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India is the largest democra cy in the 
world and has the second largest popula -
tion. On 2.4% of the world's land area, it 
supports 16% of the global population. The 
population is incre asing by about 17 mil-
lion ever y year. Reco gnizing the impor -
tance of planning fam ilies, India under the 
Prim e Ministersh ip of Jaw ahar lal Nehru 
was the world's first  country  to initiate a 
comprehensive Fami ly Planning Progr a-
mme in 1951. It rem ained low key till the 
early seventies and the popu lation  in-
creased from 361 million in 1951 to 548 mil -
lion in 1971. Certa in harsh  strateg ies were 
put into action in the early seventie s which 
unfortunate ly acted as a back lash and the 
programme went into a decline. To change 
the per cep tion of people , it was renam ed 
the Family Welfare Programme instead of 
Family Planning Programme as hitherto. 
Since then whil e the programme has mad e 
substantial gains (though not enough) the 
vasectomy componen t has never  picked 
up.

During the past four decades, India has 
achieved significant improvement in health 
indices like infant and early chi ldhood  
mortalit y and some improvement in fertili-
ty rates. The infant m ortality rate has come

down from 146 to 74 per thousand  live 
births and the death  rate declined  from 20.8 
to 9.2 duri ng the same perio d (Sample Reg -
istrat ion System 1994). The total fert ility 
rate (TFR) has decli ned from about 6 to 3.4 
and crude birth rate from 41.7 during 1951-
61 to 2 8.6 in 1 994. However, this com pares 
unfavorably with China's 22 and Indone-
sia's 25. Maternal morta lity rema ins at an 
awesome rate of 437. At the current rate of 
fertility decline, India will not achieve its 
goal of re placement level fertility (2.1 births 
per woman ) by the turn of the century.  
Analysis of the National  Fam ily Health 
Surv ey (NFHS) data shows  that at least 
20% of fertil ity is unwanted and this was 
due to non-availability of services and con-
traceptives, dista nce, lack of requisite infor-
mation and that eliminating  unwanted  
births would take India half way to re-
placement level ferti lity. Reduction in un-
wanted births  would also depend on fur -
ther progress in female education and oth-
er human  resource indicators, besides pro-
viding a client friendly efficient health de-
livery system.

After almost five decades of its imple-
mentation through a strategy concentrati ng 
on contracept ive targets, with cont inuing  
emphasis on female sterili zation and pro vi-
sions for cash incentives to acceptors and 
prov iders, India's Family Plann ing 
Programme finally becam e target-free on 
April 1,1996.

The 1994 International Conference on
Population and Development (ICPD) estab-
lished growing  interna tional  consensus on  
a new approach to policies to achieve pop -
ulation stabilization. It has been widely ac-
knowledged that fert ility reduct ion con-
cerns  sh ou ld b e add ressed at the level of
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broad social policy including reduction of 
gender discr imina tion in educat ion, in-
creasing the age at marr iage, access to 
health care and income generat ion. Repro -
duct ive health pro gramm es should focus  
on the needs of actual and potential clients, 
not only for limiting births but for healthy 
sexua lity and child bearing, and with con-
cern for women's health. Such a shift in 
emph asis is mor e likely to add ress the 
needs of  women wh o are at risk of unwant-
ed births and in so doing assist the country 
to accelerate fertil ity decl ine. Reproductive  
hea lth interven tions would enab le clients 
to make informed choices,  to receive coun-
selling and educa tion for responsib le and 
heal thy sexual  behav ior, to access user  
friendly servic es for preventing unwanted  
pregnan cies and safe abort ion, matern ity 
care and child survival and management of 
reproductive  tract infections (RTI).

For almost three decades, a target ori-
ented strategy was adhered to with a rather 
single minded objective of reducing fertili-
ty as quickly as possible. The health staff 
were given targets (ma inly sterilization)  
and they spent all their time and effort to 
achieve  these and had no time or conc ern 
for anything else. Their work was assessed  
only on ach ievem ent or otherw ise of tar-
gets and at the month ly meeting that was  
the only question asked. Non-achievement 
resul ted in an advers e report with its vari-
ous con sequ ences. ANMs have been 
known even to cook fo od fo r the client fol-
lowing her steril ization! Often they spent 
more mone y on the client than  they re-
ceived as an incentive. The target oriented 
programme destroyed the MCH compo -
nent of primary health care.

The insensitivity and lack of empathy 
associ ated wi th th is target approach had to 
be seen to be believed. Women were gath-
ered on a particu lar day for a c amp, where

steril izations would be performed. The 
standard of  care, asepsis and necessary sur-
gical requisit es were often far from ade-
quate, but wha t was mos t pathetic was to 
see these 'clients' after the operat ion lying 
around in the compou nd and finding their 
own means of getting home. Ashish Bose, 
the wel l known demographer, called it 
targetitis and not family planning. Because 
of monetary considerations, some doctors  
are supposed to have perform ed sever al 
hundred laprosco pic ster ilizations at one 
session! The targets were nearly all women, 
as if men did not contribute to population  
increas e. Besides, the women who ulti-
mately underwent steril ization were usual -
ly 4 para plus, and s o it did not make much  
differen ce to the popul ation growth. The 
use of other contraceptives was minimal.  
Under the National 20 Point Programme,  
many states received awards for family 
planning but this did not reflect in the pop-
ulation growth pattern in the states.

It had been seen that the large part of  
the target was being achieved in the last 
three mo nths of the financial year. In a race 
for achieving targets, little attention was  
given to counselling clients and offering 
them choice of other contraceptives .

Induced abortion was legalized in 1971 
with the enactment of the Medical Termi -
nation of Pregnanc y (MTP). The Ministry 
of Health and Family Welfare subse quently 
underto ok a systemat ic effort to train doc-
tors to provide equ ipment and approve 
faci lities where procedures could be car-
ried ou t. The  numb er of legal abor tions 
rose rapidl y but now the number has lev-
eled off at about 600,00 annually. On the 
other hand, although data  are  limited, the 
incidence of illegal procedures is increasing 
and the number could be ten times the le-
gal ones. Some  recent studies attribute the 
small number of MTP at Gove rnment facil-
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ities to the differences in a pproved facilities 
and registered pra ctitioner s from one part 
of the countr y to anoth er. For examp le, 
wh ile in Maharash tra there is on e ap-
prov ed ins titution  for  8,000 coupl es, in 
Bihar there is only one for 132,000 couples. 
Private pract itioners, indigenous practitio -
ners, dais, trad itiona l healers  and fam ily 
memb ers con tinu e to perform  abor tion s 
and  the deaths have been estimated to 
range from 15,000 to 20,000 per year(l,2). 
The incidence of infections and damage to 
the genital trac t can be well imagined.

The strategy had changed over the last 
2-3 years with the adoption of a cafeteria  
approach, where the client could make a 
cho ice between various  con traceptives. 
IUD was the choice  of many women, but  
due to lack of co unselling many women re -
moved it because of bleeding or other per-
ceived symptoms.  Due to a lack of aseptic 
precau tions, infec tion was another prob-
lem. By and large fema le steri lization was 
still pursued more than any other method 
and targets continued to be used.

However, recognizing the need for a 
holistic approach in the interest of  the com-
munity, disaggregate and vertic al prog -
rammes under Family Welfare were inten-
sively reviewed.  The sector revi ew led to 
the Government's conviction for a change 
from a provider  driven approach to a de-
mand driven approach, instead of targets, 
as the bes t opt ion for improved perfor -
mance. There was also a realization that  
improving the quality of services and mak-
ing them user friendly was essential  for en -
hancing the demand  from the clients.

The chan ge in approa ch has been pro -
moted in rec ognition of the fact that contra -
cept ive targets and cash incent ives do not 
go hand -in-hand with lower ing the bir th 
rate and hence reducing population growth 
and quality of services and a regard for hu -
man dignity.

The decision to make the programme  
target-free was not taken overnight. As a 
first step, the Government of India did not 
fix contrac eptive targets for the states of 
Kerala and Tamil Nadu durin g 1995-96 
while  in other states one or two districts 
were made target free. This approach was 
welcomed because  it was  felt that the 
program me was bound down by numerical 
statistics.

The initial euphoria on the new family  
planning approach was becaus e ever yone 
thought there was no need to work. It was 
felt that since targets were withdr awn , 
there were no goals against which perfor -
mance coul d be judge d. However , since the  
numerical targets have been removed, an 
alternative system of getting estima tes of 
levels of acceptance has to be introduced. 
This exercise is to be arrived at by the 
grassroot workers in consultation with the 
community. This will reflec t the real need 
of the community which will thereafter be 
met by the family planning set up with the 
formulation of an action plan to be wo rked 
out at the Primar y Health Cen ter (PHC) 
level. Grass-roots level plan ning with a bot-
tom-up approach will help to create a sense 
of participat ion and belonging among the 
70% of the nation's po pulation living in the 
rural areas, who have remained at the re-
ceiving en d of Government policy so far.

The action plan will take into consider -
ation the needs assessment generat ed by 
grassroot workers and the commu nity. The 
survey will involve the local non -govern-
ment organi zation, primary school teach-
ers,  pr adhans  and  panchayat memb ers. 
The District Fam ily Welfare Plan will be 
the totality of all plans formula ted at the 
PHC level. The District Plans will formu-
late the State Family Welfare  Plan.

The various compo nents of the new 
approach are:
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• Target-free    programme    from    April
1,1996.

• Greater emphasis on q uality

• Decentrali zed   participatory   planning,
bottom-up   approach,   community   in -
volvement in planning pr ocess

• Inte grated   Reproduct ive   and   Ch ild
Health (RC H) package

• State-specific inte rventions

• Service fee for con doms under free dis -
tribution

• Compre hensive     integrated     training
with d istrict as O rganizer/Co-ord ina-
tor/imp lemen tor of all train ing.

• Increased  invo lvemen t  of NGOs/pr i-
vate practi tioners

• Area specific IEC campaigns

• In trodu ction of systemic techn ical as-
sessmen t/aud it at PHC/district leve l.

• Rapid and independen t evaluation
• Convergence w ith other se ctors to pro -

mote nutr ition
• Increased male partic ipation
• Gender sensitivi ty

Plann ing wh ich hitherto was don e at 
the top leve l and percolat ed down to the 
grassroots for implementation will begin at 
the village level with partic ipation of the 
Panchayat members and Mahila Swasthya  
Sangh and needs assessmen t done at the 
village level  and fr om there to the SC level.  
This will then be in aggregated at the PHC 
level and from there to the  distri ct leve l. In 
what is termed as the bottom up approach,  
the decen tralized planning proces s will 
prompt the sub -center and PHC to aggre-
gate the need of villages under  its coverage 
area, to prepare the PHC plan. Client per-
spective is central to this w hole strategy.

There will be a state speci fic RCH pack -
age depend ing on th e leve l of women and

child care ex isting in the s tate. Considering  
that states display a wide variation  in 
heal th paramet ers such as infant and ma-
ternal mortalities, an area specific RCH ap-
proach has been worked out separately for 
three groups of states plus the special cate-
gory states. 'A group ' states are those 
where 70-80% of the deliveries take place 
in insti tutions. 'B group' states are those 
where the home and institutional deliveries 
are equa l and category 'C are  those wher e 
most of the deliveries take place at home. 
Special  category states are  those where 
considera ble infrastructure input is flowing 
from  IDA und er State Health System 
projects.

The essential compo nents of Reproduc-
tive Health Services have been classified 
under four broad heads:  Prevention and 
management of unwanted pregnancy ; 
Maternal care which includes antena tal, 
del ivery and post -partu m serv ices; 
Child survival services for newborns and 
infants; and Management of RTI/Sexu-
ally Transmitted Diseases (STDs).

The progr amm e is des igned with ut-
most care to imp rove the eq uality of servic -
es at all levels.  The minimu m basic 
programme  under these broad heads has 
been chalked out with responsibilities of 
services separately and speciall y at First 
Referral Unit (FRU) level, PHC, sub -center 
and the commu nity level. A guidel ine for 
preparing the dis trict plan on the bas is of 
assessment of clients needs has also been 
prepared an d sent to the districts.

NGOs will be involved in community 
involvement, training, IEC,  monitoring, 
private rura l medi cal prac titioners and 
practitione rs of  indigenous system of  medi-
cine will also be involved in preparing the 
Sub-center Action  Plan and PHC plan.

It has been decided that all futu re train -

(i)
(ii) 

(iii) 

(iv) 

etc. 

Tra ining
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ing under Family Welfare would  cover a 
comprehensive RCH package. Appro priate 
managerial and  comm un ication  skills 
which earlier got a low priority  will be in-
cluded. An important  feature of the train-
ing programmes would be the involvement  
of field functionaries and the Anganwadi 
work ers.  Con tinu ing education for 
up grad ation  of know ledge and  sk ills at 
each service delivery  point would be insti-
tutionali zed. Planning and management  of 
training  programmes would be the respon -
sibility of the districts. The central an d state 
governments will support the train ing of 
trainees, production of training material,  
operation research and evaluation. NGOs 
will be in volved in all these activities.

The 18 Popu lation Cen ters will do a 
rapid annual survey so that the data can be 
made use of for any co rrective action . Eight  
regional teams constitut ed by the Govern -
ment will also be doing cross checking 
of  activities.  The entry of  ind epend ent 
rapid surve y system and eva luation will 
strengthen the belief that a target-free ap-
proach does not mean cessation of all work.

Alterna tive qual ity and impac t indi ca-
tors have replaced targets for moni tor ing 
the work done. Good qualit y care,  prompt 
service, increasing accessibility are some of 
the indicator s to check the p rogress an d im-
plementation of the new strategy. The pro -
cess of plannin g for their own work will 
also  bring abou t attitud inal changes in 
health pers onnel at every level.

The Government has introdu ced a 
scheme on watershed development inte-
grated Fam ily Welfar e issues for sma ll 
farmers with provision for community 
mobili zaton and participation. Under this 
scheme, which covers 30,000 villages, Mitra 
Krishak Mandals  in the villages will oper -
ate funds even for referrals for high risk 
pregnancy   cases.   A   community   awar d

scheme has also  been introdu ced for  the 
best perf orming village in the district.

IEC skills of the health personnel will be  
put to test when they approach their cli-
ents ; and the trainin g will be geared to-
wards improv ing their ski lls to mot ivate 
and persuade people to avail the right kind 
of services for their health needs.

The road ahead is not easy and some 
strategies ma y have to be changed with ex-
perience but as long as the objective of 
achieving a RCH package is clear, the end 
result should be a positive one. The exist-
ing staff can be rechannelized. On an aver-
age each distric t has 16-20 lac population 
and has 20 CHCs and 80 PHCs. There are 
seven senior officers between the PHC and 
the district.  Each of these can look after 3-4 
CHCs, wh ich should no t be difficul t. It 
would be too simplistic to rely on the Pulse 
Polio approach (which was a great success,  
no doubt) as the beacon. It is possibl e to 
work  up people's enthusiasm for two polio 
vaccine doses. The cause and effect is easy 
to explain. However, it is well recognized  
that even in the routine immuni zation  
program me, compliance goes on diminish -
ing and the numb er of children cover ed 
with booster doses of DPT and polio vac-
cine goes on diminis hing. According to the 
National Family Health Survey (1992-93) 
only 35% chi ldren were fully immunized.  
All the same  a target-free approach with 
people's partic ipation is the right strategy 
and requires ever yone's enthusias tic sup-
por t and  participation . On e hop es there 
will be  more  male  partic ipation and in-
vo lvemen t in achieving a small family 
norm and it will not, in the ultimate analy-
sis, be considered  only a woman's respon-
sibility. For  achieving op timu m resu lts 
from this new strategy, it is imperative that 
this sho uld go  hand in hand with strategies

IEC
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regardin g basi c issues like raising the age 
at marri age, improving fem ale literacy, re-
moving morta lity and nu trition differ en-
tials between sexes and raising  the sta tus of  
women. Control over their fert ility should 
be viewed as their bas ic right and not only 
a means for re ducing po pulation growth.
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