CHAPTER – 6
STRATEGY FOR POPULATION STABILIZATION IN BIHAR
6.1 National Population Policy

The National Population Policy (NPP) 2000 [1] has laid down short-term, medium-term and long-term targets for stabilization of population by 2045. One of the important medium term goals in NPP-2000 is bringing down the TFR (the average number of children a woman bears in her lifetime) at replacement level of 2.1 by 2010. The immediate objective is to address unmet need.

It has been emphasised in the NPP-2000 that the achievements in the  backward states of UP, MP, Bihar, Rajasthan and Orissa will determine the time and the year in which the country is likely to achieve population stabilization. An analysis of data available through various sources has been undertaken to highlight magnitude of population problem in backward states vis-à-vis the rest.

There are districts with very high TFR requiring special focus to achieve   faster gains. It is therefore important to identify such districts with high TFR for proper targeting. The chapter attempts to identify such districts.

Important community based data sources on population related parameters are Census, SRS, NFHS, RCH/RHS. The availability of data through these sources is as under :

(i) Census: Census 2001 [2] has provided information on total population at state level along with Sex ratio, Literacy.

(ii) Sample Registration System (SRS) : The SRS [3] is the main source of data on Crude Birth Rate (CBR), Total Fertility Rate (TFR), Infant Mortality Rate (IMR), etc. at state level. These data are used for assessing the levels and studying the trends.
(iii) National Family Health Survey (NFHS) : Two rounds of National Family Health Survey (NFHS-1 and NFHS-2) [4] provide data on levels and change of various parameters at state level combined as well as by background characteristics such as literacy level, Socio-economic groups etc.

(iv) RCH Rapid Household Surveys (1998-99) : At the district level, data on population related parameters are available through RCH/Rapid Household Surveys [5]. These data are of immense use for identifying districts requiring special attention.

The data on TFR are not available at district level. Of various indictors for which information is available at district level, the third and higher order birth is known to be highly correlated with TFR. Therefore, using the theory of Small Area Statistics’ the relationship of TFR and third and higher order birth has been used in identifying the districts with varying levels of TFR. For this, NFHS data have been used in studying the relationship of 3rd and higher order birth with TFR as this is the source which has acceptable data on both the indicators.

The results are presented separately under the following heads viz, Demographically Weak States and Demographically weak districts.

6.2 Demographically Weak States

Table 6.1 provides the information on TFR for the states of U.P., M.P.,     Bihar, Rajasthan and Orissa using SRS.

Table 6.1 : Total Fertility Rate

	States
	TFR

	All India
	3.3

	Bihar
	4.5

	M.P.
	4.1

	Rajasthan
	4.23

	U.P.
	4.83

	Orissa
	3.14


The group of these states (EAG states) excepting Orissa has very high TFR. The state of Orissa which has TFR lower than the rest of the states in the group, has the highest infant mortality rate and undernutrition because of which the state has been grouped with other states as the goal is not only to achieve TFR of 2.1 but also to take care of reduction in IMR, MMR, malnutrition etc.

The TFR for the group of these states (average for the 5 states) is 4.2, i.e. double the level than the desired TFR of 2.1 highlighting the magnitude of the task. The TFR for Bihar is the highest at 4.5.

6.3 Demographically Weak Districts

In order to identify districts with high TFR following table provides correspondence of TFR and B3 (third order births)

Table 6.2: Correspondence of TFR and third and higher order births.

	TFR
	B3

	2.1
	31.0

	2.5
	38.0

	3.0
	46.5

	3.5
	55.0

	4.0
	64.0


Based on the relationships and the information at district level on third and higher order births, the districts have been classified according to different levels of TFR, viz. <2.1, 2.1 to 2.5, 2.5 to 3.0, 3.0 to 3.5, and >3.5. Table 6.3 provides the number of districts falling in different groups.

Table 6.3: Distribution of Districts by TFR Category

	STATES
	<2.1
	2.1-2.5
	2.5-3
	3-3.5
	3.5-4
	>4
	Total

	ANDHRA PRADESH
	17
	4
	2
	0
	0
	0
	23

	BIHAR
	0
	0
	1
	9
	31
	2
	43

	GOA
	2
	0
	0
	0
	0
	0
	2

	GUJRAT
	4
	7
	4
	4
	0
	0
	19

	HARYANA
	1
	8
	7
	1
	1
	0
	17

	HIMACHAL PRADESH
	6
	3
	2
	1
	0
	0
	12

	J & K
	2
	2
	2
	1
	4
	2
	13

	KARNATAKA
	11
	4
	1
	4
	0
	0
	20

	KERALA
	13
	1
	0
	0
	0
	0
	14

	M. P.
	0
	1
	13
	28
	3
	0
	45

	MAHARASHTRA
	9
	11
	9
	1
	0
	0
	30

	ORISSA
	0
	2
	15
	13
	0
	0
	30

	PUNJAB
	4
	9
	4
	0
	0
	0
	17

	RAJASTHAN
	0
	0
	4
	17
	9
	0
	30

	TAMILNADU
	21
	2
	0
	0
	0
	0
	23

	UTTAR PRADESH
	0
	0
	3
	12
	44
	9
	68

	WEST BENGAL
	4
	6
	2
	6
	0
	0
	19

	NORTH EAST
	5
	6
	11
	17
	18
	10
	67

	DELHI & US
	8
	1
	2
	1
	0
	0
	12

	TOTAL
	107
	67
	82
	115
	110
	23
	504


Following are the salient observations emerging from this analysis.
(a) The districts with TFR more than 3.5 numbering 133 could be termed as demographically weak districts which are required to be specially targeted for faster gains.

(b) These districts are mainly from the States of pre-divided Uttar Pradesh (52), pre-divided Bihar (33), North Eastern states (28), Rajasthan (9), J&K (6), Madhya Pradesh (3) and Haryana (1). Of 33 districts from pre-divided Bihar 9 belong to Jharkhand and rest 24 are from Bihar.

       In the state of Bihar more than 3/4th of the districts fall in the category of demographically weak districts. The other state from where very high proportion falls in this category is U.P.

(c) On the other hand, in the States of Kerala and Tamil Nadu 93 and 91% of districts respectively have already achieved TFR of less then 2.1. In the state of Andhra Pradesh the percentage of districts with TFR less then 2.1 is 74% followed by Karnataka (55%).

(d) An analysis of data on other indicators indicated that in better performing districts, the availability of health infrastructure is better as reflected by over 75 percent institutional deliveries and full ANC as against corresponding figure of 15% in poor performing districts.

Table 6.4: Selected Indicators (Average) for Districts Falling in Different TFR Category
	Estimated TFR Category

	Indicator
	<2.1
	2.1-2.5
	2.5-3
	3-3.5
	>3.5

	Full ANC
	73.7
	51.4
	32.0
	24.2
	18.9

	Institutional 
                Dliveries
	74.5
	50.3
	36.6
	25.8
	17.2

	Complete 

               Immunisation
	83.2
	72.0
	60.8
	46.1
	33.9

	Sterilisation
	48.0
	40.9
	36.5
	29.6
	15.9

	Girls Marrying

         Above 18 Years
	81.0
	75.6
	66.5
	55.6
	45.9

	Female

            Literacy
	46.9
	39.2
	31.0
	23.6
	20.5


Table 6.4 shows the Average of different Indicators for the districts falling under different TFR categories.

These are the districts where the availability of health infrastructure is poor and therefore required to be strengthened. In better performing districts the female literacy is also very high as to also low proportion marrying below 18 yrs. Efforts will have to be made to identify the factors responsible for poor achievements and area specific remedial measures have to be planned and implemented. Improvement in literacy as well as in availability and access to family welfare services are needed in the demographically weak districts in order to achieve a faster decline in fertility rates.

6.4 Districts Identified for Targeted Interventions in Bihar

It is important to mention that the number of districts having TFR 3.5 or more have reduced from 24 for 1998 as per DLHS-RCH 1 to 17 for 2004 as per DLHS-RCH 2 information.

The list of 17 districts of Bihar with high TFR requiring targeted interventions for achieving population stabilization are as under:

· Araria

· Buxar

· Darbhanga

· Jehanabad

· Katihar

· Khagaria

· Kishanganj

· Nalanda

· Nawada

· Pashchim Champaran

· Purnia

· Saharsa

· Samastipur

· Saran

· Sheikhpura

· Sheohar

· Sitamarhi

The population stabilization efforts should be intensified and targeted in these districts for achieving faster gains.

6.5 Population Stabilization : Strategic Immediate Steps
Some of the aspects which require immediate attention have been presented in the subsequent sections. Though the role of PRIs, NGOs and SHGs have been commented in this section, the same has been elaborated in Chapter 7.

Unmet Need

The present growth of the population of the country is basically due to three factors. About 58 percent of the growth can be attributed to the large size of   the population in the ‘reproductive age group’. This is referred to as the “momentum factor” and is bound to take place because of what has happened in the past. Another 20 percent of the growth in population is said to be due to un-met needs of contraception and the balance 22 percent due to other socio-economic factors like high infant mortality, low status of women, preference for son, illiteracy, poverty etc. Higher fertility due to un-met needs for contraception accounts for 168 million eligible couples of which only 44 per cent are currently effectively protected. Thus, urgent steps to make contraception more widely available, accessible and affordable would considerably reduce fertility levels. A large proportion of the population (more than 80 percent) in Bihar lives in rural areas in villages, many with poor communication and transport facilities. Reproduction health and basic health infrastructure and services often do not reach the villages and accordingly vast numbers of people cannot avail of these facilities. Infrastructure development, therefore, would facilitate eligible couples to avail of these services and thus increase the number of those who are able to reduce their family size.
High wanted fertility due to high infant mortality rate (IMR) is on account of the perception of some segments of population, particularly the poor, who see repeated child birth as an insurance against multiple infant (and child) deaths which stymies efforts at reducing total fertility rate. Additionally, there are more child deaths in the age group of 0-14 in this segment than elsewhere. Further, over 50 percent of girls marry below the age of 18, the minimum legal age of marriage resulting in too early, too frequent and too many births. Around 33 percent births occur at intervals of less than 24 months. This also contributes to high IMR.

The elements of population growth amenable to policy intervention relate to the later two categories, namely meeting the un-met needs of contraception and dealing with the socio-economic and demographic factors affecting population growth. It has been admitted that if the un-met needs for contraception alone can be met in the high population growth states it could go a long way in reducing the overall population significantly.
The unmet needs of family welfare may be on account of several reasons, prominent among them include ignorance, lack of access to information, services, health facilities or fear of higher risk from side effects of fertility control devices. In this view of the matter, unmet needs emerge from the following factors:

(a) Availability, access and quality of existing health infrastructure and family welfare services. This would include motivation and mobility of health providers and transportation of patients to health centers.

(b) Counselling

(c) Supply of products

(d) Information/education

Therefore, intervention to meet the unmet needs cannot be construed as a component of RCH programme but has to be positioned integrally in the country’s public health and associated nutrition and child development infrastructure. Taking the above into account, the National Population Policy 2000 has conceptualized three dimensions of possible interventions:
The Strategy should focus on: (i) intervention to meet un-met needs should not be an isolated vertical component but be an integral part of the delivery of basic RCH services and embedded in public health and associated sectors’ infrastructure; (ii) extending the basket of choices and improve their easy availability; (iii) linking family planning services to new opportunities arising from decentralization and economic reforms with panchayats being used for ensuring their accountability and reach;(iv) involvement of ISM & H practitioners to increase coverage; (v) improving quality in all methods of contraception and creating safe back-up abortion facilities; (vi) With the help of NGOs and self-help groups ensuring widest availability of public information on methods of contraception including precautions to ensure that choices in contraception are in fact available in letter and spirit; (vii) special training programmes particularly in contraceptive  safety skills for ANMs, supportive counseling services, efforts to encourage men to use contraceptive methods and sex education to adolescents within a positive value framework; (viii) affordable health insurance package for low income people for a selected number of common illnesses which should cover OPD and also maternity and; (ix) crucial role of Panchayats in providing information to the people and ensuring local accountability.
Among the 14 national socio-demographic goals of national population policy first 7 relate directly to the women and children and the remaining 7 relate to them indirectly, although vitally. The sub-group on empowerment of women, development of children and issues of adolescents made the following major recommendations: 

· The larger issues of alleviations of poverty, empowerment of women, changing mind-set of men and creation of opportunities and enabling environment for women, children and adolescents have to be addressed. Strategic framework for stablisation of population is not merely a question of birth control or use of contraceptives.

· Various national policies such as those of health, youth education, and children should all be integrated with national population policy for preparing national and state level action plans.

· Adequate resource allocation for social sectors.

· Universalisation of ICDS and IWEP programmes, opening up of large number of crèches/day-care centres.

· Restructuring of Kishori Shakti Yojana so as to have a gender centered adolescent nutrition and development programme.

· A strong focus on adolescents in various programmes and schemes.

· Nutritional scheme for children and mothers in the below poverty-line segment through available food stock.

· Women members of Panchayats to coordinate various programmes of women and children and capacity building for this purpose; Empowerment of the self-help groups of women; collaboration of Panchayats, NGOs and self-help groups in social sector programmes.
· Positive discrimination in favour of districts and blocks which have lagged behind so as to accelerate their development to reach the minimum desired   levels. Developing a system of gender segregated data on indices of development at district and sub-district level.

· Medium-term perspective of 10 years for empowerment of women and development of children and adolescents.

· Involvement of men in promotion of reproductive rights and greater focus on male contraceptives as safe and easier device to use.

· Training and equipping the village midwives to ensure 100 percent safe deliveries.

· Promoting Rural orientation for medical students of both government and private colleges.

· Training and capacity building of field functionaries, NGOs, self-help groups in addition to members of PRIs.

· Comprehensive package at block level on improving home based care through trained personnel for checking neo-natal and pre-natal mortality.

· Compulsory social auditing of infant and maternal deaths.

· Clinical and medical interventions which can result in immediate and significant improvement in the maternal mortality to be effected through campaign mode.
· Review of pre-natal diagnostic Act to ensure its effective implementation.

· Sustained information campaign for achieving national goals contained in     NPP-2000.

· Suitable packages and courses on health and nutrition education.

Sharpening the focus on existing infrastructure to deliver the quality of services is the first point of intervention. This should be accomplished by following steps:

energisation of health and family welfare infrastructure at the village,

sub-centre and primary health center levels to function as a caring system and motivation of personnel at the cutting edge

improving penetration into rural areas, urban slums among vulnerable groups.

arranging transportation for referral patients

increasing easy availability and efficient distribution of affordable contraceptives

communicating comprehensive information through user-friendly   methods of advocacy.

Further elucidation of these recommendations imply better planning, resource mobilization and co-ordination under on going contraception programmes with emphasis on synergy in related programmes to achieve optimal results. Also, added in this context is wider and easy availability of contraceptives, expanding basket of choices consistent with safety and concern for human rights and accompanied by comprehensive information cutting across geographical areas and classes through the community based outreach and coverage. There is also a suggestion that family welfare services should also include health insurance. Monitoring of quality of services and enforcing accountability of service providers have been stressed and the role of Panchayats has been specifically thought of in this context.

The second dimension of intervention outlined in the operational strategy has been linked to the inadequacy of the existing health infrastructure to meet the unmet needs of contraception, their being wide gaps in coverage and outreach. This implies that health care/family welfare centers are over burdened or under-provided in terms of personnel and equipment, besides being constrained by absence of supervision, lack  of training and motivation.

The third dimension of the unmet needs is the inability to provide integrated services delivery for basic reproductive and child health care. This is reflected in segmented nature of service delivery related to RCH and family welfare which do not seem to  get coordinated to provide delivery at one convenient place. This is on account of inadequate number of trained birth attendants, non-availability of facilities for safe delivery and expert medical advice in case of complications. A key feature of integrated service delivery has been identified as the registration at village level of births, deaths, marriages and pregnancies and maintaining a list of community midwives and trained birth attendants, village health guides, anganwadi workers and other public functionaries who may be entrusted with specific responsibilities in attempting to implement the integrated service delivery. The one stop integrated delivery would involve package for basic health, family planning and maternal and child health related services. The strategic interventions in this regard include training and motivating village self-help acceptor groups for establishing primary contact at house hold levels who would provide following six different services at one place:
· Registration of births, deaths, marriages and pregnancies

· Weighting of children under 5 years and recording the weight on standard growth chart

· Counselling and advocacy for contraception besides free supply of contraceptives

· Preventive care, with availability of basic medicines for common ailments, anti-pyretic for fevers, anti-biotic ointment for infections, ORT/ORS for childhood diarrhea together with standardized indigenous medication and Homeopathic cures.

· Nutrition supplements Advocacy and encouragement for continued enrolment of children in schools up to the age of 14.

· While some of the functions such as those listed as 2 & 5 above are already performed by the Anganwadi workers at the village level and ANM at the group of villages level, it has been suggested that the village Anganwadi Centre may become the pivot of basic healthcare activities, supply of contraceptives, counseling, nutrition, supplementation and education including pre-school activities. The Anganwadi centers can also function as depots for ORS/basic medicines and contraceptives. Trained birth attendants and dais should be made familiar with emergency and referral procedures to assists ANMs to respond to maternal morbidity emergencies at the village level. The nearest institutional healthcare facility should be equipped for integrated service delivery to be accessed. A maternity hut should be established in each village as the village delivery room, adequately equipped with kits for mid-wifely, ante natal care and delivery, basic medication for obstetric emergency aid, contraceptives, drugs and medicines for common ailments and indigenous medicines/ supplies for maternal and new born care.
Further, the interventions can focus on activating the existing health infrastructure and family welfare services for better performance, enforcing quality, making service providers accountable for their performance and rationalizing deployment of local resources, manpower as well material for extracting optimal benefits. The interventions also include extension of reach of services through co-operation with NGOs and, where feasible, with facilities in the private sector. Barring those aspects which involve adequate allocation  of resources such as supply of medicines, equipment etc., Panchayat Raj Institutions are best equipped to make those interventions in varying degrees depending upon the devolution of powers, authority and resources.

Also, on the Socio-Economic front for population stabilization, it was that around 20% of the growth of population is due to factors like high infant mortality, low status of women, preference for son, illiteracy and poverty. In case of infant mortality it has been estimated that about 7% of new born   infants die within a year. This is attributed to (a) poor health of mothers and infants resulting in low birth weight and pre-mature babies, (b) infant and childhood diarrhoeal diseases, acute respiratory infections and malnutrition, (c) in India, there are more female deaths in the age group of 0-14 than in any other country.
With 8% of India’s population, the Maternal mortality ratio in Bihar continues to be very high at 371 per 1-lakh live births and this is far higher than 301 for all India (2001-2003).

The infant mortality rate and maternal mortality rate, to a large extent, are related to the reach and quality of basic health services and status of healthcare infrastructure for reproductive and child health. The suggested interventions for improvement in the health care infrastructure as discussed in the unmet needs section would naturally have their impact on lowering infant mortality as well as maternal mortality in the Bihar. This would lead to better infant survival rate which in turn would motivate the women (in fact the family) to practice small family norm as it would obviate the need for more children as an insurance against risk of death of their infant/ children. But fertility behaviour of women and the attitude to acceptance of its regulation is also influenced by complex socio cultural determinants of women’s health and nutrition which have as cumulative effect on her status and psyche. These include discriminatory childcare leading to mal-nutrition and impaired physical development of the  girl child, under nutrition / micronutrient deficiency in early adolescence which has an adverse impact on the level of productivity in women and therefore, responsible for their poverty as well. Early child bearing and consequent serious pregnancy related complications also increase risk of pre-mature deaths         and disability. Mal-nutrition, frequent pregnancy, unsafe abortions, RTI and STI, all combine to keep the maternal mortality ratio so high in the state. The added problem in this context is the low social and economic status of girls and women which limits their access to education, nutrition and healthcare and skewed distribution of these benefits within the family. This is evident from the data provided in earlier sections. The programme intervention to combat maternal mortality and infant mortality include safe motherhood, universal immunization, child survival and oral rehydration which together constitute the integrated reproductive and child health programme (RCH). It also includes management of RTIs and STIs.
The state should adopt operational strategies recommended by the National Population Policy which include:

· effective implementation of RCH programme

· opening more child care centers to encourage female employment

· reducing school drop out and promoting school enrollment for the girl   child

· provision of potable water and sanitation facilities

· improving health management by strengthening referral network

· strengthening community health centres to provide emergency obstetric and neo-natal care

· establishing mechanism for identification of problem cases of maternal and child healthcare arranging transportation to improve access to community health centers.

· improving accessibility and quality of maternal and child health services

· monitoring performance of maternal and child health services

· monitoring performance of maternal and child health services
· improving technical skills of Medical / Para-medical personnel for maternal and child healthcare

· designing a health package for adolescents: expanding availability of safe abortion care;

· setting up maternity hospitals/ wards at sub-district level and at CHCs to function as FRUs, formulating standards for clinical services in public, private and NGOs sectors, focusing on extension of non-clinical methods of contraception, creating a national network of public, private and NGOs centres for delivery of RCH services free to any needy client.

For population stabilization, the State should stress on the following:

1. Identification of areas which would require additional inputs of child and maternal care services to reduce IMR and MMR and introduction of flexible approach with additional Anganwadi centres and supplementary nutrition, where required, for monitoring the performance and improving services in critical areas.

2. Convergence of existing food stock for providing nutritional security, at least to infants and mothers through ICDS centres.

3. Extension of ICDS to additional blocks, which have the highest  incidence of infant and maternal mortality. Effective convergence at grass root level between ICDS programme and infrastructure of health and family welfare department.

4. Vigorous implementation of schemes for encouraging compulsory education among girls.

5. Vigorous action for preventing child marriages.

6. Effective implementation of NRHM, in particular, Janani Suraksha Yojana (JSY)

PRIs through devolution of authority and resources on the one hand and capacity building on the other can be able to do these.

The specific sectors requiring attention are:

Education
Increasing the level of education is useful to accelerate the transition to lower fertility rates. In India female education is closely linked to fertility decline. Generally women with more education have fewer children, are more likely to use contraception, and marry later. Several studies reveal that educated women will avail health and family planning services, no matter how difficult these may be to obtain. The average  number  of children born to educated women varies between 2 and 2.6 even in regions with high levels of fertility and infant mortality. In contrast, the average number of children born to women with no education is much more between 2.3 and 5.4.
It has been found that infant mortality among children born to educated women is  one-quarter of the same among those of non-educated women in Kerala, while in  Uttar Pradesh, an infant born to a non-educated mother is more than twice as likely to die as one born to a woman with a high school education. And infant mortality rates are far higher among women with little education in areas with few health services. Interestingly, infant mortality among educated women in Uttar Pradesh, with fewer health services, is about the same as it is among non-educated women in Kerala, with better health services. This implies that education and health services complement each other in reducing infant mortality.

Gender bias contributes to infant mortality, as is apparent in the survival ratios of  boys to girls in several states. Gender bias is also evident in school enrolments, with rural girls attending least. Slow population growth and lower prevailing fertility have conferred no advantage on them. In another sign of continuing gender inequity, maternal morbidity and mortality are “unacceptably high in many states, even in Kerala, which has almost universal hospital delivery and antenatal care.
Female education lowers fertility, and it lowers infant mortality. Education complements health services, with both increasing health-seeking behaviour. To accelerate the transition from high birth rates to replacement birth rates in India, we can start by expanding female education, but simultaneously lowering infant  mortality with better health services and expanded family planning services would be most effective.
The strength and experience of NGOs can be utilized adequately and appropriately in various activities, such as expanding educational opportunities to the deprived children, organization of educational activities focused exclusively on population concerns, counseling the young and old particularly in respect of reproductive health issues including HIV / AIDS and drug abuse and generation of awareness about critical population issues among the community. NGOs can be encouraged to actively participate in planning and management of adult literacy programmes to institutionalize population concerns.
Women & Children

The problems relating to women and children are the core issues for stabilizing the population of the country. The National Population Policy (NPP) envisages involving people and enabling women in particular to bring the issues of reproductive rights of women and of the larger conceptual issues of gender equality and of empowerment of women.

India accounts for nearly 25 % of the World’s maternal deaths. Every year about 1,25,000 Indian women die from pregnancy related causes many of which are preventable. Poor maternal health results in low birth weight and premature babies. More than 7 % of the new-born babies perish every year. Nearly 2.3 % of the babies who survive the first year perish before they complete five years. The number is more in case of female babies. The IMR has remained around 72 per 1,000 live births with no significant improvement in the nineties. This is much below the average of 6 in developed countries, 64 in developing countries and the world average of 59. Also, there are significant disparities across States, within the States and among castes, communities and other ethnic groups.
The mean age of marriage at the national level is 19.5 years, but about 17.4 % of girls are married below the legal age of marriage 18 years. 8.3 % of fertility in India is contributed by mothers below 19 years age which is linked with premature death, neonatal deaths, low birth weight babies and maternal morbidity. Micro studies have indicated that women do not get adequate nutrition during pregnancy and lactation. According to an assessment of underweight and stunned growth of children (1997), in the age group of 1-5 years, almost half of girls were underweight and 20.3 % were severely underweight. Stunting was observed in 56 % of girls. The Body Mass Index (BMI) indicates that more women (36.1%) than male (28.6%) are affected by various stages of chronic energy deficiency. Of the social sectors, a large presence of NGO’s is noticed in this area. However, the area wise distribution / location of NGO’s is not uniform. Quality and care also needs re-emphasis.

Empowerment of Women

Many of the socio-demographic goals outlined in the National Population Policy are concerned with women and children who constitute about 75% of our population. Underage marriage of girls, malnutrition, social and religious disabilities, gender discrimination in various forms, inadequate representation in the political and administrative set ups etc. make the condition of women generally poor. Repetitive child bearing, often against their will, is sometimes treated as an attack on the human rights of poor women. In the cultural ethos prevailing in the country, most poor and illiterate women do not exercise any free reproductive rights. Mostly the number of children they have to bear is decided by their husbands and families. Discrimination against the girl child and ‘son preference’ compels the women to go for uncalled for pregnancies and abortions. The serious consequences of these to the physical and mental health of the women concerned may not receive due consideration. All development effort including population stabilization cannot make much headway unless there is radical improvement in the status of women. It may be interesting to note that there is already a huge woman force readily available in the country for mobilization. The women Panchayat members, members of Women Self Help  Groups (SHGs), ANMs, Anganwadi Workers, lady primary teachers, etc. can be mobilized. A mass training programme using well designed training modules for  these categories can help in creating awareness and a sense of participation in the implementation of various social sector programmes. This can also be useful to break down caste and communal barriers in the rural areas. Mobilisation of Mahila Shakti through SHGs can be especially important in places where NGOs are not present. As the SHGs are useful to improve the economic conditions of women, these Groups can be very effective forums to promote other social causes like gender equality, small family etc. The experience gained by women through working in PRIs, SHGs etc.  may also be very important in bringing them up in leadership roles including setting up NGOs to address the felt needs of the community. The involvement of NGOs and the formation of Self Help Groups (SHGs) is necessary for the social and economic empowerment of disadvantaged women. This has been found successful mechanism for the organization, mobilization and self-development of women through the IMY and Swa Shakti projects of the Department of Women and Child Development.  NGOs and SHGs can be instruments of social empowerment through awareness generation and convergence of delivery systems. The collaboration of NGOs, Panchayats and SHGs at the grassroots level could become very effective for implementation of programmes for issues relating to women, children and adolescents.
Adolescents

Adolescents comprise about one fifth of India’s population. A bulk of population in this age group, particularly in rural areas, are dropouts from schools and are vulnerable to exploitation of various sorts. A strong focus on the adolescents need to be built in various programmes and schemes to address their concerns related to health, sex education, nutrition, vulnerable to HIV/AIDS etc.

Water & Sanitation

Because of the close linkage between safe potable drinking water, morbidity and mortality, appropriate emphasis requires to be given to the drinking water sector. In India, still a very large population is deprived of safe water facility. About 70-80 % diseases are water and sanitation related. As per an estimate, 15 lakhs children below age 5 die and 20 crore human days are lost every year due to water related diseases. Most deaths occur due to diarrohea and jaundice and unless these two diseases are reduced, the IMR and morbidity rate cannot be reduced. Therefore, we need to have a large conglomeration approach to address adequately the unmet needs of safe  drinking water and sanitation. The strength of NGO’s already working in this sector would have to be expanded / deepened.

Tribal Communities

Welfare & Development of tribals occupy a distinct place in developmental planning. Whereas on the one hand, we are encouraged to see the achievements and improvements in the living conditions of the tribals through concerted efforts, on the other hand, other unresolved problems persist like land alienation, displacement, indebtedness, abject levels of poverty, illiteracy, poor environmental conditions and traditional beliefs and customs resulting in non-utilization of health services. All these lead to poor health and nutritional status of the tribal communities. Malnutrition is rather common particularly in situations where they are involuntarily displaced or resettled. They remain underserved in the coverage of RCH and require special attention especially in view of high IMR, MMR.
Amongst tribals, there are some communities which are very backward in every respect as compared to the rest. They live under the most fragile conditions. Though the special strategy of tribal sub-plan (TSP) has been under implementation since 1975 both at the Central and State levels with the objective that the benefits from various developmental programmes flow to the ST’s in population proportion, its full impact on improving the conditions of ST’s is not being felt. Poverty levels have no doubt come down, much more requires to be done before hunger, malnutrition and  the consequential deficiencies and diseases are eradicated.

Though a large number of schemes on education, health & income generation, vocational training programmes are being implemented by NGO’s at present, there is no co-relation between what the NGOs are doing with the various department schemes and the activities of the corresponding departments. For example while PHCs may be set up by Government, there could be an NGO implementing a scheme of hospital in the same area being funded by the Ministry of Tribal Affairs. Such situations could then the avoided and the limited resources of the various departments could be well optimally utilized for the benefit of the tribal community.
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