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India's Population Policy—An Appraisal

INDIA has been the first country in the world to launch an official family
planning programme in early 1950s. With the advent of planning aimed at

social and economic transformation of the population, emphasis on population
control has progressively increased. The first five year plan (1952-56) provided
for an outlay of Rs. 65 lakhs of which Rs. 14 lakhs were actually spent. The
plan outlay on family planning increased from Rs. 65 lakhs in the first plan to
Rs. 497 lakhs in the second, Rs. 2698 lakhs in the third, Rs. 33000 lakhs in
the fourth and Rs. 56000 lakhs in the fifth plan. This led to substantial expan-
sion in the infrastructure for family planning services. During the first plan
period 147 family planning clinics were established, by the end of second plan
the number of clinics grew to as high a figure as 4165. As on September
1, 1974, the number of main family planning centre (rural) under Primary
Health Centres (PHCs) stood at 5132 supported by 33370 subcentres of which
18255 were under family planning programme. Was this phenomenal growth the
result of conscious policy planning by the authorities, or was it a process of
evolution conditioned by diverse social, political and demographic forces?

Evolution of Policy (1951-75)

The belief that there was already some intrinsic demand for family planning
services and that supply would induce demand, prompted the Government to
open family planning clinics during the first plan. The people were expected
to walk on their own into clinics to demand and receive family planning ser-
vices. There was no conscious effort in this 'clinic approach* to educate the
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married couples in the need for family planning or to impart knowledge in
family planning method.

Whatever be the explanation for the cautiousness or conservatism of this ap-
proach, it evidently resulted in loss of time, which is a vital variable in demo-
graphic processes. Adoption of family planning methods during this period
was very limited. This realisation influenced the government to turn increa-
singly towards an educational approach to population control. It took almost
a decade of planning experience to initiate the 'extension approach' in place of
*clinic approach* during the third plan period. This marked the beginning of
an active information-education-communication approach to create awareness
of family planning methods and motivation for contraceptive practice. The
total number of family planning acceptors grew from 7153 to 104,585 in 1961
to 2,261,699 in 1966-67, which is a substantial progress indeed (see Table-l).

Even with this level of programme achievement, according to calculations of
the Department of Family Planning only 4.5% of the couples in the reproduc-
tive age group were 'protected' by family planning methods in 1966-67. The
programme policy makers introduced two innovations during 1966-69 to raise
the level of acceptance. On the ground that acceptors of IUD and sterilisation
need to be compensated for their loss of wages and out-of-pocket expenses con-
nected with the acceptance of these methods, a system of payment of incentives
to acceptors of these methods was introduced. Further, the programme adminis-
trators experienced difficulties in promoting family planning adoption per seand
thought that integration of maternal and child health services with family plan-
ning would help to promote the latter. This integration idea was, however,
implemented only in paper in most states. So, apparentely only the introduc-
tion of the incentive system led to an increase in the number of acceptors from
2,261,699 in 1966-67 to 3,768,487 in 1970-71- The resulting contraceptive
protection amounted to 11.6% of couples. Incentives were, however, perceived
by some scholars and even by some acceptors as a 'bribe' for accepting family
planning (Pohlman, 1971). Incentive money was also paid to family planning
workers and other officials and non-officials who procured cases for sterilisation.
It is not unlikely that this had encouraged some corrupt practices among moti-
vators, leading to deterioration of demographic quality of family planning
performance. The success of two sterilisation campaigns in Kerala held in
November-December 1970 and July 1971, where relatively higher incentives
were paid, prompted the policy makers to try the 'mass vasectomy campaign

38 Demography India Vol. VII. 1 &2





reward to motivators, in addition to incentive payments and issue of special
certificates etc. to officials; and (Hi) an intensive mass communication pro-
gramme.

Most successful mass campaigns benefitted from dedicated leadership at state,
district and lower levels. The adoption of 'mass vasectomy campaign approach'
helped to raise the total number of acceptors from 3,768,487 in 1970-71 to
5,874,384 in 1972-73. The percentage of couples with contraceptive protection
rose during the period from 11.6% to 15.8%. Although the campaign approach
proved highly successful in the states like Kerala and Gujarat, the poorly ad-
ministered campaigns in some other Indian states created doubts in the minds
of academicians and administrators about the merit of this new approach (Ghosh,
1976). Some academicians went all out to recommend that "the mass vasec-
tomy camp approach should be immediately stopped" (Banerji, 1974). The
glaring failures of the approach were much talked about, and its two salient
merits were totally lost sight of : (i) the campaign approach could yield perfor-
mance levels considerably higher than what could be achieved in a normal pro-
gramme; and (ii) it could succeed in generating massive acceptance in areas
inhabited predominantly by socio-economically weaker sections who were not
adequately accepting contraception in a normal programme (Ghosh, 1976).

There were also financial cuts in the budget resulting in suspension of camps.
The new approach was, thus, abandoned without any serious effort to improve
its performance through better styles and techniques of management. This led
to a fall in sterilisations from 3,121,856 in 1972-73 to 942,402 in 1973-74.
Though the performance of the programme in 1974-75 was better, the tempo
of the programmes remained at a low ebb till the announcement of a 'National
Population Policy' in April 1976 by the Central Government.

The Cafetaria Approach

In the early stage (1956-62) of the programme 'sterilisation* was the principal
method available to couples interested in family planning. Female sterilisations
(tubectomies) dominated the scene in the early years (66.5% tubectomies), but
their proportion declined consistently till it reached as low a level as 28.9% in
1962. In 1963 the distribution of conventional contraceptives such as foam
tablets, jelly/cream, diaphragm and condoms became a regular function of the
PHCs. The IUD (loop) was introduced in the programme in 1965. At about
this time, the talk about 'cafetaria approach' started. Under this approach the
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people were to be given all the information regarding all the available methods
of contraception from which individually they could freely choose a suitable
method,

In 1965-66, the first year of its introduction, the number of IUD insertions
reached a figure of 812,713, which marginally improved to 909,726 in 1966-67.
Subsequently it declined. This shows that the 'cafetaria approach' was not
consciously followed even in the early years of its introduction. The pro-
gramme had always been seen to push one method or the other to the forefront.
Condom was put on the commercial channel in 1968-69 and the distribution of
conventional contraceptives immediately doubled to record 960,896 C.C. users.
The stagnation in the use of IUD was accompanied by a consistent rise in the
use of conventional contraceptives. In 1971-73, the years of mass vasectomy
camps, the number of sterilisations doubled or tripled over the 1970-71 level,
while the number of IUD and C.C. users stagnated at the previous level, or
even declined. The downward trend in proportion of tubectomies among steri-
lisations was reversed after the mass vasectomy camps. Extra emphasis was
placed on tubectomy camps and the percentage of tubectomies rose from 16.3%
in 1972-73 to 57.2% in 1973-74 and 54.8% in 1974-75. The oral pill offered so
far under pilot projects was introduced for more extensive distribution in 1974.
The enactment of medical termination bill made available legal abortions from
1974 onwards. Even among the conventional contraceptives, whereas distribu-
tion of condom increased by more than 20 times between 1963-64 to 1974-75,
the distribution of diaphragms during that period came down to one-tenth and
that of jelly/cream tubes declined to one-third of its former level. Similarly
the distribution of foam tablets also fell in 1974-75 to about one-tenth of its
level in 1963-64. It is true that the performance of different methods of family
planning depended heavily on the relative popularity enjoyed by each method;
however the relative popularity itself was constrained by the vigour with which
individual methods were pushed by the programme and the field workers on
account of the target orientation of the programme. 'Cafetaria approach* pro-
ved therefore to be only a theoretical concept. The people did not really get
an opportunity to know the merits and demerits of different methods so that
they could exercise a free choice in the matter.

Population Policy Statement (1976)

A historic population policy statement was announced in April 1976 by the
Central Ministry of Health and Family Planning. This was the first time that
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the policy and approach to the population problem was clearly and specifically
enunciated for the benefit of the citizens, putting an end to many controversies
and uncertainties regarding the family planning programme. It reasserted that
the population problem would be treated as a top national priority and with
commitment. An integrated package of health, family planning and nutrition
would aim at through reorienting medical education, restructuring the health
care delivery system, and elimination of ignorance, illiteracy and superstitions.
Stress was laid on population control without waiting for education and econo-
mic development to cause fertility decline. It set the goal of reducing the
birth rate from 35 to 25 per thousand population between the beginning of the
fifth plan and the end of the sixth plan. It specified that legal minimum age of
marriage would be raised to 18 for girls and 21 for boys. Further, it pronoun-
ced that allocation of central resources to states and representation in parlia-
ment/legislatures would be decided according to 1971 population sizes until the
year 2001; that special measures for raising levels of female education will be
adopted; that population values will be introduced in the educational system;
and that intensive monitoring of family planning performance and review by
the Union Cabinet at least once a year would now be a regular feature. It
provided also for a differential incentive scheme based on number of living
children, introduction of group incentives, and extension of facilities for sterili-
sation and MTP to rural areas.

It envisages increasing use of voluntary organisations for promotion of family
planning and continuing research in reproductive biology and family planning.
As regards the highly controversial measure of compulsory sterilisation, it was
left to individual state governments to decide the issue keeping in view the
available infrastructural facilities. The states willing to pass legislation on
compulsory sterilisation were advised to bring in the limitation after three
children. It was left to the states to introduce measures such as preference of
allotment of houses, loans etc. directed towards employees and citizens. The
Union Government also proposed to amend service/conduct rules to ensure
acceptance of small family norm by its employees. A multi-media motiva-
tional strategy was to be evolved and used to spread the message of family plan-
ning throughout the country.

Evaluation of the 1976 Population Policy and Programme

The policy in effect outlined two approaches towards solution of the popu-
lation problem; (a) beyond family planning measures, and (b) measures to
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encourage family planning practice. Measures following under the first category
like raising age at marriage and female education, were readily appreciated by
many academicians; however, it has also been contended that, a minimum age
at marriage of 18 for girls will not quite achieve a demonstrable demographic
impact; it is not likely to further promote responsible parenthood; and that it
would not make a decisive difference in the matter of safeguarding the health of
the mother and the child (Mitra, 1976a). Further, its implementation has been
widely held in doubt; would it not be only on paper like the 'Sarda Act'?
Raising female educational level was certainly welcome, but this required some
basic changes in social values of the people. The need to involve voluntary
organisations, to conduct research in reproductive biology and family planning
and to integrate health services through a multi-purpose worker approach were
also generally appreciated.

The policy statement did not consider some of the other aspects important
in influencing fertility. The impact of mortality on fertility for instance was
not taken into account. Similarly, impact of increased female labour force
participation as well as of economic and social considerations on fertility deci-
sions etc. have not been explicitly considered in shaping the 'beyond family
planning' measures incorporated in the population policy. It was also unclear
as to how the government was going to operationalise some of the 'beyond
family planning' measures.

The policy statement's explicit reference to compulsory sterilisation implied
indirect support of the central government on this issue. This intensified the
debate on this controversial subject leading to increase in the apprehensions on
the part of academicians, administrators as well as the citizens. The state
governments of Maharashtra, Punjab, Haryana etc. took steps to enact a law
for this purpose. The social environment was not conducive to such a law and
hence it could not finally be enacted. The problem of implementing a social
legislation like this was perhaps being underplayed. "It is difficult to believe
that a society that cannot ensure complete registration of births and deaths or
compulsory primary education for all children is either ready for compulsory
sterilisation and family limitation or has an adequate base for implementing
such a policy without the possibility of gross abuse" (Visaria and Jain, 1976).

The policy statement implied that there was going to be special emphasis on
terminal methods. In any case, the policy did not highlight the importance of
promoting non-terminal methods. The statement was in effect indifferent to
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the findings of a national level study undertaken in 1970 that 'vigorous promo-
tion of non-terminal methods could lead to substantial increase in the practice
of family planning' (ORG, 1973).

About its immediate impact on the society, the editorial in Centre Calling
(December 1976) claimed, "Never before in the history of family planning pro-
gramme in the country the popular response to the concept of small families has
been so overwhelming. It seems as if a tidal wave of enthusiasm has suddenly
swept over all inhibitions, hesitations and perhaps indecisions. Large crowds of
acceptors are queuing up for sterilisation in cities and villages alike." As seen
from Table 2, not only a high annual performance figure was achieved by 17
states and 3 union territories which exceeded their sterilisation targets in the
first eight months, some of these reached their targets within the first quarter
itself! The level of acceptance was so high that it was even beyond the expec-
tations of the Department of Family Planning. In the seven months period
April 1976-October 1976 alone nearly 5 million sterilisations were performed
against nearly 22 million in the previous 20 years. The three states Madhya
Pradesh, Uttar Pradesh and West Bengal performed in April-October 1976, 17-
18 times the number of sterilisations it performed in April-October 1975. Bihar
and Rajasthan improved their sterilisation performance by nearly ten times
in the same period. Other states also achieved a much improved performance.

The reasons for this spectacular success as viewed by then Government can
be summarised as follows :

(i) Commitment of state leadership increased after the policy announce-
ment ;

(ii) Policy announcement and subsequent actions were made at a time when
awareness of importance of family planning was high, but acceptance
rate was low;

(iii) Extension of responsibility for motivation to all other departments in
addition to the medical departments ;

(iv) Special directives from the state government to eligible employees ;
(v) Announcement of national emergency and the national policy ;

(vi) Effective monitoring of programme performance ;
(vii) Incentive at individual/community level and dis-incentives ; and

(viii) Integration of family planning with MCH etc."

(See Centre Calling, Vol. XI, No. 12, December 1976 for detailed discussions
on the subject).
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Without discounting the role of any of these factors, it is notable that many
citizens and administrators complained of coercion in family planning. Some of
these factors (viz. iii, iv, v and vi) might have indeed vitiated the philosophy of
voluntary acceptance of family planning on which the policy had rested. The
Government of Madhya Pradesh issued directives that all eligible employees of
the State Government should undergo sterilisation operation by the 6th Decem-
ber which had a salutary effect on the role of acceptance (sec Centre Calling
Vol. XI : No. 12, Dec. 1976), even the union government amended the Central
Civil Services (Conduct) Rules 1964 to ensure that the number of children of a
government servant does not exceed the limit of three; these measures could
certainly be construed as mild-to-severe coercion.

Government of Punjab declared a number of disincentives for employees
'who flout family planning advice'. These disincentives included non-availa-
bility of loans for housing, withdrawal of accommodation, and even denial of
job opportunity. Almost all the states adopted similar measures after the
adoption of the population policy statement. These steps helped to generate
a high acceptance rate but they also created good deal of resentment among
the citizens. In some states, like Uttar Pradesh, the District Magistrates and
Divisional Commissioners were charged with the implementation of the pro-
gramme. This fact would seem to facilitate coercive tendencies because of the
great power vested in these officials. The differential incentive scheme would
seem to encourage corrupt practice among both couples and motivators of
claiming higher incentive payment by false declaration of lower family size.
The close monitoring of the programme by state and central ministers and high
level officials would seem to have promoted an atmosphere of fear and vindic-
tiveness among the officials to adopt corrupt practices to get the pat for credit-
able work. The Prime Minister and Health Minister decried all rumours of
coercion, but even their support of a 'harsh attitude' and 'gentle and civilised
pressure' were not appreciated by the people. The mass media have, since the
lifting of emergency and fall of the Congress government, been replete with
stories of coercion in family planning. Careful revision of the 1976 population
policy statement thus became inevitable in less than a year's time.

New Population Policy (1977)

A new statement of policy on the 'family welfare programme* was issued by
the Janata Government on April 28, 1977. The new government expresses its
total commitment to the population programme, as a means of individual and
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national development and well being. The programme is renamed as 'family
welfare Programme'—and it is proposed to integrate it with health as well as
other welfare programmes such as nutrition.., food, clothing, shelter, drinking
water, education, employment and women's welfare. It proclaims that 'there
is no room for compulsion, coercion or pressures of any sort.' It is assumed
that given the necessary information, the couples will accept the small family
norm provided adequate services are made available. This assumption is simi-
lar to the tenets of the clinic-cum-extension approach. The programme pro-
poses to promote all the methods (with equal emphasis). As regards payment
of incentives (monetary compensation) for sterilisation and IUD, it is proposed
to retain this practice as the acceptance of these methods involves to and fro
journey to clinic, stay in hospital and possible loss of wages. Under the propo-
sed integrated rural health scheme comprehensive training of 'dais* is proposed
with a view to making adequate MCH care available to mothers. The propo-
sal to raise legal minimum age of marriage to 18 for girls and 21 for boys, is
retained. It also proposes to promote women's educational level through
formal and non-formal educational channels. The principle of linking a por-
tion of central assistance to state plans with performance in family welfare
programme is continued. Prompt steps to incorporate population education
in school curricula are envisaged. Coordinated work of all media agencies under
state and central governments using all media channels, including extension
education, is expected to promote family planning effectively. The new policy
statement also emphasises the change agency role of voluntary institutions/
associations including panchayats. The research work in the field of reproduc-
tive biology and contraception will continue. The welfare orientation has led
to emphasis on coordinated work by all ministries and departments. The
family welfare performance of the states is to be monitored and reviewed by
the Union Cabinet. It is suggested that suitable machinery for ensuring coordi-
nation with other welfare programmes be set up in each state.

A Critique of the New Policy—Concluding Remarks

It is, perhaps, too early to pass a judgement on the new policy. Announce-
ment of the policy has restored the trust of the people in the Government's
desire to promote their welfare. What worries one is how exactly this 'welfare*
is going to be brought about. The policy does not clearly outline how the
programme will be integrated with other welfare measures. Earlier attempts to
integrate family planning with MCH services, the interrelation between which
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is so natural, met with very limited success. This suggests that integration of
family planning with other welfare programmes is laudable, but difficult indeed
(Ghosh 1976fl). The new policy should have clearly laid down the steps through
which integration would be achieved, and shown integration itself and the
consequential benefits would be evaluated. The programme seems to rely on
the clinic-cum-ex tension approach supplemented by a compensation payment
scheme. It is unclear how the government will actually promote all the
methods 'with equal emphasis'. Should the choice of methods be left to the
people, what the programme personnel need to do is only to provide informa-
tion on all the methods to a couple interested in contraception. Methods like
rhythm or withdrawal are known to be ineffective and it is not worthwhile to
promote such methods equally with other much more reliable methods.

The Conference of Health Ministers, which considered the policy proposal,
decided that there should be a uniform rate of compensation. This is a wel-
come change in the programme. It is also necessary to ensure that the pro-
gramme officials and field workers fully explain to the people the idea behind
payment of compensation money ; no worker should use the 'compensation
money* as an 'incentive' or 'lure' to attract a person without the necessary moti-
vation to accept family planning.

The problems of implementing the envisaged social legislation on age of
marriage have not received adequate attention of the policy makers, and thus
its feasibility is still in doubt. The proposal to include population education
in school curricula can be appreciated but it is uncertain how far this measure
is likely to induce acceptance of family planning. Studies have shown that even
in case of couples in lower income brackets ever-use of contraception is posi-
tively correlated with the educational level of the wife. This justifies the impor-
tance attached to women's education. However, if contraception can be
encouraged even through raising general educational level, what additional
benefits do we expect to generate through inclusion of population education
in the school curricula ? In view of the fact that in the rural areas where the
real problem is, the education system is in the doldrums, it calls for vigorous
effort of promoting and upgrading general education alongwith population
education.

The policy makers appreciated the role of mass media in promoting family
planning and urged a coordinated effort of all media agencies for this job.
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These media agencies put up a very poor show so far as work in the rural
areas is concerned (Ghosh 1977). It would be necessary to correct the deficien-
ces in these organisations before expecting them to play any meaningful role in
family planning motivation work.

As in the 1976 Policy, the new policy also proposes a close monitoring of
programme performance. In line with this the Health Minister's Conference
decided that 'targets under family welfare should be treated as milestones and
yardsticks in the programme. The targets should not be fixed with a view to
counting the number of heads but to achieving the objective of reducing the
birth rate to 30 per thousand by March 1979 and 25 per thousand by March
1984 (Centre Calling, April-May 1977). The adherence to target system and
close monitoring of performance when the programme is supposed to be
completely voluntary is indicative of an ambivalence present in the policy
statement. Though the experience of the earlier government will certainly act
as a deterrent to any over-ambitious attempt at programme implementation,
it is necessary that the policy is completely unequivocal about the voluntary
nature of the programme. This presents difficult problems of evaluating the
programme and giving it a sense of direction. One hopes that the determina-
tion of the present government and the dedication of the programme officials
will be instrumental in giving a proper shape to the policy in the form of a well-
managed family welfare programme in India,

References

1. Baoerjee, D., 1974, Health Behaviour of Rural Populations, Centre of Social Medicine and
Community Health, Jawarharlal Nehru University, New Delhi.

2. Centre Calling, XI(12), December 1976 and XII(4-S), April-May 1977.
3. Department of Family Planning, Ministry of Health and Family Planning, New Delhi,

1976, Family Welfare Planning in India—Year Book, 1974-75.
4. Ghosh, B., 1975, Systems approaches to family planning programme management, Demo-

graphy India, 4(1).
5. , 1976a, Organisational Aspects of Mass Vasectomy Campaign Approach, Paper pre-

pared for ESCAP Expert Group Meeting on Organisational Aspects of Integrating Family
Planning with Development Programmes, angkok, November 29 to December 4,1976.

6. , 19766, Differential rates of achievements in PHC-Areas in mass vasectomy cam-
paigns in Gujarat, Demography India, 5 (1 and 2).

7. , 1977a, Integrating family planning with development programmes, Social Work

Review (Forthcoming).
8. , 1977b, Family Planning Communication Policy in India—Implications of Research,

Indian Institute of Management, Bangalore.

Nos. 1 & 2 1978 Demography India 49



9. Mitra, Asok, 1976a, New Population Policy—Age at Marriage, Paper presented at the
Second Annual Conference of the Indian Association for the Study of Population,
Bangalore.

10. . , 19766. Issues in India's population policy, Demography India, V(l and 2).
11. Narain, Raj, 1977, Family Welfare Programme—A Statement of Policy, Ministry of Health

and Family Welfare, New Delhi.
12. Operations Research Group, 1973, Family Planning Practices in India.
13. Pohlman.E., 1971, Incentives and Compensations in Birth Planning, Carolina Population

Centre, University of North Carolina at Chapel Hill, USA.
14. Singh, Karan, 1976, National Population Policy—Statement, Ministry of Health and

Family Planning, New Delhi.
15- Visaria, Pravin and Jain, Anrudh K., 1976, India, Country Profiles, The Population Coun-

cil, New York.

50 Demography India Vol. VII. 1&2


