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Introduction

The earth is in the midst of a population explosion which
threatens to exhaust the common resources upon which its
inhabitants depend. Since 1932, human population has grown from
2 billion to 5.3 billion people, with approximately 3.8 billion of
these people living in the Third World. In the next decade,
demographers estimate that the earth's population will exceed 6
billion people, with ninety percent of this growth occuring in
developing countries. This unprecedented population increase
serves as a central impediment to alleviating the poverty of
billions in the Third World. Furthermore, overpopulation is the
major impetus which threatens to drive the entire human race out
of the homeostatic balance, in areas such as food production
capability, water purity, and pollution control, that it has shared
with the global environment for millions of years.

If population growth continues at its present rate, india will
be inhabited by 2 billion people in less than forty years, far
surpassing China as the world's most populous nation. This type of
increase in population will exacerbate India's current poverty
crisis, in which 47.6% of India's 823 million people fall below a
poverty level defined by consumption of 2250 calories a day. (Jain,
1985: 174) In order to stabilize the population sizeé and achieve a
net reproductive rate of one, 60% of Indian couples would need to
practice birth control. (Satia & Maru, 1986: 144). Currently, 34.9%
of India's potentially reproductive population employs some form
of birth control. (Brown, Jain, and Gill, 1987:) In addition, Indian

couples desire three children on average, and a couple is likely to



exceed desired family size by at least one child if no contraception
is practiced. (Crimmins, et. al., 1984: 290) The task of curbing
population growth is immensely difficult; the governinent must
persuade millions of couples who are largely illiterate --
especially the 77% of the population which lives in India's 600,000
villages (Basu, 1984: 151) -- to use contraception, and supply them
with the means to do so.

This study takes a unique, bipartite approach in contributing to
the field of knowledge regarding family planning in India. An
analysis of the history and current policy of family planning
reveals the importance of people's attitudes in successfully
carrying out population programs in India. The survey related
portion of this study develops this key issue while focusing on
Indian males who utilize contraception. It elucidates their
attitudes toward family planning, and compares these to the
attitudes of the overall population. Building on the results of the
survey, and interviews of prominent Indian population
policymakers and academicians, this study concludes with

recommendations for future avenues of study and policy change.

History of India's Family Planning Policy

India was the first country to undertake a nationwide family
planning program. India's government first sponsored a family
planning program in 1952, and later butiressed the program with
the advent of the Department of Family Welfare (Jain, 1985: 186)
More recently, in 1976, Prime Minister Indira Gandhi called a
period of national emergency. This pol-icy stands out as one of the
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most aggressive attacks against fertility in history. As a result of
these and other measures, India's fertility rate has decreased by
about 16% to 4.7 children/female in the last fifteen years.

Although the decline in fertility and increase in contraception
use reflect the effect of public pianning policies in India, many of
the approaches to birth contro! have met with public discontent.
For example, in the 1970's, the government launched an 1.U.D.
campaign in which 800,000 females accepted devices. This number
rose to 900,000 the next year; but then, because of a popular
reaction against the side effects of I.U.D.s, acceptances fell
precipitously two years later to 300,000. (Gwatkin, 1979; 41) A
similar type of rise and fall transpired with vasectomy camps. In
1970-71 there were 1.33 million male sterilizations nationwide,
with the introduction of vasectomy camps (places, other than
hospitals, where sterilization operations could be performed) this
number grew to 3.1 million the next year. However, in 1973-74
this number dropped to 900,000 following the spread of medical
complications {e.g. bleeding, infection) due to vasectomies.
(Gwatkin, 1979: 42) In addition, fertility programs have been less
eftective in reaching the rural areas. In 1980, the level of
contraceptive usage in urban areas was 51%, while in rural areas
this level was only 31%. (Khan & Prasad, 1985, 395)

india's monumental family planning drive of 1976 is
distinguished by the method of enforcement employed. The
strength of the program came from the mobilization of India's
bureaucracy. Orders were intensified during this period. States

were given monthly sterilization quotas to fill, ‘no questions



asked'. Directions in this intensive approach to sterilization came
through person to person commands, not simply widely distributed
flyers. (Gwatkin, 1979: 50) The people of India chose sterilization
as the primary method of birth control mainly because it was the
option overwheimingly promoted by the government. In fact
studies have shown that in most small villages, birth control is
synonymous with sterilization. (Basu, 1984: 155) Determination is
necessary when attempting to enact such a grand policy; however,
many government officials stepped outside formal policy bounds
and took to coercion and harassment. (Gwatkin, 1979: 44) The
policy reverted to a form of martial law which cajoled people into
sterilization through various corrupt methods. For example,
officials stringently checked train riders for travel vouchers
(which most people don't buy); if these vouchers were not produced
the violators were faced with severe fines, or the option of
sterilization instead. (Gwatkin, 1979: 37) Exiremism in the name
of good can be counterproductive; such was the case in India, as
people reacted vehemently against governmental harassment. This
overzealous drive also contributed to Indira Gandhi's defeat in the
1977 elections. Not surprisingly, the Janata government, which
took power after her, quickly shut the door on compulsion and
changed the name of the program to ‘'family welfare'.

The extremism of the emergency period can also be seen in the
method of birth control promulgated, sterilization. In 1976 alone,
8.3 million sterilizations were carried out in India. The central
government offered incentives to individuals and to the states
which overwhelmingly favored sterilization. The cash incentive
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offered to individuals was fifteen times higher for sterilizations
than for I.U.D.s. Small cash incentives for each sterilization were
-offered to those who motivated family planning. Additionally,
money was given to the states to compensate for the cost of each
sterilization (and not for other types of birth control). (Satia &
Maru, 1986: 138) As a result, 87.3% of the.individuals employing
fertility control utilized sterilization. (Basu, 1984: 157) Although
it does assure termination of reproductive capability, there are
many limitations to sterilization. Most noticeably, sterilization
leaves little room for reinstating reproductive capacity.
Sterilization also carries with it the stigma and fear of possible
medical complications. Mainstream Indian culture has long
resisted surgical methods in favor of ayurvedic techniques (and
faith). Furthermore, younger couples are less willing to undergo
sterilization because it is, for all practical purposés. an
irreversible loss of fertility. (Tubal ligations and Vasectomies are
65-85% reversible by complicated medical procedure; however, the
great costs associated with these procedures render them
unfeasible for almost all Indians). Studies estimate that the mean
number of living children at the time of sterilization acceptance is
3.4 for men, and 3.7 for women. (Basu, 1984: 159) In order to
promote birth control among people who have had fewer babies,
policy must emphasize birth spacing and employ more non-
permanent methods of birth control. ,

The Indian government's attempts to incorporate disincentive
policies into family planning programs have also been troublesome.
Disincentives have included limiting maternity leave, denying
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house allowances and annual salary increments, denying food
stamps, and even denying education to fourth and fifth (and above)
children. (Satia & Maru, 1986: 138) The government was slow to
realize that disincentives may directly reduce the welfare,
security, survival, and freedom of its citizens by withdrawing
existing opportunities or means of survivai.

Another notable aspect of India's population control policy is
its relations with aid giving countries. Previously, foreign
countries have given India funding and technical assistance
directed. towards fertility control. In terms of U.S.-Indo relations,
the last major aid program from the U.S. to India came in the early
seventies. This aid took the form of inonetary funds and technical
expertise from two main U.S. organizations, the U.S. Agency for
international Development (AID) and the Ford Foundation. Both
organizations helped shape India's population control policy by
creating and funding such developments as the Central Family
Planning Institute, the National Institute of Health, Administration
and Education, and the Indian Council on Medical Research.

However, due to conflicting interests between donor nations
and recipient, the full potential of these funds and technical
assistance was often unrealized. For example, effectiveness of
AID and the Ford Foundation was limited because the U.S. and India
held disparate goals; the U.S. had large scale reforms in mind,
while the Indians felt more comfortable reducing fertility
incrementally, without disrupting tradition. (Minkler, 1977: 405)
india's traditions are well rooted, for example, Indians desire large
families (>3 children) and most strongly wish for a son to carry on
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the family name. It is unlikely that any foreign decree would
radically alter these traditions. Interviews of the U.S. advisors in
India reveals that over half believed the programs were greatly
hindered by "interference from Washington trying to dictate policy
without a real understanding of Indian needs and conditions. it is
naive to believe that only money and technology can solve India's
problems. (Minkler, 1977: 408)

A hypothetical situation regarding education helps illustrate
the type of conflict which can arise. The U.S. might support a
large scale reform' of mandatory education for all Indian children
until age 18, since higher levels of education (particularly female)
are correlated with decreased fertility levels. This type of
sweeping transformation is not feasible in India for a number of
reasons. First, current attitudes are opposed to prolonged
education. This is particularly true in rural settings where a
physically mature child can be put to work on the farm, rather than
sent off to school. Also, education for girls is not considered
important; in fact some Indians believe educated females would
only be a source of disruption in society. (Caldwell, Reddy, and
Caldwell, 1985: 45) And perhaps most importantly, in a country as
populated as India, mandatory education would be incredibly
difficult to enforce unless the people themselves desired it.
Eventually, AlID and the Ford Foundation pulled out of India because
of political tensions which arose following the U.S. endorsement of

Pakistan.



Current Policy and Programs

The Family Welfare Program in India is a centrally organized
and funded program. It is directed by the Ministry of Health and
Family Welfare. State governments are responsible for the
implementation of program activities. The program provides
services for free sterilization, IUDs, condoms, and oral
contraceptives through a network of primary health centers and
sub-centers. Condoms are also sold at subsidized prices at small
commercial outlets. The government has recently launched a
vigorous program to make subsidized oral contraception available
at pharmacies.

Although the program professes a “cafeteria” approach, the
availability of reversible methods is limited. However, the revised
strategy for the program strongly emphasizes the expansion of
reversible methods, which is aiso reflected in the targets set for
the seventh plan period (1985-1990). The proportion of
sterilization among all contraceptive methods employed was at
74% in 1986, (down from about 84% in 1983).

The population programs implementation is driven by the need
to meet the long and short term demographic goals rather than to
meet the needs of the people. Here lies the dilemma and challenge
for population policy and programs in India. The goals set for 1990
(the end of the seventh Five-Year Plan) include: an effective
contraceptive prevalence rate of 42%; a crude birth rate of 29.1 per
1,000; a crude death rate of 10.4 per 1,000 population; and an
infant mortality rate of 90 per 1,000 births. The government set



the following annual targets for contraceptive acceptance in each
method:
Table 1
Targets for the Seventh Plan

Required Acceptors (in millions) of Family Planning Methods

Year Sterilization 1.U.D. Other Total
1985-86 55 3.2 105 19.2
1986-87 6.0 3.8 115 21.3
1087-88 6.2 42 12,5 229
1988-89 6.5 4.8 135 24.8
1989-90 6.8 5.2 145 26.5

Source: Seventh Five-Year Plan, Table 11.2, p. 281.

The resources allocated to the Family Welfare Program to achieve
these contraceptive targets in the seventh plan period (1985-
1990) are 32.56 billion rupees ($1.81 billion). This represents only
1.8% of total public sector outlay.

The internal aliocation of resources to different family
planning activities in the sixth and seventh plans are compared in
Table 2. It is interesting to note that research and evaluation
activities account for less than 1% of the Family Welfare Budget,
and no resources are explicitly allocated to experimental
approaches to deliver services or to create demand for these

services.



Table 2

Allocation of Family Planning™ Resources
in Sixth and Seventh Flans :

W

Program ' . Sixth Seventh  (2)%(1) Sixth Seventh
(1) (2) 3) ' (4) (5)
Services & Spplies 6,877 13,569  1.97 6.8 4.7
Training - . 88 609  6.92 © 0.8 1.9
Research & Evaluation uns. 250  2.17 1.1 0.8
Irﬂianm::iloflfldical - 50 W& . = .15
Mass Media & Education 320 1,050  3.28 3.0 3.2
Maternal & Child Health . 2,503 8,885  3.55 2.2 27.3
Crganization 195 1,250 6.41 1.8 3.8
Village Health ) .
Guides Scheme ‘ - 680 3,700  5.44 63 1.4
Area Projects - - 2,750 1 N - 8.4
India Pqnlatim Projects =~ 2 - )7 - -
TOTAL 10,780 32,563  3.02 100.0 100.0

* Includes Maternal and Child Health
w* less than 0.1 parcent - ’

- not available

NA not applicable

Source: Sixth Five-Year Plan p. 385, Saventh Five-Year Flan pp. 281 and 291.
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The revised strategy for the family planning program
explicitly recognizes the importance of the "beyond family
‘planning” measures that influence or inhibit the use of
contraception and affect the course of fertility. These constraints
include high infant and child mortality, low female literacy and
education, the importance of sons, and low age at marriage. What
exactly the family welfare program can do to change these
impediments is by no means clear beyond the fact that family
planning is currently integrated with the maternal and child health
programs.

With respect to service delivery, the government health
infrastructure is the major resource for family planning,
information and services. The government's objective is to create
the following infrastructure by the year 2000: one Corhmunity
Health Center (CHC) for every 100,000 population; one Primary
Health Center (PHC) for every 30,000 population (20,000 in tribal
and hilly areas); one sub-center for every 5,000 popuiation (3,000
in tribal, hilly, and otherwise difficult areas); and the posting of
village health guides and dais in every village. Table 3 provides an

idea of the situation in comparison with program goals:
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------------------------------------------------------------

Category
Institution

No.
Required

In position
as of
1/4/85

------------------------------------------------------------

2. Health
Guides

3. Sub-
Centers

4. PHCs/
Subsi-
diary
Health
Centers

5. Upgraded
PHCs/
CHCs

All practicing
Dais in rural
areas.

One for every
village/1000
population

One per 5000
population in
general and one

580,000
(approx.)

450,000

130,000

per 3000 population

in tribal, hilly,

and difficult areas.

One per 30,000
population (i.e.
one for every

six sub-centers)

One for every
4 PHCs and per
about 100,000
population

12

21,666

5:417

514,000
(approx.)

383,000

82,946

11,029
(7,284
PHCs &
3,745

Subsidiary

Health
Centers)

655

100,000

100,000

54,833

12,390

1,553



The structure of each of these facilities is prescribed at the
national level. The Primary Health Center (PHC) has one full time
medical officer directing operations. The PHC aiso has one health
visitor who is skilled in technical operations such as abortions and
sterilizations, two Auxiliary Nurse Midwifes, and one field worker.
These four individuals also travel into the communities to serve
the population. The PHC also has one storekeeper/ administrator.
The sub-centers are significantly smaller. Sub-centers have one
female and one male staff member. Both workers travel into the
community to promote family planning awareness and
contraceptive usage. The female staff are also allowed to insert
IUDs.

Althoug'h this structure is nationally determined, there is a
great deal of variation in its application among states. Also the
degree of staffing, the competence of staff, as well as their
regular attendance at health training facilities, varies
considerably. ‘

Information, Education, and Communication (IEC) programs are
growing in importance as part of the family welfare program.
These programs include multi-media communication campaigns,
communications, messages and materials for eligible couples, and
other educational materials for workers and specialized groups.
The messages focus not only on family planning methods, but also
on "beyond family planning” issues, including reinforcement of the

two-child norm, improved child survival, increasing age at
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marriage, neutralizing son preference, and encouragement of inter-

spouse communication.

Methodology
Population

The population chosen for this study all resided in the state
of Gujarat, India. With respect to key determinants of population
growth, Gujarat is a state which is fairly typica! of India. In 1988,
the birth rate in Gujarat was 29.3, compared to 31.3 for all of
India. Gujarat's death rate of 10.9 was identical to all of India's in
1988. Gujarat had an infant mortality rate of 91.0 in 1988,
compared with a rate of 94.0 for all of India in the same year. Life
expectancy at birth for males in Gujarat (1986-91) was 58.3 and
for females 58.1. These rates compare to India's overall life
expectancy rates (1986-91) of 57.6 and 57.1. Also comparable are
mean age at marriage: 23.09 for males and 19.51 for females in
Gujarat versus 23.27 for males and 18.33 for females for all of
India.

Gujarat does differ somewhat in other aspects which relate to
contraceptive awareness. The literacy rate in Gujarat, 43.7%, is
higher than the overall literacy rate in India of 36.2%. Gujarat also
has a greater percentage of people living in urban areas, 31.1%,
than the overall rate of 23.3% for India. Of further note, total
marital fertility rate in Gujarat is 4.9 compared to 5.5 for India as
a whole. Notwithstanding these differences, | chose Gujarat as my

survey field because of my knowledge of the Gujarati language.
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More specifically, this survey questioned males living in urban
and urban slum areas of Ahmedabad city, and the surrounding rural
communities. Ahmedabad is the major city of Gujarat, which has a
‘population of forty million. Ahmedabad, situated near the center of
this Western state (about 150 miles northwest of Bombay), has a
population of three million people. Ahmedabad and the areas which
surround it do not have geographic features which would
distinguish the region from most of India. As a metropolis,
Ahmedabad has a mixture of Hindus, Muslims, and Christians of
similar proportion to that throughout India.

This study surveyed a population of 249 Indian males between
the ages of 18 and 55. The mean age of the group was 32.1. The
people in this group were served by the Family Planning
Association of India in Ahmedabad. The people of this group
resided in a mixture of rural, urban, and urban sium locales, along
the following distribution: 5.2 percent rural, 32.3 percent urban,
and 62.5 percent urban sium.

The sample popuiation also had different education levels and
occupations. 17.3 percent of the respondents had no education,
42.9 percent had between 1-7 years of education, and 39.8 percent
had more than 7 years of education. Additionally, 16.9 percent of
the 249 males surveyed were factory workers, 20 percent were
laborers, 22.7 percent were unemployed or working at home. The
remaining people were merchants (12%), ricksha drivers (4.9%), and

other servicemen (23.6%).
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Instrument

This study employed a 25 question survey. (Attached as
Appendix A) The survey was comprised of two major sections:
1) A fourteen question segment relating simple demographic
information and attitudes regarding child spacing and the costs and
benefits of male vs. female children. 2) An eleven question
segment relating contraceptive and overpopulation awareness, as

well as simple attitudes toward contraception.

Data_Collection Procedure

The interviews were conducted under the auspices and
guidance of the Family Planning Association of India (FPAI) branch
in Ahmedabad. Originally, | went with FPAI workers into a
combination of urban, urban slum, and rural areas around
Ahmedabad. Further into the study, | became seriously ill;
consequently, FPAI fieldworkers who routinely administered
questionnaires, conducted the surveys.

The FPAI workers were on regular field visits to check on
previously served populations. FPAI members introduced me to the
subjects as an American student studying Family Planning in India.
We asked subjects if they would consent to an oral interview of
five to ten minutes. Subjects were interviewed individually and in
private, and were free to abstain from answering questions if they
so desired. Interviews were conducted verbally in the Gujarati
language. All the subject's responses were coded to protect
privacy. Simple statistical methods were then employed to discern
central tendencies of the data.
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Because this was a unique subset of the general population (i.e.
a group that is overwhelmingly informed about and practice
.contraception), the study considered those people who did not use
contraception as outliers. To illustrate, of the 249 males
surveyed, 247 knew what contraceptives were (939% awareness).
Furthermore, 82.7 percent (201 males) of the survey population
used contraception. Thus, the 17.3 percent of respondents who did
not practice contraception were regarded as outliers and deleted

from the field of analysis.

Limitati { Method

The limitations of this study are important to note. The
sample population of this study had been influenced by prior visits
from FPA! workers. This fact, along with the presence of FPAI
members during questioning, may have skewed responses to
questions -- particularly question 20, "Do you think contraceptives
are a good thing etc.” Furthermore, since only one branch of the
FPAI was involved, the results may not be typical of all, or even
most, of the people served by this and other governmental family
welfare programs. |

The survey was designed to be simple enough to accommodate
short, quantifiable answers. As such, it may have precluded
subjects from sharing in-depth attitudes and values toward such
topics as contraceptive usage, and female vs. male cost-benefit
tradeoffs.

Questions ten and eleven caused difficulty for subjects. Only
65 of_ the 249 respondents were able to assign rupee values to
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estimate the cost of male and female children. During my
interviews, | occasionally needed to clarify that questions seven
and eight referred to how many sons and daughters respondents
desired overall, not merely in the future. The lack of clarifications

when FPAl workers questioned alone may have skewed the data.

Results

As noted earlier, the entire sample population was extremely
well informed about contraceptives and the overpopulation problem
in India. Over 99 percent of the respondents knew what
contraceptives were, and 96.4 percent (240 males) knew where to
get contraceptives. Similarly, 99 percent knew that there was an
overpopulation problem in India.

The distinguishing feature of the 201 person subset used to
quantify the following results is that all of the males in this group
used contraception.

This subset of males was distributed along the occupational
lines shown in Figure 1.

Figure 1, Occupation Distribution
Rikshaw Driver, 44%
Bank, 1.1%

F w .
actory Worker, 17.2% Merchant, 10.6%

. S Rt Unemployed or
Other Service, 2228 [alajalals alalale ola n H Homework, 25%
18
- et

Laborer, 19.4%



The nearly 45 percent of the sample unemployed, working at home,
or employed as laborers depicts the overali poverty of the group.

The level of poverty is further highlighted by the breakdown of
residences. More than half of the sample population (57%) were
living in urban slum areas which lack sewage facilities, and often
lack access to clean drinking water. Figure 2 illustrates the
residence distribution of the sample population.

Figure 2

Residence Distribution
Rural, 5.5%

Urban Sium
57%

The subset of people using contraception had varying levels of
education. It is interesting to note that more people had more than
seven years of education than ei{her of the other groups, as
illustrated in Figure 3. _
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Education Levels of those Practicing Contraception
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The mean length of marriage for the 201 person subgroup was

The distribution in Figure 4 illustrates the relatively

11.3 years.

on using

short span of marriage for most of the populati

contraceptives.

Figure 4
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The mean family size of those using contraception was 2.81
children, with a standard deviation of 1.69. The range of family
size was from no children to ten children.

Figure 5

S50 = = * -
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Since some of the families had not completed their
childbeéring years, a regression was performed to see how family
size correlated with length of marriage. There was a fairly high
correlation, r2 of .436. The regression equation borne out by the
data was: y=.145x + 1.159. Thus, if the average family of this
population were to have 20 childbearing years, they would have a

family size of 4. Figure 6 plots this regression.
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