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I ntroduction

I NDIA is on the crossroads of serioudy implementing a mgor paradigm shift in its

family welfare programme. This choice represents a shift from the aim of achieving
pudy damoggohic gods to the adogion of a comprehasve rdiond devdopmat plan
which incorporates the goas of the Cairo and Beijing international conferences on
popdaion, women ad devdopmet The 1CPD liss hdped in aocdeding this process
As the first step, the method-specific family planning target approach has been replaced
by a reproductive and child health (RCH) programme, which"ams to provide need-
based, client-centered, demand-driven, high quaity and integrated RCH services' (GO1,
1997).

The RCH programme incorporates the components covered under the child survival
and safe-motherhood programme and includes two additiona components, one relating
to sexually transmitted diseases (STD) and other relating to other reproductive tract
infections (RTI). This trangtion from conventiona family planning-maternal and child
health care (FP/MCH) to comprehensive reproductive health is complex and chalenging
for policy makers and al programme managers. The limited experience available
suggests that existing programmes, in the short term, face considerable challenges to
design, deliver and manage this new package of services. Growing evidence shows that
apart from resources and technologies, the programme's ability to upscale RH services
depends on how its programmatic and manageria capabilities are strengthened.

Population Coundl, India, New Ddhi.
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This paper is an attempt to review how the Ministry of Health and Family Welfare
(MOH&FW) is addressing these challenges. To keep the discussion focused, as a case
study, the withdrawa of method-specific targets and its impact has been analyzed as
a precursor to the RCH programme. To keep the discussion in perspective, a

brief description of the evolution of family planning programme in India has been
induded

Evolution of Population Policy and Family Welfare Programme

An higoicd reviev o the fanly planing proganme in Inda dealy indcdes tha
even before the Independence of the country leading intellectuals including educators,
political leaders and socia workers were fully aware of the linkages between sustainable
population growth and development. There was general consensus at the political level
that population growth should not be alowed to dilute the benefits of all development
efforts. Recognizing this concern, the Government of India in 1952 became the first
country in the world to have a government family planning programme.

A review of the plan documents aso reveds that in the initial years, family planning
was considered more a measure for improving the health of couples than a means for
achieving the demographic goals of the country. Over time however, the achievement
o demoggohic gods became the prindpd ad pahgps the oy foous of the programme
In 1966-67, method-specific targets were introduced and since then until April 1996
targets were vigoroudly pursued except for a brief period following the political changes
in 1977. In Apil 1996, the methodspadfic targel goproech wes replacsd by  deoantrdized
participatory planning at the Primary Health Care level. The Reproductive and Child
Headlth Programme was launched in September 1997. Table 1 provides a historica
perspective of the evolution of the family planning programme in India For a more
detailed discussion on this subject see Visaria and Chari (1998).

The Target Approach and its Rationale

The tage goproach, which fixed method-spedfic numeaicd tagas for  contraceptive
acceptance for each worker, was adopted as a key management tool during the mid-
1960s. Annualy, the family planning performance of each dtate, district, primary hedth
centre (PHC) and its targets were set by the central government and passed on to the
date government with limited discusson and no participation at the community level.
Targets for districts were allocated amost exclusively on the basis of population sze,
rather than existing contraceptive practice or level of unmet need. In addition, District
Magistrates were asked to involve rural development staff, inexperienced in family
planning counselling or service provision, in the recruitment of family planning users.
Traditiondly, haf the digtrict target was alocated to non-health staff.
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TABLE 1. MILESTONES OF INDIAN FAMILY PROGRAMME

Year Events/Significance

1949 Establishment of Family Planning Association of India

1952 Family planning programme was officially established asfirst step towards improvement of
health, especially of mothers and childern. Demographic objedivesof population contrd were
margind

196661 TheSaoond Hve Y ear Flanemphesized need for promating P.P. for hedlth. Broad programme
including IEC, education, marriagecounsel ling and child guidancewasunderlined

1963 Integration of FP activities with health programme and shift from clinic based approach to
extension approach
19666 Introduction of incentives to acceptors and motivators of sterilization and lUD

196567 Introduction of method-specific target approach. A chievement of demographic goasunder
strict time schedul e became the main focus

1971 Introduction of mass vasectomy camp approach. Stopped in 1973

1972 Medical Termination of Pregnancy Act thereby legally approving abortion

19577 Coercion for accepting sterilization under the Emergeny rule. It followed major set back to
the programme

1933 Introduction of concept of NRR of oneasprinciple guidingtargetsof FP. Increasad emphesis
on sterilization targets

1993 Setting up of Dr. M. S. Swaminathan Committee to draft population policy

May 1994 Submission of Swaminathan draft population policy, strongly recommending withdraw! of
method-spedific targers, need for enhancing accessandquiality of P.P. and reproductiveheal th
services, right of informed choice and a broad-based goproach to population and devel opment

1994 India became signatory to ICPD Plan of Action

1995 Withdrawal of P.P. targets from oneto two disrict(s) of each state

April 1996 Withdrawal of target approach from the entire country

Oct 1997  Launching of Reproductive and Child Health Programme

Nov 1999 Submission of National Population Policy to Cabinet, Government of India

The target-based approach was adopted because it was considered an effective tool
to intengify the level of effort of the programme, use all available resources to achieve
the population goal, assess that the programme was moving in the desired direction, and
place pressure on the workers to increase the couple protection rate. For the past 30
years, the achievement of method-specific targets was stressed because it was
guantitative, easy to monitor and expected to have a direct link with reductionsin fertility.
However, over a period it was observed that, though the contraceptive prevalence rate
was increasing, the corresponding decline in fertility was lower than expected. This was
mainly due to acceptance of family planning by older and higher parity couples; poor
promation of the concept of birth spacing so very few young and lower parity couples
adopted contraception; and inflated target achievements reported by the workers. A
number of independent studies supported these findings (Jain, 1997; Khan and Cernada,
1996; Srinivasan, 1996, 1995; Visariaand Visaria, 1995).

It was also increasingly acknowledged that in the zedl to achieve targets, inadequate
atention was given to the quality of family planning services. Some of the major
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limitations of the programme that were repeatedly reported, koth in government policy
documents and independent studies, include poor consdling, lack of informed choice for
clients and poor follow-up services for family planning acceptors. It was also observed
that, over time, target achievement had become an end n itself, rather than a means
to effectively implement and monitor the programme.

Experiences with the Target-free Approach

Since the early 1980s, severd states have emphasised the maternal and child health
(MCH) guoroach, and gven lower priaity to edudly adhieving mehod-pedfic contraoeptive
targets. Notable among these localised initiatives is the experience in Tamil Nadu. In
1991-92, the Government of Tamil Nadu withdrew targets for non-health staff in two
digtricts (Periyar and Dindigul). By March 1992, it was clear that Health Department
staff actually worked better without competition from the Department of Revenue and
Rura Development. Family planning targets were abolished for non-hedth staff in
November 1992.

A review of annual results indicated no decline in the acceptance of sterilisation.
Howeve, savice daidics fdl by 50 per cat for IUDs pills ad condoms Sae dffidds
concluded that, when there were targets, service statistics for temporary methods were
inflated  (Ramesundaram, 1995). In 1993, to avad criticism of the tagetbesad goproach
during the preparation for International Conference on Population and Development
(ICPD), the Government started using the term "expected levels of achievement” in
place of targets, but without any rea change in practice (Ramasundaram, 1995).
However, there was increasing interest in seeking an alternative to the existing policy
and management paradigm.

Taml Nedu ahievad the tages fixed by the Govermat during 199495, ad they
began to effectively adopt the MCH approach to the family welfare programme. This
invdved micolevd plaming ad tagasting for a rage of MCH adiviies as agand
the current macro-level target-setting for contraceptive methods. Essentially, under this
plan, micro-planning was used to establish local targets for a range of health indicators
which were based upon local needs. Targets were set for early registration of every
pregiacy, peadd cag inditiond ddivay, immunstion o infats and dhlden, ad
providing information, conunselling and services for contraception according to each
person's choice. Targets were established based on the population in the female worker's
assigned area, the reproductive profile of the population and the available hedth
infrastructure. Tamil Nadu officials concluded that when unheathy competition from
non-health staff was removed and targets de-emphasised, ANMs were able to provide
MCH carein their assigned areas much more effectively (Ramasundaram, 1995).

Data from national surveys on family planning and unmet need for contraception
reinforced the assumption that there was a significant demand for family planning that
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was not being met under the current system (Khan, 1993). According to the National
Family Hedlth Survey (11PS, 1994), while about 36 per cent of married women in India
are currently using a modern family planning method, an additional 20 per cent have
an unmet need for family planning. The unmet need for spacing births (11 per cent)
is slightly greater than the unmet need for limiting births (9 per cent). It is estimated
thet gooroximatdy 30 million women have an uma nexd for family planing, and more
than one-fourth of them reside in Uttar Pradesh.

While the debate continued at the nationa level, in June 1994 Tamil Nadu began
reorienting the existing target system toward a new (MCH) approach. This involved
the abolition of family welfare targets for all non-health department staff and entrusting
the entire target to the staff of the Health Department. Individual tubectomy and 1UD
targets for village heath workers were based on the current birth rate of the district,
rather than on a uniform norm; and individual vasectomy targets were set for the mae
health staff (i.e., Six men per worker per year) (Poornalingam, 1995).

Concurrently, aternative plans were emerging at the national policy leve. In July
1993, the Government of Indian set up a committee under the Chairmanship of Dr.
Swaminathan to review the nationa family welfare programme and draft a new national
population policy. The Swaminathan Committee submitted a draft Population Policy in
May 1994, four month before the ICPD in Cairo. The report contained far-reaching
recommacdios  indudng  withdraning the targetbesed  gpproach,  empoweaing  women
by increasing their opportunities for participation in the paid labour force, shifting the
programme emphasis from achieving national demographic targets to helping couples
ahieve thar reorodudive gods and promating mele family planning methods to bring
dbout a more equitable gender bdance in the provison of family planning savices May
of the recommendations were consistent with the ICPD Plan of Action.

Soon after ICPD, the Ministry of Hedth and Family Welfare and World Bank set
up a joint working committee to examine proposed modifications in the programme and
the strategy of deveoping a reproductive health package to bring about a paradigm shift
(Measham and Heaver, 1996). The working committee examined current strategies and
options to dhift the foous of the Family Wdfae Programme to cover a more comprehandve
reproductive and child heath approach. There was aso a call to remove targets and
incentives from the national family welfare programme. Suggestion for aternative
approaches to support and monitor the programme were aso invited (e.g., Townsend
and Khan, 1993).

New I nitiatives

Withdrawal of Family Planning Targets from Selected Districts in Each State

In April 1995, the Ministry d Hedth and Family Welfare, in an effort to improve
the functioning of the family welfare programme and to make it more need-based and
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diet-oieted, dedded to withdrav the mehod-spedfic tage goproech on an expaimentd
basis from one or two districts in each state. The purpose of making selected districts
target-free was to get empirical data on how the programme functioned with no targets
alocated to functionaries, and to look for alternative approaches to manage the
programme without using target achievement as a monitoring tool. The effort was based
on the premise that, if managed properly, the public system has the scope to deliver
good qudity reproductive hedlth and family planning services. It was hypothesised that
qudity savicss woud eveudly leed to geder demoggphic impeds Keda and Tanmil
Nadu became the first two target-free states, as they were aready at or near achieving
a repacamat levd o fatility with aude birth rdes (CBR) of 179 ad 190 rexpectivdy
(SRS, 1997), and had experimented with aternative approaches.

A review of the case studies prepared on the implementation of the target-free
approach in seven states and an analysis of the programme performance, as reflected
in service statistics, revealed the following®:

. In the absnce of tages ddrid authoities and medicd officers & PHCs initidly
found it difficult to plan and monitor services.

e Many strongly believed that family planning targets were essentia to get the work
done by grassroots workers. However, they now realised the importance of
shifting from a purely quantitative target-based approach to a client-centred RCH
goproech.

* Lack of adequate infrastructure supplies at sub-centres and PHCs continued to
be a mgjor bottleneck in improving the quality of services. It was argued that
unless these facilities are improved, vacant positions of grassroots workers and
supervisors were filled, and logistic support strengthened, the withdrawa of
targets alone may not bring about significant change in the access and quality
of family welfare service. The need for additiona financial support to improve
the quality of clinica services was mentioned in various states (Vermaetal., 1997;
Mehrotra et al., 1997).

. Supportive supervison was identified as a missng eement is family planning
services at all levels of the public service ddivery system (Vermaet al., 1997).

. The performance of MCH in genera improved in severa didtricts, after the
removal of frgets. However, the overal reported family planning performance
dropped in most disricts (Venkata Ramanna, 1997; Salunke and Narvekar, 1997;
Ghasure et al., 1997; Population Council, 1998).

* In some states, even after declaring selected districts target-free, there was little
change in the way the programme was implemented and district authorities

"The states covered include Andhra Pradesh from the South, Gujarat and Maharashtrafrom the West,
Madhya Pradesh from Central India, Rajasthan and Uttar Pradesh from the North and West Bengd from
Eastern India.
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continued to function as before. For instance, in Sitapur District in Uttar Pradesh
during February-March 1996, to improve the drastically reduced family planning
performance of the district, the District Magistrate pressurised all workers to
achieve at least the 1995-96 level of performance. In Andhra Pradesh, even
though on the basis of a needs assessment survey only 35,300 eligible couples
were identified as having an interest in sterilisation, the Directorate fixed a target
of 45,000 sterilisations for the district (Venkata Ramanna, 1997; Verma et al.,
1997; Sdunke et al., 1997).

Introducing a Tar get-free Approach at the State L evel

Before the Ministry of Hedth and Family Welfare decided to withdraw targets in
India, the experiences of districts that were made target-free during 1995-96 were
reviewed. However, few useful lessons emerged from the review except that in all the
states the reported performance of the target-free didtricts on traditiona indicators of
contraceptive use had dropped. In the absence of coherent programme experience that
was positive, views were divided on making the whole country target-free. Severa states
suggested the gradua withdrawal of targets over a five-year period (Vermaet al., 1997;
Ghasure et al., 1997; Sdunke et al., 1997). They argued that in absence of proper
preparatory work, the withdrawal of targets from the entire state would lead to adecline
in performance, without any improvement in the quality of services.

Some were also opposed as they felt that the achievement of targets was the only
measure through which the performance of workers could be monitored. They felt that
the absence of targets would increase indiscipline among workers (Salunkeet al., 1997).
The government's decision on February 1, 1996 however, was to remove targets from
the entire country, effective from April 1, 1996. The gtates would now have to develop
their own programme goals, guided by reeds of the community and individua clients
for quality services.

Opinions were mixed regarding the government's declaration on removing targets.
For example, an officia in West Bengal felt that:

"The policy is a good idea. However, the unexpected announcement came too
abruptly with little or no consultation or negotiation with states'(Bondurant, 1997).
Another snior hedith adminigraor from Mareredrasad

"In none of the meetings the experience of Target Free Approach implemented
in the sdected districts in 1995-96 were andysed, reviewed and taken into
congdaraion befaremeking theentirecountry target fres’ (Sdunkeet al., 1997).

Efforts were made to senditise state and district health authorities about the
principles of a Target-Free Approach, the procedure for ng individua and
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community needs for family welfare services and estimating expected workloads at the
sub-centre, PHC and district level. The case studies, however, revealed considerable
state-wise variation in the procedures and time frame for sengtising district, PHC and
community workers. Thus, while targets were withdrawn from April 1996, training of
staff and other preparatory work was completed only in 1997-98. Suggestions for
dternative indicators were proposed (Murthy, 1996; Satia and Subramaniam, 1996; and
Townsend and Khan, 1996) but a widely accepted standardised set of indicators for
monitoring programme performance had been eusive. The states had invested heavily
in MIS desgn over time and were reluctant to risk changes in a volatile political
environment.

A review of the implementation process of the target-free approach in different
states revealed that while many dstates totally moved away from the target-based
approach, a number of states continued to rely upon it in variant forms. For instance,
in Andhra Pradesh not only did method-specific targets continue to operate in 1996-
97, the dtate-level target changed three times during the same year. The sterilisation
target was initially fixed at 550,000 but was subsequently increased to 650,000 in October
and further raised to 710,000 in December 1996. These revisons were made to meet
the objective of the state population policy that replacement fertility must be achieved
by 2001. In order to achieve this objective, the state needed to perform 750,000
sterilisations every year for the next four years. The District Magistrate was instructed
to ensure the target achievement. In other words, after nearly nine months had passed
the workers did not have self-determined levels of achievement for 1997-98 and were
working towards atargeted level of achievement devel oped with the principal consideration
of achieving the demographic goas outlined in the state population policy (Venkata
Ramana, 1997).

Similarly in Maharashtra, District Magistrates continued to closely monitor the
performance of the programme. There is evidence that, based on their interest, the
expected level of achievement actually produced a higher level of reported performance
in the family welfare programme. In Rgasthan, through a detailed survey of 31,000
villages, couples with an ume nexd wee idatified Attation was fooussad on couples
with umeg ned and the popudion living in ramote villages to maivate them to accept
contraception. The survey aso helped to identify other health and MCH needs of the
popuaion The man thrud hes been on did pavison and monitaing of  programme
show-cause notices to workers not performing well and an aggressive IEC campaign
(Lubhaya, 1997).

Fidd vidgts suggest that many states, though officidly following the target-free
approach, have reimposed contraceptive targets in some districts. For instance, during
1997-98 in Satara district of Maharashtra, the expected level of achievement for
sterilisation was first fixed at 18,394 this was subsequently increased to 30,000 by the
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Divisona Commissioner. In Gujarat and Uttar Pradesh, under pressure from senior state
officid, the expected level of achievement worked out by the PHCs and approved by
the CMOs has been revised by the state Directorate. A 10 per cent increase over the

1995-96 leved of achievement is taken as the minimum acceptable level of performance
during the current year.

Population Growth and the Tar get-Free Approach

The controversiad decison to withdraw contraceptive targets continues to generate
discussion. Some, particularly advocates of women's health, have applauded the removal
of tagas Donors in gengd have ben auppartive of trapetfree initiatives. Others view
the debate on targets as a distraction from the more important issues of health financing
ad broeder sodd devdopmat pdicy (Jain, 1997). Demogrgohas have mantaned thet
dispensing of targetsis ineffective.

In areview of policy directions, the Population Foundation of India suggested that
the family planning programme needs to evolve further before targets for Serilisation
and aoher meahods of ocontrecgption are removed. They uggest tha evary digible coyde
ad evay addexat boy ad gl mug be infomed of modan mehods of contraception
and the basics of reproductive hedth care, particularly in view of the increasing risk
o HIV/AIDS (Sinvesan, 1995). While paliamataians ad pditicians dill like to rdfe
to Indias war against the "population exploson”, increasingly their public discourse
points to the need for greater investment in education and the empowerment of women
(Heptulla, 1997).

There has, however been considerable concern about the detrimental effect on
population growth under the target-free approach. In three of the least developed states
(Bihar, Madhya Pradesh and Uttar Pradesh), "population control" was reported to have
suffered a setback as a result of the target-free approach (Ra et al., 1997). In Bihar
and Uttar Pradesh, it was suggested that this might have been due to the fact that in
these states the administration had been unstable and bureaucrats were constantly being
shuffled. Another reason was that the efficiency of health workers and medicd officers
under the target-free approach was the same as it was before targets were removed.

Many articles have criticised both the state and central governments for their lack
of vison and politicd will to address the larger issues of population growth and social
development (Sahay, 1997). Some condemn poor performing states for not effectively
using resources from the centre to support the basic minimum needs programme.
However, public debate rarely advocates a return to targets. Mostly, there is a cal for
better implementation of action plans (Regunathan, 1998).

In November 1997, the Population Council in collaboration with the Government of
Uttar Pradesh, USAID and the Futures Group International organised a national
workshop to review the implementation of the target-free approach in the country. Case
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studies on seven states—Andhra Pradesh, Gujarat, Madhya Pradesh, Maharashtra,
Rajasthan, Uttar Pradesh and West Bengal—were prepared by the top programme
managers in each state. These seven states taken together congtitute about 60 per cent
of the national population. The meeting was attended by state secretaries of family
wdfag smior programme maneges ad hedth sdetigs fran naiond and  intemdiond
organisations. The presentations highlighted the following points:

The process of implementing a target-free approach varied considerably across
the country. In some states the target-based approach in variant form is still
fundioning
Most of the states would have preferred a gradual withdrawal of family planning
targets. It was strongly felt that states should be given more independence in
planning and implementing these devd opment programmes

The initial 18 months of implementation (April 1996 to October 1997) was a
transitional phase, during which the staff was not sure of the content of the target-
free approach or how to monitor the programme.

In most states, District Magistrates no longer monitor the programme. Hence,
may hedth wokes have not coribued fully to progamme adiviies Howeve,
in some states, Digtrict Magistrates continue to play a key role in monitoring and
implementing the programme. The use of non-hedth staff for recruiting family
planning cases however, hesbeen disoontinued.

Declining service statistics reflect reduced pressure to inflate figures of family
planning acceptors, often observed under the target-based approach.

The sensitisation process of different levels of staff at the district and PHC
levels has been completed in all the states. As a result, medical officers
and community workers are more conscious of the concept of quality, the
importance of infomed  choiog the nead for fdlow-up of acogptors and  community
mahlistion

Outreach activities now focus more on younger and lower parity couples,
increasing the potential impact on health and demographic factors. Improvements
in MCH care, early registration of pregnant women and increase in delivery by
trained personnel was reported from many states (e.g., Maharashtra, Gujarat and
Uttar Pradesh).

Senior bureaucrats at the state and national level were concerned about the
initial decline in service statistics. Under pressure, some states have reverted to
variations on the target-based approach, though officially a target-free policy
continues

Changing the mind-set of public sector workers including district authorities,
medical officers of PHCs and grassroots workers requires time and constant
orientation. As grassroots workers and district/PHC doctors have now started
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to appreciate the philosophy behind the target-free approach, they are reluctant
to see targets reinstated. Any move in this direction will be counter-productive
to the new policy and programme initiatives.

The senior bureaucrats representing the seven states recommended that the target-
free approach should continue, and problems in implementing the policy should be
addressed as a priority.

Reproductive and Child Health (RCH) Programme

The withdrawal of the target approach was the first step and almost an essential
requirement for introducing the Reproductive and Child Hedth (RCH) programme in
Inda The RCH progamme wes fomdly laundhed by the Mindry of Hedth and Family
Welfare in October 1997. Essential components of the programme strategy included
community  patidpetion in - paning for svieess mutrssdor  goproech in implamanting
ad montoing svicss a diatoatred, ganda-sandtive goproech to savice  provison,
upgraded facilities and improved training, emphasis on quality of care, and the absence
of contraceptive targets and incentives.

Operationdly, the RCH programme is an dternative integrated approach to the
vaticd proganmes damed a improving the hedth gaus of young women and children,
which have been operating during the past decade. It incorporates all the components
covered under the Child Surviva and Safe Motherhood Programme (CSSM) and
includes two additiona components, one relating to sexually transmitted disease (STD)
and another relating to other reproductive tract infection (RTI). Further, it emphasises
the provison of saviocss in a mamna which is dietoatred, demand diven, high qudity
and based on the needs of the community arrived at through decentralised participatory
planning without target (GOI, 1997). Thus the RCH programme seeks to the efficiency
o te ealie pogammes bing aout a hdidic goproech 0 progamme  implamaniaion
and to produce a paradigm shift in implementation based upon clients needs.

The implementation of the RCH programme has acknowledged the presence of
dvasty, as the inpus in dl ddrids will nat be uifom. Didrids with poor infrasruciure
and capabilities of the hedth delivery system will get more attention than others.
Similarly, more sophisticated facilities are proposed for the relatively advanced districts
which have acquired the capability to use them. Accordingly, the districts of India have
been grouped into categories A (58), B (184) and C (265), with "A" congtituting the
advanced districts. The estimated cost of the RCH programme is Rs. 51125.3 million
(approximately US$ 1189 million) during the Ninth Plan period starting 1997-98.

How these new initiatives are making a difference in the performance and quality
of family planning and reproductive health services is too early to judge. Basdline data
from 250 digtricts implementing the RCH approach is just becoming available. Hence
as a case study, the impact of target-free approach on family planning performance has
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been analysed. The target-free approach has aready been in operation for more than
three years and the available data provides an opportunity to anayse the impact of the
recent programmatic changesin India.

Emerging Evidence on the Effect of a Target-Free Approach 1996-99

Five mgjor sources of data have been used: information on crude birth rates from
the Sample Regdration Sysam (SRS mantaned by the Office of the Regidra Genard
of India, service Statistics compiled by the Ministry of Health and Family Welfare, two
cross-sectional surveys conducted by the Population Council in Uttar Pradesh— in 1995
and 1997 and the results of the National Family Health Surveys (NFHS) conducted in
1993 and 1998, and qualitative research conducted by the Centre for Operations
Research and Training (CORT), and the observations of officiasin different states.

Data on the Birth Rate from the Sample Registration System

The Sample Registration System reports that the crude birth rate (CBR) continues
to decline at the nationd level (from 28.3 in 1995 to 27.5 in 1996 and 27.2 in 1997).
A review of the decline in the birth rate during the last 10 years shows that the drop
in the birth rae during 199697 (09) wes the highet since 1988 (Hg 1). This decline
has persisted during 1997. A continued decline was reported even in areas of chronic
high fertility, like Uttar Pradesh, from 34.8 in 1995 to 34.0 in 1996 and 33.5 in 1997
(SRS 1998). While aknomedgng thet toid fetility is a fundion of age drudue maitd
patterns and abortion as well as contraception, the trend is remarkable in its consistent

downward direction since 1984.
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Service Statistics from the MOH and FW

Savice Sdidics from the Minidry of Hedth and Family Wefare deamondrate mixed
reaits besed on the declining tred in the reported family planning peformance snce
the introduction of target-free approach in 1996-97. While sterilisation and 1UD
acceptors increased in 1997-98 compared to 1996-97, the number remained marginaly
lower (4-10 per cent) than 1995-96, the year prior to the withdrawal of the target-based
approach (see Table 1). In 1998-99 reported performance of both Serilization and UD
decline agan by one par cat. Howveve, gven the fat thet family planning peformance
figures under the target-based approach were commonly inflated, the differences are
modes.

TABLE 2: ACHIEVEMENTS DURING APRIL-MARCH, 1995-96, 1996-97, 1997-98, 1998-99

"Year Sterilisation IUD Ord Pills Condom
Total % Totalin % Totain % Total Nos % variation
in'000" variation '000' variation ‘000 variation in'000' ove
over over 1995- over 1995- 1995-96*
1995-96* 96* 96*
19899 4182 -53 6065 -114 6869 +30 17308 +01
199798 4239 41 6173 -99 6395 +57 16795 -2.8
19697 3861 -12.6 5674 -17.1 5178 +17 13889 -19.6
1965% 4420 — 6851 — 5089 — 17282 —

Source: MIES, Ministry of Health and Family Welfare
* The year after which the target withdrawn

In the case of condom use the trend has been reversed since the major drop (19.6
per cent) in the first year of target-free approach. In 1998-99 it has already achieved
the same level of users as before the introduction of target-free approach. It isimportant
to point out that part of the decline in the condom use can be attributed to the Ministry
of Hedth and Family Wefare curtailing support to the free condom distribution
programme. Users now have to pay Rs. 1 per piece, reducing both use and inflated
reporting.

The increase in reported use of ord pills is noteworthy and persistent. It increased
by about 2 per cent in the first year of target-free approach, and since then showed
a steep increase—26 per cent in 1997-98 and 35 per cent in 1998-99. It appears that
after the withdrawal of targets the initial decline in the use of serilisation and IUDs
could be ether due to greater dackness in work and past inflated reporting in
performance dtatistics. However, the more recent minor drop (1 per cent point in 1998-
99) in the use of these contraceptive is due to a shift in the pattern of contraceptive
use, which might perhaps be due to expanded contraceptive choice, the changing profile
of users or less pressure for promoting sterilization or IUDs.
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An andyss of reported family planning use from 1992-93 to 1998-99 provides
insight into the process of implementing policy change. As Table 3 shows, when the
performance of any method is compared with its performance in the previous year,
there is a reduction in the pace and direction of change. For instance, during 1993-94,
there was almost a 5 per cent increase in dterilisation over the previous year (1992-
93). During the next year this increase dropped to only 1.8 per cent. In 1995-96, a year
before the country was made target-free, sterilisation registered a decline over the,
previous year (1994-95), and further declined by 13 per cent in the first year of the
target-free approach. This trend was reversed in the second year of the target-free
approach by registering an increase of amost 10 per cent, though it remained about
4 per cent less than in 1995-96. In the third year (1998-99) the performance again
dropped by 1 per cent.

TABLE 3: TRENDSIN FAMILY PLANNING PERFORMANCE: 1993-94 TO 1998-99

(APRIL-MARCH)

Yer Sterilisation IUD Pills Condom

% variation No. % variation No. % variation No. % variation

over ('000) over ('000) over ('000) over No.

previous previous previous previous ("000)

year year year year
199233 4286 4740 3001 15004
19689 49 449% 268 6013 432 429 551 17283
199495 18 4579 11.4 6702 13.3 4873 24 17707
1-995-9%6 -34 4420 22 6851 44 5089 -24 172
19697+ -12.6 3861 -17.1 5673 17 5177 -19.6 1339
199798« +97 42338 +38 6173 +235 6394 +209 16795
19899 -13 4182 -17 6065 +74 6868 +3.1 17308

Source: MIES, Ministry of Health and Family Welfare; * First, second and third year of target-free
goproach.

A gmila paten can be s for IUDs pills ad the condom (Tade 3). While pill
ad condom use hes inceesed Snce 1997-98, the dela ugpet thet the ediding ddivay
system was not meeting clients expectations and the impact of programme effort on
performance had reeched a level of diminishing returns. Alternatively, one could
conduce te the svice ddidics ae urdidde souce of infometion, ad rdled more
interna pressures for results than actua clients behaviour. However, even with the
taga-besd  goproech, adanng futhe inceesss in progamme pafomence woud
hae ben dfficdt withaut a revampng o svice ddivay draeges dagng its foas
to qudity of care, and adopting Srategies to reach couples with an unmet need,
paticdaty thoseliving inrenaterurd aress
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Contribution of Four Large Statesin National Performance of
Family Planning Programme

Four major "Hindi belt" states of India namely Bihar, Madhya Pradesh, Rajasthan and
Uttar Pradesh, have a significant effect on the social and economic development of the
country. These states taken together constitute about 41 per cent of Indias population
and have generdly poor socio-economic and demographic parameters. In view of this,
a gpecial analysis was done to assess how, after the withdrawal of family planning
targets these four dates have contributed in the netiond pafarmeance of family planning.

Of the four dates dl, exogt Rgaghen, showed a much shapa decdline in the family
planning performance after withdrawal of targets than in the rest of the country.
Surprisingly, Ragjasthan was the only state in the country where since the withdrawal
of targets, no reported reduction in use of any method has occurred. This was largely
due to the specia interest of the state's Family Welfare Secretary, who combined
agyressve promationd dfortswith dose monitaring of individud worker's pafarmeance

In the remaining three dtates i.e., Bihar, Madhya Pradesh and Uttar Pradesh, the
reported performance of al the methods registered much sharper declines than in the
rest of the country. In absolute numbers the combined decline in the performance of
the three states for each method and the corresponding figures for the muntry as a
whole are given in Table 4.

As the table shows, in the first year (1996-97) these three states taken together
contributed 82 per cent of the reductions in terilisation, 76 per cent in IUD use and
39 per cent in condom use. In the case of pills, while the country registered a net gain
of 88,306 equivalent users, the three states together registered a drop of 91,142

TABLE 4: CHANGESIN FAMILY PLANNING PERFORMANCE DURING THE FIRST THREE
YEARS OF TARGET-FREE APPROACH WITH RESPECT TO 1995-96: INDIA AND BIHAR.
MADHYA PRADESH AND UTTAR PRADESH COMBINED

Method Changein performance of FP
1998-99 199798 799697
Sterilization  Inda (-) 238,075 (-) 181,512 (-) 588,553
3 states combined (-)309,197 (-) 343,899 (-) 459,302
IUD India (-) 785,189 (-) 677,620 (-) 1,176,987
3 states combined (-) 473,323 (-) 462,079 (-) 890,361
Fill India (+) 1,179,733 (+) 1,305,862 (H8%6
3 states combined (+) 279,658 (+) 223,737 (591,142
Condom Inda (+) 26,059 (-) 486,630 (-) 3,393,080
3 states combined (-) 1,134,536 (-) 935,161 (-) 1,329,668

Source: Y earbook 1995-96 and MIES, MOH& FW
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equivalent users. In the second (1997-98) and third (1998-99) year of the target-free
approach this pattern persisted. For instance, in 1998-99, in absolute numbers the net
performance of sterilization in the country was 238,075 less than the performance of
199596 (prior to the withdrawal of method-specific targets). While the reports of
sterilisation increased in most states, the three states taken together had a corresponding
reduction of 309,197 cases of sterilisation—2130 percent more than the national figure.

In the case of the IUD the three states contributed 60 percent of the total national
decline (Table 3). In 1998-99 while condom use in the country has shown an overdll
increase with respect to 1995-96, the corresponding figure for the three states taken
together till shows a deficit of 1,134,536 equivaent users. The anadysis thus shows that
while the withdrawal d targets initidly had some adverse effect on the family planning
performance, sowly it is getting back on track. The overal performance of the country
would have been much better but for the continued poor functioning of the programme
in Bihar, Uttar Pradesh and Madhya Pradesh. Most noteworthy, however, is the
persistent increase in the use of OCP, perhaps indicating an expansion of contraceptive
choices for the clients.

The hedy infrodudion of the targerfree goproach hes contributed to grester declines
in reported performance than expected. Further, while service statistics support the fact
that the declining trend in performance has been reversed at the nationa level, they
aso indicate that some states need special attention to strengthen the reproductive health
services. In terms of sterilisation, the states with the greatest decline in performance
are Uttar Pradesh, Bihar, Madhya Pradesh and Gujarat. However, it is encouraging to
note that the declining trend has apparently been reversed. In the coming years, focusing
on client-centred, need-based services with proper attention to quality, supportive
supervision and supplies will significantly improve the implementation of the RCH

programme

Independent Survey Results

Two independent, surveys have been used to compare the coverage and potential
effects of the family welfare programme before and after the implementation of the
Target-Free Approach. It includes two districts survey results in Uttar Pradesh carried
out just before the withdrawal of the target approach (1995-96) and then two years after.
The second source is comparison of the results of NFHS1 and NFHS:2 in the states
of Bihar, Gujarat, Rgjasthan, Uttar Pradesh and West Bengal .

Comparison of District Level Survey Resultsin Uttar Pradesh

In 1995-96, Agra and Sitapur District in Uttar Pradesh were the first two districts
that were made target-free. Prior to this, the State Innovations in Family Planning
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Services Agency (SIFPSA), with technica assistance from the Population Council,
conducted a detailed community-based survey in which 2,500 digible couples randomly
selected from the entire district were interviewed. Between November 1996 and January
1997 the Population Council supported a repeat survey in these two digtricts. A
comparison of the survey findings shows no evidence of any reduction in contraceptive
prevalence under the target-free approach. In fact, results suggest improvements in the
quality of services. For example, there was evidence of a modest increase in household
vidgts by gasoos wokes an inoese in famly planng ue anong younge coules
ad an improvamat in pradd cae ad the immunistion o children. The told fetility
rate in both digtricts has also declined (see Table 5).

Improvement in the quality of services is evident from the fact that grassroots
workers are now giving clients a broader choice of contraceptives. As Table 5 shows
compared to 1995, in 1997 a larger proportion of women were given information about
various family planning methods including male contraceptives and traditional methods.
Smilarly, more clients were informed on how the method works and where it can be
obtained (83-93 percent in 1997 compared to 22-73 per cent in 1995). While the results
from these two digtricts are well below the desired standard for quality, they do suggest
that the changes that have occurred since 1995 are in the right direction.

National Family Health Surveys (NFHS)

The first DHS survey, referred to in India & the National Family Hedth Survey
(NFHS1), was conducted in 199293 It was a mesdve undateking 89,777 women fram
al over the country. The results are available both at the national and individual state
levels. The second round of the Nationd Family Hedth Survey (NFHS2) was
conduded in 199899 and the prdiminay redts have jus begun to be become avalade
Table 5 compares the findings of NFHS 1 and NFHS-2 of five mgor states of India,
nandy Biha, Guaa, Rgeghen, Uttar Padesh add Wet Bed, far which prdiminary
results are available. The five states taken together contribute about 45 per cent of the
country's population.

A comparison of the results clearly indicates an increase in ANC care in all five
states, though the size of the increase and overall coverage varies widely between states
(see Table 6). Further, the increase in coverage of ANC is largely due to services
received at clinicsoutside the home as over the period, the provison of ANC services
a home hes dadined For indance even in ganadly wdl pafoming dates like Guaa,
the provision of ANC at home declined from 25 percent to 18 percent. In Uttar Pradesh
it dropped from 16 pacat to 3 paoat Indituiond ddivaies exogat in Bihar ad Uttar
Pradesh, have increased significantly elsewhere.

In the case of Child vaccination some improvement could also be seen. While the
percentage of children fully protected has not increased, except in West Bengal, the
percentage of children who have not received any vaccination has dropped significantly.
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TABLE 5: SELECTED INDICATORS IN FAMILY WELFARE ACTIVITIES IN RURAL
AGRA AND RURAL SITAPUR

Indicator Aga Sitapur

1995 1997 1994 1997

A. Accessibility and Coverage
Households visited by health worker in last 3 months 9.6 15.8 15 118

Pregnant women receiving | FA tablets 20 279 18.3 2
Pregnant women receiving tetanus toxoid injections A2 42 B3 373
Children aged 12-23 months receiving:

BCG 419 568 473 52.1
DPT - 3 doses 06 2 363 368
Polio - 3 doses 00 432 366 23
Percent of currently married women aged 13-49 D5 B6 210 211
Currently using any family method

1324 10 171 11.3 84
53 370 479 218 22
4049 482 486 38.1 345
Current use by method

Male sterilisation 05 04 0.6 04
Female sterilisation 141 144 88 91
IUD 05 04 05 12
Alls 09 09 10 06
Condorrs 43 28 24 19
Other methods 102 147 7.7 79

B. Quiality of Care

Percent of currently married women who had been counselled
by a health worker and mentioned a particular method of FP

Vasdomy 132 &3 221 319
Tubectomy 705 &7 ™4 696
IUD A5 B3 274 475
Fill 37 523 274 781
Condom 378 629 28 638
Withdrawe 28 8.6 27 18
Safe period 25 15.8 33 6.5
C. Demand

Unmet need for spacing 178 156 19.7 235
Unmet need for limiting 223 A7 233 213
Total unmet need 401 303 430 48
D. Impact

Total fertility rate per women 54 51 58 56

Source: Baseline and Endline Surveysin Agraand Sitapur District, Population Council

The knowledge of family planning methods, particularly on non-terminal methods,
hasincreased in all the states. However, the change in contraceptive use presents a
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TABLE 6 TFR AND SELECTED REPRODUCTIVE HEALTH INDICATORS

FROM NFHS-1 (1992-93) AND NFHS-2 (1998-99)

91

Bihar Gujarat Rajasthan Uttar West Bengal
Pradesh

RI R2 RI R2 Rl R2 RI R2 Rl R2
Accessibility & coverage
Percent who received
horevisit NA 2 NA 33 NA 12 NA 3 NA 18
Received 2 or more 31 58 63 73 28 52 37 51 70 82
dosesof TT
Received |IFA Tablets 21 24 69 78 29 39 29 32 56 72
Received ANC through 10 6 25 18 8 9 16 3 7 3
oy homevisit
Radvel ANC  from 26 30 50 69 23 39 31 31 68 87
outside home
Institutional odivery 12 15 36 46 12 22 11 16 31 40
Children fully immunized 11 11 50 48 21 16 20 21 34 44
Children reodvednone 54 17 19 7 48 23 43 30 22 14
Total N 3562 247 1942 1324 2876 3076 8000 4414 2196 1316
Percentage who know
Pills 57 75 66 60 53 79 65 85 86 92
IUD 44 59 71 66 46 69 56 74 68 73
Condom 5 64 63 54 23 74 67 83 68 79
Percentage
Currently using
Any modern method 209 224 454 533 296 381 185 20 377 473
Pills 12 10 11 10 05 15 10 12 38 92
IUD 33 16 06 04 13 12 11 10 13 14
Condom 06 04 33 16 15 31 32 42 19 29
F Seilization 167 192 6 470 246 308 117 149 267 320
M  Sterilization 10 10 24 24 16 15 14 07 39 18
Quality
Percent of current
userswho were told about
Other methods NA 15 NA 11 NA 16 NA 13 NA 9
Side effect of the
method adopted NA 16 NA 10 NA 13 NA 14 NA 10
Received follow up 64 77 48 71 54 70 54 50 54 31
Impect
TFR (15-44) 40 35 30 27 36 37 47 40 29 23
Total Sample Size 5949 6661 B3R 3845 5211 6573 11438 8918 4238 4116

mixed petten. In West Bengd, Guaa and Rgaghen the inoeese in modam contraogptive
useis substantia (8 to 9 pecentages points), while in Uttar Pradesh and Bihar in increase
is only margina (3.5 and 1.5 percentage points). In none of the states, except West
Bengal, has the use of non-permanent methods shown a significant increase. It suggests
that the increase in knowledge gained about non-permanent methods in insufficient to

produce changes in use.
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NFHS-1 did not have specific questions on the quality of services but NFHS 2 results
show that the qudity of counsdlling is still far from satisfactory. The analysis reveds
that only 915 per cent of the current users were informed about other methods and
only 10-16 percent were informed about the side effects of the method they had adopted.
In the case of client follow-up, coverage has improved in Bihar (77 per cent), Gujarat
(71 per cent) and Rgjasthan (70 per cent), but has dropped in Uttar Pradesh (to 50 per
cent from 54 per cent) and West Benga (to 31 per cent from 53 per cent). Despite
these problems in service ddlivery, in terms of demographic change, the Tota Fertility
Rate has dropped in al the states, somewhat greater in Uttar Pradesh (4.7 to 4.0 in
5 years) and West Bengal (from 2.9 to 2.3) than elsewhere.

The analysis thus complements the earlier observations that the withdrawa of the
target approach has not affected fertility and family planning use adversely. The reasons
for the observed trends are till hotly debated. The overal qudity of service has not
improved significantly, counselling continues to be missing and changes in the method
mix has just started occurring in a few dates. It is, however, encouraging that
provigon of sdeded RCH Savices (ANC and immunisgtion) hes down some improvemat
though ample scope is there for further improvement also.

Qualitative Data from Other Sources

Quditative studies conducted in Agra district, Uttar Pradesh, and Valsad district,
Guaa (CORT, 1999 dowad the in gened both the medicd dffior in-charge of PHCs
and grassroots workers are supportive of the Target-Free Approach. According to them,
the qudity of the famly paning proganme hes improved snce tages wee aodlished,
particularly in terms of the coverage and care of pregnant women. Now that grassroots
workers are providing MCH services and not merely seeking women for sterilisation,
their credibility in the community has improved. The following quotes from focus group
dsussons anong ANMs rdlet the gengd peaogations about the TagetFree Approach
and its impact on the family welfare programme.

Previoudy, duplicate [fake] cases were made, which is not so now. Earlier,
opadions (deilizetion weae conduded on mathas with 45 dilden for the ske
o tagas but todey dffaet famly planing mahods ae dffeed to coudes Now
more young couples are being contacted (FGD of ANMs, Agra).

"Earlier (in target approach) to achieve sterilization target we used to recruit
severd cases from outside the geographical boundary of our work area. Now in
target free approach we concentrate in our work area only. Earlier we had to run
a lot to chase such cases. We were wasting our time for getting Sterilisation at
the cost of other services. Target Free Approach has made our work much easier.
We can give our time for other services also [referring to MCH]" (FGD of ANMs,

Vas).
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"In the taget goproach the dress was on dailision only, while TFA is concamed
with all services. Target approach used to be based on population, while TFA is
need-based. Now we conduct survey to know who needs what? (FGD of ANMs,
Vads)."

"Earlier we were called by the villagers as safedsariwali chudyal (witch in white
sri) ad they refusd to tdk to us But now our imege hes dightly improved. Now
they themselves ask for family planning methods (FGD of ANMs, Agra).”

The study though did not see any significant improvement in the quality of services
provided, the doctors as well as workers were at least more sensitive to the need of
improving quality of services. A Dy CMO from Agra digtrict said,

"It (TFA) is a client centred goproech. The workers fird identify community nesds
and then plan thair wark adtivities Qudity isgiven moreimpartance then numba.”

It is interesting to note that, for both medica officers and the grassroot workers,
acotance of  contrecgption,  paticllaly  dailization, by young coudes was an important
indicator of quality of services.

The CORT quditative dudies in Aga ad Vdsad Didrids indcae thet both medicd
officers as well as grassroots workers perceived the Target-Free Approach as a
desirable change in orientation, and strongly believed that it has helped in improving the
quality of family planning and coverage of MCH services. However, quditative
interviews with community members suggest that the outreach services of the grassroots
workers have not increased significantly, particularly in remote areas. Villages have
remained neglected as they were before the TFA.

"She is doing the same as she used to do previoudy."

"l think there is little change in the sense that she used to be late previously but
not now."

"Ati kya, jab woh hai hi naheen (How can she come, when there is no ANM),
how can we explain changes?'

"I do not see any change. She hardly visits. Yes, now she does not chase people
for stexilization.”

"She has no medicine to offer. Even if she comes what she will do except offering
goli (contraceptive pills) or nirodh (condom).”

Honvever, community membas from sb-centre villages o those villages which ae
accessible, not only reported somewhat more frequent contact with the ANMs, but also
more services, detailed information and no pressure for a particular method such as
sterilisation. It is interesting that about 20 percent of the community members (12 out
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of 60) contacted and interviewed during the qualitative research were aware that targets
had been withdrawn.

Severa woman informants, who reported an increase in the frequency of visit of
ANMs sad

"Folz ghar ghar jari hai (she visits every home), she talks everything
about operation, Copper-T, Nirodh. She dso gives lal-goli (IFA Tablet) to pel-
wall aurat (pregnant woman). However, lal-goli is not available for the past four
months”

"l have got Cu T fitted by ANM. First, she told me to use nirodh and if it does
not work, then take oral pills. And if you cannot eat OCP, happen to forget, then
accept Cu-T. | have taken the decision a my own."

"Thae is pe0d dange they ussd to tdk about only ane thing (probedly refaring
to derilisation) previoudy, now they talk about many things. They go from home
to home. She is here regularly, tells aout operation, and talks about operation
camps. Previously someone else was coming, she never mentioned any thing like
this. She takes usto the doctor if there is any problem."”

Similar observations have been made by a number of officias fron Maharashtra
and Gujarat aso. They fell that the approach has improved coverage of mother and
children under the MCH programme. In Maharashtra (Wardha District) not only has
ANC improved but also more deliveries were being attended by trained persons. From
Rajasthan, Maharashtra and Gujarat, family planning indicators like the follow-up of
acceptors, continuation of contraceptive use (not necessarily a sngle method), acceptor
age and parity are given more importance and taken as proxy measures of quality.
Community mobilization for the support of the programme has been adopted in
Maharashtra and more than 400 didtrict level officers have been trained in effective
community patnaships

Discussion and Future Challenges

Given this management tradition of nore than thirty years, and the current state
of public sector services, is it possible to have a successful paradigm shift in the form
of the RCH programme within a target-free approach in India? Does the absence of
method-specific targets ultimately lead to poorer performance? How far will the RCH
poganme be indrumetd in ahieving diet-centered, nesttbessd qudity  reprodudive
hedlth services for al? While there remains much to be done to improve the coverage
and quality of family welfare services, it appears as if the programme is moving in the
right direction. All these findings come from independent sources, increasing the
confidence in the conclusion drawn.
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The preliminary findings of NFHS2 survery available from five large states and
digtrict level RCH surveys clearly demondtrate that while coverage of ANC and
immunization have improved, the ue o famly planing hes improved oy in ome dates
and remains much below expected levels in others. However, it is important to mention
thet in none of the dates indudng Bihar, hes the conreogive prevdence rate dedined
At the same time, the total fertility rate declined in four of the five states where
comparative data are now available. These changes cannot be attributed solely to the
official withdrawa of method-specific targets, and much less to the efforts to improve
reproductive hedlth through public sector services. During the past five years, obviousy
a great deal of socia change has occurred in India. Nevertheless, it does give some
cofidence that this corovesd pdicy dange abet impemeted impafedly, dd nat
lead to unwanted population growth. At the same time, the data point to other aress
o pdicy nexdng immedae atation Mot notddy, the qudity of savices hes improved
oy modedly and new ddlenges aound as Inda moves inio the 21 & century. To bater
guide these efforts, there is aso an urgent need of developing, fied testing and
implementing new performance indicators, which focus on the process and quality of
services of the Family Wedfare programme, and the coverage of dl components of the
RCH programme.

In reflecting on the debate and the results presented to date, four elements emerged
which merit further discussion. The first is the background to this particular issue. Since
the first International Conference on Population and Development (ICPD) in Bucharest
in 1974, India has been a leader in the world community in recognizing the rights of
individuas and couples to freely decide on the number and timing of the births of their
children and the means to achieve these reproductive goals. This right was reaffirmed
in the 1994 ICPD in Cairo and in other international forums. The Cairo Conference was
dfferet from previous medings o this type in thet it rgresnted a paradigm dhift, avay
from the topic of "population control” and toward a more haolistic focus on community
patiapaion, the nexd for educdion, the empowemat of women, ad beter reprodudive
hedth for al. India was a leader in this process, and this perspective is reflected in
its policy documents and programme planning at the national and State levels. It should
be better reflected in implementation at the client leve.

The second issue is conceptual. What is the difference between goals and targets?
How can a programme function without targets? Goals are expressions of desired
ahievemat, ad they ae abdludy necessary for indviduds as wel as for govarments
They focus attention on priority issues, assist in mobilizing resources, direct action to
priorities and provide a standard against which progress can be measured. National and
international goals for abilizing population growth are legitimate and consistent with
other national gods, e.g., of universal access for boys and girls to primary education,
reductions in infant and child mortality, access to safe water, adequate housing and
security. The gods reflected in the National Population Policy are consistent with the
ICPD Plan of Action and are important for giving focus to the paradigm shift.
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While population stabilization is an important goa globaly, the ultimate god of dl
devdopmat, induding family wdfare savices hes to be the improvamat o the qudity
of life of present and future generations. The Government of India has clearly defined
the path through the demographic transtion from high fertility and high mortality to low
fertility and low mortdity, This path is through economic development and poverty
dleviation, improvement of women's status, ensuring of universal access to quality
primary education and primary hedlth care, including reproductive hedth and family
welfare services, and educational strategies regarding responsible parenthood. In other
words, responding to individuals and families needs. The paradigm shift in the family
welfare programme reflected in dispensing of the method-specific target approach and
launching of the RCH programme are decisions in the right direction. Now the red
chalengeis proper implementation and management of the programme.

The third commat hes to do with drategy. Inda ad inded the wald, is undergoing
profound changes in its economic structure and processes. India is moving from a
centrally planned economy where expert committees, based upon the best available data,
set the agenda for production and consumption, to a more market based economy, where
the clients needs and clients demand define the nature of goods and services. This
secular economic process is accompanied by the move toward greater decentralization
of decison-making in government. This move toward decentralization shifts decision
making on many issues of national importance from the center to the states and then
to thepanchayats (locd govammets), ad utimetdy to the family ad individuds Ths
process of decanrdization in planing and implamaniaion is nat limited to famly wdfae
sector, but is seen in al elements of the national scene from food poducts to power.
Industries are investing more in market research to understand their clients, and
production is based upon today's demand, not smply last year's output.

Within this context of liberaization, government still plays many important roles.
Government must define national goals, service strategies, establish standards for quality,
and has to be vigilant to ensure that these standards are met by public and private service
providers of all types. At the same time, government has to ensure that individuas and
communities receive the benefits of development, and that all have access to the
basic services they need and to which they have a right. Thus, the strategy the GOI
sdlects for any programme whether it be water and sanitation, primary education or
family welfare must be effective and responsive to individuals needs. In this market
driven context, where the client not the service provider defines need, assigning
uniform targets to grassroots workers on how many couples in a village should use a
condom or accept sterilization services seems somewhat out of date and certainly out
of touch.

Bu quity public savices ae nat produced through widifu thinking o fine pudic
pronouncements. They require good governance and strong leadership at all levels.
Good governace demands the effective use of resources and vigilance to ensure that
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all the elements needed for a quality service are present, when a client seeks a service.
Just as a good water system requires more than an abundant source and a thirsty
popudion, 0 too bedc hedth ad famly wdfae savices require more then contreceptive
supplies and a population with unmet needs. Good governance ensures that al the
intermediate steps required for a quality service are there: accessible and well maintained
facilities, competently trained staff, adequate information for clients to make decisions,
counselling on how to best use the methods sdlected and follow-up. Good governance
demands loca planning, continuous upgrading of facilities and services, and supervison
o impemataion. Good govamence damends drong leedaship & dl levds to guarantee
that resources provided by the state are directed to those who need and demand care
at the village. A renewed focus on the client, on quality and on resolving the systemic
issues in implementation are clearly the key management issues for the Indian Family
Welfare Programme in the 21st Century.

Recommendations

Sadficdly, thefdlowing recommendtions are suggested for palicy and programme
managers based upon this analysis.

 The TFA and the subsequent launching of the RCH programme are important
initiatives to achieve the objectives of paradigm shift in Indian Family Welfare
programme. However it is only 28 months since the launch of the RCH
programme. To expect any significant impact from the programme is too early.
What is important at this juncture is to encourage the states to take innovative
approaches and effective management to implement the programme in the same
it as proposed in the mationd  palicy/programme documents and  the Caro Han
of Action. The Central Government also should give more autonomy to the states
in planning implementation to better reflect loca needs and priorities.

. The focus of the debate in the next few years should be on improving the
processes involved in quaity of information and care within client-centred, target-
free systems. Systemic improvements in quality have been identified for the past
ten years as aitica for both expanding the acceptability and coverage of care
within the family welfare programme. Improving the qudity of implementation
must be the next step. In order to change the measures of performance, better
client-centred indicators are required. The key for the next few years will be to
test sets of these indicators in one or more Didtricts to see how they function
as variables, and how they are used by hedlth system managers to improve the
package of services.

. Investments must continue to be made in basic infrastructure, supplies and
transportation. The trends in service statistics reflect a much broader problem,
that is, the under-investment in the public service delivery system by many dates.
Without ensuring adequate supplies of contraceptives, transportation to facilitate
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diet-provider conted and supervision, ad bedc facilities, it is unlikdy the the
current system will be able to meet the increased number of men and women
demanding family planning services in the future. Simultaneoudly efforts to
incorporate the private practitioners and the commercial sector will contribute
dgnificantly to the financia sugtainability and impact of the programme.
Responsibility for the relatives success or failure of the RCH should not be laid
only at the feet of the ANMs. Senior programme managers and middie level
bureaucrats must also be accountable for the implementation of the RCH and
family welfare services under the TFA. Supportive supervision is critical for
mantaning the foous on qudity and good menegamat pradice Digid Magidrates
should continue to ensure that client centred services are available in their
Didricts
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