CHAPTER – 7
ROLE OF PRIs, NGOs, AND SELF HELP GROUPS IN POPULATION STABILIZATION

The National Population Policy 2000 and the National Health Policy, 2001, have rightly emphasized decentralization and convergence of service delivery at village levels and recognize the PRIs, NGOs and as well as Self-Help Groups as the agencies responsible to ensure the same. The Tenth Plan document also emphasizes the critical role and function of these in development.

The present chapter deals with interventions through the involvement of PRIs, NGOs, Self-Help Groups for achieving population stabilization in Bihar.

7.1 Role of PRIs

Population stabilization cannot be viewed in isolation. It is a dependent variable linked to the quality of environment, improved status of women, education, sustained and secure employment, equitable economic growth and income distribution and good living conditions. Therefore, programmes such as eradication of poverty, improving access to food, education and health care, providing adequate housing, sanitation and drinking water and improving the status of women through welfare and literacy programmes are necessary conditions for promoting population stabilization. The 73rd constitutional amendment, which prescribes uniform  structure of local governments throughout the country, provides the basis for conceptualizing the role of PRIs for local self-governance and development. The 74th amendment to the constitution incorporates the provision for a district planning committee, which among others, is required to issue guidelines for local level planning by PRIs. These amendments have created a framework for enabling the state legislatures do determine the scope of devolution of funds and powers to the local bodies. The Eleventh Schedule to the Constitution incorporates the list of 29 subjects allotted to the PRIs. Item No. 24 in that list is ‘family welfare’. Thus the subject of Population Stabilization clearly falls in the domain of PRIs. Even the subjects pertaining to other dimensions of development such as those listed in the preceding paragraph which have a bearing on Population Stabilization are also included in this list as would be evident from below:
Functions of Panchayati Raj Institutions

Drinking Water;

Poverty Alleviation Programmes;

Education;

Health & Sanitation including Hospitals; Primary Heath Centres & Dispensaries;

Family Welfare;

Women and Child Development;

Public Distribution System

Over the years, the share of public spending on health is declining largely due to financial crisis faced by the State Governments. As a consequence, the quality of service provided by the public health institutions has been deteriorating. The better off sections of society have started patronising private health care institutions. However, due to high cost, the poor cannot access these institutions and facilities, though the unsatisfactory functioning of public health institutions has forced even the poor to spend considerable part of their meagre and hard earned income on health care rendered by the private sector which would have ordinarily contributed towards better food and nutrition of the family. The challenge before PRIs is how to correct the existing inequities in health care services and to transform through community participation the public health institutions as centres for efficient delivery of services, which concern for the underprivileged, user friendly behaviour and greater sense of accountability. This, however, would require that the capacity to discharge this role but built up in the PRIs. The entire health and family welfare activities are not managed at the village / panchayat level. It would, therefore, imply specifying functions and responsibilities to be discharged at each level along with allocation of resources consistent with them. The principle that needs to be kept in mind while specifying functions for the three tiers is that “what can be done at a given level shall be done at that level only and not at higher level”. The gram panachayat level, broadly speaking, can efficiently handle family welfare centers, primary health care centers, sanitation, immunization and preventive / promotive public campaigns in the health domain and activities concerning literacy, poverty alleviation, nutrition and income generation in the non-health segment. This level would also be crucial in forging linkages with specialized / referral health services at higher levels. The block panchayat would be better suited to deal with community health centers / Taluk hospitals as referral units for in-patient treatment. The block panchayat can also organize capacity building programmes for health personnel at the gram panchayat level and get literature prepared of health education, proper storage and distribution of medicines, arranging for specialist services to PHCs, linkages for attending to emergency cases, etc.
7.1.1 Involvement of PRIs

So far Family Welfare Programmes have been administered entirely through bureaucratic formations. While this has had limited achievement, the goal of population stabilization requires these efforts to be accelerated. This would mean greater participation of target group couples in the programme with a view to understanding what constrains their behaviour in acceptance of small family norm and using various devices available for this purpose and how these constraints can be neutralized. As a necessary pre-condition, this would require more intensive and continuing contact with and counseling of the targeted couples and ensuring delivery of services and products of them. On both these counts, existing institutional arrangements have produced sub optimal results, despite burgeoning expenditure. In this background, the rationale for an alternative mode of delivery of services assumes significance. A number of persons who have been involved with the programme consider vigorous involvement of PRIs as the alternative organizational route. This would have the following advantages:

· The PRI bodies would be able to oversee the working of the bureaucratic delivery system for the programme and thus providing the much needed guidance and critical inputs in terms of feedback from people. This would make the bureaucracy at the grassroots more alert and accountable. The political control over the programme at the cutting edge level would thus get energized and strengthened.
· Involvement of PRIs would provide opportunities for more intimate interface with target group couples, particularly women in the family which would permit their genuine and context specific/group specific problems to be articulated. On this basis, corrective measures accommodating their concerns can be initiated without much delay at the local level itself.

· It is widely recognized that population stabilization is a complex goal which would respond to a multi sectoral development thrust. This presupposes different sectors of Government coming together and working in a coordinated manner so that convergence of services can create the necessary impact of motivating a change of behaviour. Though such an approach has been advocated by Govt. representatives and critics alike, its realization has remained elusive since bureaucratic formations are prone to work in a segmented manner through their departmental hierarchies. This limitation is expected to be overcome substantially once elected bodies like PRIs take charge of the programme and involve themselves in monitoring and supervision as all concerned public functionaries would eventually submit themselves to their political directions.
· People involvement through PRIs at various levels in the programme would create more humane ambience in the delivery of services where human rights and concerns of dignity are respected both in thought and action and developmental dimensions of fertility are taken into account while devising strategy for tackling the socially constrained behaviour of targeted couples/groups.

The vigorous involvement of PRIs would facilitate the concerns of health, family welfare, equitable development and population stabilization getting incorporated in the local political discourse in the same manner as various other development dimensions such as creating infrastructure, employment generation etc. are done at present. This will generate requisite awareness among the people, which would raise  / sharpen their demand for various services. The raised consciousness in turn would create pressure on the elected bodies as well as local bureaucracy to perform which would make them more responsive. Involvement of PRIs would also lead to institutional capacity building in respect of this programme that would generate its own momentum.

With the involvement of PRIs, innovative and practical steps/solution may emerge for meeting local problems affecting family welfare and related programmes which are otherwise not likely, given the straightjacket rule bound world of official delivery system. Involvement of PRIs may also help identify variety of situational constraints and sensitivities, areas as well as people specific and would therefore pressure them to work out differential strategies to meet them, which are user friendly and easier to implement. Such experiences would also create demand for greater freedom of action in activities such as modes of social mobilization, IEC, strategic entry points in areas of intense hostility towards the programme without alienating the power structures of the community and may eventually change the overall contours or the programmes and strategies at the policy making level. PRIs’ involvement would thus help crystallize appropriate approaches to extension of programme activities focusing on specific target groups and communities.
7.1.2        Capacity Building of Panchayats
The need for Capacity Building of elected institutions is not sufficiently appreciated. This is evident from the insignificant efforts and resources devoted to this work so far. It is therefore important to underline the reasons for taking up this work. The rationale for Capacity Building of PRI functional areas include the following:

The elected representatives of PRIs particularly at lower levels and more specifically women are new entrants who are probably participating in electoral politics for the first time. Most of them may not have had experience of participating in public life or party politics earlier. Obviously, such people are not likely to have occupied any position which involved taking decisions, designing programmes or monitoring and supervising delivery of services. Therefore, these functionaries would have no clear vision of their role and its evolving nature. It is necessary that they be trained to develop potential as well as appreciate limits of their position to enable them to discharge their functions properly.

It is important for PRI functionaries to realize that powers conferred on  them through these elected positions are to be exercised within a set framework. This framework has been carved out through a variety of rules, regulations and processes which are both enabling as well as constraining.  In their decision-making and interactions these limits have to be recognized so that unnecessary frictions are avoided. At the same time it has to be recognized that rules and regulations need to be simplified to facilitate smoother functioning of the PRIs.

Various field studies indicate that PRIs display a very narrow perspective of their role in development activities. This could be largely because of the conditionalities imposed by State agencies while releasing funds to PRIs. The approach of PRIs may become different if they are allowed freedom of action.

However, at present, it is usually their perception that they discharge their role and satisfy their constituents better if they are able to create/provide physical infrastructure to their area such as a road, a bridge, a building, a public facility, a bus stop etc., in other words, a perception of ‘construction oriented development’. Most PRI functionaries also construe their powers in terms of the extent to which they spend public resources – higher the expenditure, the greater satisfaction they claim in terms of development of their area. The other consideration, which guides their thought process and behaviour, is how far they can distribute patronage to individuals/groups in their constituencies. This helps them to build up a patron-client relationship. If the potential of PRIs as envisioned in this report has to be realized, this perception needs to undergo a radical change. The capacity Building Programme has to convey in forceful terms that PRIs can achieve greater satisfaction for their constituents by interventions in programmes of social sector, such as health, education, sanitation and environmental improvement most of which may not involve setting up any visible infrastructure, additional facility or entailing any expenditure but by simply enabling people to access services, bringing service providers in direct and easy contact with beneficiaries, or through information dissemination which  helps people improve their quality of life. Focus on such programmes can earn considerable gratitude of their voters. Therefore, even politically such programmes are paying.
A plethora of programmes in different sectors of development are getting implemented throughout the country. Most of these programmes would now fall within the domain of PRIs. These programmes cover a large number of subjects. PRI functionaries are not conversant with the complexities of the subjects these programmes cover. Even officers and professionals take time to acquire knowledge of different programmes with which they are not familiar. The problem would obviously be greater with PRI functionaries. The Capacity Building Programme should focus on conveying essential knowledge about them so that they can take informed decisions, are not misled by officials and can make meaningful interventions in the interest of people. Besides, this knowledge would also be essential for PRI functionaries to convey messages contained in these programmes to people in simple language intelligible to them, which government functionaries are unable to do. The situation would improve as decentralized planning strikes firm roots in the coming years and eventually bottom up approach to participatory planning and development becomes a reality.
Development activity of any type has the potential of generating conflict as it may benefit some and possibly hurt others. Similarly, peoples’ mobilization for special goals may also bring PRI functionaries into conflict with vested interests or specific segments of society. Political processes themselves give rise to a lot of conflicts, as competitive demands on resources and power do not lend themselves to easy resolution. The Capacity Building Programme should incorporate within its ambit mechanisms for conflict management within the overall perspective of equitable social and economic development.

While PRIs ostensively have to administer public sector programmes, activities, institutions and resources, non-government institutions may also be operating specific programmes in their jurisdiction, either funded by  govt. or through resources mobilized from outside including international donor agencies. Besides, in service sectors such as health, education, welfare, private individuals and trusts also run institutions and provide services. Sometimes, the public and private sectors both may be catering to the services in the same sub sector or facility. As usually happens, these services have no direct linkage with govt. and govt. also has no leverage with and control over them. Nevertheless, these institutions represent additionality of monetary, material and manpower resources in the area and bridge some gaps in availability of services. PRIs need to be trained to seek cooperation from these agencies in order to enlarge the gamut of benefits to the people in their jurisdiction. This cooperation can help both and would considerably benefit the people. This public-private partnership/cooperation should constitute a promising area of Capacity Building where initiative and innovation would be immensely rewarding. This has so far been an unexplored area.
Capacity Building should not be considered as a general training course to introduce Govt. programmes. It is intended to be a serious effort at laying foundation of democratic governance. This underlines the need for a comprehensive design of the training curricula and attendant approaches for imparting it. The contours of such a design have been captured in the following broad themes :

Sensitisation about their role in social development. The members of PRIs would have to be given comprehensive exposure to what all they can achieve with their present status and with the enhanced powers and resources they are likely to get in the long run. They would have to be oriented a great deal towards social sector activities – education, health, drinking water, social welfare, sanitation and poverty alleviation programmes, etc. A paradigm shift would be required in their thinking i.e., from attaching importance to expenditure oriented or subsidy distribution activities  to stressing those programmes that deliver services and create facilities without incurring much expenditure.  Some examples are: to ensure that ANM from the health sub-centre reaches the village and as per programme provides necessary ante-natal and post natal services to pregnant women, to administer child  nutrition programmes, to persuade families to send their children particularly the girl child to school, to disseminate knowledge to  village men & women about personal hygiene, clean environment and sanitation. The sensitization programme should include those areas where by creating enabling conditions people are helped to access existing services which do not reach them despite their entitlement through awareness generation, counseling information sharing, promoting linkages between service providers/ institutions and individuals seeking them. There are many activities where no product  is delivered or a patronage is conferred but necessary facilitation is promoted for people to derive benefits of the programme. For example, presently people affected by communicable diseases such as leprosy, TB, Malaria are unable to access medical advice and treatment even though they are entitled to it free of cost. If Panchayat in its jurisdiction facilitates contact between service provider and patient, enormous benefit would accrue to the patients suffering from these diseases. The beneficiaries of such effort would be ever grateful for facilitating their treatment. In short, the PRIs have to be oriented to a conceptualization of their role where such facilitation holds the key to entitlements rather than in delivery of the product or setting up a facility. This conceptualization is under emphasized if not neglected altogether, which is the reason why Panchayats even with admittedly inadequate empowerment do not tap their existing potential.
Panchayat Raj institutions need to be conveyed in very strong terms  that considerable space is available for them to act in the area of empowerment of people through information sharing. Social mobilization can be attempted through information, education and communication. This would help people to protect themselves from exploitation by forces within the government and outside, and exert pressure on officials and institutions which are mandated to deliver specified services to be responsive to their needs and change their orientation of work and behaviour. The area of IEC is indeed very large, ranging from information about preventive aspects of public health, specific information on a service that can be availed of and how (such as  treatment  of serious  diseases), skill development opportunities, availability of Welfare Services, linkage between        nutrition and health, how personal hygiene and environmental sanitation around the habitation can be organized, benefits accruing from education and equal affection and care of the girl child, risks of employing child labour, diseases associated with certain occupations, how drinking water can be purified and public drinking water source could be protected, precautions which a birth attendant must take when attending a delivery case, most locally available flora and herbs which can be used to alleviate suffering in the absence of a Doctor etc. The  list can be expanded not only to cover development programmes but also social justice measures.
PRIs need to know what they can do in specific development Programmes falling in their jurisdictional domain. These Programmes are presently being implemented with a set of guidelines which lay down that public functionaries dealing with them would provide necessary benefits/services to the people. PRIs should be familiarized with programme guidelines to know exactly whom they should contact and who would intervene in respect of each scheme in the overall interest of the people. In the absence of the detailed knowledge of the schemes, PRI functionaries may either refrain from taking any interest or may make inappropriate interventions, which may create friction with the service providers or implementing officials. Exercising their authority and making interventions based on knowledge and understanding would strengthen their position and empower them to discharge their role effectively as the link between people and Programmes. To take an example, under ICDS Programme dry or cooked food is provided to infants and lactating mothers at the Anganwadi Centres. PRI should know the scale of such supplies and services to be provided by Anganwadi workers at the Centre. Further,  if there is a programme for providing food security, Panchayat should identify starvation prone areas, get schemes prepared and sanctioned  for starting public works programme for the able bodied and providing gratuitous relief to the indigent persons. Panchayats can also quickly mobilize local measures to start a grain bank to prevent starvation. It should keep an eye on the PDS system and ensure that gram sabha approves names of genuinely BPL families for receipt of subsidized food grains. It should watch the conduct of PDS shop keeper and local moneylenders on such occasions. The areas of role articulation can get enlarged considerably, once PRI functionaries realize the potential benefit they can deliver.
PRI have two types of powers in the field of development; one relates to implementation of certain programmes already drawn up at higher levels; the other to plan new programmes based on the funds allocated or mobilized by them. The second role is more complex as it would require planning skills. The  designing of new programmes would envisage capability to correctly assess the local needs, available resources and those which can be locally mobilized, identifying components and institutional arrangements to be incorporated in the structure of the programme and a clear vision of how the programme would proceed towards goals set for it. It would also require an understanding of what kind of linkages would be necessary with authorities, institutions and programmes outside the control of the PRIs and how these linkages can be fostered and promoted. These programmes would cover a wide gamut of activities ranging from creation of infrastructure to setting up facilities and arranging for services. This would call for communication skills on the part of trainers to sustain their interest and motivation and to enable them to appreciate how this knowledge can be profitably used to effectively discharge their functions and to raise their stock with people. For example, PRIs want to ensure that in remote and inaccessible areas, services should be available to reduce IMR/MMR and mortality due to epidemics but the nearest public health facility is far away with no road communication and the Doctors/ para medics do not visit the village on scheduled days as specified. PRIs in such a situation can take a number of steps such as to sanction construction of at least a kuchcha road linking the village with the nearest road leading to a health facility under the Rural Development Programmes. If public funds are not readily available for this purpose, private local funds may be mobilized with cooperation form the villages which would benefit from this facility. The Panchayat can also have pressure brought upon the rural development functionaries and higher level PRIs to allocate resources for this purpose.
In the context of the tasks allotted and the departments transferred to the PRIs, a large number of public functionaries would be working under the direct supervision and management of Panchayati Raj institutions. While these functionaries have been in contact with PRI functionaries from before, with the 73rd amendment of the constitution and the enactment of state law conforming to it, the control over their functionaries has to eventually get transferred to the appropriate level  of PRIs. While most state governments have not yet taken this step, even in its absence, PRIs would still be in a position to exercise a lot of authority by virtue of their democratic status and statutory position to get their directions enforced and to make these functionaries  responsive to the needs of the people. The PRIs would, in any case, have the status to seek answers from them in respect of the powers they exercise and funds they spend. Public functionaries cannot afford to ignore them because they can raise a lot of hue and cry against their conduct and mobilize people against them. The administrative control that PRIs will be required to exercise over the public functionaries is a major area of management skills which the PRIs should be trained to learn. Incidentally, this is also one of the most sensitive and tricky  areas because it is likely to bring PRI functionaries into conflict with public functionaries. It is, therefore, all the more important that requisite understanding and sensitivity in the elected representatives of PRIs while dealing with public functionaries is emphasized. But, public functionaries also have a responsibility to discharge, e.g. to translate into programmes & schemes the ideas and proposals conveyed by office bearers of PRIs. Thus a great deal of cooperation would be required between the two. How this cooperation can be promoted without sacrificing the supervisory role of PRI representatives should be one of the thrust areas of capacity building. For example, while persons exercising authority in PRIs need not behave rudely with service providers in public, they should continue to take them to task for neglecting their work, not providing services as scheduled, keeping premises untidy, behaving arrogantly with people and similar other such derelictions of duty.
One of the major objectives of decentralized development lies in the expectation that these institutions would mobilize local resources for an existing or a new programme and for which requisite resources are not available or forthcoming either from the Government or non-governmental sources. These resources may be in the form of monetary contribution, material or manpower without seeking any remuneration. It may include voluntary efforts for carrying out social audit of various programmes. Also, the PRIs have the advantage of deciding on a differential or voluntary system of mobilization of such resources depending upon the status and the income potential of constituents.  The capacity building programme would train PRI functionaries in methods and processes by which such mobilization of local resources can be effected without any coercion, strain or caste bias.
One of the functions, which PRIs can discharge straightaway without any devolution of powers and resources from the State Govt., is to  carry out an impact evaluation or social audit of programmes already in operation in their area. For this purpose, PRI bodies would be required to constitute groups of persons who enjoy impeccable reputation for their integrity and objectivity to investigate whether specified development programmes have achieved their objectives and whether the funds allocated for them have been properly spent, whether guidelines for the programme have been adhered to, whether the programme has benefited the people or the group whom it had intended to do and whether the implementation of the programme was constrained by delay, interference from unauthorized quarters and whether different levels of public bureaucracy had exercised their mandated role in its planning, implementation and supervision. This work would enhance the prestige and standing of Panchayat Raj institutions and would bring them closer to the people. Such initiatives would also create adequate pressure on the public bureaucracy to desist from ignoring the programme objectives,  guidelines and procedures and also to be responsive to the interventions made by PRI functionaries. The capacity building programme has to empower the PRIs with knowledge and information on the mechanism of getting such social audits carried out and how those entrusted with carrying  out such social audit could obtain the correct information on the schemes from available records/ documents, gathering feedback from people through field visits and how they could be vigilant of attempts  to mislead them by interested persons. This exposure would also  enable Panchayat Raj representatives to understand the functioning of governmental organizations/complexity of decision-making processes and would help them in effecting improvements in the execution of future programmes.
One of the greatest advantages of decentralized development is that it can actualize the process of convergence of inter connected programmes but administered by different government organizations in a given area and achieve the desired objectives covered by such programmes. The ‘convergence’ of allied programmes for achieving requisite impact is now a well-accepted objective of development planning, though rarely realized at the ground level. One of the reasons is the tendency in public representatives to exert pressure that every programmes in areas not warranted by objective consideration of their optimal utility. On the other hand, a certain degree of trade off between different programmes in different constituencies can lead to more efficient utilization of resources and more effective benefits to people over a period of time. The advantages of convergence would need to be effectively conveyed to convince them of its overall usefulness. They could also be trained on how such convergence could be carried out  and equitably spread to different areas with appropriate trade off through political negotiations. A striking example of achieving such convergence would be to improve drinking water facilities in habitations perennially affected by water borne public health disorders. The convergence would also create visible impact where attending to pre natal and post natal checking of pregnant women and training of birth attendant for safe delivery practices is specifically focused on areas with higher IMR/MMR. Once benefits accruing from such convergence gets demonstrated, it would be easier to convince eligible couples about a small family norm. Similar convergence in respect of other development areas can also be promoted.
A neglected area of public administration is how resources in private sector for development can be harnessed. Panchayati Raj institutions need to learn how to tap this source for funds and material support. While PRIs would have powers and resources to deal with public  sector programmes and manage public sector institutions, the network of non-governmental organizations and private sector providers of services remain outside their area of scrutiny and intervention. For example, it is well documented that private medical practitioners and institutions provide a substantial part of health care to people including very poor people. This may be on account of easy access, better alternative etc. PRIs could coordinate with service providers/ Institutions in Private/NGO sectors and seek their cooperation in implementing various programmes of health and family welfare including Disease Control Programmes. Public-private Cooperation would have the advantage of enlarging the resource base available to reach a larger mass of people including those who for various reasons do not have access to public sector institutions. Panchayati Raj institutions could also utilize the services of private medical practitioners, particularly specialists in private/ non-governmental sector hospitals to render services in public health facilities on serviceability of public health institutions themselves. This would be true of some other development sectors as well. The Capacity Building Programme should help PRIs identify areas of such cooperation and mechanisms of effecting them in the larger interest of people in their jurisdiction.
The position with regard to NGOs is similar. A large number of non-governmental organizations operate in various fields of development such as health, education, poverty alleviation and income generation, social welfare, housing, sanitation, environmental improvement, social defence. All these subjects are also handled by govt. through a large number of schemes and programmes. NGOs are credited with more people friendly approaches in reaching their services, more  sympathetic understanding of their social and economic conditions and providing necessary interventions in time of need promptly and  without harassment. These advantages bring NGOs much closer to  their target groups when compared to Government functionaries of any integrating their work harmoniously with the work of development programmes under the Government, the resource base-manpower, material and monetary-available to the PRIs gets enlarged and capability to effectively reach their services to the people increased. The capacity building programme of PRIs would have to focus attention on how this resource base can be harnessed without creating any conflicts and distortions. The task is not very easy as there is an under- current of tension between the PRIs and the NGOs with both having stereotype perceptions of each other. Similarly, Government agencies whether bureaucratic or non-official are hesitant to seek help of private service providers in Government programmes. But this traditional approach is changing and there are instances where creative initiatives of cooperation between the two have produced good results. The capacity building programme has to bring out this potential to convince PRIs about the gains from this cooperation in terms of coverage, effectiveness and quality of service. Health & FW is a very promising sector for private-public cooperation. Poor people accessing private/NGOs service providers can be linked to govt. health facilities for drugs and other services, which are given free. In TB control programme in Hyderabad, this has been tried with good results#. Similarly, private sector hospitals/ NGOs can help Govt. by providing services of their specialists, particularly Gynecologists for attending to serious cases of delivery or infant/ child health in PHCs / CHCs where no such medical personnel are available or willing to work. Even part-time and periodical fixed days visits would improve RCH services and provide immense relief to patients.
Panchayati Raj Institutions in their constitutional incarnation have been in existence for close to a decade. In some states, they are in their second tenure of five-year period after the 73rd amendment followed by the corresponding state law while in others they are still in their first tenure. Even during this limited period their experience of dealing with various institutions of the Government and public functionaries has been constrained by the lack of adequate powers and resources placed at their disposal. At the lower rung, entrants to these institutions are new comers with no previous experience either of politics or administration. Their exposure to the functioning of Government offices is virtually negligible. Being unfamiliar with the manner and processes of functioning of Government offices, they are equally non conversant with rules and regulations which guide the government functionaries in discharging their duties. They also lack understanding of the relationship between different levels of Government institutions. In this background, after assumption of power, when these representatives deal with public functionaries for the first time, they are impatient and there is an under current of tension which creates a lot of friction between elected representatives and their bureaucratic instruments. This affects the smooth functioning of PRIs as well as the delivery of service to the people. The capacity building programme for PRIs should therefore provide a great deal of exposure about the functioning of Government and its offices at various levels. This is necessary for the elected representatives to appreciate the constraints within which public bureaucracy functions and the work culture which binds them so that they do not place undue demands on them. Simultaneously, there is also need to combine it with the reorientation of public functionaries so that they appreciate the imperatives of decentralization and democratic governance at the local level. This is the most important aspect of capacity building training because harmonious functioning of the two institutions is absolutely necessary. In the area of Health & FW, for example, one of the reasons why ANMs do not stay in the villages is that there is no official accommodation available and there are security considerations as well. The local village Panchayat can persuade the concerned villages to provide a separate living room to the ANM and additional space that can also serve as her office. The residents of the villages should also ensure her security and render help to her in transporting drugs and other health material connected wither work from the office of the Issuing authority. In some inaccessible areas, doctors and para medical staffs do not visit villages because there is no road and therefore, no public transport is available for commuting the distance. The local PRI can mobilize funds for creating road connectivity. Until such time as a road is constructed, the PRI can locate a point which is connected to an existing serviceable road where people can gather on a specified day and time and ensure that the concerned health staff visits them. Bolck/District Panchayats may also be approached to arrange training for local youth (at least one male/ one female) as health workers who can carry out the directions of the health staff and to provide first aid in the absence of the health staff.
Local self-governance implies a certain degree of self-reliance. PRIs should be able to carve out a space for certain activities where they need not depend upon resources from Govt. but undertake to mobilize local resources – monetary, manpower and material from people. The larger the space they create for mobilizing private resources wider would be the reach of the PRIs and greater would be the satisfaction level of the people. While PRIs should definitely access maximum resources possible under various programmes for their area, they  should take initiative to go in for voluntary funding from the public, where feasible, and even take up programmes which do not require monetary input but other means of cooperation such as labour/material contribution so that public needs can be met expeditiously. The capacity building programme should cover both aspects, i.e., advocacy for larger allocations from funding organizations of Govt. as well as innovative ways of harnessing private local resources, both monetary and non-monetary. Cleaning of drinking water sources, undertaking wastewater disposal, environmental improvement around habitat, renovation of common facilities are some of the programmes which  can be entirely attended to be voluntary labour without waiting for Govt. funds to be allocated. Similarly, IEC programmes on Health, social welfare, income generation, etc. can be launched through human resource mobilization without any monetary payment but with due social recognition to the efforts made by concerned persons.

Health is a very important sector of development where peoples’ access to services is acutely constrained, among others, by the different hierarchies of programmes. The village Panchayat has in its  jurisdiction health delivery institutions such as sub-centres, Primary Health Centres (PHCs), and workers of family welfare programmes. The block panchayat has under it community health centres (CHCs) while the sub-divisional and district hospitals fall in the domain of district panchayat. Various disease control/public health programmes/Family Welfare Programmes have their separate workers. For example, the Leprosy Control Programme, TB Control  Programme, Blindness Control Programme, RCH Programme, Malaria Control Programme are implemented by their respective health  workers whose jurisdictions are not co-terminous. Their vertical hierarchies are carved out as per needs of the concerned programme. Most of these programmes are operated through bureaucratic formations and do not involve Panchayati Raj Institutions even though health falls in the jurisdiction of PRIs. Worse still, these programmes also do not operate [barring RCH and in some respects HIV/AIDS] through local PHCs/CHCs/Distict hospitals. This is the greatest constraint in accessing services by the needy patients. The focus of capacity building programme for the PRIs in this sector should be on ways in which horizontal linkages with public health Institutions can  be promoted so that the beneficiaries can easily access treatment facilities. This would go a long way in improving the reach of the programmes to the beneficiaries. The PRIs can provide the much needed public participation to these vertical programmes and  rationalise their linkages so that the need for supervision and control by higher level medical professionals / para medical workers is considerably reduced and at the same time the quality and timely delivery of service is not adversely affected. A striking illustration in this context is the DOTS strategy for TB control programme in which the medicine has to be administrated to the patient under the direct supervision of a health worker. Surely, this linkage can be provided by the local PRI through a specified member to obviate the need for a health worker to be present. This would improve the rate of dropouts in the programme due to hassles in obtaining medicine and increase coverage as well as optimize cure rate.
At present, a large number of government agencies and NGOs have been involved in sensitization, training and capacity building for members of PRIs. Their efforts need to be dovetailed into a comprehensive and coordinated approach to capacity building programme for PRIs. Many NGOs have also received support from donor agencies for such training. For PRIs to play a greater role in population stabilization throughout the country with equal seriousness, there is need to initiate a regular scheme.

The PRIs have been given critical role through a resolution by the Central Council of Ministers of Health and Family Welfare (2003), stating “that the States would involve PRI in the implementation of HFW programmes by progressive transfer of funds, functions and functionaries, by training, equipping and empowering them suitably to manage and supervise the functioning of health care infrastructure and manpower and further to coordinate the activities of the works of different departments such as: Health and Family Welfare, Social Welfare, and Education which are functioning at the Village and Block Levels”.

The village Panchayats can specifically discharge the following responsibilities:

1. Re-organization of existing healthcare infrastructure and family welfare services through rational deployment of manpower and other resources to ensure their optimum spread and performance within their jurisdiction.

2. Monitoring the delivery of services to ensure their access, quality and responsiveness; development of appropriate norms of accountability and beneficiaries participation for this purpose.

3. Intensive training of existing birth attendants and additional birth attendants and integrating them with primary healthcare infrastructure and family welfare services.
4. Making Anganwadi Centre as a pivot of activities for maternal and child healthcare with adequate training, motivation and confidence building measures so that to a large extent such centers can provide optimum possible services at the village level.

5. Identifying public health centers (PHCs / CHCs) where specialized services experts are available for attending to critical cases and emergencies; in the absence of requisite facilities not being available from the district or the state level, to arrange on part-time basis visits of such specialists from private / NGO healthcare centers.

6. Integrating private healthcare centre / NGOs facilities in a manner that ensures widest reach and optimum utilization of resources.

7. Arranging extensive counseling to the targeted groups by mobilizing local women on a ‘volunteer’ basis but with appropriate training, motivation and recognition. Similar efforts for counseling men.

8. Arranging for registration of deaths, births, pregnancies, marriages at village level; social audit of cases of infant and maternal mortality.
9. Ensuring that basic medicines for essential obstetric aid and common ailments supplied by the Govt. are either stored / available with Anganwadi workers / ANMs or that such medicines are available at the local chemists shop.

10. Mobilise transportation facilities for patients to referral units by arranging public transport where feasible and by encouraging local youth to start such services by linking it up with poverty alleviation programmes under which transport as income generating activity is usually financed.

11. Mobilising women workers in public services and in the non-governmental sector for discharging certain specified responsibilities in the overall programme.

12. Dissemination through user friendly methods and in local dialect of comprehensive information relating to preventive healthcare and nutrition, small family norm, contraceptive devices, treatment of girl child on the widest possible scale through their own elected women members, NGOs, Self Help Groups, DWCRA units, community organizations, religious organizations, marketing committees and at Haats, Bazaars and melas etc.

13. Ensuring universal coverage of immunization and prophylactic measures through key functionaries such as Anganwadi workers appropriately aided and supported by birth attendants, self-help groups and other community organizations.

14. Identifying areas of morbidity requiring specialized attention under various National Disease Control Programmes and establishing linkages / contact with service providers for their treatment; so that a schedule is prepared for attending to such cases in PHCs / CHCs as the case may be, and this schedule is widely publicized so that services can be provided with adherence to the schedule.
15. Utilising women Panchayat members, self-help groups, NGOs and other social workers for widening the reach and access to information and services for family welfare, in particular enlarging the area of unmet needs, appropriate and safe use of contraceptives and neutralizing constraints in taking recourse to regulatory measures for controlling fertility consistent with respect for human rights.

It would thus appear that even in the absence of adequate empowerment of  Panchayati Raj Institutions with resources, powers and control over personnel there is a large space available for them to operate and to help in meeting the unmet needs of contraception and services. This role can be discharged even better with suitable capacity building and training measures the details of which have been spelt out in a separate chapter of this report.

Now coming to the second dimension i.e. regarding the inadequacy of existing health infrastructure and the wide gaps in coverage and out reach of family welfare programmes on this account, the deficiencies in health infrastructure and specialized and trained manpower has huge implications for public funding since the existing infrastructure is largely in the public domain. The gap in infrastructure is (a) due to non-filling up of existing / sanctioned positions and inability to adhere to existing level of maintenance (b) additional facilities needed to cover unreached areas and populations and to fully cover the existing area.
Planning Commission have expressed the view that the existing infrastructure is functioning sub-optimally and the factors responsible are:

a) Multiple tiers of institutions

b) In-appropriate location, poor access and poor maintenance

c) Gaps in critical manpower, mis-match between personnel and equipment

d) Lack of essential drugs / diagnostics

e) Poor referral linkages

There are also substantial differences between states and between districts in the same state in the availability and utilization of healthcare services, even though norms for creation of infrastructure and manpower are similar throughout the country.

The strategy for the optimal utilization of this infrastructure lies in :-
a. Appropriately relocating sub-centres and PHCs to maximize their use

b. Utilisation of funds from various rural development programmes for improving the maintenance of existing facilities.

c. Making ad-hoc arrangement for deployment of doctors, specialists and para-medical staff.

d. Using existing doctors in ISM&H to deliver basic services

e. Improving arrangements for counseling, supply and services with flexibility and responsiveness.

f. Undertaking extension of existing services into inaccessible areas and among the vulnerable groups where necessary with support of NGOs.

g. Development norms for accountability and supervision

h. Designing information / education and communication including face to face counseling suiting local needs and taking into account conceptual constraints.

From the above it may be seen that the strategy suggested can best be operationalised by Panchayati Raj bodies within their jurisdiction and does not  entail additional funding. It is not our argument that the healthcare and family welfare sector does not need additional funds and manpower. It does, more so because the poor rely on public infrastructure largely and it is the poorer sections who face the constraint of unmet needs segment. The strengthening of public sector infrastructure is very crucial for this purpose and this is particularly so in respect of major states (also regarded as Backward States) where unmet needs are the highest. 

Of these states, Bihar needs special mention where only 50 % of the demand for family planning is satisfied. NFHS-II estimates the coverage even lower, i.e.  roughly 25 % in the State of Bihar. The state also has the largest concentration of population below poverty line. Therefore, strengthening the public health system besides improving the existing ones, is a vital need and also a priority which would require some financial inputs to accomplish. In fact, some of the gaps in critical manpower in these states, as also in a few others, are on account of non-recruitment to the posts already sanctioned. Therefore, even if no additionality of expenditure was committed in creating new positions, filling up the existing positions in the posts of ANMs, women health workers, lab technicians, specialists etc. would lead to considerable improvement.
The second area concerns grants to health care institutions for maintenance, diagnostic equipments, medicines etc where there has been a decline in allocations due to resource problems faced by the State. This is an all India problem but particularly critical with some states, particularly in Bihar. A number of states have taken recourse to external funding to meet this gap. Bihar is deficient in this respect as well. The point being made here is that Panchayati Raj Institutions are best equipped to intervene in respect of this dimension of unmet needs also. They can  put up pressure for filling up existing posts and for equitable distribution of personnel through rationalization and re-deployment across the State in a manner that critically deficient areas are enabled to satisfy their needs at least partially.  They can also strongly advocate for additionality of funds and manpower, particularly funds coming in from Govt. of India in Rural Development, Health, Welfare and Women and child development and make a case for specially funded / donor assisted projects. Being democratic bodies, their advocacy would bring this issue on the political agenda to which the policy makers at the sate level cannot remain immune. Further, Panchayati Raj Institutions can appropriately mobilize social groups within their jurisdiction and vigorously network with PRIs across the State to exert pressure on the State Government. Such networking can also be carried out cutting across state boundaries for exerting pressure on Central Government to make special allocations for Bihar which is deficient in  infrastructure and services.
Initiatives by MOHFW and donors in various states have focused on engaging PRIs in health programmes. MOHFW has supported the development of a training module for community and women’s health, which deals with Panchayat engagement. MOHFW has also implemented the community needs assessment, the National maternity Benefit Scheme and the Referral Transport scheme through PRI in various states. The experiences so far have been positive, still there is a greater scope for strengthening and improving the enabling environment for panchayats to function more effectively. The experience of Kerala, Tamil Nadu, Goa and even Andhra Pradesh are not immediately and completely replicable, offers useful insights and lesions for states like Bihar to follow. The factors which could influence the progress of decentralized planning and implementation are political will, people’s readiness to engage with decentralization as well as capacity of PRIs to effectively function as per the provisions in Population and Health Policy documents.
The National Rural Health Mission (NRHM) launched by the Prime Minister in April 2005 provides an opportunity and challenge to PRIs and NGOs to act and perform. All state governments are engaged in preparing district plans which include preparation of plans for each panchayat even going up to village level plan. Thus, in this process, NRHM has been seen as a vehicle to ensure that preventive and promotive interventions reach the vulnerable and marginalized through expanding outreach and linking with local governance institutions. PRIs are seen as critical to the planning, implementation, and monitoring of the NRHM. Implementation of the NRHM in achieving its outcomes is significantly dependent on well functioning gram, block and district level panchayats. At the District level a District Health Mission will coordinate NRHM functions. Key to NRHM success are: intersectoral convergence, community ownership steered through village level health committees at the level of the Gram Panchayat, and a well functioning public sector health system with support from the NGOs and the private sector.
A huge network of ASHA, (Accredited Social Health Activist) will be in place in the country in near future. One ASHA worker has been provided for a population of 500. This network to strengthen village level service delivery will be a local resident and selected by the Gram Panchayat or the Village Health Committee. The work of ASHA worker will be closely monitored and will be reimbursed by the panchayat on a performance based remuneration plan. The village Health Committee (VHC) will from the link between the Gram Panchayat and the community, and will ensure that the health plan is in harmony with the overall local plan.
Although the Panchayat Raj institutions have existed for many years, owing to inherent weakness in the systems they were not very effective. Through constitutional amendments a third tier of local self-government has been set up and steps have been taken to remove the inherent shortcomings. In order to make PRIs more effective, consideration of key issues related to empowerment of panchayats through funds, human resources and capacity are critical. PRI engagement is perhaps the only existing mechanism to achieve large-scale community participation and reach the marginalized and vulnerable, particularly women, children, and the poor. Locating NRHM functions within the gram panchayat and implementing it through a village health committee/gram Sabha will facilitate the process and make population stabilization in state like Bihar and health for all an achievable reality.
7.2 Role of NGOs
7.2.1 NPP and NGOs

The National Commission on Population (NPP) which was set up on 11th May, 2000, the day the country’s population reached on billion has a mandate to review, monitor and oversee all the related social sector programmes that directly or indirectly impinge on the demographic profile. It is required to play its needed role for meeting the short-term, medium-term and long-term goals envisaged in NPP-2000. Through concerted efforts it is expected that the country’s population would stabilize by 2045.
The National Population Policy -2000 is noteworthy that it transcends purely demographic concerns and emphasizes the relevance of multi-sectoral approach to solve the population problem. It lays down a number of socio-demographic goals like making school education up to the age of 14 years free and compulsory, reducing dropouts at primary and secondary levels, promoting delayed marriage for girls and most importantly, bringing about a convergence of various social sector programmes, so as to make population stabilization a truly people-centred programme.

The paradigm shift in the whole approach to family planning wherein not only family planning, but reproductive and child health care, as also an  improvement of all those issues that would assist in the demographic transition from a stage of high fertility, high mortality to a stage of low fertility, low mortality leaves us with no option, but to enter into a partnership between Government, Non-Government Voluntary Organizations, the Private Sector a nd the community at large.

Education, Health, Family Welfare, Women & Child Development, Rural Development, Water Supply & Sanitation and the related areas of concern would all have to addressed as per the new population policy. The task is stupendous especially in view of the large infrastructure gaps in most of the relevant areas.

In view of the enlarged zone and the impact that most of the social sector concerns are likely to have on the goals envisaged in NPP 2000, there is a  wider canvass for cooperation between Government and the Voluntary Sector. A partnership between the government, non-government voluntary organizations, the private sector and the community at large is needed in areas such as education, health, family welfare, women and child development, rural development, water supply and sanitation for addressing the concerns outlined in the population policy. As the ultimate objective of voluntary action in the social sector is the welfare of the individual, the family and society at large, promotion of the small family norm by NGOs etc., can greatly facilitate the same.
7.2.2 NGOs in India

There are 12265 NGOs in the country of which 91% are involved in social sector activities- 52.72% in Rural Development (RD), 17% in Human Resource Development (HRD), 10.15% Social Justice & Empowerment (SJ & E), 6.2% in Health & Family Welfare (H & FW), and 4.8% in Youth Affairs & Sports (YA & S).

About 25% NGOs are working in the southern States of which 10.4% in Andhra Pradesh, 4.15% in Karnataka, 2.84% in Kerala and 7.85% in Tamil Nadu. About 36% NGOs are working in the demographically weak States including newly formed States  – 15.84% in U.P., 4.5% in M.P., 9.33% in Bihar, 2.9% in Rajashthan, 1.7% in Jharkhand, 1.3% in Uttaranchal and 0.35% in Chhattisgarh. About 30% NGOs are working in other major States – West Bengal (9.73%), Orissa (6.78%), Maharashtra (4.95%), Delhi (4.08%), Gujarat (2.59%), Haryana (1.5%) and Punjab (0.36%). 7.35% NGOs are working in North Eastern States – Assam (2.1%), Manipur (2.9%), Maghalaya (0.18%), Mizoram (0.28%), Nagaland (0.47%), Arunachal Pradesh (0.2%) and Tripura (0.37%). The role of NGOs and their capacity in reaching across to large sections of the population and the quality of reach is undoubted. However, in view of the limited organizational, managerial and financial capacities of NGOs, they cannot, in any way supplant the normal government machinery in addressing the various developmental problems of the social sector. Very often the performance of NGOs depend on the presence of one or two committed individuals and the tempo of the programme is lost once these individuals stop taking interest in these programmes. On several occasions the NGO’s have to take into account the concerns of the donor agencies  (national or inter-national ) and these may sometimes result in giving a particular slant to a programmer. In such situations it would be better to take into account the views of the beneficiaries / target groups in order to ensure effectiveness and transparency  in their working. In order that the NGO’s can effectively complement the efforts of the governmental machinery specially among the underserved  regions and groups, we may have to take a realistic view on their role and capacity and invest in their capacity building. This resource could then be used for capacity building and motivation of the target groups. Experience shows that very often and because of the constraints – organizational and financial, several NGO’s, V.O.’s etc., tend to concentrate their activities in particular sectors or particular regions of the country. Since capacity building as also flow of resources takes place along with the NGO area of activity, an area-wise analysis may be required to be done so that investments can be tailored to meet these social commitments keeping in view the vast regional disparities.  Through  proper monitoring and allocation of funds as also recognition of the work being done by NGO’s, a partnership can be established between government  /  NGO’s and the community at large. Formulation and implementation of policies and programmes is likely to show a marked improvement once this is done. There are outstanding examples of inter- sectoral collaboration and close linkages between NGOs, community groups and government in many countries. For instance, in Maldives, collaboration between youth groups, island development committees (IDCs) and health workers led to the declaration of two islands as “No Smoking Islands”.
To reach the goal of population stabilization within a stipulated time frame, NGO’s could be a great force to reply upon.

7.2.3 Role of NGOs in Population Stabilization Programmes

To achieve the goals envisaged in NPP 2000, the objective is to promote a true partnership between the NGOs and the Government as well as to encourage strong NGO participation where the presence of Government functionaries has been weak traditionally. Involving NGOs in population stabilization programmes can indeed be a positive step since through NGOs, big or small, the Government may be able to reach out far more effectively to the people. The vigorous people’s movement involving the civil society with the active participation of Panchayati Raj Institutions, NGOs, VOs, Self Help Groups and the Youth Clubs is necessary for the implementation of programmes crucial for early population stabilization. Non-governmental organizations have valuable experience to offer and are very useful in providing services to the poor and un-served. The collaboration between NGOs and the Government is useful in the formulation and implementation of policies, in increasing the knowledge base and in improving the technical and managerial abilities. The contribution that NGOs have made in some of the areas like education, water and sanitation, ICDs, welfare of tribal communities and slum dwellers is especially noteworthy.
7.2.4 Inter-State and Sectoral disparities in NGO presence
It has been observed that in high population growth States like Uttar Pradesh, Bihar, Madhya Pradesh, Rajasthan, Uttranchal, Jharkhand and Chhattisgarh, the contribution of the voluntary sector is also weak compared to more developed States. Data given in Table I show that out of the total 12,265 NGOs in the country 4,397 NGOs i.e. 35.9% are in these States. As against this the population of the seven States is about 41 % of the country’s population. Further most of the 133 most backward districts in the country having fertility rates more than 3.5 belong to these States. It can also be noticed that most of the NGOs work in the Rural Development and HRD Sectors. This may be a reflection of the larger resources being channelised through the NGOs in these sectors.

The number of NGOs in the Health & Family Welfare sector is comparatively fewer. UP and Bihar are having a fair share of NGOs whereas Rajashthan and MP have fewer number of NGOs. Of course mere numbers cannot give any proper idea about their impact on sectoral programmes. That will depend upon the quality and capacity of the NGOs.

	Table 7.1: Number of NGOs in the Seven Demographically Sensitive States

	State
	M/O RD
	M/O HRD
	H&FW
	YA&S
	Others
	Total no of NGOs in the State (all sector)
	NGOs in the 7 state as a % to total NGOs in the Country

	As on
	Jul,2000
	Oct,2000
	Sep, 98
	May,2000
	
	
	

	BIHAR
	663
	111
	98
	53
	219
	1144
	9.33

	JHARKHAND
	110
	30
	4
	15
	45
	204
	1.66

	MADHYA PRADESH
	193
	164
	52
	50
	92
	551
	4.49

	CHHATTISGARH
	25
	5
	1
	0
	12
	43
	0.35

	RAJASTHAN
	206
	60
	9
	16
	62
	353
	2.88

	UTTAR PRADESH
	1115
	218
	143
	125
	342
	1943
	15.84

	UTTARANCHAL
	94
	11
	4
	5
	45
	159
	1.30

	Total no of NGOs in the Seven States
	2406
	599
	311
	264
	817
	4397
	

	TOTAL (INDIA)
	6470
	2082
	761
	592
	2360
	12265
	100

	7 States NGOs as a % of total NGO in Each Sector
	37.19
	28.77
	40.87
	44.59
	34.62
	35.85
	

	Others include NGOs from sectors SJ&E, M/O E&F, Labour, NonConven, Textile

	Source: Planning Commission, NGO database


7.2.5 The Need for Voluntary Action
The scope and need for NGO involvement is the highest in the high population growth States which are considerably below the national average in important indicators like female literacy rate, under-age marriage, coverage of full immunization, full anti-natal care, Infant Mortality Rate, Maternal Mortality Rate and the adoption of family planning methods. Due to these factors, the fertility rate of these States are also substantially higher than the national average. The data presented in the table 2 below clearly brings out the considerable scope for improvement in each and every sector.

	Table 7.2: Four high fertility States-Selected indicators

	Indicator
	India
	Bihar
	 Madhya Pradesh
	Rajasthan
	Uttar Pradesh

	Female Literacy Rate (7 years and above) (Census 2001)
	54.3
	33.6
	50.3
	44.3
	43.0

	% of women aged 20-24 married before age 18 (NFHS-98-99)
	50.0
	71
	64.7
	68.3
	62.4

	Full anti-natal care (NFHS-98-99)
	43.8
	17.8
	28.1
	22.9
	14.9

	Safe delivery for the mother  (NFHS-98-99)
	42.3
	23.4
	29.7
	35.8
	22.4

	Full immunization (RHS 98-99)
	54.2
	20.1
	47.3
	36.9
	44.5

	(NFHS 98-99)
	42.0
	11.0
	22.4
	17.3
	21.2

	Infant Mortality Rate (SRS-99)
	70
	66
	91
	81
	84

	(NFHS 98-99)
	68
	73
	86
	80
	87

	Maternal Mortality Ratio (SRS 1998)
	407
	452
	498
	670
	707

	Couple Protection Rate (Average NFHS-II and RHS 98-99)
	44.3
	22.3
	43.9
	40.9
	27.2

	Estimated number of eligible couples (March, 2001) (in lakhs)
	1766.8
	147.5
	107.5
	100.5
	279.0

	Number of sterilization per 10,000 Unsterilized Couples (2000-2001)
	320
	60
	386
	318
	145

	Crude Birth Rate (CBR) (SRS 1999)
	26.1
	30.4
	30.7
	31.1
	32.1


There is immediate need for effective intervention to address the various social, economic and demographic problems. Much needs to be done in the area of literacy, education, anti-natal care, immunization and for ensuring safe delivery for the mother.

The poor nutritional status of the mother and child is also reflected in the high MMR and IMR. Even variables such as Couple Protection Rate (CPR) and the rate of sterilization which are directly relevant for fertility control are lagging behind. No doubt along with governmental efforts, involvement of NGOs in a big way can help solve these problems. Thus, there seems to be a strong case of concentrating NGO activity in the backward States. For this purpose, identification of NGOs who are already doing good work in these States and supporting them and encouraging both National level and local level NGOs to take up programmes / projects to benefit backward regions may be necessary. Further, the NGOs should be given a multi-sectoral orientation and vision so that the linkages between the success of sectoral programmes and achievement of larger objectives like demographic stabilization is not missed.
7.3 Role of Self-Help Groups

Since 1990s NGOs have experimented with an innovative approach to rural development by organizing/promoting informal groups of poor, especially women in rural areas for self-help/mutual help. The self-help groups present a highly potential area for their effective utilization for the purpose of population stabilization. This is because of the following reasons:

· As formation of self-groups have become  an integral part of the strategy adopted by government to deliver various benefits and services under poverty alleviation programmes, more specifically those relating to income generation, to the target groups and are also sanctified by donor agencies in their projects on social development by virtue of their participatory orientation, a huge space is available where at least health related problems pertaining to maternal and child health/reproductive and child health can be discussed in these groups without inhibition. This forum, therefore, can be effectively utilized to mobilize support of women for various health related programmes, not necessarily confined to RCH/MCH matters. This is turn will help members of these groups acquire necessary knowledge about their own bodies and more specifically its reproductive aspects as also about various devices available to control fertility within the constraints of their social situation.

· Self-help groups can also function as informal NGOs for specific health and family welfare activities such as dissemination of vital information on maternal and child health, contraceptive devices, personal hygiene etc. not only for their members but also for others who come in contact with them. The range of information dissemination can be extended to issues related to public health, nutrition, availability of services for termination of pregnancy etc. Self-help groups can also become agents of social marketing for contraceptive devices, where they can present their own experiences as a mechanism for convincing others coming in contact with them. These self-help groups can also be used for delivery of ‘safety kits’ used at the time of delivery, keeping information on births, deaths, pregnancies and marriages and specifically for preventing  female foeticide/infanticide.
· Health service providers in the public health delivery system can make use of these self-help groups for getting feed-back on certain crucial programmes such as immunization coverage, ante-natal, post natal check-up, ICDS programme, schemes relating to empowerment of girl child and adolescent girls or any other programmes where such feedback is of a crucial help in improving the delivery system and targeting specified individuals, groups, categories.
· Self-help groups have a great potential for building up confidence among women members (similar possibility exists for men in their groups) to assert and take measures for reducing family size in the face of non-cooperation from husbands/in-laws/other relatives. A small success experienced by a member in the process of self-assertion by skillful negotiation against such odds may boost up the morale of remaining members considerably, which no degree of counseling by public bureaucracy can match.

· Self-help groups can serve as an important conduit for countering disinformation on impact of various contraceptive devices on user’s health and reproductive potential. The countering of such disinformation would not only be authentic and effective when a women relates her own experience to another women member but also when experience is shared in respect of her husband  or by a husband in respect of his wife. Other women can convince their    husbands about the use of contraceptive devices/fertility control mechanisms  by relating experiences of fellow women and their husbands.
· Women members of self-help groups borrowing from pooled fund for health related needs can be brought in contact with service providers in public health care institutions to reduce their need for borrowing on this account and to help get services in public health centers free of cost. This would save a valuable part of their meager earnings now spent on health in the private domain which would make it possible to use it for improving intake of food and nutritional diet and meet other vital needs.

· Self-help groups, even if their activities are at present focused on credit delivery, can, in addition, take up activities on sanitation, functional literacy, skill development for income generation, management of assets, environmental improvement, social forestry for fuel and fodder etc. The widening of the area of activities would strengthen their bonds and the effectiveness of the group.

· Self-help groups can be effectively used with appropriate training for early detection of communicable diseases such as TB, Leprosy, STD, as also early signs of various forms of disability. This will enable affected individuals to  seek expert medical attention in time so as to obtain curative treatment in respect of communicable diseases and reduce adverse effects in respect of others, which may prevent disabilities. It will also help propagate preventive measures for such afflictions since inevitably individual experiences would be discussed in group meetings.

· Self-help groups can be used for gathering early signals/warning about epidemics, public health related problems such as diahorrea, cholera, conjunctivitis, gastroenteritis, food poisoning etc. and to convey messages related to preventive measures as well as elementary practices to act as first aid before medical aid becomes available. This would reduce the load of grass root level health service providers and improve their own system of information gathering. The awareness generated by self-help groups would also put demands/pressures on PRIs/public bureaucracy to rush necessary medical help to control such epidemics or medical emergencies.

·  Self-help groups can also be used for collecting information on psychological and behavioural health problems, which are usually ignored due to lack of knowledge of their impact and availability of cure in respect of them. This information would be a valuable tool for health authorities to equip their health care centers with necessary infrastructure and training of staff to tackle them at the early stages. A massive information campaign can also be mounted to generate correct appreciation about such problems and approaches to deal with them within the family.
· Self-help groups are also the best means for determining who among the members of their community are the most needy beneficiaries of any programmes particularly those of poverty alleviation which require rigorous targeting and prioritization. This could be cross checked with feedback emerging from various official and semi-official sources which would help in corroborating/discarding information concerning persons so identified and would thus generate greater public confidence in the efforts of implementing authorities to correctly target their alleviating measures. This would be particularly valuable in beneficiary oriented development programmes where under various pressures the most needy and eligible do not get identified and the ineligible persons corner the benefits. The correct targeting resulting from such efforts can have great motivational appeal for pursuing family welfare programmes.

· Self-help groups can also be utilized by service providers in development programmes for operationalising schemes relating to care, treatment and consideration of the girl child, assisting families in accessing them for the benefit of the girl child and for gathering information on the impact of these measures on the status of the girl child. Their assistance can be taken in targeting families for corrective intervention where girl child is neglected.
· Self-help groups would be effective instruments for carrying out social audit in respect of development programmes, implementation of regulatory measures and social welfare laws particularly where women are the targeted beneficiaries or where programmes impact women in a major way favourably or otherwise. This would have the effect of empowering the groups on one hand and generating consciousness among women on the other. Programmes such as National Maternity Benefit Scheme, National Social Assistance Programme, National Family Benefit Scheme, Indira Awas Yojana, income generating programmes for women, etc., could be taken up for social audit as a lot of complaints are usually received about their implementation of laws against foeticide, infanticide, enforcement of laws relating to restraint of Child Marriage and prohibition regarding Pre-Natal Diagnostic Techniques.
· Self-help groups can provide voice and strength to the poor through appropriate mobilization and support in the deliberations of the Gram Sabhas where issues concerning them are discussed. They can help articulate their problems and predicaments where individual members of the Gram Sabha feel hesitant to speak or cannot coherently put forward their view point through appropriate confidence building efforts, advocacy and mobilizing outside support.

Self-help groups have sprung up in large numbers all over the country, (in fact, this process is happening across the globe) though the state like Bihar has yet to witness the emergence of a vibrant self-help movement. Therefore, Panchayati Raj Institutions, particularly at the village level, have before them readily available instruments for use. PRIs also acquire the facility of easy communicability with the larger segment of population,   i.e. women through these groups which otherwise poses a great challenge.
The field of population stabilization envisages multi-faceted action for influencing the behaviour of targeted population towards a small family norm. This particular activity is amenable to skillful, sensitive and friendly counseling by self-help groups. The group members can manage this task in an unobtrusive manner while respecting the dignity and human rights of the fellow women which official service providers are ill equipped to handle. The groups can also supplement and complement efforts of official health workers so as to achieve better impact of the services they provide. Above all, these groups have the potential of helping the Panchayats in effective utilization of available facilities, resources and services and thereby helping Panchayats to enforce social accountability in respect of them.

While the huge potential that exists for the self-help groups has been outlined above, this cannot be realized without concerted efforts being put in to build up requisite capacity of these groups to discharge the onerous responsibility. This capacity can be built up through training, institutionalization of their role and carefully worked out confidence enhancing measures. A comprehensive programme needs to be launched for this purpose, which would also provide lessons in conflict resolution and management and particularly in withstanding pressures and divisive tendencies generated from within or outside. Various activities for which a role is being crafted for self-help groups fall in the domain of Panchayati Raj Institutions, largely at the lowest tier. Therefore, it is necessary that the self-help groups are appropriately linked to and integrated with the local Panchayati Raj bodies so that they work as instruments of such PRIs and help them discharge their mandated functions. Also, the PRIs can effectively off-load some of their responsibility to the self-help groups through an appropriate division of labour. In fact, self-help groups provide a ready instrument of mobilization of people to the local Panchayati Raj body within its jurisdiction to which specific tasks can be assigned on a continuing basis. In this process both the PRIs and the self-help groups would get empowered. The friction and tension resulting from their relationship in this regard would throw up interesting possibilities for reassessing strategies of interventions in respect of the Programme.

As the members of self-help groups are ordinary housewives largely illiterate and suffering from crippling constraints, (primarily talking of SHGs for women  - there  are and  can be SHGs for men as well), the capacity building has to be properly designed and its methodology and canvass evolved after considerable discussion and experimentation. Obviously, health and family welfare and other social development related activities having a bearing on population stabilization would constitute and important component of their course design. Developing communication strategies  for such a programme would indeed be a challenge considering that membership of these groups would be diverse in different places.
The assistance of NGOs would be required in a larger measure for carrying out capacity building programme for self-help groups and, in particular, for building processes and modes of interaction between self-help groups and Panchayati Raj Institutions. This is an area yet to be explored because virtually no beginnings have been made. This area is also a complex one and is likely to throw up considerable strain in certain situations but needs to be tried out on a more enduring basis, particularly for specially focused programme of population stabilization.
The population policy strategy for the state may have focus on the following :
· Health development strategy to be pursued in the state in the context of National level policies such as NPP (2000), National Health Policy and National Rural Health Mission.
· Priority to be assigned to specific activities of health & population development in the state.

· Areas and extent of intervention within the constraints of its functional limits and available and mobilized resources specifying improvements to be effected in the delivery and quality of health care and family welfare services, making them more user friendly and responsive to peoples’ needs.

· Improving sanitation facilities and hygienic conditions both in public places as well as in residential areas.
· Protection of drinking water sources to make them safe for use.

· Information dissemination regarding regulation of fertility and   other health related matters.

· Specific steps for reducing mortality and morbidity among infants, younger children and pregnant mothers, including assistance sought from NGOs, and cooperation forged with the private health practitioners.

· Facilitating access to curative facilities for communicable diseases and other serious health disorders.

The Planning process at the District level under NRHM could provide an arena to PRIs to get support for its projects, assertion of control over the bureaucrats and making management of service delivery Institutions responsive to peoples’ need. The development dimensions of the district outside the empowered zone of PRIs is to be accomplished through the district level Planning committee provided for under the law. The District Planning committee is required to prepare a district level development plan with the help of the specialized agencies under its jurisdiction. This plan would incorporate necessary inputs of resources, prioritization of projects, mechanism for inter sectoral coordination, patterns of public-private partnership, strategy for mobilizing non-governmental organizations and resources and horizontally bringing in supportive inputs from sectoral organizations in the field of education, agriculture, industry etc. which have a field presence and are in touch with people. This plan is expected to lay down (if it is not happening, it should be so mandated through executive order) the sequence of activities, specify the role of each agency and outline mechanisms and processes by which feed back coming from PRIs and community level institutions can also be dovetailed. This effort at planning  should be a comprehensive exercise in utilizing available financial resources, material and manpower, both governmental and non-governmental
It also needs to be ensured that similar plans are prepared at the level of blocks, i.e.  the second tier of Panchayati Raj bodies and are in harmony with the overall framework of the district plan and fully reflect its objectives, strategies and the ethos of its approach, while at the same time leaving sufficient space for the block level plan to identify and operationalise area specific initiatives. This block level plan so prepared has to be taken to the level of Panchayat where a Panchayat level plan has already been prepared. The planning agencies of the district have to ensure that the Panchayat level plan is appropriately dovetailed into and reflected in the block level plan and finally gets harmonized with the district level plan. In the process of interaction between the District level plan and the Block Level Plan and between the block level plan and Panchayat level plan, instruments of pressure exertion and advocacy have to be used to see that crucial interventions required by lower PRI agencies are incorporated in the district level plan within the constraints of their  power and resources. 
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