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Trandating Demographic and Health Survey Findingsinto
Policies and Programmes. Past Experiencein the Country
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Introduction: Rich Tradition of Sample Surveysin the Country

A S PROFESSIONAL demographers and social scientists we can al be proud of

arich and growing tradition of sample surveys of population undertaken since
independence in the country. Various demographic and health surveys in the country
have been undertaken with one or more of the following objectives.

(i) Measuring the current fertility and mortality trends,

(ii) Description of the population with regard to demographic, socio-economic and
KAP variables,

(iii) Generating support for further investments in family planning, reproductive and
child health programmes,

(iv) BEvdudting theimpect of afamily planning, metemd and child hedith progranme
on the KAP variables, fertility and mortality levels,

(v) Vdidating the data on official service gtatistics on contraceptive prevalence,
immunization levels and impact of other health programmes,

(vi) Mesasuring private sector activities in family planning and maternal and child
heslth,

(vii) Assigting programme administration,
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(viii) Advancing socia science and,
(ix) Indtitution building.

The number of demographic and health surveys that have been undertaken in India
since independence with one or more of the objectives listed above can be estimated
between 2000 to 2500 depending on the minimum sample size specified and most of
them were undertaken at the local, digtrict or state levels with very few undertaken at
the nationa level. However, many important surveys undertaken at the locdl, regiona
or dtate level have been of high quality in design and execution and played an important
role in highlighting the magnitude of the population problem and high fertility levels
prevailing in the rural areas and the factors associated with such high fertility. Notable
anong tham ae the Mysore Populaion Sudy condudted under the auspices of the United
Nations in 1951-52 in the erstwhile princely state of Mysore, the Fertility Surveys in
sdlected digtricts of Maharashtra state carried out by the Gokhale Ingtitute of Politics
and Economics, Pune in the early fifties, the Demographic Survey in Delhi dums carried
out by the Inditute of Economic Growth in the early sixties and the Standard Fertility
Surveys conducted in six selected areas of the country, usng a standard format of
questionnaire to assess the levels, differentias in fertility and associated socio-economic
factors conducted under the auspices of the Family Planning Communication Action-
Research Centers during 1964-5.

The first national level demographic survey is the Couple Fertility Survey carried
out by the Nationa Sample Survey as a part of the seventh round on a variety of socia
and economic conditions of the sample households in the early fifties and published in
1955 by Dasgupta et al. In 1970, 1980, and 1988 the Ministry of Hedth and Family
Wdfae commissoned a Baoda bessd makd ressarch orgenization, Opedtion Research
Group ORG), to organize nationwide household surveys to obtain satisticaly reiable
estimates of rura and urban contraceptives prevalence levels and associated factors
a the state level. Fieldwork for these three surveys was conducted from July 1970 to
January 1971, January 1980 to January 1981, and July 1988 to February 1989 and
covered fairly large samples of households as below :

« 25,330 digible couples with wives aged 15-44 in ORG Survey | in 1970.
. 34,831 digible couples with wives aged 15-49 in ORG Survey 1l in 1980.
* 44,918 digible couples with wives aged 15-44 in ORG Survey 111 in 1988.

In these surveys haf of the respondents were husbands interviewed by mae
investigators, and half were wives interviewed by female investigators.

These three surveys offer a wealth of information on the levels of awareness,
knowledge, and attitudes about family planning, contraceptive use, fertility, and related
factors of a cross-section of Indian couples at three times when they were undergoing
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demographic transitions. They aso provide an independent assessment of the diffusion
of the family planning message and practice in the community within and outsde the
government programme and a validation of couple protection rate figures compiled from
service statistics data. Unfortunately the rich data available from these surveys were
not made available to scholars and research workers because the Governments of the
time were reluctant to share many details about the country to the outside world because
of the command and closed economy. There were severe restrictions on the availability
and use of survey data even to well established researchers within the country.

Again, for largely political reasons, India did not participate until 1991 in the
international survey series that covered a large number of developing and a few
developed countries using a standardized format of questionnaire : the World Fertility
Svey (197483), the Contreogtive Prevdence Survey (1983-89), ad the Demogrgohic
Hedth Survey (Phase I, 1985-90) organized with financia support from the United
Sates Agancy for Intamationdl Devd opment (USAID) and the Westinghouse Carporation.

Recent Boom in Sample Surveys

Only since the end of 1991 has India participated in Phase Il of the internationa
smies of Demoggohic Hedth Surveys ad agresd to condudt the Naiond Family Hedth
Survey by the Ministry of Health and Family Wefare with the Internationa Institute
for Population Sciences, Mumbai as the noda agency, and Financia support was
provided by USAID and technical assistance by East-West Population Ingtitute, Hawaii.
This survey is in a way unique and a turning point in the history of large scale sample
surveys in the country. There has leen a boom in the number of large scale nationa and
digtrict level surveys on health and family planning conducted in the country since then.

NFHS-1 can be considered as an indicator of the process of economic liberdization
and globdisation initisted in the country in other fields as well and | had the privilege
as, Director of the Internationa Institute for Population Sciences at Bombay at that time,
to agree for UPS to serve as the nodal agency for the survey and assist in the design
and conduct of the first phase of the survey during 1991-92. The survey covered a very
large sample of 88,562 households, drawn from most of the states of the country, the
design of the survey and training of investigators were very meticulously planned and
executed with nternationa standards and it involved for the first time a partnership
between population research centers which were government ingtitutions and private
data collection agencies like ORG, MARG, MODE, CFDRT and VIMARSH. The
partnership between the government and private agencies helped tone up the survey
qudity with fidd wokas from pivae agaxdes not bogged down by govanmetd rues
and regulations. Andysis of data was carried out with a high degree of efficiency and
state level reports and the nationa report were published with detailed tabulations and
substantive anaysis within two years from the date of completion of the survey in good
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quality paper. NFHS'| has in away set standards and bench-mark for the future surveys
in the country, especially for the surveys conducted by the NSSO. Within a few years
of data collection the entire data set were made available to the public for a nominal
cost or through the web site. The data collected on many variables were considered
to be d very high quality by nationa and international standards. The data were used
extensively by research scholars within and outside the country and it is estimated that
more than 500 research papers have so far been published based on NFHS data. Many
doctoral dissertations have been written up using NFHS data within India and outside.
The successful completion of first National Family Health Survey (NFHS1) and the rich
set of data put out from the survey and usefulness of the findings led to the launching
of the second round of NFHSII which was conducted during 1998-1999. The second
round was conducted approximately six years after the first survey and covered a sample
of 91,196 households.

Both the rounds of National Family Hedlth Survey (NFHS1&2) were wndertaken
with the broad objective of strengthening the population research centers in the country,
the database on population and child hedth parameters and facilitate implementation
and monitoring of population and health programmes in the country. The principa
objective of NFHS 1 and NFHS-2 is to provide scientifically compiled, satisticaly valid
and internationally comparable estimates of fertility, family planning practice, infant and
child mortaity, materna and child hedth, utilization of hedth services provided to
mothers and children and growth and development of children below 5 years of age by
measuring their height and weight. They aso included information on the status of
women, education, and the standard of living. In addition to the a&ove items, NFHS
2 survey aso provides indicators of: the quality of hedth and family welfare services,
women's reproductive heath problems, domestic violence, measurement of the nutritional
status of women through height and weight measurements, which were available only
for young children in the earlier survey. In addition, NFHS-2 had, for all ever-married
women and their children below age three, tested blood for the level of haemoglobin,
using the HemoCue instrument. Through these blood tests, for the first time the survey
provides information on the prevalence of anaemia throughout India. In two metropolitan
cities, Delhi and Mumbai, a further test was done for children below age three to
measure the lead content in their blood. The survey aso measured the extent to which
households in India use cooking salt that has been fortified with iodine. Based on the
success of NFHS|, NFHS I has outstretched its scope in my view—rather hadtily, in
collection of data on rather very sendtive variables such as domestic violence, for
which data collection requires different methodology. As stated earlier, The United
States Agency funded the NFHS1 and 2 surveys for Internationa Development
(USAID). UNICEF provided additiona financial support for the nutritional components
of the survey. Thus the survey is the outcome of the collaborative efforts of many
organizations.
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After the launch of NFHS| many other large scale surveys and studies have been
conducted in the country, and notable among them are the RCH Surveys and RCH
Fecilities Survey at the digtrict level carried out with the World Bank assistance and
the fird ad soond round of Muti Indcaor Cluser Suveys (MICS) oconduded  under
the auspices of he UNICEF, the District Level Base Line Surveys carried out as a
part of the Perform Project in Uttar Pradesh and the base line surveys carried out by
the India Population Projects. Following the Caro Conference on Population and
Devdopmat (ICFD) in 19% thae was a diange o the draegy in the implementaion
of family welfare programme in the country. Family Planning targets were dispensed
with in 1995 and since 1996 Family Welfare Programme is considered as an integra
pat of the Regwodudive and Chid Hedth progjamme Thee have added dgnificance
to the findings from these surveys as possible sources which will provide clues and
directions for the implementation of newly oriented family welfare programmes.

The mgor fuding agedes for thee lage de suveys wee intemdiond donors
USAID, Wald Bak and the UNICEF ad they seam to be woking dmog indegpendently
with overlapping objectives and providing different set of estimates on the same
paangdes casng a conddadde deyee of oconfuson for ressardhes ad  programme
meneges Hom a condtion of data scadty before 1990 we ae faoced with abundance
ad gu o dda on popdaion ad rgrodudive hedth. Beoe we cen fuly andyze ad
dget one & of daa we ae flooded with new st of figwes For indance the Multiple
Idcator Cluger Surveys (MICS) were fird concdved in India as a pat of the Child
survival and Safe Motherhood programme when the EPl Cluster Evauation Surveys
wae modfied as a pat of the CSSM progamme in 1992 to indude addtiond indicators
rdaed to Vitamn A covaage darhoea mobidty and trestment pradicss ad the e
motherhood component of the programme with emphasis on qudlity of ante-natal
cae place ad type of asdae duing ddivay. Similar daa ae d avaldde from
NFHSI.

Ida hes been conduding MICS in a numbe of ddes ddrids and towns (induding
specific surveys for urban poor populations) for nearly four-five years now. Over 175
local or state level surveys have been conducted and have been used by programme
planners at the level that they are conducted. India was one of the countries included
in the Gaod BEvdudion of Mutipe Indcdor Cugter Suveys conduded in 1996, The
cosvaios ad recommenceions of the gobd evdusion wee vay usfu in modfying
the approach and standardizing the MICS-Phase |1 during 1999-2000.

The list of globa indicators being used to assess progress a end-decade was
devdoped by UNICEF, New Yok thrvough extendsve ocomadtaions bath withink UNICEF
ad with WHO, UNESCO, ad ILO. The Exeaive Diretive EXD/199901 daed 23
April 1999 forms the basis for the development of the MICS-I including all the
indicators that will be discussed at the United Nations General Assembly Special
Ssions (UNGASS) in Sgtambar, 2001 .The man dgjedive of the suvey is to provide
ussful informetion on key indicatarsrelated to the hedlth and wel baing of childrenand
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to evaluate the progress on these key indicators related to women and dildren. The
survey intends to collect information on more than 100 indicators through its carefully
designed questionnaires, sample design and survey procedures. The data on these
indicators are aso expected to help policy makers and programme managers to design
programmes appropriately. Thus policy makers and programme managers are amost
bombarded with information and data from different sources.

Problemsin Translation of Survey Findingsinto Policies and Programmes

The problem of trandating one or more research findings from a sample survey into
a policy statement with meaningful programme implications is ho easy task both from
the conceptual and empirical points of view. It requires a good statistical knowledge and
indghts into the manner in which the survey data have been collected, analyzed,
limitations of the findings and at the same time good insights on the existing policy and
programme framework within which the research findings have to be incorporated. It
requires a good undaganding of the design of the survey, neture of dbsaved intardaionships
among the variables with their confidence intervals and a knowledge on the entire web
of causation operating on the desired outcome variable in a particular situation. Thus
it requires knowledge and skills of varying disciplines and programme experience that
can hardly be expected in a single individual. Thus at best it should be a group exercise
invaving a number of shdas from dffeet dsipines axdd proganme manegas  This
is particularly relevant in the present context when a large number of demographic and
health surveys are being conducted in the country starting with NFHS| in 1992-93 and
dmog evay pgoar wiitten on the survey daa usdly ends up with a sadtion or paragrgph
on 'policy and programme recommendations.

Most of these recommendations are based on the nature of the observed correlation
and regression coefficients between the desired outcome variable such as fertility, infant
mortality, contraceptive use, and immunization status or growth and development of
children and selected predictors for which data have been collected in the survey. Again
and again it has to be recognized that any observed correlation and regression may not
necessarily arise out of causation but may as a statistical artifact. Hauser (1967) argues
that ". . . sample surveys have exhibited two magor deficiencies. First, they have, in
general, faled to include adequate efforts to study their reliability of data; and second,
they have failed to make adequate efforts to obtain measurements of the 'intensity’ of
the opinions o atitudes reported ... It is a moat quetion whether urveys do not mideed
as much as they inform. . ." Again as Cochran (1965) points out ". . .An observationa
study is a study of the associations between two sets of variables. . . and to interpret
these associations as causal or non-causa must rely heavily on information not supplied
by the study". The problem gets confounded if the findings are based on a retrospective
sample survey and the estimates have a sizeable sampling error, that can be estimated,
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but with unknown level of non-sampling errors which is usualy the case in demographic
and hedlth surveys. Jumping from observed correlation and regression coefficients to
policy and programme implications may not always be a vaid conclusion. In this address
I would like to highlight some of the basic steps to be followed and precautions to be
observed before any research finding based on a retrospective survey data set pertaining
to hedlth and family welfare is trandated into action or policy recommendation.

Limitations of Retrospective Surveys

(1) First and foremost among these steps is to recognize the fact that there are some
policy and programme action points that need not and should not depend on
survey findings because, these are based on scientific theories and facts and
inereiondly wel edablided rdaiondips through caefuly dedgned expaimants
For example the need to provide potable and clean water for reduction of
diarrhoea and gastro-enteric diseases or safe and efficient contraceptive services
to enable couples to space their births or limit child bearing should not be
guestioned from a retrospective survey data. If the survey data lead to different
conclusions the quality of data and the reliability of estimates should be called
to question. Similarly the need for providing good quality antenatal care to
pregnant women and skilled attention to mothers at the time of their deivery
to improve materna health and reduce maternal morbidity and mortality should
not depend on survey findings. If the sample survey is undertaken with a view
to cross check the officia figures put out by the government departments (which
are, indeed, many times exaggerated) then they should be specifically designed
for this purpose from the very beginning and data collected as per the design.
Only when the programme manager or the policy maker does not know where,
when and how the earlier policies and programmes have failed or did not work
upto their expectations there is a need to invoke findings from specia studies
or surveys. Similarly when there is a problem in assigning priorities for action
in a gamut of activities to be undertaken in a programme there is a need to resort
to survey or study findings. Surveys should not be elaborate attempts at reinventing
the whedl or reestablishing well known facts between sound public heslth
practices and reduction in morbidity and mortaity. Unfortunately, the wide
availability of survey data has recently led to this type of so caled ‘policy
oriented research’, based on such data.

(2) Second, it has to be recognized that analysis of retrospective survey data, with
whatever sophisticated statistical techniques that can be adopted, cannot yield
unequivocal results on the nature of causation between the variables analyzed.
Correlation and regression coefficients computed from the survey data should
not be construed as causal mechanisms to be used in policies and programmes.
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Such unequivocal causal inferences can be drawn only on the basis of carefully
planad expaimetd desgns whare the tresimat and conrd units ae randomized
before the treatment is administered and there is replication in both the groups
and both the groups are followed over time, data on the change and correlated
variables compiled and analyzed according to the principles of experimenta
design. The principles of randomization and replication often repeated in
statistical texts as fundamenta requisites for estimating effects of programmes
o treements ae not and canat be obsaved in rerogpective surveys  Demogrgphic
and hedth surveys are no exception. Survey data can at best provide a good
description d the levels and differentials on the population and related variables
on which data have been collected and can help to test hypothesis on the nature
o inardaiondips anong thee vaiddes bessd on a conogpiud modd  devdoped
by the researcher. Possible causal relationships can then be postulated to be later
tested by experimental designs, if possible and feasible, or place for discussions
and appropriate action a an interdisciplinary policy group. The observed
relationships from a survey data should not in themselves be viewed as proofs
of success or failure of a programme when the programme variable is included
as one of alarge number of predictors impacting on the dependent variable, such
as the fertility levels. The problem gets further compounded when the survey
findings differ from one survey to the other or there are gross inconsistencies
in the trends on a variable over time.

(3) Third, it has to be redized that any estimate based on a sample survey has an

(4)

associated sampling error, dependent on the presumed value of the parameter
in the universe, sample size and the sampling design. In a given survey, for a
rare event such as the maternal mortality rate the sampling error is much larger
than for a more common event such as the prevalence of contraceptive use. It
is safer not to provide estimates for a rare event when the sample size is not
adequate to provide the estimate within a desirable confidence interval or when
the non-sampling errors are found to be large than to provide an estimate and
gve ddidicd judificions for the same laea. The incesse in maiamd  mortdity
rate to a level 540 maternad deaths per 100,000 live births for the period 1997-
98 besed on NFHSII from a levd of 437 for the paiod 1991-92 besed onNFHS
| hes crested condderdde het and controversy because such daa were publidzed
as valid estimates by the agencies concerned.

Fourth, it has to be redlized that in demographic and health surveys which
dtempt to compile infometion on sengtive  vaiddes ach as contracgptive usg,
dbotions infant desths age of women, ege & mariagge ad on domedic vidence
as is done in NFHSHI, there is likely to be a high leve of non-sampling errors
especially response errors. Errors of omission and distortion of facts are likely
to be rampant in such data sets. Such data sets, should be followed by carefully
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conducted repeat surveys a least on a sub sample, and rdiability and validity
checks carried out before they are publicised. Data on extent of domestic
violence collected and published in NFHSII survey has so many interna
inconsistencies that the credibility of the whole data have come to question.
While we can estimate the sampling errors and the confidence intervals of the
various edtimates, based on the sample sze and the design, it is extremely
difficult to estimate the magnitude of non-sampling erors without carefully
planned repeat surveys. A number of such repeat surveys carried out within the
country and outside on a sub sample of large scae demographic surveys have
reveded gross inconsistencies in the reporting of sendtive events by men and
women including a high level of omissons and timing errors. Even the accuracy
of data on the reported age of the respondents collected in the NFHS| and
NFHSII surveys have been found to be quite low especidly NFHSII as
measured by the Myer's index on digit preferences, and the latter worse-off in
quality than the former and the age data from these surveys do not seem to be
much better than many other survey data and SRS. When even age data cannot
be obtained accurately in these surveys what is the credibility we can attach to
the data collected on the other sengtive variables, is a logical question. The non-
sampling errors are likely to conditute a larger proportion of the total error in
a retrospective demographic and hedth survey than the sampling error. These
errors are likely to arise due to differences in the educationa levels, perceptions
and understandings of the questions of the interviewers involved in the survey;
the quedionnaire usd ad the educdiod levds udasadng of the quetions
and willingness to part with the information on the part of the respondents. The
interviewer, ingrument and respondent al contribute their share to the non-
sampling error. Attempts should be made through research studies to estimate
the separate contribution of each of the factor to the tota eror.
(5) Fifth, it has to be redized that dl the statistical techniques used in any analysis
of data have an underlying set of assumptions and the inferences drawn are
darcumsxibed by thee assumpions One of the mog importat of thee assumptions
wdly vidaed in demoggohic data adyds is the requirement thet the dependant
variable should not have any measurement error. Most of the demographic
adyss of suvey daa ue the vaious daidicd tedhniques of mutiple regession
analysis. The dependent variables used are usudly fertility, contraceptive use,
infant mortaity, immunization status and growth and development of children
and these are related to a host of other predictors directly or through a path
model. Detailed andysis of data on each of these dependent variables, compiled
from the survey, reveals that there is a considerable degree of measurement
errors in each of these variables and as such any finding from a regression
analysis carried out on the survey data have to be interpreted with a degree
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of caution. Econometric models have been developed during the past two
decades which alow for measurement error in the dependent variable but these
models are yet to find wide applications in demographic and health surveys. The
easy availability of a large number of dtatistical packages for the anaysis of
large scale survey data has eclipsed the underlying assumptions behind the
various techniques and the caution to be exercised in the interpretation of the
findings. In the estimation of fertility and mortality rates it is advisable not to
use the survey data if alternative more reliable sources are available.

(6) Sixth, the conclusions from any analysis can be expected to vary with the level
of analysis. The analysis of data a the household, village, digtrict and the state
levd usng the same s of vaiddles coud yidd differat resdts even contredictory
a times. While andysis at the aggregate level will be more useful for policy
and programme purposes, anaysis at lower levels of aggregation are necessary
for the understanding of interrdationships, testing of hypothesis and if possible
causa relationships.

(7) Seventh, the findings from different surveys have to be considered together and
not in isolation before new policies are initiated or the existing policies are
modified. As a result of the above factors the utilization of results from
retrospective surveys in demography and hedth into population and hedth
policies and programmes become extremely difficult. As you are all aware in
the recent years there has been a survey boom, as such, on demographic and
hedth condtions in the coury and there ae repedted dtempts to tradae may
o the ressarch findings from these srveys into palides and programmes by bath
the organizers of the surveys and policy makers. As | mentioned earlier every
research paper written using the survey data ends up with a paragraph on 'policy
recommendation’. This is not a bad thing in the context of a growing demand
from the donors, policy makers and programme managers to seek justification
for the money spent on the survey from the point of view of the relevance of
the suvey findngs to polides and programmes This hes caused may a prablem
a various levels and the main purpose of this address of mine is to bring to your
kind attention and discussion at professona level a this august body on the
problems of trandating survey findings in policy and programme implications.

An lllustrative Example of Difficulties Faced

Let me illugtrate the type of difficulties one faces when we try to trandate survey
findings into policy and programme implications. Table 1 provides data derived from
the NFHS| on the tota fertility rates of women in different states classified in four
broed educdiod cadegoies llitade  liteae but not midde compde midde complee
high school and above. The table aso provides the TFR as computed by the SRS for
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TABLE 1: TOTAL FERTILITY RATE (15-49) BY EDUCATIONAL STATUS OF WOMEN
(NFHS-1) FOR 1990-92 AND COMPARISON WITH SRS

Sates lliterates Liteate,  Middle  High Total Comparable % drift of
<Midde School  School RSdata NFHSrom
Complee  Conplete & above (199092) S
AndhraPradesh 297 2.23 223 gk 29 297 -12.79
Assm 451 327 19 17 333 340 3
Biher 428 377 266 piss) 400 460 -13.04
Delhi a47 327 263 20 3@ 180 67.78
Goa 300 183 10 1% 19 160 18.75
Guaa 33 283 251 216 29 320 -6.56
Hayana 469 3R 348 25 3% 390 231
Himachd Pradesh 363 312 27 2@ 297 300 -1.00
J& K 360 345 22 229 313 NA NA
Kameaka 33 257 245 20 2% 310 -8.06
Kada 231 216 1% 1% 200 180 1111
MadhyaPradesh 431 317 347 247 390 40 -17.02
Méaharashtra 347 30 247 238 2% 300 -4.67
Orisa 317 338 25 1683 2 30 -11.52
Punjeb 360 3@ 1% 223 2% 310 -5.81
Rajasthen 38 3 241 22 363 45 -19.33
Tamil Nadu 23 249 220 24 248 220 1273
Utter Pradesh 5% 416 38 2% 412 520 731
West Bengd 373 28 177 150 29 320 -8.75
India 43 301 249 215 3 370 83
SD. 074 oY) 08 033 0.71 103
CV. 0% 049 04 011 051 1.06

Source: (i) National Family Health Survey (1990-92) reports of various states and India.
(it) Compendium of India's Fertility and Mortality Indicators (1971-1997) based on the SRS,
RGI,NewDdhi 1999

the same rdevat paiod 1990-92. From the tadle it can be san the while the edimae
o TR pu fath by NFHS-1 agee farly dosly with SRS edimetes 339 compared o
3.70 (less by 8.3%), when we make the comparison by the states there are sharper
differentials, more than £ 15% in the states of Dehi (+68%), Goa (+19%), Madhya
Pradesh (-17%) and Rajasthan (-19%). In Rgjasthan the NFHS egtimate of TFR was
sgnificatdy lover & 363 compared to 450 by SRS while in Ddhi NFHS edimete wes
agnficaly hgner & 302 compared to 180 in the SRS When we compae the THR
estimates in different educationa categories across the states there is a clear evidence
from mod of the ddes of cogdat dedire in the THR vdues as educdion of wamen
impoves  Bducdion ssams o be an importat fador thet hes contibuied to  loveing
fertility levelsin the country in al the States. However it is worth pointing out thet
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iliteate women in Andva Readesh, Kada Tamil Nedu ad Goa have recorded much
lowe fatility then more educaed sdas in Uttae Pradesh, Rgeghen, Bihar, Madhya
Pradesh and Haryana. This indicates that some date level factors, possibly the
programme related or other cultura factors are operating in addition to the education
fador. Bassd on a more ddaled andyss of NFHS ad oha dda s#s aooss dfferat
daes may resadhas induding mysdf devdoped hypothess o the dominart rde o
the date in moderating the fertility levels of its populaion through strong politica
commimats ad bueundic dfidexy in poganme ingdematagion The ing-play
bewean top down ad batom wp in redudng fetility were highligted There wae Tamil
Nadu modd, Andra modd, Keda modd advocated by dffaet peode for acodeding
fatiity dedine in moe bedwwvad daes Reoaly a moe dddled adyds o fatility
using village leve the data from 1991 census in the southern states using geographic
mgpping proodres by Guillmatto ad athas hes indicated a drong  geogrgohic  pattem
o fatlty evagng auiing aoos dae boundaies dmog cotamins with  aulturd
and lingua-didectic variations. These patterns were smilar to the patterns of fertility
dage reoorded in a dudy of Europeen Fatility Transtion in the ealy twetieh oatury
caried ot by Code ad ahas from Rinodon Univasty ad pudishad in the late fifties
and early sixties. These sudies indicate that once for some reason lower fertility is
ahieved by a smdl gop o peope conddaed as pace stes in thar oady the nom
o gmd famly greds rgady in the same laguege ad adtud goyos imepadtive
o the daes pdides ad progammes OF coure in BEurgpe when fetility dedine wes
cosaved it was in the dsane of ay naud poides ad proganmes to coird fetility.
In Inda we have such pdides and progammes Snce indgpadance Wh s the presat
rde of the ddes in modading populdion trexd? How do we recondle these conflicting
findings into policies and programmes? My suggestion is that the duty of the Sate is
provide good qudity contreogive ad reprodudive savicss and promote the vdue o
amdl family to the hedth and happiness of the maother, child and the family and not
to inafae in the deogonmekng by te famly mambas Otas mey dffe in their
viens
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