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PREFACE 

 
The intern is a B-Tech student at IIT Hyderabad. He currently pursues his 3rd year 

in the stream of Mechanical Engineering. 

Rakshak Foundation is a Non-Profit Organization which works on the field of policy 

research. Its motto is ‘citizen partnership in policy making’. Rakshak was 

established by a group of passionate, enthusiastic and talented Indians who wanted 

to make India a better place. A positive change in a country can be brought only by 

policy making. This knowledge is what lead to the creation of Rakshak Foundation. 

Uncontrolled population growth has always been a hindrance to India’s 

development. Creating better policies will bring changes in the general family 

welfare as well as in the field of population control. India’s population is vast and 

spreads 28 states which vary in cast, religion, language, community and ethnicity. 

Creating a general policy for such a huge population is difficult. But careful studies 

will provide us clues which will help in the betterment of family planning programs. 
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Executive Summary 

The most integral part of a country is its people. The country’s basic aim is to provide 

a safe and prosperous life for its people. What should be the size of this population 

is a controversial topic. According to scientists a country’s population size should 

not be very small because then it cannot sustain itself. It should not be too big also 

then the resources will not be sufficient. But for a developing country like India a 

population of 1.2 billion is definitely a hindrance to its growth. India needs a stable 

population to make sure it’s on the development track. A stable population 

represents replacement TFR (2.1) and equal distribution of people in all age groups. 

Creating a stable population is a long and challenging process. India first identified 

its fast growing population and the related problem in 1943 when it appointed a 

committee to study regarding the growing population and the related problems8. 

The committee identified the ever growing population as a backward pulling force 

for the development of India. After the gain of independence India has merged the 

population control programs to its five year plans. The programs were incentive 

based and totally voluntary in nature. But during the Emergency period (June 1975 

to March 1977) various controversial steps were taken like forced sterilization. 

During this period Maharashtra became the first ever governmental body to legalize 

forced sterilization within 180 days of the birth of the 3rd child. But these steps were 

rather political than strategy. After the emergency period also the government 

continued making progress on the issue step by step regaining the voluntary nature 
[1]. 

The national population policy was announced in the year 2000 and it contained 

India’s vision about a future population with a replacement fertility rate by 2011 

and a stable population by 2045 [3]. It also contained ideas about infant mortality 

rate below 30/1000 and maternal mortality rate of 100/100,000, low crude birth 

rate, low mortality rate etc. Even though the projected achievement could not be 

achieved the growth rate and various figures improved. One of the reason for this 

underachievement was the voluntary nature of the participation of citizens in the 

program. People’s general mentality towards these programs were also not good.  

The existing poverty was another reason because an additional hand was 

considered as an earning hand especially in agriculture based families. 

Unawareness, lack of availability of scientific contraception methods and lack of 

education were some of the other reasons [1].  

 
Understanding the demography of current Indian population was the first step in 

dealing with the population control issue.  India has a current population of 1.2 

billion with an annual growth rate of 1.67%. This figure is very good compared to 

various African and middle eastern countries but is large compared to European and 

North American countries. A state is considered to have a population problem when 
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it already has a large population and also a high population growth rate. Such states 

are included in the ‘Empowered Action Group’ or EAG states. These states are 

Rajasthan, Odisha, M.P, U.P, Bihar, Jharkhand, Chattisgarh and Uttarakhand. Some 

states like Andhra Pradesh and Tamil Nadu though having a greater than 50 million 

population do not contribute to Indian population because of the below replacement 

fertility rate[2]. 

 

Visiting villages and lower level health workers and getting firsthand experience 

was the most important step. Field visit was done on Nenwa village in Bundi district, 

Rajasthan as per mentor’s suggestion. Based on the data collected around 40% 

people turn their back on family planning programs. There were various reasons. 

The people who participate in family planning do so only after having 3-4 children. 

this is mainly because of  male child preference. A women should be counseled about 

family planning right from the time she gets married but most of the time health 

workers approach them only after they have 2-3 children. Lack of male health 

workers is another issue. The men from village do not feel free to talk with the 

female health workers about contraceptives. Appointing more health workers will 

attract male participation in family planning programs. All of the women who 

participated in the survey said they wanted at least 2 boys. The reason is mostly 

because of the Indian culture in which parents receive support from sons and 

partially because of the various wrong beliefs that bringing up a boy will give them 

Moksha etc. Some people don’t participate in family planning programs because the 

incentives given are very less. The sterilization process gives the women only 600 

rupees, where giving birth to a baby gives them 1400 rupees, free transportation, 

free medical care and nutritious food under the Janani Suraksha Yojana program. On 

the other hand women who underwent sterilization are having health problems like 

abdomen pain. This is mostly because women don’t take the recommended one 

month rest because of financial problems. Giving incentives and better medical care 

will attract more people to the family planning programs.  

 

Giving a month’s salary or similar amount of money as incentive to the women will 

do two functions. It will make the women follow the one month specified rest thus 

avoiding health problems. It will also act like a promoting factor. Other facilities like 

transportation, nutritious food etc also should be supplied. The problems with 2 

child norm is rooted in our culture which can be removed only by increasing general 

education, female literacy and general awareness. Public private partnership should 

be there in the areas of family planning also. The areas of greater concerns or the 

EAG states can be given to the private sector thus making sure efficiency. 

 
The incentives given to ASHAs are more for sterilization and less for temporary 

methods. So ASHAs focus more on sterilization than temporary methods. For 

spacing methods ASHAs receive less incentives so lack of focus can be observed. The 
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primary health centers and sub health centers also step up contraceptive corners 

and conducts sterilization camps once in a while, where they are ought to do more. 

Lack of facilities in the health centers also adds a backward force on the program.  

 
Eligible couple survey is the ultimate tool for finding the data base for the family 

planning programs. Currently it’s an ASHA’s duty to carry out this survey in the 

villages. But finding a feedback mechanism for this survey is extremely important 

thus making sure 100% coverage in eligible couple survey. This can be done with 

the help of NGOs and volunteer participation. The various student organizations can 

carry it out as an activity. 

 

Key Points:- 

 Maintaining a healthy and stable population is integral in a country’s 

development. 

 India started its family planning programs in 1943 and which are incentive 

based and fully voluntary in nature. 

 Still the family planning programs doesn’t reach 100% of the population. 

 Many people are reluctant to participate in family planning programs 

because of wrong beliefs, family pressure and low awareness level. 

 Indian family planning programs are generally meant for women but focus 

should be given on male participation also. 

 Ministry of Health and Family Welfare is the governing body which takes care 

of the family planning programs. 

 NGOs and Private companies can be used to increase the efficiency of family 

planning methods and to act as an independent body which evaluates 

government efforts. 
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1. Introduction 
 

1.1 Background Information 

Ever growing population was one of the most important and difficult problems India 

faced after the independence. The crude birth rate (no of children born per 1000 

couple on a particular year) was very high (>30) on pre-independent India14. This 

never became a serious problem because the infant mortality rate was high and the 

life expectancy was very less (37 years). After independence India made 

considerable progress in health sector and as result the infant mortality rate fell 

drastically and life expectancy went up but the birth rate and total fertility rate 

stayed high. This lead to population hike in India as it did in most of the developed 

nations. Fig.1 shows the variation in India’s crude birth rate over the past 50 years 
[3]. 

Fig.1 India’s crude birth rate over the past 50 years. 

 

Source: (www.indexmundi.com) [3] 

 

http://www.indexmundi.com/
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Fig 2: India’s population for the past 50 years (urban and rural separately). 

 

Source: (Population size and decadal change, census India, 2011) [4] 

The growth rate of population was observed to be higher in urban areas than rural 

areas. From the point of view of a common man, the growth rate should be high in 

rural areas and low in cities because the awareness is more in cities. Fig.2 shows the 

population growth rate of  Indian population in rural as well as urban areas. 

Government of India started the family planning programs aka the population 

control programs along with the five year plans focussing on villages, right after 

independence. The plan made slogans like ‘Small Family, Happy Family’ became 

popular. India’s programs were based on the two child norm [5].  

The plan made much progress over time. Before independence the total fertility rate 

was 6 which fell to 2.6(which is still high) as of now. The crude birth rate fell from 

40% in 1951. Even though much improvement has been made  population has still 

continued growing. This fact shows that there are still un-identified and un-

addressed reasons in the root level. Even today Indian families prefer boys over 

girls. The sterilization and spacing services offered by the government are still not 

sufficient to address th issue. These problems need to be addressed. Accessibility to 

contraceptive methods and awareness about the same varies based on various 

things but it is still low in villages. However studies shows that most of the states 

have addressed this problem successfully and are no ore contributing to Indian 

population. States like Andhra Pradesh, Punjab, Kerala and Tamil Nadu belong to 

this group. But the problem of population growth still exists in various states and 

needs to be addressed. The above mentioned facts make this topic relevant even in 

the present Indian society [4]. 

 

1.2 Main Problems, their scope and impact on the society 
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The most important problem while dealing with population growth is the size of the 

population itself. It’s very difficult to cover a large population. Most of India’s 

population lives in rural areas which are barely accessible. Even though India has 

been successful in  bringing its population growth rate down we are still dealing 

with a population of 1.2 billion. The second biggest problem is  low literacy and low 

awareness which is a direct consequence of the former. Even though the 

government has initiated various programs for the same, most of them have failed 

to deal with the grass root level problems. However  latest programs like ‘Right to 

Education’ and ‘Sarva Shiksha Abhiyan’ are promising. The relation between literacy 

and awareness can be readily observed in India. Literate states like Kerala and 

Punjab have high awareness and low fertility where less literate states like Bihar 

and Rajasthan have-s high fertility rate.  

The impact of the measures taken by the government also deserves serious 

attention. Most of the population growth related problems are rooted in our culture 

such as the preference for a boy over a girl, the wrong attitude towards 

contraceptives and sterilization methods, the thought that having more children will 

give one  a status in the society and will benefit one’s family financially etc. We can’t 

change our culture but increasing literacy especially among women can pluck this 

problem from its roots. In simple terms we have to focus on the general welfare of 

the society which will solve along with most of the other problems including 

population growth. Controlling the population will have impact on the socio 

economic background of our country as well. A small population is always good for 

education and better resource management, it helps fight poverty as well  

The scope of this problem is huge. It spreads in areas such as finance, health, politics 

etc. Having a stable population will stabilize the economy, will have a positive impact 

on the political sector and will increase the general welfare of the family. Well-being 

in these areas will help greatly in the development of the country which in turn will 

halt the further growth of the population anytime in future. It basically acts as a 

feedback mechanism. It also has a scope in the field of health. Once a stable 

population is attained the extra burden of family planning on the health department 

will be lifted and it will be possible to direct more attention towards general health. 

Small families with sufficient resources can take care of their health needs also. 

1.3 Goals and Objectives 

1) Understanding the current population:  

This step incudes detailed study about the demography of India and on field 

surveys. The current population of India spreads in 28 states and 7 Union 

Territories. They vary in religion, cast, language, culture and background. 

Clear understanding of this factors and how they are distributed in Indian 

population is necessary for the success of the project. While reading articles 
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and research papers will gave generalized solutions the on field visit and 

interactions with health workers as well as villagers will gave localized data. 

Demography study also helps in understanding the areas of concern. 

Identifying these areas will help in the betterment of the health and financial 

sector of the place. 

 

2) Understanding the current government policies:  

The first step in making a new policy is understanding the already existing 

policy. A deep understanding of the policies taken till now directly tells us 

what the government has done to tackle the problem of overpopulation till 

now. By evaluating the inefficiencies of the current policies, issues like, where 

have the current policy makers made mistakes, was the financials of the 

policy sufficient etc can be identified. This also helps in deciding the 

involvement of private and NGO partnership in population control programs. 

Where ever government initiatives are lacking momentum the private sector 

has to be brought in. 

 

 

3) Finding the method of awareness spreading:  

As mentioned earlier the lack of awareness and education is the key problem 

behind population growth. The awareness spreading method should be area 

specific and community specific. Community involvement will make sure 

better awareness. Awareness generation alone will take care of population 

growth problem. Most of the developing countries who were successful in 

controlling population focussed on spreading awareness.  

 

4) Identifying feasible solutions for the problem:  

The solutions should be feasible, economic, less time consuming, result 

yielding one. It make sure the public, private and community partnership. 

The solution should be acceptable by the people also. The solutions should 

be area specific. 
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2. Methodology 

 
2.1 Literature Search 

The first step was to study the demography of Indian population. For which 

the best reference available was the official census website. Census board’s 

report on Indian population and decadal change of population growth was 

referred for getting information regarding Indian population demography. 

The report pointed out that Indian population is still growing and it’s 

supposed to overtake Chinese population by 2045. 

 

Getting financial details of the family planning programs-population control 

programs which comes under family planning- was important. The 2010-11 

financial year’s Union Budget was referred to learn about the money allotted 

to ministry of health and family welfare. The report of Ministry and family 

welfare was then referred to get data regarding how this money was spent. 

Also RTIs were filed to get financial aspects in the lower level like PHCs and 

Sub-canters. Also RTIs were filed to get information regarding various other 

monetary and financial information like the money spent for advertisement, 

for sterilization process and spacing methods.  

 

The national population policy which was published in 2000 was studied in 

detail to learn the Union Government’s vision about future Indian 

population. India’s projected population according to the policy was 1.18 

billion but according to 2011 census the population crossed 1.2 billion. The 

Indian population policy also visualized a population with replacement TFR 

(total fertility rate) and below 20 crude birth rate, low figure in maternal 

mortality rate and general death rate. The study of the population policy 

gave insights to the policies and programs undertaken by the government 

on the field of family planning. 

 

There are various factors which affects population growth one among them 

is female literacy. A research paper on ‘How Female Literacy affects Fertility: 

Case study in India’ written by the population institute, East-West centre, 

USA was studied. The pater pointed out the inverse relation between the 

female literacy rate and the fertility rate. A research paper on how 

awareness about contraceptive use varies in India was studied. The paper 

which was written by scientists from IIPS (Indian institute of population 

science) drew various tabulations and graphs to show the awareness level 

in India.  
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Another important thing to take care of while dealing with the topic is the 

quality of services provided. Research papers written by the NGO Manjari 

which operates in Rajasthan gave in sight to the health standards which are 

supposed to be followed and what is actually happening. This papers also 

showed why following the proper health standards is important in 

sterilization programs. Because the chances are high that the lower health 

standard will act as a disincentive for the women who participate in the 

program. The studies done by the NGO also showed why male participation 

is important in the success of the program. A research paper written by Sonal 

Mathru tells that only 8% of the women are counselled before sterilization 

where most of the government records shows >90% counselling. 

 

Looking in to the success stories of other countries in the field of population 

control was essential in formulating recommendation for our country. 

Countries like Iran, Bangladesh, Indonesia and Brazil were successful in their 

venture for stable population. Even though Iran gave up its family planning 

program recently it was a prodigious one and deserves attention. Iran and 

Bangladesh clearly shows that religion can be successfully integrated in to 

family planning. Brazil shows the example how population can be controlled 

on a country with a military ruling. Indonesia shows the successful use of 

governmental-semi governmental partnership and the successful use of 

satellite clinics.                                                                                                                                      

 

 

2.2 Field Visits 

Getting first-hand experience on the topic was the most important part of 

the project. The field visits were done on the Nenwa village in Bundi district, 

Rajasthan. First step of the meeting was attending the monthly Block 

meeting. The Block meeting is conducted at the Block level hospital which is 

attended by RCHO (Reproductive Child Health Officer) Dr.Meena, Block 

program manager, various doctors from PHC, from SHCs, ANMs and ASHAs.  

 

The block meeting was a place where various policies, their effectiveness etc 

are discussed. Various problems related to family planning also were 

discussed. Along with family planning programs general health programs 

like Janani Suraksha Yojana were also discussed. The evaluation of current 

status at various places was also done. 

 

After the block meeting had a discussion with RCHO and discussed problems 

regarding population growth, sterilization services and the general 

problems regarding the same. After the discussion visited various parts of 
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the block hospital and evaluated the general infrastructure and facilities. 

Visited parts like General Laboratory, General ward, Ladies ward, X-ray 

room, medicine stock room, pharmacy etc. The medicine stock supervisor 

explained about the setting up of contraceptive corners where people can 

come at any time and get the preferred method they want. The hospital had 

the basic facilities but lacked the modern gears like sonogram, specialist 

doctors etc. 

 

The second day was spend visiting various important places the first one 

being Anganwadies where MCHM DAY (mother child health day) was going 

on. Had a discussion with ANMs (auxiliary nurse midwives) regarding their 

work, general problems they are facing, people’s awareness regarding 

contraceptive methods, the incentives government providing for the family 

planning programs etc. Generally the response was positive. Discussed with 

the women who were present regarding their response towards family 

planning. Most of the people complained that they did receive less incentives 

for sterilization process and they are having health problems after the 

sterilization like abdomen pain. They also discussed their reluctance 

towards the spacing methods and their need of male children.  

 

Visited few PHCs on Nenwa village and the nearby villages and had a 

discussion with the doctors and ANMs regarding family planning and 

general health practices. Most of the facilities have less staff and less 

equipment but infrastructure was good everywhere. According to the 

doctors only 60% of the need for population is addressed in Bundi. Other 

people either don’t get the spacing/sterilization methods they want or they 

are not willing to participate in the program. The reason explained by the 

doctors are Lack of incentives for sterilization process, lack of incentives for 

ASHA for spacing methods so they focus on sterilization, male child 

preference, family pressure, religious believes, lack of awareness, 

demoralization because of the health problems associated with the 

sterilization programs. 

 

 

2.3 Surveys 

1) Conducted a survey among the women who came to Anganwadi for the 

MCHM (mother child health day) day. The questions were created to 

identify their attitude towards family planning and contraception.  

 

 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 18 
  
 

Table 1: Survey among women about sterilization. 

 

Sl.No No. of 

children 

Sterilized? Ever used 

contraception? 

Any health 

problem after 

sterilization 

1 3 Yes No Yes 

2 3 Yes Yes Yes 

3 4 Yes Yes Yes 

4 2 No Yes  

5 4 Yes Yes No 
6 1 No No  
7 3 No Yes  
8 3 Yes No No 
9 2 No No  
10 2 No Yes  

 

 

2.4  Meetings and Interviews 

Mentor interaction was the most effective from of learning regarding the project. 
The literature review is wide and pointless unless an expert recommend you what 
to read. Interaction with the mentor-Dr.Manju Singh- had been valuable. Mentor 
suggested to focus on topics like availability of family planning, the accessibility of 
the same and the financial aspects of the same thus narrowing down a wide topic. 
Mentor also arranged the field visit as well as helped in preparing the questionnaire, 
in selecting the village to visit etc. 

The initial discussions with the mentor had been focused on how to get a clear idea 
on the project and which all parameters to consider. Population growth like any 
other function depends on ‘n’ number of parameters. The discussions were helpful 
in narrowing down the number of important parameters. While studying the pros 
and cons of population growth, care must be given to the financial aspects also. The 
field visit suggested and arranged by the mentor had been knowledgeable and eye 
opening.  

To understand a topic the best way is to interview the experts as well as the people 

working on the field. The interviews of Doctors on various PHCs were very useful in 

understanding the current situation. The discussions with ASHAs and ANMs shed 

light to the real problems exit in the grass root level. Their experiences and 

suggestions were extremely valuable. The interview with Mr.Swaroop Pal, Manjari 

NGO, Rajasthan was very useful in understanding the health standards that are 

followed in sterilization camps. The understanding helped in making good 

recommendations. 
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3. Current NGO and Government Efforts 
 

3.1 Government Efforts: 

Population control was one of the greatest concern of the government all the 

time. The efforts from government side started even before the 

independence when government created ‘Health survey and development 

committee’ to study about population growth. Once India attained 

independence population control came under ‘Ministry of Health and Family 

Welfare’ which took care of it ever since. From independence to the 

emergency period in 1975 it was mostly voluntary in nature and was 

incentive based. India made steady but slow progress through this period. 

They visualized a stable population by 2000 and introduce the 2 child norm 

to our nation [2].  

 

Fig 3: India’s Total Fertility rate for the past 10 years. 

 
Source: (http://esa.un.org/wpp/Excel-Data/population.htm) [6] 

 

During the emergency period announced by Indira Gandhi government the 

family planning programs changed from incentive based and voluntary to 

compulsory and it was badly misused. Some people used it for political gain 

and vendetta by forcefully sterilizing their political opponents. Once the 

emergency period was over the program again came under the MoHAFW. 

India’s progress on family planning was slow and steady through the 1980s 

and 1990s. The first National Family Health Survey (NFHS) was taken by 

Government of India in 1992-93 which focused on the quality of general as 

well as reproductive health of Indian population. There were two more 

NFHSs the latest being in 2005-06. The NFHS was taken with the help of IIPS 

(Indian institute of population science) and various international 

organizations like USAID [10]. The survey brought out various then unknown 

http://esa.un.org/wpp/Excel-Data/population.htm
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factors like the awareness about contraception, the quality of health care 

people receiving and the unmet need of family planning. 

 

Fig 4: India’s crude birth rate for the past 10 years. 

 
Source: (http://esa.un.org/wpp/Excel-Data/population.htm) [6] 

 

India published its vision about the future stable population by the 

publication of ‘National Population Policy’ 2000. It comprised the various 

plans and programs initiated by the GOI to attain a stable population. The 

Indian census data shows that the family planning and spacing methods are 

gaining momentum but on the present rate it will take a lot of time to attain 

stable population and there is a very good chance that India will overtake 

China’s population in the near future [7], [2]. 

 

 

3.2 Efforts by NGOs. 

Various NGOs participated on and off in population control programs 

through the history of independent India. Though the main functions were 

done and main decisions were taken by the government, NGOs did their 

part. NGOs basically participated in areas like awareness spreading, taking 

feedback and supply of quality service. While doing the filed visit in Bundi, 

Rajasthan, happened to meet and interview an NGO named Manjari which 

works on research related to family planning. 

 

Usually the eligible couple research survey is conducted by ASHAs. Even 

though the ASHAs claims that they are covering 99% of the rural 

population to make the survey there is no mechanism the make sure that 

the work is done. The NGO Manjari tracked down the women underwent 

surgery and conducted the survey. They found that only 12% of the women 

received the reading of rights which is mandatory and more than 50% of 

http://esa.un.org/wpp/Excel-Data/population.htm
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the women are having health problems after sterilization process. There 

date would have been otherwise neglected. This shows the importance of 

NGOs in family planning programs. They can act as a non-governmental 

body which monitors the government work and as an awareness 

spreading tool.  

 

NGOs from developed nations like Bill & Melinda Gates foundation, UNAID 

too helped the Indian family planning programs both financially and 

technologically. The UN agency UNFPA (United Nations population fund) 

also provided funds to fight the population growth. These agencies 

provided the fund while Indian NGOs and government provided the 

muscle. The part done by NGOs in the progress made in the field of family 

planning is significant and valuable. 
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4. Results and Discussions 
 

4.1 Findings from the literature 
 

4.1.1 The current Population: 

 India currently having a population of 1.22 billion is the second most populous 

country in the world. China having a population of 1.344 billion is holding the first 

position. According to anthropologists a smaller population can’t survive because it 

can’t sustain itself and a very large population can’t survive because the 

insufficiency of natural resources. A stable population is necessary for the growth of 

any country. So India being a developing nation it is a must that India should be 

having a medium sized and stable population. The resources available on a country 

also determines the size of population. The amount of land area is the most 

important among them. Theoretically a country with more land area can support 

bigger population [8]. 

Table 2: Top 10 populous countries and the land area percentage. 

Country Population Land Area % 

China 1,349,585,838 6.47 
India 1,210,569,573 2.21 
United States 316,668,567 6.49 
Indonesia 251,160,124 1.29 
Brazil 201,009,622 5.71 
Pakistan 193,238,868 0.53 
Nigeria 174,507,539 0.62 
Bangladesh 163,654,860 0.098 
Russia 142,500,482 11.46 
Japan 127,253,075 0.25 

Source: (http://www.census.gov/popclock/) [8] 

 India’s current population is 1,21,05,69,573 according to 2011 census where it was 

1.0287 billion in the 2001 census. For the past decade India’s population grew by 

approximately 0.2 billion. That is a growth rate of 17.7 for a decade and 1.77% for a 

year. It is high compared to developed western nations like United States (0.90%), 

England (0.48%) and Germany (-0.07%). But it is comparable to other developing 

nations like various Latin American countries like Bolivia (1.77%), Venezuela 

(1.67%) and way better than out neighbouring countries like Pakistan (1.52%) and 

Afghanistan. But for these countries the population growth doesn’t create problem 

because their already existing population is less. 1.77% of a billion will create much 

problem than the same percentage of a 50 million population its simple math. As 

seen from the table the countries with large population has often small population 

http://www.census.gov/popclock/
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growth rate except few countries like India, Pakistan and Bangladesh. India’s 

population growth rate though not alarmingly high is sufficiently high to grow 

concern [5],[ 4]. 

 

Table 3: Top 10 countries in population growth rate. 

Country Population Growth Rate % 

Libya 4.85 
Zimbabwe 4.38 
Qatar 4.19 
Uganda 3.32 
Niger 3.32 
Burundi 3.08 
Burkina Faso 3.08 
Gaza Strip 3.01 
Mali 3.01 
Western Sahara 2.96 

Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html) [5] 

 

Table 4: Population growth rate in top 10 populous countries. 

Country Population Growth Rate % 
China 0.46 
India 1.28 
United States 0.90 
Indonesia 0.99 
Brazil 0.83 
Pakistan 1.52 
Nigeria 2.54 
Bangladesh 1.59 
Russia -0.02 
Japan -0.10 

Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html)[5] 

 

 

   

  

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
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4.1.2 Demography of Indian Population and growth rate: (the growth rates 

are for past decade) 

According to the 2011 census conducted by the government of India among the 1.22 

billion population of India approx. 833 million live in rural areas and 377 million 

live in urban areas. It is clear that 2.2 times people live in rural areas. It shows that 

the control of population should start from rural areas which is the purpose of this 

project. But looking at the growth rate separately we are able to observe a different 

tendency. Rural areas are having a growth rate of 12.3% where urban areas have a 

growth rate of 31.8%, quiet what we do not expect. We have to consider a few more 

factors to understand this tendency. One fact is that in cities the infant mortality rate, 

maternal mortality rate and the death rate is quiet small compared to villages. The 

health facilities are good in cities. The most important fact is that the population of 

cities grow because of migration which also reduces the population growth of 

villages [4]. 

One more fact can be observed from the following graphs. If only rural areas are 

considered then EAG states are having 18.9% decadal growth rate and the Non-EAG 

states are having only 5.7% growth rate. EAG-Empowered Action Group- are those 

states which has a very high population and has high rate of population growth also. 

The MoHFW has various special plans for these states. But when urban areas are 

considered the EAG as well as Non-EAG states has same growth rate. This fact 

indicate the importance of starting the awareness generation in the rural areas [4]. 

 

Fig 5: Rural population growth rate of past 5 decades in EAG and Non-EAG states. 

 

Source: (Population size and decadal change, census 2011) [4] 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 26 
  
 

Fig 6: Urban population growth rate of past 5 decades in EAG and Non-EAG states. 

 

Source: (Population size and decadal change, census 2011) [4] 

 

The population size and growth rate varies from state to state and UT to UT. The 

states with highest population are Utter Pradesh, Maharashtra, Bihar, West Bengal, 

Andhra Pradesh and Madhya Pradesh. When considering the population growth 

rate the case is different. The leading states are Meghalaya (27.9%), Arunachal 

Pradesh (26%), Bihar (25.4%), Jharkhand (23.6%), Chhattisgarh (22.6%) and 

Jharkhand (22.4%). Union territories are having very large growth rate such as 

Pondicherry (28.1%), Daman & Diu (53.8%) and Dadra Nagar Haveli (55.9%). But 

these are city states and the population increase is due to migration. A state 

generates a potential threat to itself as well as the country’s development when it 

has a large population and a higher growth rate. Bihar is an example for this category 

[4]. States like Tamil Nadu and Andhra Pradesh even though has large population 

does not contribute to India population growth rate because of the below 

replacement total fertility rate (TFR). The urban to rural population ratio is also 

different from state to U.T. In states like Goa and various UTs the ratio is well above 

1. Some bigger states like Maharashtra has ratio closer to 1. But for most of the states 

it is below 0.5. The states on which the population growth is a threat to the 

development and sustainability is included in to a group called Empowered action 

group of EAG states. This group contains the states with high already existing 

population and high annual growth rate. 
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Table 5: Most populous states of India (Top 10) 

 State  Population (2011 
census) 

Decadal growth rate 
% 

Utter Pradesh 19,98,12,341 20.2 
Maharashtra 11,23,74,333 16.0 
Bihar 10,40,99,452 25.4 
West Bengal 9,12,76,115 13.8 
Andra Pradesh 8,45,80,777 11.0 
Madya Pradesh 7,26,26,809 20.3 
Tamil Nadu 7,21,47,030 15.6 
Rajasthan 6,85,48,437 21.3 
Karnataka 6,10,95,297 15.6 
Gujarat 6,04,39,692 19.3 

Source: (Population size and decadal change, census 2011) [4] 

 

One interesting observation. If you consider only the urban area then both EAG and 

non-EAG states are having same growth rate (approx. = 30%). There are many 

reason for this. Normally irrespective of the state the urban areas will be generally 

developed and the health care, education facilities and the access to contraceptive 

services etc. will be good enough. But is villages this factors varies from place to 

place. So the population growth rate in EAG rural areas are substantially high [4]. 

One good thing we can tell about this population growth rate is the contribution by 

the females are more than the males. If you consider only the male population then 

the growth rate is 17% and for the females it is 18%. Even though the population 

growth is not good for our country the growth in female population is appreciable. 

 

Table 6: 10 most populous states and decadal growth rate (male and female) 

State Male population 
growth rate % 

Female Population 
growth rate %. 

Utter Pradesh 19.3 21.2 
Maharashtra 15.6 16.5 
Bihar 25.5 25.3 
West Bengal 12.9 14.9 
Andra Pradesh 10.2 11.8 
Madya Pradesh 19.6 21.1 
Tamil Nadu 15.1 16.1 
Rajasthan 20.8 21.8 
Karnataka 15.1 16.1 
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Gujarat 19.4 19.2 
India 17.1 18.3 

Source: (Population size and decadal change, census 2011) [4] 

 

Population density is the amount of people living in unit area. Usually one square 

kilometre or one square mile is considered as unit area. India’s population density 

is 382 (per square kilometre) in 2011 where it was 325 in 2001 census. Most of the 

union territories are having population density between 2000 and 10,000. New 

Delhi is even having a population density above 10,000. Most of the developed 

countries are having population density below 50. A population density between 20 

and 50 is desirable according to UN [6].  

 

Table 7: Sample countries and Population densities. 

Country Population Density (/km2) 
India 382 
China 141 
United States of America 35 
Brazil 23 
Argentina 14 
Mexico 60 
Russia 8 
Canada 4 
Nigeria 188 
Japan 337 
South Africa 43 
Saudi Arabia 14 
Pakistan 231 
Indonesia 124 

Source: (http://esa.un.org/wpp/Excel-Data/population.htm) [6] 

Table 8: Population Density of Sample states in India. 

State Population density 
2001 

Population density 
2011 

Uttar Pradesh 690 829 
Jammu & Kashmir 100 124 
Bihar 881 1,106 
West Bengal 903 1,028 
Andra Pradesh 227 308 
Tamil Nadu 480 555 
Maharashtra 315 365 
Gujarat 258 308 

http://esa.un.org/wpp/Excel-Data/population.htm
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Punjab 483 551 
Kerala 820 860 
Madya Pradesh 196 236 
Rajasthan 165 200 
Karnataka  276 319 
Orissa  236 270 
India 325 382 

Source: (Population size and decadal change, census 2011, India.) [4] 

  

The percentage of urban population is having an increasing tendency which 

expected. The sex ratio is the number of females to 1000 males. This ratio is 

observed to be low in urban areas (929) which is again expected. It is mostly because 

of more male jobseekers and the migration of the male member of the household 

from rural areas to city. India’s sex ratio at 2011 is 943 which improved from 2001’s 

933. In almost all states the sex ratio is below 1000 [4], [17].  

Table 9: Sex Ratio of sample states. 

State Sex ratio - Total Sex ratio - Rural Sex ratio - Urban 
Uttar Pradesh 912 918 894 
Jammu & 
Kashmir 

889 908 840 

Bihar 918 921 895 
West Bengal 950 953 944 
Andra Pradesh 993 996 987 
Tamil Nadu 996 993 1,000 
Maharashtra 929 952 903 
Gujarat 919 949 880 
Punjab 895 907 875 
Kerala 1,084 1,078 1,091 
Madya Pradesh 931 936 918 
Rajasthan 928 933 914 
Karnataka  973 979 963 
Orissa  979 989 932 
India 943 949 929 

Source: (Population size and decadal change, census 2011, India.) [4] 

 

4.1.3 Population Policy 2000. 

India identified its problem with growing population well before the gain of 

independence. In 1952 India became the first country in the world to launch a family 

planning program, emphasizing on bringing out a population at a level consistent 
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with the requirement of national economy. After 1952 the death rate decreased 

substantially and the life expectancy went up. There wasn’t a similar drop in birth 

rate. The national health policy of 1983 envisioned a replacement total fertility rate 

by 2000. If the current tendencies continue then according to studies conducted 

India will overtake China in the population size in 2045. India’s population growth 

rate is alarming [2].  

Though India failed in attaining a stable population or a replacement level total 

fertility rate, India did achieve something in other terms. Talking about a few 

examples India’s crude birth rate fell from (40.8 in 1951) to (26.4 in 1998), the infant 

mortality rate halved, and life expectancy jumped from 37 to 62 and we attained 

near universal knowledge about contraception  

The national population policy tells the government’s commitment towards 

prioritizing the policies regarding family planning, maternal and infant health care 

etc. It visualizes an India which attained replacement total fertility rate by 2010 and 

which encourages free and voluntary participation in family planning programs. The 

policy also addresses child health care needs [7]. 

4.1.4 Current Problems related to Sterilization. 

Sterilization programs which are conducted in the villages require certain standards 

specified by the Ministry of Health and Family Welfare. Certain tests have to be done 

before the surgery which is also specified by the same ministry. But nowadays what 

we can see in the villages is the grave violation of these government specified 

standards. Talking about one example a surgeon is supposed to conduct only 30 

sterilization surgeries in a day on a camp. But sometimes the number goes up to 60-

70 [9].  

The following are the standards which should be followed on the sterilization 

programs. 

a) The women must be between the ages of 22 and 49. 

b) The couple must be having at least one child and he/she must be above the 

age of 1. 

c) The women must be told about alternative family planning methods, the 

permanent nature of the sterilization and the risk, complications and the side 

effects of sterilization. 

d) The women’s decision must be voluntary. 

e) A women can be released from the hospital after 4 hours of surgery if the 

vital signs are correct, passed urine and can walk and talk. 

f) The recovery room should be near to the operation theatre and properly 

ventilated. The bed should be having bed sheet, pillow and bed. The medical 
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equipment like IV stand, blood pressure equipment and stethoscope and life-

saving drugs should be present. 

g) Within 48 hours of the surgery the patient must be checked again. 

The health standard for sterilization mandates certain tests also. The following are 

the tests. 

a) Pulse rate. 

b) Blood Pressure. 

c) Respiratory rate. 

d) Body temperature. 

e) Body weight. 

f) General condition. 

g) Heartbeat. 

h) Abdominal check-up. 

i) Tests for Haemoglobin, Albumin and Sugar. 

But if we walk in to a camp where sterilization is taking place this is not the seen 

which will welcome you. You will find unconscious women on the floor where there 

is not bed, not mattress, no fan and no lifesaving equipment.  

Fig 7: Women after sterilization 

 

Source: (Impatient to sterilize, Sonal Matharu) [9] 

  Even while the women are suffering the medical officers and workers are racing to 

attain the figure. Every health worker is ought to gain a particular number of 

sterilizations on a fixed time. So rather than providing service they focus on the 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 32 
  
 

figure and as a result the health standards go low. The couples who participate in 

the sterilization program should be counselled about the other available family 

planning methods like oral pills, condoms and IUDs. But the lower level health 

workers are reluctant to do it because they are afraid that if they do so then the 

participants will opt them and the “figure” will go down. Health care is ignored in 

this process [9]. 

To know the depth of this human right violation ‘Manjari’ a non-profit organization 

conducted a survey among 749 women who underwent surgery. Only 12% of the 

women were counselled about other contraceptives which is pathetically low. 

Among the women 42% didn’t know the permanent nature of the sterilization. Same 

condition goes with the mandatory physical tests also. Out of the 11 mandated tests 

only 3 tests are done. Haemoglobin, blood pressure and pregnancy. The failure rate 

of sterilization is also very high. The global rate of failure is 0.5% but the India rate 

is 2.5%. The women who are victims of this failure being illiterate don’t know how 

to complain or how to get the compensation or how to access the allowable abortion. 

The central Indian states like Rajasthan, Bihar, Madya Pradesh and Rajasthan are 

having population problem. These states are under immense pressure lately. Every 

year the health departments in these states put the ‘Expected levels of 

Achievement’-ELAS which tells us that how many people should be sterilized in that 

year. These numbers will help only to increase the pressure on people. We should 

be focussing on health standards rather than numbers. Let’s look at some of the so 

called ‘target numbers’. An ANM must bring minimum of 20 participants, ASHA 

worker 12, and Anganwady worker 2 and AYUSH doctors are supposed to bring not 

less than 10 people. 

One more problem the NGO found out was that lack of male health workers. 

Nowadays the population control programs are focussed on women and the above 

mentioned fact is the reason for that. Appointing more male workers will bring more 

men into family planning programs since men are reluctant to talk to female health 

workers. The sterilization is possible in men also but they are not willing and the 

government doesn’t give much promotion for that. This condition should be 

changed [9].  

4.1.5 Awareness about contraception 

Awareness about various modern and traditional contraceptive methods is an 

important factor in deciding the population growth rate of a country. The NFHS 

(national family health survey) of 1992-93 shows that the knowledge about the 

contraceptive methods are near universal in India. National Family Health Survey is 

done among a group of selected married women (in the year 1992-93 it was 89,777). 

Proper weight is given so that this small group indicates entire population. The IIPS- 
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Indian institute of population science is the nodal agency for the survey. The survey 

is usually done with the help of various foreign and domestic, private and 

governmental agencies like USAID, East-West Population institute, Hawaii, USA [10].  

There various demographic and socio economic reasons which determines the 

contraceptive-awareness. The socio-cultural-economic back ground of selected 

women are given in the appendix. The data is given for 10 sample states out of which 

5 are Non-EAGs and the rest EAGs. The background of the selected married women 

varies considerably. They vary by religion, caste and various other factors. Talking 

about an example central states generally has very high Hindu Population where 

southern and northern states has high percentage of Muslim population. The 

percentage of minorities also varies from states to states. Punjab where minority 

Sikhs are the main caste and Kerala, north-eastern states where large number of 

Christian minority is present. Among the selected women for the survey 1/4th are 

from urban areas and the rest from rural areas. In EAG states most of the women fall 

outside the 2 child norm. Typically having 3-4 children. And among the age group 

we can see an almost equal distribution. The age groups 13-24, 25-34, 35-45 almost 

have equal number of children. On EAG states the age of marriage is comparatively 

very low where in Non-EAG states it is high enough. The number of educated women 

also varies substantially among the women. States like Goa, Kerala and Manipur has 

more than 20% of women who has at least high school education where in central 

states this number is less than 10% [1], [10].  

The women’s knowledge was checked in 3 levels. The methods which she 

spontaneously knows, methods which she can connect from the given description 

and the methods which she never heard of. The knowledge about 6 modern 

contraceptive methods on 10 selected states are given below. 

Table 9: Knowledge about modern contraceptives in selected states. The numbers 

are percentage of selected population of currently married women in the year 1990s 

who knows about the method. 

State Any method Any modern 
method 

Any modern 
temporary 

method 
U.P 96 95 80 

Bihar 95 95 68 
Rajasthan 88 87 59 

M.P 88 88 57 
West Bengal 99 99 91 

Kerala 100 100 97 
Tamil Nadu 99 99 86 

A.P 97 97 61 
Punjab 100 100 94 
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J & K 100 100 89 
India 96 96 76 

 Source: (Contraceptive use in India, B. M. Ramesh, S. C. Gulati, and Robert D. 

Retherford) [10] 

Table 10: Awareness about modern contraceptives among states (in %)  

State Pill IUD Injection Condom Male 
sterilization 

Female 
Sterilization 

U.P 65 56 25 67 94 88 
Bihar 57 44 4 55 95 88 
Rajasthan 53 46 23 38 85 71 
M.P 51 42 13 42 85 77 
West 
Bengal 

86 68 43 68 98 85 

Kerala 87 90 13 42 96 90 
Tamil Nadu 75 78 5 50 99 81 
A.P 54 44 13 42 96 90 
Punjab 84 88 47 82 100 99 
J & K 77 74 51 75 99 98 
India 66 61 19 58 95 85 

Source: (Contraceptive use in India, B. M. Ramesh, S. C. Gulati, and Robert D. 

Retherford) [10] 

 

From the table it is clear that the knowledge about male and female sterilization is 

widespread and the knowledge about other temporary methods are less known. The 

lower level health workers such as ASHAs and ANMs are supposed to spread 

awareness about these methods. Now let’s look this from their angle. They get 

Rs.700 for every sterilization where they get little or no incentives for promoting 

other modern methods. Another reason is that methods like condom and pills are 

time consuming and should be done daily. Condom you have to wear every time you 

have sex and the pills has to be taken for 24 days continuously. Where the 

sterilization is a ‘one done, done’ process. This is another reason why people prefer 

sterilization over temporary methods. The failure rate of temporary methods are 

high compared to sterilization. This also contributes towards the attitude towards 

temporary methods. 

The following bar diagram shows the awareness among people in various modern 

contraceptive methods across various states [10].  

 

 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 35 
  
 

Fig 8: Knowledge about contraceptives In Indian States. 

  

Source: (Contraceptive use in India, B. M. Ramesh, S. C. Gulati, and Robert D. 

Retherford) [10] 

 

These is close relation between education and the knowledge about contraceptives. 

The below given table shows the percentage of women from various 

literate/illiterate/educated background and the knowledge about contraceptives. 

 

Table 11: Percentage of women from various educational backgrounds who knows 

about at least one modern contraceptive methods.  

State Illiterate  <middle 
school 

>middle 
school 

High school 
complete 

U.P 75 90 96 99 
Bihar 62 85 93 98 
Rajasthan 52 87 96 99 
M.P 48 78 91 97 
West Bengal 85 96 98 99 
Kerala 86 97 99 100 
Tamil Nadu 76 92 97 99 
A.P 50 73 90 97 
Punjab 89 98 99 99 
J & K 81 94 98 100 
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India     
Source: (Contraceptive use in India, B. M. Ramesh, S. C. Gulati, and Robert D. 

Retherford) [10] 

 

From the table it is clear that literacy is an important factor which determines the 

awareness. Among the women who are literate >90% awareness about population 

exists. Where among illiterate women the knowledge is sometimes as low as 50%. 

This tells us the importance of promoting female literacy. Studies done by East-West 

Population Institute, Honolulu, Hawaii on the relation between female literacy and 

fertility rate shows and inverse relationship. The graph which represents this 

relationship is shown below. So the easiest methods to promote awareness is 

actually to promote education but this is a farfetched idea. Other methods to 

promote awareness should be practiced. 

 

Fig 9: The graphical relationship between female literacy and fertility. 

 

Source: (Female literacy rate and fertility: The case in India, The east west centre, 

population institute.) [11] 
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Another important factor which determines the awareness level is the cultural 

background. People from different religion and caste has generally different rates of 

awareness. The percentage varies from rural to urban also. The given table shows 

this variation of awareness level for 10 selected states. From the table it can be 

observed that there is not much difference between Hindu and Muslim Religion but 

Other religions which include Christians, Sikhs and various religion has more 

awareness. Talking about caste the scheduled cast and scheduled tribe has lower 

awareness compared to higher casts. Among S.C and S.T the later has a lower 

awareness compared. While awareness spreading campaigns are done focus should 

be on the S.C and S.T category. The lower awareness level among them is because of 

the lower literacy rate, low socio-economic standards etc.    

Table 11: The relation between awareness and religion/caste. The number is the 

percentage of women in the community who has awareness about contraception. 

 Religion Caste 
State Hindu Muslim Others S.C S.T Non.SC.ST 
U.P 80 83 89 73 67 82 
Bihar 68 71 56 67 33 72 
Rajasthan 58 61 77 54 40 66 
M.P 55 84 79 55 40 65 
West 
Bengal 

91 92 84 80 72 93 

Kerala 97 94 99 98 90 97 
Tamil 
Nadu 

85 92 95 76  88 

A.P 59 77 67 51 42 64 
Punjab 93 94 95 91  95 
J & K 90 79 97 83  91 
India 74 83 85 71 48 80 

Source: (Contraceptive use in India, B. M. Ramesh, S. C. Gulati, and Robert D. 

Retherford) [10] 

 
4.2 Finding from the fields and impact on the theoretical focus of the project 

One aspect of the population control problems is that the problems mostly exist at 
the root level. Literature review will give an insight about the generalized condition 
where the population growth problems are mostly area specific. The field visits 
were done on the villages of Rajasthan. The field visit helped in understanding the 
root problems such as lack of awareness about contraception, the lack of incentives 
and health support received by a women undergoing sterilization, lack of male 
sterilization, little use of spacing and temporary methods etc. The field visit gave 
many eye opening experiences and opportunity to interact with people on the other 
side of family planning programs.   
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Surveys were the most important part of data collection as well the most important 
task out of the task list. The survey was conducted among people who came to 
Anganwadi for MCHM day, ASHAs, ANMs, Doctors at PHC, District and block officers 
etc. The most knowledgeable part was the discussion with the group of women. But 
unfortunately the group which was interviewed was a biased one so the replies 
were mostly positive.  

Most of the people complained that they are having health problems after 
sterilization process and sterilization is the only method used by them. The 
temporary methods are used only for spacing and again their use doesn’t go above 
40%. According to the survey the health problems are mostly because of the lack of 
rest. The preferred 1 month rest is seldom followed by women. The sterilization 
process covers only 60% of the population in the village. The rest 40% is dropping 
out because of various reasons. Lack of incentives is one main reason for this. For 
giving birth to a new baby a women receives Rs.1400 through Janani Suraksha 
Yojana Program with free transportation, free immunization and free nutrition. 
Where for sterilization the women receives only Rs.600. No transportation or 
nutritious food is received by the women.   

The number of children before a women participate in any family planning program 
is important and which should be 2 in ideal conditions. But this number varies from 
3-4 in villages. The main reason for this tendency is the male child preference which 
is rooted in our culture. The PHCs and SHCs who are supposed to take care of the 
health need of people are lacking specialist doctors, infrastructure and modern 
equipment. There is no mechanism to check whether ASHAs are doing their work or 
not. Government-NGO partnership should be there for the same.  
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5. Few Success stories 
 
 

5.1 Bangladesh 

Bangladesh started it’s family planning programs seriously in the 1970s after 

the fall of the Pakistan government in 1968. The increased population of 

Bangladesh led to low health among general population especially among 

women and the general financial failure. There were many problems why 

these problems happened. Low knowledge level, belief that large families will 

bring social security especially among farmers, lower level of access into 

contraceptives in rural areas were some of the reasons. The success story of 

Bangladesh came in 8 phases. The first phase which spanned from 1953 to 

1959 which included voluntary and semi-governmental efforts. This 

program was limited to supply of contraceptives in urban areas which indeed 

had only limited scope [12]. 

Phase 2 which took place between 1960 and 1964 involved government. The 

government mainly tried to open family planning corners where people can 

access contraceptive and knowledge about the family planning. But this 

program also addressed only a limited population of 6-7%. In the 3rd phase 

which spanned from 1965 to 1970 we can see field based government efforts. 

Mainly government focused on appointing fulltime field workers as well as 

midwives in rural areas called ‘dai’. This program was quiet successful as it 

addressed the rural population also. Phase 4 brought changes in the national 

ministry level. The family planning department was integrated in to the 

ministry of health and family welfare. In this phase the government gave up 

the programs based on ‘dias’ and focused on more centralized approach. This 

was the first time when oral pills were integrated in to the family planning 

sector. The 5th phase which was from 1975 to 80 saw the creation of ‘National 

population council’ with the president of Bangladesh as one of the board 

members. This council identified population growth as one of the country’s 

biggest problem. The council created posts for full time male as well as female 

functionaries. The phase 6 saw some change in hierarchy. The ‘National 

population council’ was recreated as ‘National council for population 

control’. Government did try for decentralization by creating centres at 

Upzilla level. The second last level was from -85 to -90 which saw improved 

family planning and MCH(mother child health) services were improved. 

Government built up satellite clinics which reached far villages and provided 

services. This phase saw the involvement of NGOs and community leaders 

which changed the entire scenario. The 8the and the final phase is going on 
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right now which mainly focusses on more resource allocation, expansion of 

health services and mobilizing community participation and support. 

Fig 10: Total fertility rate of Bangladesh. 

 

Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html) [5] 

The main problem that Bangladesh faced was the attitude of male population. 

Even though the female population had universal awareness and willingness 

to practice family planning programs it was the attitude of male population 

which opposed it. So the government did a mass campaign through media 

including television, newspaper and radio. Another interesting program was 

the drama created by the Bangladesh government in which heroine was a 

female family planning worker and the drama showed the problems the 

social activists face in the society. This drama changed the attitude of people 

towards the health workers. There were family planning clinics which 

provides Family planning services and Mother Child health along with 

normal Primary health centres. The use of media to spread awareness was 

successful.  

 

Fig 11: Crude birth rate of Bangladesh, past ten years. 

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
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Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html) [5] 

The results were moderate though the programs was very good. The TFR 

(total fertility rate) fell from 6.3 (1970-75) to 3.3 in the 2000s. But the urban 

(TFR 2.5) and rural (TFR 3.5) had a huge gap. The government was successful 

in increasing the marrying age of girls from 14 to 18 legally but still the 

common marrying age remained low. Even though the awareness about 

family planning methods are universal the usage of contraceptives are low 

(around 60%). But overall the Bangladeshi family planning program was 

successful in terms of Spreading awareness, increasing the use of 

contraceptives and decreasing fertility rate [5], [3]. 

5.2 Brazil 

Brazil is a country in which the number of children per family was 6.3 in the 

1960s. In the rural areas of Brazil the no. of children was between 10 and 20. 

But Brazil made transition to a total fertility rate of 2.8 as of 1990. Along with 

the family planning programs, decrease in infant as well as maternal 

mortality rate the wide spread use of media also played a part in the 

improvement in population [12].  

In 1960, Brazil had a total fertility rate of 6·2 and a high rate of illegal 

abortion. From 1964 until 1985, the country was governed by military 

regimes that had no interest in attempting to curb population growth. Only 

in 1985 was family planning made available within the government health 

services, but supplies from this source remain erratic the vacuum was filled 

in three main ways.  

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
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First, BEMFAM was created in 1964 as an affiliate of the International 

Planned Parenthood Federation by doctors concerned at the high rate of 

illegal abortions. By 1970, the organization, with international funding, had 

agreements with many local municipalities to provide family-planning 

services. Second, the pharmaceutical industry, realizing that the market for 

contraceptives was growing, started selling oral contraceptives through 

pharmacies. Third, public-health doctors circumvented a law prohibiting 

tubal ligation by offering the procedure together with elective caesarean 

section, with costs of ligation subsumed by the costs of caesarean section, 

supplemented by under-the-table payments. 

Fig 12: Total fertility rate in Brazil, past 10 years. 

 

Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html) [5] 

Initially in the 1965s government did not have an action plan to fill the unmet 

need for contraceptives. The private pharmaceutical companies came 

forward and filled the void satisfactorily. In 1965 the family wellbeing society 

called BEMFAM started providing the family planning methods. The 

BEMFAM late joined with various other NGOs and governmental and semi-

governmental organizations which formed later to address the unmet need 

of contraception but still could not address the entire population [3], [5].  

It was only after the World Population Conference in Bucharest in 1974 that 

the Brazilian government started to consider family planning as a right of 

individuals and couples. The Mother & Child Health Program, launched by 

the Ministry of Health in 1977, was the first action by the State in terms of 

the provision of family planning and included the prevention of high-risk 

pregnancies. 

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html


    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 43 
  
 

With the advent of political openness and the process of democratization at 

the beginning of the 1980s, the family planning issue started to be argued 

within a context of comprehensive women’s health. The result was the 

launch of the Program for Women’s Comprehensive Health Care (PAISM)28, 

launched in 1983, which viewed the context of family Planning in Brazil, the 

issue of women’s health in a comprehensive fashion, and did not limit itself 

exclusively to the issues of conception and contraception. 

Fig 13: Crude Birth rate, Brazil, last 10 years. 

 

Source:(https://www.cia.gov/library/publications/the-world-

factbook/rankorder/2002rank.html) [5] 

Brazil succeeded in implementing legislation governing the practice of family 

planning. This is not to say that the country adopted a population policy 

based on birth control. The Brazilian State continued to reaffirm a position 

that was in conflict with the demographic goals, but there was recognition 

that the population was demanding a means of making its own reproductive 

decisions. In fact, the family planning law in Brazil relied upon the transfer of 

the Reproductive Rights concept approved at the International Conference 

on Population and Development (ICPD) in Cairo in 1994, and it was 

sanctioned at a time when fertility transition was already well underway 

The efforts by Brazilian government sure made a difference. The Total 

fertility rate fell to 2.7 as of 1990. Several factors contributed to the results 

like contraceptives, sterilization, and controlled use of abortion along with 

social and political reasons. Television and various other media was used to 

spread awareness regarding the same. The amount of contraceptive usage 

hiked to 65% which was good enough for a country like Brazil. 

 

 

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
https://www.cia.gov/library/publications/the-world-factbook/rankorder/2002rank.html
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6. Recommendations, Scope and Strategy for Implementation 

 

6.1 Recommendation & Scope 

6.1.1: 100% coverage in Eligible Couple Survey. 

The 100% family planning can be implemented by 5 steps. In step one we have to 
make sure that the eligible couple survey covers 100% of the couple. Eligible couple 
survey is conducted by the health department to identify the potential participants 
in the family planning program. The survey job belongs to ASHAs. As per the current 
data shows lower level health workers cover almost 100% of the married youth 
population. But this data may very well be forged. As of now there are no feedback 
mechanisms to make sure 100% coverage. In the current system the district and 
block level officers are supposed to do this job. But studies shows that they are the 
ones who put pressure on the lower level health and family planning workers such 
as ASHAs, AYUSHs, PHC doctors and ANMs. This pressure in turn force the workers 
to go out of the path of excellence. As mentioned in the literature survey very less 
percentage of participants in sterilization programs actually receive the health 
standards which they are entitled to receive. The negligence comes from both health 
worker’s side and the administration’s side. So it is logical to think that there should 
be an independent body to monitor the government efforts. This will only increase 
efficiently and accountability of government efforts. 
 
 The partnership with NGOs can be an effective method to make sure 100% 
coverage. NGO’s can monitor the work of the government organizations and 
personals and report to the immediate high authority if some anomaly in found. 
Private participation also act as a good independent feedback mechanism. This 
should be done on selected villages selecting the in random and should be organized 
from district or block level. In all developed countries there are government 
departments whose job is make sure that other departments are doing efficient 
work. The accessibility is another issue for the 100% coverage of eligible couple 
survey. In the remote villages of rural India it is physically impossible for the health 
worker to reach the households and conduct survey. Lack of availability of health 
workers especially lack of male health workers adds to this problem. More health 
workers should be appointed for the program especially at the lower level. There 
are times government hire people from private firms to do its work. Hiring private 
security guards is an example. Similar way government can hire people from private 
firms to conduct the survey in case of accessibility problem or in case the 
department ran out of man power. Government recruiting people from various 
departments for the functioning of census is an example for this.  
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6.1.2: Implementing 2 child norm. 
 
The second step includes following the two child norm. As the studies shows people 
tend to have 3-4 children before they undergo sterilization in the rural areas. This 
figure should be reduced. The main reason for this problem is the male child 
preference and high child mortality rate. Most of the couple needs 2 boys before they 
undergo sterilization. This problem is rooted in our culture since in traditional 
families boys takes care of their parents, making it difficult to pluck out. In villages 
still the dowry system exists and parents consider this as an extra burden. Looking 
from a typical rural parent’s attitude having a boy is win-win situation. The boy will 
take care of them plus they will get dowry money from another family. Some radical 
changes has to be done on the culture for this problem to vanish. This male child 
preference indirectly leads to imbalance in sex ratio. Focussing on education sector 
and increasing the female literacy are the solutions for this. Education will widen 
people’s mind set and make them think in a wider perspective. It will make them 
think that rather than their selfish personal interest they should mind the country’s 
interest. Studies shows a direct relation between female literacy and total fertility. 
Educating the women will empower the families. The ‘Kudumba Sri’ program 
implemented by Kerala government is an example for this. Empowering women will 
get them jobs and help them get a good position in the families especially in the joint 
families. Women should be the deciding force in the areas like family planning and 
number of children. The current situation is that women want to participate in 
family planning and the family is opposing. 
 
Religion and community have important roles to play. Let’s recollect what happened 
in Iran. In Iran they had initial difficulties because of the opposition from religion. 
Later they used it for their own advantage by spreading awareness through religion. 
Most of the religions and communities are against population control because of two 
reasons. Firstly they believe that if they follow 2 child norm and others don’t then it 
will reduce population in that particular community and which will weaken them. 
Another reason being the respected traditions and the ethical view they follow. 
Convincing the religions to participate in family planning will definitely yield 
positive impacts. This solutions are wide and non-specific. Conducting awareness 
programs in the villages with community partnership is another effective way of 
doing the same. This is the method which will give short term results. In urban areas 
and developed villages where people do have access to electronic and printed media, 
media based awareness generation can be done. There should be separate fund from 
MoHFW for the same purpose. It can be done in the form of advertisements, 
television drams and films. Dramas in the past seemed to be far more effective 
because of the right story line and the connection people develop towards it. 
Advertisement will generate only momentary stimulation where other programs 
will create a prolonged effect.  
 
In places where people does not have access to these Medias stage drams and street 
drams can be effectively used. Stage drams can be done with the help of 
professionals. This is again a win-win situation. It helps in spreading awareness and 
it will give jobs to drama professionals since drama now is a dying field sine the 
avatar of television. People doesn’t have access to lots of entertainment methods in 
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villages so the participation is assured. The drama should show how important the 
2 child norm is and how ridiculous the male child preference is. Street drams can be 
done with the help of volunteers and NGOs. This can be a part of community services 
which take place in schools and colleges. Rather than creating complicated ideas the 
street drams should be focussed on simple ideas. 
 
Dis-incentives can be practiced to bring an end to the violation of 2 child norm. India 
being a free nation cannot practice any penalty based approach. Indian government 
provides 1,400 rupees to pregnant women along with so many other incentives. But 
these incentive should be given only for the first two births. After than we can either 
give up the incentives or at least reduce it. This practice was successfully practiced 
in Iran. The women who works in government sector gets free maternity leave while 
and after pregnancy. This practice also we can reduce up to two births. We can cut 
down such benefits related to child birth after 2 children and incentives can be given 
to those women who are having 2 children. This will make the families understand 
the importance of 2 child norm. 
 
6.1.3: 100% Accessibility  
 
Making the family planning methods accessible to all is difficult. Various countries 
faced this problem on their development stage. The current system in India is near 
perfect. We have District level hospital and block level hospitals. PHCs and SHCs in 
the lower level. Again we have Anganwadis and ASHAs who are supposed to go to 
households and provide services. The efficiency of the system is rather low. As 
mentioned earlier there is no mechanism to make sure that these bodies and 
workers are giving their 100%. A private or semi-governmental body to check on 
the government works will serve the purpose. Still providing facilities in rural area 
is very difficult especially in hilly places like Himachal Pradesh and Utherakhand. 
Let’s now look in to the successful model of Bangladesh. They also had this problem 
of accessing family planning services in rural areas. What strategy they came up with 
was ‘Satellite clinics’. These fully equipped clinics will go to places where family 
planning program cannot reach and provided services. Same thing can be done in 
the case of India also especially for the places like Himachal Pradesh and North-East. 
These satellite clinics will not be able to serve the people every day like the other 
health facilities do. But they will make sure that people do get access. 
 
Contraceptive corners are a mechanism which works on PHCs and SHCs. They offer 
contraceptive services like condoms and oral pills to people for free. They are 
available in Anganwadies also. ASHAs include them in their kits. But are these 
sufficient. People should be able to access contraceptives spontaneously. For this 
government can do some partnership business. It can make tie-ups with chemist 
stores. The government will subsidize the chemist store and the chemist will give 
the contraceptive for free. In places where hospitals and Anganwadies can’t reach   
the contraceptive corners can be setup in households. The household which do this 
function should get some incentives. This will solve the accessibility problem in 
places like North-East. Satellite storage and supply facilities will also serve the 
purpose. 
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6.1.4: Spreading Awareness in Rural Areas. 
 
The next step in tackling the problem is lower awareness. Frankly this is direct result 
of lack of education. As mentioned in the literature study Indian states with better 
literacy rate has lower fertility and more awareness about the how, why and where 
of family planning. Same thing can be observed with developed countries also. 
Promoting general education especially female education is the first and most 
important step in this. As mentioned in the recommendations regarding 2 child 
norm government has taken many initiatives and will be successful in long run.  
What we can do in short run and to bring immediate result in the next question. 
Again as mentioned media participation and dramas are a fine medium of awareness 
spreading. As learned from the field visits the lower level health workers are not 
constantly educated. They once attend a course and that is the end of it. For what we 
can tell they could very well be passing wrong information. So health workers 
should be constantly updated about the modern changes which occurs. Now the 
grass root level awareness spreading mechanism is household visits of ASHAs. This 
is a very fine mechanism and should be monitored nevertheless. Adding to this fine 
toned mechanism, a visit and talk by an actual doctor will be very informative and 
will attract more people towards family planning.  Another factor which should be 
mentioned here is the clear reduction in the male health worker number. Men in 
villages don’t feel comfortable talking to female health workers. This problem 
ultimately leads to reduction in male awareness. Nowadays the male participation 
in sterilization program is almost nil. Lack of awareness and the unnecessary male 
superiority are the reasons behind it. Male participation must be assured. 
Community and private partnership will surely play an important role in awareness 
generation. After all people will listen to people from their community rather than 
outsider health worker. 
 
6.1.5: 100% participation in family planning programs. 
 
The last step includes making sure 100% participation in family planning programs. 
According to case study in EAG states around 40% of people drop out of the 
government efforts. One main reason why they drop out of the program is the lack 
of incentives for the process. A woman receives more incentives for giving birth to 
a baby than undergoing sterilization. And according to studies in more than 50% of 
the cases the women will get health problems-mostly constant abdominal pain. 
During the field visit there was a case of a woman who got sterilised thirty years ago 
but she was still suffering from health problems till date. These health issues are 
mostly because the women don’t follow the recommended one month rest. The rural 
women being from marginal background are not able to give up one month’s work. 
Providing the women with one month’s earnings as incentive is win-win situation. 
First of all it will take care of most health problems and second of all it will act as an 
extra incentive for sterilization. As the studies shows the health standards followed 
in sterilization camps are pretty low. Increasing the operating heath standard will 
incentivize people. The second problem is that ASHAs promote and people prefer 
only sterilization as a permanent method. ASHAs are doing this because they receive 
enough incentives only for the sterilization process. Giving more incentives for the 
temporary methods will make them promote temporary methods also. And it is an 
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ASHA’s duty to tell people that temporary methods are as effective as permanent 
method provided they are used effectively. 
 
Along with these the other steps which are already mentioned are applicable to 
100% participation also. Awareness generation plays and important part. 
Spontaneous access is crucial in achieving 100% participation in family planning.  
 
 

6 .2 Flowchart (Strategy) for implementation 

1) Recommendation: NGO partnership to monitor health department’s work. 

Scope: The non-governmental monitoring body will make the authorities more 

responsible. It will also make sure that the reports submitted by health workers 

are not forged and indeed is original. The women will start receiving the service 

which they deserve. The NGOs can also help the health workers in field work. 

Flowchart: This decision must be taken in the central level. Since an 

organization monitoring government work is not common and considering the 

recent ‘Jan Lokpal Bill’ related issues this step will not be easier.  

 
 

2) Recommendation: Appointing more male health workers in rural areas. 

Scope: As mentioned in the earlier studies right now women talk to female 

health workers and men talk to male health workers system exists. Increasing 

the number of male health workers will truly bring more male participation in 

family planning. Male health workers make the surveys and other field works 

easier since they are physically stronger. 

Government 
evaluates the 

work and gives 
recommendatio
ns to the health 

workers.

The health workers 
does the work based on 

government 
recommendations.

NGOs monitor 
the work and 
give feed back 

to the 
government.



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 49 
  
 

Flowchart: This step from government side is rather easier. Only existing 

problem is the lack of male health workers available. Men don’t consider this job 

as really a carrier option. Traditionally the nursing job is considered as women’s 

job. This attitude is the only hindrance in the implementation of this suggestion. 

Government can setup some examples to show that even men can do great in 

nursing field.  

 
 

3) Recommendation: Satellite clinics. 

Scope: The scope of satellite clinic is universal accessibility. There are still some 

places in India where there are no PHCs, no SHCs and no Anganwadies. These 

clinics being mobile can virtually reach anywhere. Even though they cannot 

provide everyday service it makes sure universal access in remote areas. 

Flowchart: The creation an implementation of these clinics can be included in 

the budget of Ministry of Health and Family Welfare. At first few sample satellite 

clinics must be created based on the success of which further.  

Attracting men 
to the profession 
of health worker

More male 
health workers 
in the field of 

family planning.

Increased 
particiaption of 
men in family 

planning 
programs.
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4) Recommendation: Contraceptive corners which are operated from households 

and chemist shops. 

Scope: This step is for universal accessibility. A normal man access 

contraceptives from PHC or Anganwady or even a private chemist store. But 

these are few in number and the need is mostly spontaneous. So setting up 

contraceptive corners at chemist stores and households will increase the 

accessibility. The chemist and the household will get incentives and subsidies. 

Flowchart: Proper monitoring is necessary in this mechanism. For example a 

chemist can easily sell the contraceptives instead of giving them for free. A 

household member can have a biased view and supply the contraceptives 

accordingly. With correct monitoring this mechanism will be a success. 

Government 
provides more fund 

for remote areas.

Increased 
accessibility in rural 

areas.

Increased awareness 
in rural areas.

Takes care of general 
health needs also.

Implementing the 
idea of satellite clinic.
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5) Recommendation: Improving general education, literacy and female literacy. 

Scope: This is the most important step in awareness generation though it will 

create result only on long term. Education will make awareness generation 

easier since family planning policies and details can be integrated to curriculum. 

The studies done by IIPS clearly shows that education will bring in awareness. 

Literacy is also a strong factor in creating awareness. After all an Ad about family 

planning will not be useful if the people cannot read. Female literacy will bring 

in a strong generation of women. Male child preference can only be eradicated 

by female literacy.  

Flowchart: These plans rather broader. Currently the government of India do 

have some plans like Sarva Shiksha Abhiyan to promote general as well as female 

education. Special focus should be given on states with very low literacy rate like 

Bihar and Rajasthan. Special funds must come for the same purpose. Education 

along with awareness generation will bring development also.  

Contraceptive 
corners based 
on households 

and chemist 
shops.

Increased 
accessibility

Increased 
awareness 
generation.

Families 
benefiting from 
govt. subsidy.
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6) Recommendation: Focussing on Better health service rather than putting a 

target. 

Scope: The family planning division of health department creates the so called 

targets. The idea is to motivate the health workers but it is doing nothing other 

than increasing pressure on the employees. When they are going after number 

they forget the services and the result is as we have seen how health standards 

and health problems after. So rather than following the number the target must 

be on the quality of service. Once excellence is achieved everything will fall into 

place. 

Flowchart: The policy must be changed in the central level. A new policy must 

be created which gives more importance to the quality of health service provided 

rather than the number of services provided. This will result in the change of 

attitude of health workers thus improving the services. 

Special schemes 
for providing 

education 
focussing on 

literacy.

Implimenting the 
policies on rural 

areas .

Improved literacy 
and awareness and 

reduced 
population growth.
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7) Recommendation: Community Participation in Family Planning. 

Scope: Community involvement really helps in awareness generation as well as 

while dealing with 2 child norm. Let’s recollect the successful model of Iran. 

Iran’s population control program we can put this way. The clergy told and the 

country listened. This show the importance of community partnership.  

Flowchart: This task is not easy as it looks. India is a very diverse country in 

terms of communities. So bringing them together for a common cause is 

extremely difficult but can be done nevertheless. Most of the communities do 

believe that having more children will increase social status. In small 

communities the awareness spreading role can be given to the community 

leader. And while selecting ASHAs they can be selected from the particular 

community itself which inhibit the area. 

New  health policy 
which focuses on quality 

of health service than 
number of services.

Reduced 
pressure on 
lower level 

health workers.

People receive 
quality health 

services.
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8) Recommendation: Large media participation and dramas. 

Scope: A very large percentage of India population do have access to printed as 

well as electronic media. Advertisements can be very effective in spreading 

awareness. It can reach to a very large number of people in a very small time. In 

rural villages where people don’t have access to Medias drams can be used to 

convey the message. Either a professional drama by artists or a street drama by 

volunteers the message will be delivered. Let’s recollect the example of 

Bangladesh, where   a drama was created in which the heroine was a female 

health worker. This drama showed the difficulties faced by her and the people 

accepted wholeheartedly. Similarly India can create a drama which shows how 

ridiculous the male child preference is. 

Flowchart: Creating and spreading awareness is IEC’s duty and there must be 

separate fund for the same. These drams will give earnings to some artists also. 

Community 
partnership 
reduces the 
wrong social 

norms.

Helps in 
spreading the 

idea of 2 
child norm.

ASHAs can be 
selected form 
the particular 

village.

Community 
participation 
has proven 

successful in 
many 

countries.



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 55 
  
 

 
 

9) Recommendation: Practicing disincentives for couple’s who cross 2 child norm. 

Scope: The scope can be explained with the help of two examples. A women in 

villages gets 1400 rupees and free transportation for giving birth under the 

Janani Suraksha Yojana. She is entitled to get this money for any number of 

births. Suppose the Janani Suraksha Yojana is not followed after the birth of 2nd 

child then it make the women think about having a 3rd child. Now let’s take the 

case of a suburban women. The Jannani Suraksha Yojana money would be 

nothing for her. But she receives other incentives like maternity leave. If this also 

is discontinued after 2 children the same effect can be observed. These examples 

shows how 2 child norm can be followed by disincentives. 

Flowchart: This method is related various other department and must be done 

with the help of them. For example irrespective of where the couple works dis-

incentives ought to be given. Multi organizational collaboration is crucial. 

Advertisements 
through electronic and 

printed media.

Creates awareness in 
urban areas.

Limited to only 
people who are 

literate.

Awareness generation 
through dramas.

Effective on villages 
with low literacy.
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entertainment 
medium and 

provides income to 
drama artists.
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10) Recommendation: Constantly educating lower level health workers. 

Scope: The survey conducted shows that the knowledge among the lower level 

health workers such as ASHAs and Anganwadi workers are low. They are trained 

only once and not updated since. If they are not aware of the newer plans and 

policies they cannot convey them to the common people. The more 

knowledgeable health workers are the more information they can pass to the 

people. 

Flowchart: There should be regular meetings in which health workers are told 

about what’s new. The higher level authorities can conduct sessions which will 

shows higher awareness level. 

Dis-incentives are 
very effective in 
family planning.

The provision of 
maternity leave can 
be removed after 2 

children in 
government 
companies.

In villages the 
benefits under janani 
suraksha yojana can 
be reduced after 2 

children.

Dis-incentives don't 
force people out 

from having more 
children.

This method's sole 
purpose is to remind 
the couples of 2 child 

norms.
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11) Recommendation: Improving general health standard during sterilization. 

Scope: Studies shows that the standards followed during sterilization is very low 

in central Indian states. Only 3 tests are done where 11 should be done. For many 

women this acts as a reason for not participating in sterilization programs. 

Providing better health standards will firstly reduce the risk and health related 

issues and secondly will attract couples towards sterilization. 

Flowchart: Private and NGO partnership can be used to maintain the health 

standard. NGO can act as a regulating body which will report to the immediate 

higher authority in case health standard is violated. There are private companies 

which works on family planning sector. These companies can be brought in in 

places where this health standard violation is a huge issue. Also government 

should show enthusiasm in taking immediate action against those who violates 

the standards. 

Regular meetings on PHCs and at block level for 
the purpose of constantly educating health 
workers.

Increases the knowledge about modern 
contraceptive methods and new policies by 
government.

The educated health worker thus passes on his 
knowledge to the community which increases 
awareness.
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12) Recommendation: More incentives to the women undergoing sterilization 

and promotion for spacing methods. 

Scope: Lack of incentives can be considered as a reason why less couples 

participate in sterilization program. Currently only 700 rupees is given to the 

women undergoing sterilization. At least one month’s earning worth money 

must be given. This do two functions firstly it will attract participation and 

secondly it will keep the women from working for one month thus maintaining 

the one month of prescribed rest. Along with these incentives such as free 

transportation and better health care etc should be given to incentivize women. 

Male sterilization should also be appreciated with incentives. Initially it should 

be larger than what is provided for women. Once the men are attracted this can 

be reduced. 

Flowchart: This is something that must start by allocating extra money in the 

union budget. This money should be utilized by the MoHFW to setup extra 

incentives. The government can provide more incentives on the states or 

territories where population growth is a grave problem and less in other states. 

This step will reduce the financial impact on the government. 

The feedback 
mechanism 
using NGOs 

increases health 
standard.

Improved health 
standards acts 
as an incentive 
for prople to 
participate in 
sterilization 

camps.

More 
participation in 

sterilization 
programs 
reduces 

population 
growth.
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13) Recommendation: Increasing the age of marriage and providing counselling 

from earlier time. 

Scope: Early marriage is still a problem in certain areas even though the legal 

age of marriage is 18. An early marriage will give more fertile time zone and 

more health problems for being pregnant young. This plan should go along with 

the other awareness spreading campaigns. Nowadays the health worker is 

approaching the women only after she gives birth to 2-3 children. But if the 

worker approaches the couple right after marriage itself then it will create a 

different result. The couple will get more time to think about how many children 

to have. Also it will help them delay the pregnancy by the use of spacing methods. 

Flowchart: This policy is something which already exists. The workers are 

supposed visit the couples right after their marriage but they seldom do. So this 

again comes under NGO monitoring. The monitoring body must make sure that 

health workers are doing their job. 

Reduced 
population 

growth.

Women 
prefers 

sterilization 
over new 

baby.

Increased 
incentives for 
sterilization 

compared to 
having a new 

child.
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14) Recommendation: Decentralization and Making separate policies at lower 

level. 

Scope: Decentralization of power is something India has been practicing for long 

time. The same exists in health department and family planning sector also. But 

policies and action plans remain same throughout India. Let’s look at the 

successful model of Bangladesh. They had decentralization up to Upzilla level but 

what made them different from India’s decentralization was they were able to 

right new rules and implement their own strategies in their area. This will very 

well work in India also because everything from cast to community, family back 

ground to education is different from place to place. So localized plans and 

strategy will do well for India. It makes the community participation a lot easier. 

Flowchart: The guide line of MoHFW must be changed. There should be 

provisions which allows the district and block level to make their own plans and 

strategies. The immediate higher authority must monitor and make sure that the 

plans are right and citizen friendly. The block or district ought to be able to call 

help from NGOs, Private sector and volunteers upon. The regionalization makes 

this easier. 

Awareness generation focussing on increase of 
age of marriage with the help of community.

Increased age of marriage leads to more wise 
dicisions, less reproductive period and healthy 
children.

Reduced population growth.
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7. Conclusion 

 

Population hike is something which most of the developing country experiences. If 

we look in to history we can observe this tendency in once developing nations like 

England, Germany and Italy. Being a developing country this problem is observed in 

India also. The population started hiking during the freedom struggle period of India 

and Indian government started handling this problem right after Independence 

through then established family planning programs via five year plans.  

India’s family planning programs were incentive based and totally voluntary in 

nature. As the first step the health worker will approach you with information 

regarding the importance of family planning and the methods to do so. Then those 

who are interested in participating were given free access to contraceptive methods 

as well as small incentives for participation. During the emergency period of 1970s 

compulsory sterilization after the birth of 3rd child was legalized by the government 

which was a failure and raised much controversy. Even though India managed to 

tackle the ever growing population it failed to address 100% of the people. So the 

focus of the project was identifying the reasons for this failure and proposing 

suitable solutions through which universal family planning can be done thus 

tackling the population growth.  

While discussing the reasons for it the first thing that will pop to everyone’s mind is 

lack of literacy and awareness. India is still having only 71% literacy. Awareness 

level is directly related to literacy and education. It can be observed that states like 

Kerala and Punjab where literacy rate is high the awareness is also high and the 

population growth problem is already handled. But family planning must be done in 

central Indian states also. The solution is awareness spreading programs like media, 

NGOs and various other methods. After all it’s a lower level health worker like ASHA 

or ANM’s duty to spread awareness by door to door visit. But then the next problem 

arises which is accessibility. This problem particularly exists in hilly states and 

north-eastern states. These places the houses are too far apart and on top hills that 

it is impossible for the health worker to reach there. The solution is community 

participation. We can train women from the local community to ne the ASHAs and 

can operate contraceptive corners from house-holds.  

Sterilization is not the ultimate answer to population control. For the result of 

sterilization to be effective the number of children before sterilization should be 

ideally 2. But in most of the cased this varies from 3-4. There are various reasons for 

this. The prominent ones being Male child preference and lack of counselling. The 

male child preference is something which is rooted in our culture. In Indian culture 

the boys are the ones who takes care of the parents once they are old. This is the 
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classic reason for male child preference. Proper counselling should be provided by 

the health workers since the beginning of the marriage which will help the women 

to take a better decision and restrict the number of children before the marriage.  

The Ministry of Health and Family Welfare proposed several health standards for 

the sterilization surgery. But studies shows that these health standards are not 

followed. It standard procedure to check all the vital signs and things like pregnancy 

and respiratory rate. But these tests are seldom done. The higher authority who are 

supposed to regulate the standards are giving the silent nod. This is mainly because 

of the pressure for fulfilling the figures. There should be a non-governmental body 

to regulate the work of the department.  

The conclusion we can draw from this project is that the already existing 

government programs if executed will yield result. The government policies are 

properly planned and well envisioned. The problem exists in the implementation 

part. The already existing population is huge and the literacy rate is low especially 

the female literacy rate. This cause hindrance to the implementation. In most of the 

now developed countries the population was controlled by development. Amartya 

Sen tells us that development is the best contraceptive which is true. But India’s 

development is a slow process and will it will take 30-40 years for India to become 

a developed nation. If we wait for development to take care of the population 

problem then by time it India becomes a developed nation we will overtake China. 

So family planning methods are necessary. Care must be given in the planning and 

implementation stage. Health worker must give their 100% for the program. People 

should develop a better and brighter attitude towards the program and the workers. 

If we carefully take care of all these then we have the right to envision a better and 

brighter India with a replacement level TFR and stable population. 
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8. Future Work: 

 

The effectiveness of these methods and strategies are still to be verified. Conducting 

sample awareness program will give insight to the difficulties the program will 

provide. Using education and literacy for tackling the population growth problem is 

something with long term effect. We have to carefully observe the changes it makes. 

Changing the government policies is difficult and appointing an independent 

monitoring body is even more difficult. Strong stand must be taken from the citizen 

side. 

The study done in this project is based on Rajasthan state since is one of the EAG 

state. If more study is done more states EAG as well as Non-EAGs a more generalized 

solution can be made. Male participation is something for which currently no 

emphasis is given. Emphasize on this issue must be given necessarily. 
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Appendix A 

 

Meetings and Interviews 

8.1 Dr.Manju Singh, Mentor, Consultant Divisional Family Planning Program 
Manager, UNFPA. 

Date: June 11, 2013 

Time: 12:00 PM 

Duration of Discussion: 120 minutes. 

Discussion  

1. Discussed the progress of the project. 

2. Decided the location of field visit. 

3. Discussed to the mentor who all to interview. 

4. Discussed regarding the current problems related to family planning of 

India. 

5. Discussed the action plan. 

 

Action Items before next discussion, please include timeline: 

1. Visiting the UNFPA officials to discuss regarding the steps they have taken. 

2. Conducting more field visits to find a generalized solution. 

3. Evaluation the policies of government to find the effectiveness. 

 

8.2 Dr.Meena, RCHO, Bundi, Rajasthan. 

Date: June 12, 2013 

Time: 1500 hours 

Duration of Discussion: 45 minutes. 

Discussion: According to him most of the family planning programs are going well. 

He talked about family planning program in general and how some people are not 

welcoming it. According to him some people still practices traditional birth control 
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methods. Accessibility and lack of infrastructure is another problem the department 

is facing. 

  

8.3 Mr.Kilesh, Hospital Storage Room incharge, Blcok hospital, Nenwa, Rajasthan. 

Date: June 12, 2013 

Time: 1600 hours 

Duration of Discussion: 60 minutes. 

Discussion: First discussed regarding the availability of contraceptives on the 

hospital. According to him they are available on the contraceptive corners of the 

hospital. He also talked about the lack of specialist doctors on the hospital and how 

new young doctors don’t want to come to rural hospitals. He told if the hospital ran 

out of contraceptives and the new supply is yet to come, then they buy from private 

sector and make it available. Even though infrastructure of the hospital is good the 

lack of staff and lack of modern health care machines like centrifugal machine and 

sonographer creates the problem.  

Had visit to various parts of the hospital like general ward, X-ray room, Ladies ward, 

Laboratories etc. Laboratories had only basic machines even though it was a block 

hospital. There was a clear lack of modern equipment like sonograph. The ladies 

ward where mothers and new born babies are taken care of was clearly below 

standard. It didn’t even have patrician between beds. The computer based data base 

developed was good even though less people knew how to operate it. 

 

8.4 Doctors, Various PHCs, Nenwa block, Bundi District. 

Date: June 13, 2013 

Time: 1100 hours and 1400 hours 

Duration of Discussion: total 60 minutes. 

Discussion: Mainly discussed regarding the role of PHC in the family planning. 

Both hospitals which were visited had a clear lack of staff and facilities. They told 

the current incentives given to the women are insufficient and the health standard 

is inadequate. According to them there should be facilities on the PHC to do 

sterilization. The health issues which follows the sterilization in most of the cases 

according to them is reason for less participation in population control programs. 
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8.5 ASHAs and ANMs at various anganwadies. 

Date: June 13, 2013 

Time: 0900 hours and 1200 hours 

Duration of Discussion: total 150 minutes. 

Discussion: The role of ANMs and ASHAs being the grass root level health worker 

was the discussion topic. ASHAs told the current incentives given to them is way less 

and they are having difficulty accessing the people. They also talked about the not-

welcoming attitude of people. ASHAs also told that giving more incentives will bring 

more women in to sterilization programs. The little or no incentives for promoting 

spacing methods was one issue put forward by them. The lower level health workers 

are supposed to bring a particular number of people to sterilization program every 

year. This increases pressure on them which then leads to so many complications.  

ANMs also emphasized the points mentioned by ASHA. But they didn’t have any  

problem related to incentives since they were permanent staff. They talked about 

how much low monetary incentives the participant of sterilization programs are 

receiving, how there are no facilities to dot the same in the village itself etc. Some 

times since the government does not give any transportation for participants ANMs 

have to pay from their pockets. The arrangement of a two wheeler for ASHAs will 

help them access the remote parts of the villages. 

 

8.6 Mr.Swaroop Pal, Manjari NGO, Rajasthan. 

Date: July 1, 2013 

Time: 1430 hours 

Duration of Discussion: 30 minutes. 

Discussion: According to Mr.Swaroop the women in India are receiving counselling 

after 5-6 years of marriage where they are supposed to receive it from the beginning 

itself. Usually the family planning worker go to them only after they have 2-3 

children which should not be the ideal case. The lower level health workers are 

currently conducting the Eligible couple survey which identifies the potential 

participants of family planning programs. The district officers are to make sure that 

these goes smoothly but there is no mechanism as such. One reason why women are 

not willing to participate in sterilization programs is the health problems which 

follows which in turn is because of the bad health service they receive. According to 

Mr.Swarup there is a grave deficiency of surgeons in the villages. Government 

should find a way to attract more surgeons to the villages. Current infrastructure 
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should also be modified. Right now the family planning program is addressing only 

the women and which is not right. The entire family and the male child preference 

problem should be addressed. According to Mr.Swarup in a way the family planning 

programs disrupts sex ratio. Most of the women will do sterilization after 2 boys this 

disturbs the sex ratio. The normal marrying age should be increased and the spacing 

methods should be promoted. Now the health workers are giving less preference to 

spacing methods. The idea of including religion cannot be done since India is not 

monotonically religious and is a hetero religious country. Even though marriages 

are taking place at early ages proper counselling should be done to delay the child 

bearing age. Currently there is a pressure on lower level health workers to attain the 

figure and this should be removed. Currently the sterilization is taking place after 3-

4 children which should be brought down to 2. The number of male health workers 

should be increased since men are reluctant to talk to female health workers. The 

private and NGO participation is a nice way to address the problem of population. 

And finally development is the best contraceptive method. 
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Appendix B 

Fig I: India’s population based on population. 

 

(Population size and decadal change, census 2011, India.) [4] 
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Fig II: India’s population growth based on geography for the past decade. 

 

(Population size and decadal change, census 2011, India.) [4] 

 

Fig III: Decadal change in urban population. 
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(Population size and decadal change, census 2011, India.) [4] 

 

Fig IV: Decadal change in rural population. 

 

(Population size and decadal change, census 2011, India.) [4] 

 

Fig V: India’s population density. 
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(Population size and decadal change, census 2011, India.) [4] 
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Fig VI: Change in proportion of urban population for the past 50 years. 

 

 

(Population size and decadal change, census 2011, India.) [4] 

 

Fig VII: Proportion of urban population in India. 

 

(Population size and decadal change, census 2011, India.) [4] 

 

Fig VIII: Proportion of rural population. 



    
 

  
 
Copyright © 2013 Rakshak Foundation. All Rights Reserved.                   Page | 75 
  
 

 

(Population size and decadal change, census 2011, India.) [4] 
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“The highest measure of democracy is neither the 

‘extent of freedom’ nor the ‘extent of equality’ but 
rather the highest measure of participation.” 

- A.D. Benoist 
 

 

Rakshak Foundation creates awareness domestically 
and internationally about the rights and responsibilities of citizens 
towards the society and state. Rakshak engages in and supports social 
and scientific research on public policy and social issues. 
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