enhanced implementation of the results of technology needs
assessments as referred to in document FCCC/SB/2015/INF.3;

67. Decides to strengthen the Technology Mechanism and requests the Technology
Executive Committee and the Climate Technology Centre and Network, in
supporting the implementation of the Agreement, to undertake further work
relating to, inter alia:

(a) Technology research, development and demonstration;
(b) The development and enhancement of endogenous capacities and

technologies;

68. Requests the Subsidiary Body for Scientific and Technological Advice to ini-
tiate, at its forty-fourth session (May 2016), the elaboration of the technology
framework established under Article 10, paragraph 4, of the Agreement and to
report on its findings to the Conference of the Parties, with a view to the
Conference of the Parties making a recommendation on the framework to the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement for consideration and adoption at its first session, taking into con-
sideration that the framework should facilitate, inter alia:

(a) The undertaking and updating of technology needs assessments, as well as
the enhanced implementation of their results, particularly technology action
plans and project ideas, through the preparation of bankable projects;

(b) The provision of enhanced financial and technical support for the imple-
mentation of the results of the technology needs assessments;

(c) The assessment of technologies that are ready for transfer;
(d) The enhancement of enabling environments for and the addressing of

barriers to the development and transfer of socially and environmentally
sound technologies;

69. Decides that the Technology Executive Committee and the Climate Technology
Centre and Network shall report to the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement, through the subsidiary bodies, on
their activities to support the implementation of the Agreement;

70. Also decides to undertake a periodic assessment of the effectiveness of and the
adequacy of the support provided to the Technology Mechanism in supporting
the implementation of the Agreement on matters relating to technology
development and transfer;

71. Requests the Subsidiary Body for Implementation to initiate, at its forty-fourth
session, the elaboration of the scope of and modalities for the periodic
assessment referred to in paragraph 70 above, taking into account the review of

Appendix B: The Paris Agreement on Climatic Change Conference at COP 21 357



the Climate Technology Centre and Network as referred to in decision 2/CP.17,
annex VII, paragraph 20 and the modalities for the global stocktake referred to
in Article 14 of the Agreement, for consideration and adoption by the
Conference of the Parties at its twenty-fifth session (November 2019);

Capacity-Building

72. Decides to establish the Paris Committee on Capacity-building whose aim will
be to address gaps and needs, both current and emerging, in implementing
capacity-building in developing country Parties and further enhancing
capacity-building efforts, including with regard to coherence and coordination
in capacity-building activities under the Convention;

73. Also decides that the Paris Committee on Capacity-building will manage and
oversee the work plan mentioned in paragraph 74 below;

74. Further decides to launch a work plan for the period 2016–2020 with the
following activities:

(a) Assessing how to increase synergies through cooperation and avoid
duplication among existing bodies established under the Convention that
implement capacity-building activities, including through collaborating
with institutions under and outside the Convention;

(b) Identifying capacity gaps and needs and recommending ways to address
them;

(c) Promoting the development and dissemination of tools and methodologies
for the implementation of capacity-building;

(d) Fostering global, regional, national and subnational cooperation;
(e) Identifying and collecting good practices, challenges, experiences, and

lessons learned from work on capacity-building by bodies established
under the Convention;

(f) Exploring how developing country Parties can take ownership of building
and maintaining capacity over time and space;

(g) Identifying opportunities to strengthen capacity at the national, regional,
and subnational level;

(h) Fostering dialogue, coordination, collaboration and coherence among rel-
evant processes and initiatives under the Convention, including through
exchanging information on capacity-building activities and strategies of
bodies established under the Convention;

(i) Providing guidance to the secretariat on the maintenance and further
development of the web-based capacity-building portal;
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75. Decides that the Paris Committee on Capacity-building will annually focus on
an area or theme related to enhanced technical exchange on capacity-building,
with the purpose of maintaining up-to-date knowledge on the successes and
challenges in building capacity effectively in a particular area;

76. Requests the Subsidiary Body for Implementation to organize annual in-session
meetings of the Paris Committee on Capacity-building;

77. Also requests the Subsidiary Body for Implementation to develop the terms of
reference for the Paris Committee on Capacity-building, in the context of the
third comprehensive review of the implementation of the capacity-building
framework, also taking into account paragraphs 75, 76, 77 and 78 above and
paragraphs 82 and 83 below, with a view to recommending a draft decision on
this matter for consideration and adoption by the Conference of the Parties at its
twenty-second session;

78. Invites Parties to submit their views on the membership of the Paris Committee
on Capacity-building by 9 March 2016;

79. Requests the secretariat to compile the submissions referred to in paragraph 78
above into a miscellaneous document for consideration by the Subsidiary Body
for Implementation at its forty-fourth session;

80. Decides that the inputs to the Paris Committee on Capacity-building will
include, inter alia, submissions, the outcome of the third comprehensive review
of the implementation of the capacity-building framework, the secretariat’s
annual synthesis report on the implementation of the framework for
capacity-building in developing countries, the secretariat’s compilation and
synthesis report on capacity-building work of bodies established under the
Convention and its Kyoto Protocol, and reports on the Durban Forum and the
capacity-building portal;

81. Requests the Paris Committee on Capacity-building to prepare annual technical
progress reports on its work, and to make these reports available at the sessions
of the Subsidiary Body for Implementation coinciding with the sessions of the
Conference of the Parties;

82. Also requests the Conference of the Parties at its twenty-fifth session
(November 2019), to review the progress, need for extension, the effectiveness
and enhancement of the Paris Committee on Capacity-building and to take any
action it considers appropriate, with a view to making recommendations to the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement at its first session on enhancing institutional arrangements for
capacity-building consistent with Article 11, paragraph 5, of the Agreement;

83. Calls upon all Parties to ensure that education, training and public awareness, as
reflected in Article 6 of the Convention and in Article 12 of the Agreement are
adequately considered in their contribution to capacity-building;

84. Invites the Conference of the Parties serving as the meeting of the Parties to the
Paris Agreement at its first session to explore ways of enhancing the imple-
mentation of training, public awareness, public participation and public access
to information so as to enhance actions under the Agreement;
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Transparency of Action and Support

85. Decides to establish a Capacity-building Initiative for Transparency in order to
build institutional and technical capacity, both pre- and post-2020. This ini-
tiative will support developing country Parties, upon request, in meeting
enhanced transparency requirements as defined in Article 13 of the Agreement
in a timely manner;

86. Also decides that the Capacity-building Initiative for Transparency will aim:

(a) To strengthen national institutions for transparency-related activities in line
with national priorities;

(b) To provide relevant tools, training and assistance for meeting the provisions
stipulated in Article 13 of the Agreement;

(c) To assist in the improvement of transparency over time;

87. Urges and requests the Global Environment Facility to make arrangements to
support the establishment and operation of the Capacity-building Initiative for
Transparency as a priority reporting-related need, including through voluntary
contributions to support developing countries in the sixth replenishment of the
Global Environment Facility and future replenishment cycles, to complement
existing support under the Global Environment Facility;

88. Decides to assess the implementation of the Capacity-building Initiative for
Transparency in the context of the seventh review of the financial mechanism;

89. Requests that the Global Environment Facility, as an operating entity of the
financial mechanism include in its annual report to the Conference of the Parties
the progress of work in the design, development and implementation of the
Capacity-building Initiative for Transparency referred to in paragraph 85 above
starting in 2016;

90. Decides that, in accordance with Article 13, paragraph 2, of the Agreement,
developing countries shall be provided flexibility in the implementation of the
provisions of that Article, including in the scope, frequency and level of detail
of reporting, and in the scope of review, and that the scope of review could
provide for in-country reviews to be optional, while such flexibilities shall be
reflected in the development of modalities, procedures and guidelines referred
to in paragraph 92 below;

91. Also decides that all Parties, except for the least developed country Parties and
small island developing States, shall submit the information referred to in
Article 13, paragraphs 7, 8, 9 and 10, as appropriate, no less frequently than on
a biennial basis, and that the least developed country Parties and small island
developing States may submit this information at their discretion;

92. Requests the Ad Hoc Working Group on the Paris Agreement to develop
recommendations for modalities, procedures and guidelines in accordance with
Article 13, paragraph 13, of the Agreement, and to define the year of their first
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and subsequent review and update, as appropriate, at regular intervals, for
consideration by the Conference of the Parties, at its twenty-fourth session, with
a view to forwarding them to the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement for adoption at its first session;

93. Also requests the Ad Hoc Working Group on the Paris Agreement in devel-
oping the recommendations for the modalities, procedures and guidelines
referred to in paragraph 92 above to take into account, inter alia:

(a) The importance of facilitating improved reporting and transparency over
time;

(b) The need to provide flexibility to those developing country Parties that
need it in the light of their capacities;

(c) The need to promote transparency, accuracy, completeness, consistency,
and comparability;

(d) The need to avoid duplication as well as undue burden on Parties and the
secretariat;

(e) The need to ensure that Parties maintain at least the frequency and quality
of reporting in accordance with their respective obligations under the
Convention;

(f) The need to ensure that double counting is avoided;
(g) The need to ensure environmental integrity;

94. Further requests the Ad Hoc Working Group on the Paris Agreement, when
developing the modalities, procedures and guidelines referred to in paragraph
92 above, to draw on the experiences from and take into account other on-going
relevant processes under the Convention;

95. Requests the Ad Hoc Working Group on the Paris Agreement, when devel-
oping modalities, procedures and guidelines referred to in paragraph 92 above,
to consider, inter alia:

(a) The types of flexibility available to those developing countries that need it
on the basis of their capacities;

(b) The consistency between the methodology communicated in the nationally
determined contribution and the methodology for reporting on progress
made towards achieving individual Parties’ respective nationally deter-
mined contribution;

(c) That Parties report information on adaptation action and planning includ-
ing, if appropriate, their national adaptation plans, with a view to collec-
tively exchanging information and sharing lessons learned;

(d) Support provided, enhancing delivery of support for both adaptation and
mitigation through, inter alia, the common tabular formats for reporting
support, and taking into account issues considered by the Subsidiary Body for
Scientific and Technological Advice on methodologies for reporting on
financial information, and enhancing the reporting by developing countries
on support received, including the use, impact and estimated results thereof;
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(e) Information in the biennial assessments and other reports of the Standing
Committee on Finance and other relevant bodies under the Convention;

(f) Information on the social and economic impact of response measures;

96. Also requests the Ad Hoc Working Group on the Paris Agreement, when
developing recommendations for modalities, procedures and guidelines referred
to in paragraph 92 above, to enhance the transparency of support provided in
accordance with Article 9 of the Agreement;

97. Further requests the Ad Hoc Working Group on the Paris Agreement to report
on the progress of work on the modalities, procedures and guidelines referred to
in paragraph 92 above to future sessions of the Conference of the Parties, and
that this work be concluded no later than 2018;

98. Decides that the modalities, procedures and guidelines developed under para-
graph 92 above, shall be applied upon the entry into force of the Paris
Agreement;

99. Also decides that the modalities, procedures and guidelines of this transparency
framework shall build upon and eventually supersede the measurement,
reporting and verification system established by decision 1/CP.16, paragraphs
40–47 and 60–64, and decision 2/CP.17, paragraphs 12–62, immediately fol-
lowing the submission of the final biennial reports and biennial update reports;

Global Stocktake

100. Requests the Ad Hoc Working Group on the Paris Agreement to identify the
sources of input for the global stocktake referred to in Article 14 of the
Agreement and to report to the Conference of the Parties, with a view to
the Conference of the Parties making a recommendation to the Conference of
the Parties serving as the meeting of the Parties to the Paris Agreement for
consideration and adoption at its first session, including, but not limited to:

(a) Information on:

(i) The overall effect of the nationally determined contributions com-
municated by Parties;

(ii) The state of adaptation efforts, support, experiences and priorities
from the communications referred to in Article 7, paragraphs 10
and 11, of the Agreement, and reports referred to in Article 13,
paragraph 7, of the Agreement;

(iii) The mobilization and provision of support;

(b) The latest reports of the Intergovernmental Panel on Climate Change;
(c) Reports of the subsidiary bodies;
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101. Also requests the Subsidiary Body for Scientific and Technological Advice to
provide advice on how the assessments of the Intergovernmental Panel on
Climate Change can inform the global stocktake of the implementation of the
Agreement pursuant to its Article 14 of the Agreement and to report on this
matter to the Ad Hoc Working Group on the Paris Agreement at its second
session;

102. Further requests the Ad Hoc Working Group on the Paris Agreement to
develop modalities for the global stocktake referred to in Article 14 of the
Agreement and to report to the Conference of the Parties, with a view to
making a recommendation to the Conference of the Parties serving as the
meeting of the Parties to the Paris Agreement for consideration and adoption at
its first session;

Facilitating Implementation and Compliance

103. Decides that the committee referred to in Article 15, paragraph 2, of the
Agreement shall consist of 12 members with recognized competence in rel-
evant scientific, technical, socio-economic or legal fields, to be elected by the
Conference of the Parties serving as the meeting of the Parties to the Paris
Agreement on the basis of equitable geographical representation, with two
members each from the five regional groups of the United Nations and one
member each from the small island developing States and the least developed
countries, while taking into account the goal of gender balance;

104. Requests the Ad Hoc Working Group on the Paris Agreement to develop the
modalities and procedures for the effective operation of the committee referred
to in Article 15, paragraph 2, of the Agreement, with a view to the Ad Hoc
Working Group on the Paris Agreement completing its work on such
modalities and procedures for consideration and adoption by the Conference
of the Parties serving as the meeting of the Parties to the Paris Agreement at its
first session;

Final Clauses

105. Also requests the secretariat, solely for the purposes of Article 21 of the
Agreement, to make available on its website on the date of adoption of the
Agreement as well as in the report of the Conference of the Parties at its
twenty-first session, information on the most up-to-date total and per cent of
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greenhouse gas emissions communicated by Parties to the Convention in their
national communications, greenhouse gas inventory reports, biennial reports
or biennial update reports;

Enhanced Action Prior to 2020

106. Resolves to ensure the highest possible mitigation efforts in the pre-2020
period, including by:

(a) Urging all Parties to the Kyoto Protocol that have not already done so to
ratify and implement the Doha Amendment to the Kyoto Protocol;

(b) Urging all Parties that have not already done so to make and implement a
mitigation pledge under the Cancun Agreements;

(c) Reiterating its resolve, as set out in decision 1/CP.19, paragraphs 3 and 4,
to accelerate the full implementation of the decisions constituting the
agreed outcome pursuant to decision 1/CP.13 and enhance ambition in the
pre-2020 period in order to ensure the highest possible mitigation efforts
under the Convention by all Parties;

(d) Inviting developing country Parties that have not submitted their first
biennial update reports to do so as soon as possible;

(e) Urging all Parties to participate in the existing measurement, reporting and
verification processes under the Cancun Agreements, in a timely manner,
with a view to demonstrating progress made in the implementation of their
mitigation pledges;

107. Encourages Parties to promote the voluntary cancellation by Party and
non-Party stakeholders, without double counting of units issued under the
Kyoto Protocol, including certified emission reductions that are valid for the
second commitment period;

108. Urges host and purchasing Parties to report transparently on internationally
transferred mitigation outcomes, including outcomes used to meet interna-
tional pledges, and emission units issued under the Kyoto Protocol with a view
to promoting environmental integrity and avoiding double counting;

109. Recognizes the social, economic and environmental value of voluntary miti-
gation actions and their co-benefits for adaptation, health and sustainable
development;

110. Resolves to strengthen, in the period 2016–2020, the existing technical
examination process on mitigation as defined in decision 1/CP.19, paragraph 5
(a), and decision 1/CP.20, paragraph 19, taking into account the latest sci-
entific knowledge, including by:

(a) Encouraging Parties, Convention bodies and international organizations to
engage in this process, including, as appropriate, in cooperation with
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relevant non-Party stakeholders, to share their experiences and sugges-
tions, including from regional events, and to cooperate in facilitating the
implementation of policies, practices and actions identified during this
process in accordance with national sustainable development priorities;

(b) Striving to improve, in consultation with Parties, access to and partici-
pation in this process by developing country Party and non-Party experts;

(c) Requesting the Technology Executive Committee and the Climate
Technology Centre and Network in accordance with their respective
mandates:

(i) To engage in the technical expert meetings and enhance their efforts
to facilitate and support Parties in scaling up the implementation of
policies, practices and actions identified during this process;

(ii) To provide regular updates during the technical expert meetings on
the progress made in facilitating the implementation of policies,
practices and actions previously identified during this process;

(iii) To include information on their activities under this process in their
joint annual report to the Conference of the Parties;

(d) Encouraging Parties to make effective use of the Climate Technology
Centre and Network to obtain assistance to develop economically, envi-
ronmentally and socially viable project proposals in the high mitigation
potential areas identified in this process;

111. Encourages the operating entities of the Financial Mechanism of the
Convention to engage in the technical expert meetings and to inform partic-
ipants of their contribution to facilitating progress in the implementation of
policies, practices and actions identified during the technical examination
process;

112. Requests the secretariat to organize the process referred to in paragraph 110
above and disseminate its results, including by:

(a) Organizing, in consultation with the Technology Executive Committee
and relevant expert organizations, regular technical expert meetings
focusing on specific policies, practices and actions representing best
practices and with the potential to be scalable and replicable;

(b) Updating, on an annual basis, following the meetings referred to in
paragraph 112(a) above and in time to serve as input to the summary for
policymakers referred to in paragraph 112(c) below, a technical paper on
the mitigation benefits and co-benefits of policies, practices and actions for
enhancing mitigation ambition, as well as on options for supporting their
implementation, information on which should be made available in a
user-friendly online format;

(c) Preparing, in consultation with the champions referred to in paragraph 122
below, a summary for policymakers, with information on specific policies,
practices and actions representing best practices and with the potential to
be scalable and replicable, and on options to support their implementation,
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as well as on relevant collaborative initiatives, and publishing the sum-
mary at least two months in advance of each session of the Conference of
the Parties as input for the high-level event referred to in paragraph 121
below;

113. Decides that the process referred to in paragraph 110 above should be orga-
nized jointly by the Subsidiary Body for Implementation and the Subsidiary
Body for Scientific and Technological Advice and should take place on an
ongoing basis until 2020;

114. Also decides to conduct in 2017 an assessment of the process referred to in
paragraph 110 above so as to improve its effectiveness;

115. Resolves to enhance the provision of urgent and adequate finance, technology
and capacity-building support by developed country Parties in order to
enhance the level of ambition of pre-2020 action by Parties, and in this regard
strongly urges developed country Parties to scale up their level of financial
support, with a concrete roadmap to achieve the goal of jointly providing USD
100 billion annually by 2020 for mitigation and adaptation while significantly
increasing adaptation finance from current levels and to further provide
appropriate technology and capacity-building support;

116. Decides to conduct a facilitative dialogue in conjunction with the
twenty-second session of the Conference of the Parties to assess the progress
in implementing decision 1/CP.19, paragraphs 3 and 4, and identify relevant
opportunities to enhance the provision of financial resources, including for
technology development and transfer and capacity-building support, with a
view to identifying ways to enhance the ambition of mitigation efforts by all
Parties, including identifying relevant opportunities to enhance the provision
and mobilization of support and enabling environments;

117. Acknowledges with appreciation the results of the Lima-Paris Action Agenda,
which build on the climate summit convened on 23 September 2014 by the
Secretary-General of the United Nations;

118. Welcomes the efforts of non-Party stakeholders to scale up their climate
actions, and encourages the registration of those actions in the Non-State
Actor Zone for Climate Action platform;3

119. Encourages Parties to work closely with non-Party stakeholders to catalyse
efforts to strengthen mitigation and adaptation action;

120. Also encourages non-Party stakeholders to increase their engagement in the
processes referred to in paragraph 110 above and paragraph 125 below;

121. Agrees to convene, pursuant to decision 1/CP.20, paragraph 21, building on
the Lima-Paris Action Agenda and in conjunction with each session of the
Conference of the Parties during the period 2016–2020, a high-level event
that:

(a) Further strengthens high-level engagement on the implementation of
policy options and actions arising from the processes referred to in
paragraph 110 above and paragraph 125 below, drawing on the summary
for policymakers referred to in paragraph 112(c) above;
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(b) Provides an opportunity for announcing new or strengthened voluntary
efforts, initiatives and coalitions, including the implementation of policies,
practices and actions arising from the processes referred to in paragraph
110 above and paragraph 125 below and presented in the summary for
policymakers referred to in paragraph 112(c) above;

(c) Takes stock of related progress and recognizes new or strengthened vol-
untary efforts, initiatives and coalitions;

(d) Provides meaningful and regular opportunities for the effective high-level
engagement of dignitaries of Parties, international organizations, interna-
tional cooperative initiatives and non-Party stakeholders;

122. Decides that two high-level champions shall be appointed to act on behalf of
the President of the Conference of the Parties to facilitate through strengthened
high-level engagement in the period 2016–2020 the successful execution of
existing efforts and the scaling-up and introduction of new or strengthened
voluntary efforts, initiatives and coalitions, including by:

(a) Working with the Executive Secretary and the current and incoming
Presidents of the Conference of the Parties to coordinate the annual
high-level event referred to in paragraph 121 above;

(b) Engaging with interested Parties and non-Party stakeholders, including to
further the voluntary initiatives of the Lima-Paris Action Agenda;

(c) Providing guidance to the secretariat on the organization of technical
expert meetings referred to in paragraph 112(a) above and paragraph 130
(a) below;

123. Also decides that the high-level champions referred to in paragraph 122 above
should normally serve for a term of two years, with their terms overlapping for
a full year to ensure continuity, such that:

(a) The President of the Conference of the Parties of the twenty-first session
should appoint one champion, who should serve for one year from the
date of the appointment until the last day of the Conference of the Parties
at its twenty-second session;

(b) The President of the Conference of the Parties of the twenty-second ses-
sion should appoint one champion who should serve for two years from
the date of the appointment until the last day of the Conference of the
Parties at its twenty-third session (November 2017);

(c) Thereafter, each subsequent President of the Conference of the Parties
should appoint one champion who should serve for two years and succeed
the previously appointed champion whose term has ended;

124. Invites all interested Parties and relevant organizations to provide support for
the work of the champions referred to in paragraph 122 above;

125. Decides to launch, in the period 2016–2020, a technical examination process
on adaptation;
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126. Also decides that the technical examination process on adaptation referred to
in paragraph 125 above will endeavour to identify concrete opportunities for
strengthening resilience, reducing vulnerabilities and increasing the under-
standing and implementation of adaptation actions;

127. Further decides that the technical examination process referred to in paragraph
125 above should be organized jointly by the Subsidiary Body for
Implementation and the Subsidiary Body for Scientific and Technological
Advice, and conducted by the Adaptation Committee;

128. Decides that the process referred to in paragraph 125 above will be pursued
by:

(a) Facilitating the sharing of good practices, experiences and lessons learned;
(b) Identifying actions that could significantly enhance the implementation of

adaptation actions, including actions that could enhance economic
diversification and have mitigation co-benefits;

(c) Promoting cooperative action on adaptation;
(d) Identifying opportunities to strengthen enabling environments and

enhance the provision of support for adaptation in the context of specific
policies, practices and actions;

129. Also decides that the technical examination process on adaptation referred to
in paragraph 125 above will take into account the process, modalities, outputs,
outcomes and lessons learned from the technical examination process on
mitigation referred to in paragraph 110 above;

130. Requests the secretariat to support the technical examination process referred
to in paragraph 125 above by:

(a) Organizing regular technical expert meetings focusing on specific policies,
strategies and actions;

(b) Preparing annually, on the basis of the meetings referred to in paragraph
130(a) above and in time to serve as an input to the summary for poli-
cymakers referred to in paragraph 112(c) above, a technical paper on
opportunities to enhance adaptation action, as well as options to support
their implementation, information on which should be made available in a
user-friendly online format;

131. Decides that in conducting the process referred to in paragraph 125 above, the
Adaptation Committee will engage with and explore ways to take into
account, synergize with and build on the existing arrangements for
adaptation-related work programmes, bodies and institutions under the
Convention so as to ensure coherence and maximum value;

132. Also decides to conduct, in conjunction with the assessment referred to in
paragraph 120 above, an assessment of the process referred to in paragraph
125 above, so as to improve its effectiveness;

133. Invites Parties and observer organizations to submit information on the
opportunities referred to in paragraph 126 above by 3 February 2016;
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Non-party Stakeholders

134. Welcomes the efforts of all non-Party stakeholders to address and respond to
climate change, including those of civil society, the private sector, financial
institutions, cities and other subnational authorities;

135. Invites the non-Party stakeholders referred to in paragraph 134 above to scale
up their efforts and support actions to reduce emissions and/or to build resi-
lience and decrease vulnerability to the adverse effects of climate change and
demonstrate these efforts via the Non-State Actor Zone for Climate Action
platform4 referred to in paragraph 118 above;

136. Recognizes the need to strengthen knowledge, technologies, practices and
efforts of local communities and indigenous peoples related to addressing and
responding to climate change, and establishes a platform for the exchange of
experiences and sharing of best practices on mitigation and adaptation in a
holistic and integrated manner;

137. Also recognizes the important role of providing incentives for emission
reduction activities, including tools such as domestic policies and carbon
pricing;

Administrative and Budgetary Matters

138. Takes note of the estimated budgetary implications of the activities to be
undertaken by the secretariat referred to in this decision and requests that the
actions of the secretariat called for in this decision be undertaken subject to the
availability of financial resources;

139. Emphasizes the urgency of making additional resources available for the
implementation of the relevant actions, including actions referred to in this
decision, and the implementation of the work programme referred to in
paragraph 9 above;

140. Urges Parties to make voluntary contributions for the timely implementation
of this decision.
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Appendix C
China’s Population Policy and Family
Planning Law—An Unofficial Version

China: Law of 2001, Population and Family Planning Law

Publisher National legislative bodies/national authorities

Publication
Date

29 December 2001

Cite as China: Law of 2001, Population and Family Planning Law [], 29 December
2001, available at: http://www.refworld.org/docid/42417cb54.html [accessed
22 August 2015]

Comments This is an unofficial translation

Disclaimer This is not a UNHCR publication. UNHCR is not responsible for, nor does it
necessarily endorse, its content. Any views expressed are solely those of the
author or publisher and do not necessarily reflect those of UNHCR, the United
Nations or its Member States

Chapter I. General provisions

Article 1. This law is enacted, in accordance with the Constitution, so as to bring
population into balance with social economic development, resources, and the
environment: to promote family planning; to protect citizens’ legitimate rights
and interests; to enhance family happiness, and to contribute to the nation’s
prosperity and social progress.
Article 2. China is a populous country. Family planning is a fundamental state
policy.
The State shall adopt a comprehensive approach to controlling population size
and improving socio-economical and public health characteristics of population.
The State shall rely on publicity and education, advances in science and tech-
nology, comprehensive services and the establishment and improvement of the
incentive and social security systems to carry out the family planning program.
Article 3. Population and family planning programs shall act in concert with
programs that expand women's educational and employment opportunities,
enhance their health, and elevate their status.
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Article 4. The People’s Governments and staff at all levels implementing the
family planning program shall act strictly within the law, enforcing it in a civil
manner, and must not infringe on citizens’ legitimate rights and interest.
The family planning administrative departments and their staff acting within the
law are protected by law.
Article 5. The State Council shall exercise authority over the national population
and family planning program. Local people’s governments at all levels shall
exercise authority over the population and family planning programs in their
respective jurisdictions.
Article 6. The family planning administrative department of the State Council
shall be in charge of the national family planning program and population
programs related to family planning.
Family planning administrative departments of people’s governments at county
level and above shall be in charge of family planning programs and population
programs related to family planning in their respective jurisdictions.
Other government administrative departments at county level and above shall be
in charge of aspects of the population and family planning programs falling
within their mandates.
Article 7. Social organizations such as Trade Unions, Communist Youth
Leagues, Women’s Federations, and Family Planning Associations; enterprises;
institutions; and individual citizens shall assist the people’s government in
carrying out population and family planning programs.
Article 8. Organizations and individuals making outstanding achievements in
the population and family planning programs shall be recognized and rewarded
by the State.

Chapter II. Formulation and implementation of population development plans

Article 9. The State Council shall devise population development plans and
incorporate them into the national economic and social development plans.
Based on plans at the next highest and national levels, people’s governments at
country level and above shall devise population development plans in line with
local conditions and incorporate them into their economic and social develop-
ment plans.
Article 10. People’s governments at country level and above shall devise pop-
ulation and above shall be responsible for routine implementation of population
and family planning action plans.
People’s governments of township, ethnic township, and town, and subdistrict
offices in urban areas, shall be in charge of population and family planning
programs in their respective jurisdictions and shall implement population and
family planning action plans.
Article 11. Population and family planning action plans shall stipulate measures
to govern population size, strengthen maternal and child health care services,
and improve socio-economical and public health characteristics of population.
Article 12. Villager’s committees and neighbourhood committees shall follow
the law and endeavor to implement family planning programs.
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State organs, the armed forces, social organizations, enterprises, and institutions
shall endeavor to implement their own family planning programs.
Article 13. Government departments responsible for family planning, education
science and technology, culture, public health, civil affairs, press and publica-
tion, and broadcasting and television shall organize and carry out public edu-
cation campaigns on population and family planning.
The mass media are obligated to carry pro bono public service messages on
population and family planning.
Schools shall provide human physiology, adolescence, and sexual health edu-
cation to students in a planned and audience-appropriate manner.
Article 14. Family planning programs among the migrant population shall be
jointly managed by their local governments of origin and local governments of
residence, with efforts focused where they reside.
Article 15. The State shall gradually increase the overall level of funding for
population and family planning programs, based on the national economic and
social development. People’s governments at all levels shall provide the nec-
essary funding for the implementation of their population and family planning
programs.
People’s governments at all levels shall give special support to population and
family planning programs in impoverished areas and minority ethnic areas.
The State shall encourage social organizations, enterprises, institutions, and
individuals to contribute support to population and family planning programs.
No unit or individual shall withhold, reduce or redirect funds appropriated to
population and family planning programs.
Article 16. The State shall encourage scientific research and international
exchange and cooperation in the fields of population and family planning.

Chapter III. Regulation of fertility

Article 17. Citizens have the right to reproduction as well as the responsibility
for practicing family planning according to law. Husbands and wives bear equal
responsibility for family planning.
Article 18. The State shall maintain its current fertility policy encouraging late
marriage and childbearing and advocating one child per couple; arrangements
for a second child, if requested, being subject to law and regulation. Specific
measures shall be enacted by the People’s Congress or its standing committee in
each province, autonomous region, and municipality.
Ethnic minorities shall also practice family planning. Specific measures shall be
enacted by the People’s Congress or its standing committee in each province,
autonomous region, and municipality.
Article 19. In implementing family planning, the primary emphasis shall be on
contraception.
The State shall create conditions conducive to individuals being assured of an
informed choice of safe, effective, and appropriate contraceptive methods.
Safety or recipients of birth control procedures must be ensured.
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Article 20. Couples of reproductive age shall be conscientious in adopting
contraceptive methods and in accepting the guidance of family planning tech-
nical services.
Incidences of unwanted pregnancies shall be prevented and reduced.
Article 21. Couples of reproductive age who practice family planning shall be
able to obtain technical services free of charge under the basic items as specified
by the State.
The cost of the aforesaid services shall be itemized n public appropriations made
in accordance with applicable State regulations or be guaranteed by social
insurance plans.
Article 22. Discrimination against and mistreatment of women who give birth to
female children or who suffer from infertility are prohibited. Discrimination
against, mistreatment, and abandonment of female infants are prohibited.

Chapter IV. Incentives and social security

Article 23. The State shall, in accordance with regulations, recognize and reward
couples who practice family planning.
Article 24. To facilitate family planning programs, the State shall establish and
improve social security arrangements providing basic old-age insurance, basic
medical insurance, childbearing insurance, and welfare benefits.
In rural areas where conditions are favorable, various types of old-age support
schemes should be set up following the principle of government guidance and
rural people’s willingness.
Article 25. Citizens who marry late and delay childbearing are entitled to longer
nuptial and maternity leaves or other welfare benefits.
Article 26. In accordance with applicable State regulations, women shall have
special job-safety protections and be entitled to assistance and subsidies during
pregnancy, delivery, and while breast-feeding.
Citizens who undergo surgical procedures for family planning shall be granted
leave as stipulated by the State. Local people’s governments may award them
incentives.
Article 27. The State shall award a “Certificate of Honor for Single-Child
Parents” to couples who volunteer to have one child in their lifetime.
Couples awarded such a certificate shall enjoy the incentives provided for in
State regulations and in the regulations of their respective provinces, autono-
mous regions, or municipalities.
Employers shall obligatorily implement those incentive measures, stipulated by
law and regulation, favoring couples in their employ who have one child over a
lifetime.
Local people’s governments shall provide necessary assistance to couples whose
only child is disabled or killed in accidents, and who decide not to bear or adopt
another child.
Article 28. Local governments at all levels shall give households that practice
family planning preferential access to funding, technology, and training.
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Households in poverty that practice family planning shall be given priority for
poverty-alleviation loans, work relief, and other social assistance.
Article 29. The People’s Congress and their standing committees in provinces,
autonomous regions, municipalities and larger cities, or local people’s govern-
ments, shall devise detailed implementation procedures for the incentives stip-
ulated in this chapter in accordance with the provisions of this law and other
applicable laws and regulations and in line with local conditions.

Chapter V. Family planning technical services

Article 30. The State shall establish premarital health care and maternal health
care systems to prevent or reduce the incidence of birth defects and improve the
health of newborns.
Article 31. People’s governments at all levels shall take steps to assure all
citizens access to family planning technical services in order to enhance their
reproductive health.
Article 32. Local people’s governments at all levels shall rationally allocate and
coordinate the use of health resources; establish and improve family planning
service networks comprising family planning clinics and health and medical
institutions providing such services; upgrade facilities and improve the condi-
tions under which care is provided; and raise the level of technical services.
Article 33. Family planning technical service institutions, medical and healthcare
institutions providing family planning services shall, within the scope of their
respective responsibilities, direct publicity and education about basic population and
family planning information at people of reproductive age; provide pregnancy
check-ups and follow-up formarriedwomenof reproductive age; offer counseling and
guidance; and provide technical services in family planning and reproductive health.
Article 34. Family planning technical service providers shall give guidance to
individuals in choosing safe, effective, and appropriate contraceptive methods.
Couples who have given birth are encouraged to choose long-acting contra-
ceptive methods.
The State shall encourage the research, development, and promotion of new
family planning technologies and products.
Article 35. Use of ultrasonography or other techniques to identify fetal gender
for non-medical purposes is strictly prohibited. Sex-selective pregnancy termi-
nation for non-medical purposes is strictly prohibited.

Chapter VI. Legal liability

Article 36. Anyone who violates this law by one of the following acts shall be
ordered to rectify the violation and warned by the family planning or public
health agency, and all gins derived from such illegal acts shall be confiscated by
the family planning or public health administrative departments.
If the illegal gains exceed RMB 10,000, a fine of no less than two times and no
more than six times the amount shall be imposed. If no illegal gains is involved
or the amount is less than RMB 10,000, a fine of no less than RMB 10,000 and
no more than RMB 30,000 shall be imposed. In serious cases, licenses shall be
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revoked by the issuing agency. Acts constituting a crime shall be referred for
criminal prosecution.

1. Illegal performance of a surgical procedure related to family planning at
another’s behest.

2. Use of ultrasonogrphy or other techniques to identify fetal gender for
non-medical purposes or sex-selective pregnancy termination for non-medical
purposes, at another’s behest.

3. Faking a birth control procedure related to family planning, falsifying a medical
report, or counterfeiting certificates related to family planning.

Article 37. Anyone who forges, alters, buys or sells certificates related to family
planning shall have the illegal gains confiscated by the family planning
administrative departments. If the illegal gains exceed RMB 5000, a fine of no
less than two times and no more than ten times the amount shall be imposed. If
no illegal gains is involved or the amount is less than RMB 5000, a fine of no
less than RMB 5000 and no more than RMB 20,000 shall be imposed. Acts
constituting a crime shall be referred for criminal prosecution.
The family planning administrative departments shall render void
improperly-obtained certificates related to family planning. Administrative
penalties shall be imposed on both the executive in charge of the agency issuing
flawed certificates and the individuals directly responsible.
Article 38. Family Planning service providers who commit malpractice or who
delay emergency response, diagnosis or treatment with dire results shall be held
liable under the applicable laws and regulations.
Article 39. Staff of state organs who commit one of the following acts in the
course of family planning activities shall, if the act constitutes a crime, be
referred for criminal prosecution; or, if the act does not constitute a crime, be
subject to both administrative penalties and confiscation of any illegal gains.

1. Infringing on a citizen’s personal rights, property rights or other legitimate rights
and interests.

2. Abuse of power, dereliction of duty or graft.
3. Seeking or accepting a bribe.
4. Withholding, reducing, redirecting or embezzling family planning program

funds or social compensation fees.
5. Distorting, under-reporting, fabricating, modifying or refusing to report statis-

tical data on population or family planning.

Article 40. Those who violate provisions of this law or are derelict in family
planning program management shall be ordered to rectify the violation and
rebuked in a circular by their local government. Administrative penalties shall
be imposed on both the executive in charge of the agency and the individuals
directly responsible.
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Article 41. Citizens who give birth not in accordance with the stipulations in
Article 18 shall pay a social compensation fee prescribed by this law. Those
failing to pay the full amount before the due date shall be levied a late payment
penalty specified in applicable State regulations. Those who persist in
non-payment shall be sued for payment in People’s Court by the family plan-
ning administrative departments that levied the social compensation fee.
Article 42. The state employees levied the social compensation fee described in
Article 41 shall be subject to additional administrative penalties, according to
law. Others levied such a fee shall be subject to additional disciplinary measures
imposed by their employing units.
Article 43. Those who resist or hinder family planning administrative depart-
ments and staff in the performance of their legitimate duties shall be subject to
criticism and ordered to amend their conduct by the family planning adminis-
trative departments involved. Conduct breaching public security regulations
shall be subject to public security penalties. Acts constituting a crime shall be
referred for criminal prosecution.
Article 44. Citizens, entities treated as legal persons or other organizations
deeming that an administrative organ has infringed on their legitimate rights and
interests while implementing family planning policy may appeal for review or
sue for redress.

Chapter VII. Supplementary provisions

Article 45. The State Council shall devise specific measures for managing
family planning program among migrants, specific measures for managing
family planning technical services, and measures for the administration of
collecting social compensation fees.
Article 46. Detailed measures for implementing this law by the Chinese
People’s Liberation Army shall be devised by the Central Military Commission
in accordance with this law.
Article 47. This law shall enter into effect on 1 September 2002.
Source: Downloaded website of UNHCR dated 02.08.2016—reference:
refworld.2

Extracts from Documents of Population
and Development Review, Volume 42, Number 4,
December 2015

China’s Abandonment of the One-Child Policy
The Fifth Plenary Session of the 18th Central Committee of the Communist Party
of China was held in Beijing over 26–29 October 2015. The main business of the

2No copyright conditionality
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Session was to consider the draft of the Thirteenth Five Year Plan, set to begin in
2016. At the meeting’s conclusion, the Committee issued a brief communiqué
summarizing the principles and goals of the Plan and, a few days later, a fuller
report covering the same ground. A translation captured in Population and
Development Review noted the intention to ‘universally implement the that a
couple can have two children’. This sentence was in effect the first public
announcement of the ending after some 35 years, of China’s one-child policy.

The reform is presented as a shift from a one-to a two-child limit on births, with
the implication that the same family planning bureaucracy as before would continue
to oversee birth planning.
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Appendix D
Quotations on Population Stabilisation

Quotes:

• Unlike plagues of the dark ages or contemporary diseases we do not understand, the
modern plague of overpopulation is soluble by means we have discovered and with
resources we posses. What is lacking is not sufficient knowledge of the solution but
universal consciousness of the gravity of the problem and education of the billions who
are its victim.

—Martin Luther King, Jr., civil rights leader and Nobel laureate

• The point of population stabilization is to reduce or minimize misery.

—Roger Bengston, founding board member, World Population Balance

• Pressures resulting from unrestrained population growth put demands on the natural
world that can overwhelm any efforts to achieve a sustainable future. If we are to halt
the destruction of our environment, we must accept limits to that growth.

—World Scientists’ Warning to Humanity, signed by 1600 senior scientists from 70
countries, including 102 Nobel Prize laureates

• If we don’t halt population growth with justice and compassion, it will be done for us
by nature, brutally and without pity- and will leave a ravaged world.

—Nobel Laureate Dr. Henry W. Kendall

• When the family is small, whatever little they have they are able to share. There is
peace.

—Philip Njuguna, pastor, Nairobi, Kenya
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• Once it was necessary that the people should multiply and be fruitful if the race was to
survive. But now to preserve the race it is necessary that people hold back the power of
propagation.

—Helen Keller, world-renowned deaf and blind author and lecturer

• The key problem facing humanity in the coming century is how to bring a better quality
of life – for 8 billion or more people – without wrecking the environment entirely in the
attempt.

—Edward O. Wilson, scientist, Pulitzer prize winning author and father of biodiversity

• If the world is to save any part of its resources for the future, it must reduce not only
consumption but the number of consumers.

—B.F. Skinner, psychologist and author (Introduction toWalden Two, 1976 edition)

• ‘Smart growth’ destroys the environment. ‘Dumb growth’ destroys the environment.
The only difference is that ‘smart growth’ does it with good taste. It’s like booking
passage on the Titanic. Whether you go first-class or steerage, the result is the same.

—Dr. Albert A. Bartlett, Emeritus Professor of Physics, University of Colorado; World
Population Balance Board of Advisors

• We must stabilize population. This will be possible only if all nations recognize that it
requires improved social and economic conditions, and the adoption of effective, vol-
untary family planning.

—Lester Milbrath, professor emeritus and author, Learning to Think Environmentally
(While there is Still Time)

• Which is the greater danger - nuclear warfare or the population explosion? The latter
absolutely! To bring about nuclear war, someone has to DO something; someone has to
press a button. To bring about destruction by overcrowding, mass starvation, anarchy,
the destruction of our most cherished values-there is no need to do anything. We need
only do nothing except what comes naturally - and breed. And how easy it is to do
nothing.

—Dr. Isaac Asimov, biochemist and science writer (in this 1966 interview he predicted that
world population would reach 6 billion around 2000. Most leaders dismissed his prediction
as outrageous. Population passed 6 billion in 1999.)

• The greatest shortcoming of the human race is our inability to understand the expo-
nential function.

—Dr. Albert A. Bartlett, Emeritus Professor of Physics, University of Colorado; World
Population Balance Board of Advisors
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