Chapter  5

Population & Family Planning

While global population has increased during this century from 2 billion to 6 billion, the population of India has increased nearly five times from 238 million to 1 billion in the same period. India’s current annual increase in population 15.5 million is large enough to neutralise efforts to conserve the resource endowment and environment.’”
 

In 1951-52, India was the typically agrarian low-income country with high birth and death rates. The death rate, in the region of 28 per thousand in the decade 1941-50, reflected poor diet, insufficient sanitation, and an absence of effective health services. The birth rate was 40 per thousand in this period, so the rate of natural increase over the decade worked out to 12.6 per thousand. Till 1921, birth and death rates remained at high levels, resulting in a sluggish growth of population, but  in the 1920s, a decline in the death rate set in, and, with birth rates still at a high level, there occurred an explosive growth of population. Birth rates have since declined, but the fall in the death rate has been far greater (table 5.1) While overall, the rate of population growth has shown a tendency to fall, in absolute terms, the increase in numbers has continued to be explosive (table 5.2). 

Table 5.1.  India: Birth and Death Rates 1951-1997

	Decade/Year
	Birth Rate (per 1000)
	Death Rate (per 1000)

	1951-61
	41.7
	22.8

	1961-71
	41.1
	18.9

	1971
	36.9
	14.9

	1981
	33.9
	12.5

	1991
	29.3
	9.8

	1997
	27.2
	8.9


Sources: Victor Petrov, India, Spotlight on Population, Moscow, Progress Publishers, 1985; Registrar General, Sample Registration Bulletin’s, June 1987, January 1995, October 1998.

Table 5. 2. India’s Population, 1951-1991

	Year
	Population (in million)
	Growth Rate ( %)

	1951
	361
	13.3 (b)

	1961
	479
	21.6 (b)

	1971
	548
	24.8 (b)

	1981
	683
	24.7 (b)

	1991
	846
	23.8 (b)

	1996 (a)
	934
	17.6 (c)

	1997 (a)
	950
	15.7 (c)

	2000 (a)
	997
	15.7 (c)

	2002 (a)
	1027
	15.4 (c)

	2010 (a)
	1162
	16.8 (c)


Note: (a) projected, (b) growth rate in the preceding decade, (c) increase in population.

Source: Census of India 1991, Final Population Tables, Paper 2 of 1992, 2 2000. (Website)

The Family Planning Programme

The first and second plans emphasised the need to reduce fertility and suggested a number of means to achieve that goal. The strategies envisaged include

· provision for advice on family planning methods in government hospitals and health centres.

· methods of family planning to be experimented upon to determine their suitability and effectiveness.

· a suitable strategy to induce people to adopt family planning methods to be worked out.

· collection of data on attitudes towards and motivation for family size.

· study of economic and social factors that affect population growth.

· research in physiological and medical aspects of human fertility and its control.

· training of personnel.

· testing of contraceptives.

· medical, biological and demographic researches. 

Although officially, family planning as a programme was introduced in 1952, it gathered momentum only in 1966-67, when it was made target-oriented and time-bound In the early stages, the emphasis was on gauging public reaction to the family planning programme. The early plans also emphasised the `health’ aspect of family planning; family planning advice was made an integral part of services rendered by government hospitals and public health agencies. As the plans went under way, it became evident that the difficulties in the way could not be easily brushed aside. The Fifth Plan objective of lowering the birth rate from 35 per thousand population at the beginning of the plan to 30 per thousand by 1978-79 could not be achieved; in the fifth and sixth plan periods, the targets for lowering the crude birth rate and the crude death rate respectively were not met; and at the end of the Sixth Plan, the crude birth rate of 33 per thousand and the crude death rate of 14 per thousand fell rather short of targets. 

One of the main reasons for the gap between the target and achievement was the poor performance in the States of Uttar Pradesh, Bihar and Rajasthan. Government evaluations identified the failure to adequately generate active interest in the public and an absence of adequate community participation in the programme as the reasons behind the shortfall in achievement. Moreover, the acceptance of the small family norm was problematic; lack of motivation has been a major constraint in the achievement of family planning targets. 

In the beginning, the programme of family welfare and planning followed the clinical approach, with services extended to those who sought them.  Over the successive plans, however, greater emphasis and larger outlays were provided to strengthen the programme. In 1963, it was given an extension education orientation, and with the creation of a new Family Planning Department in the Ministry of Health, it was expanded and extended.  The 1975 Emergency saw family planning synonymous with birth control and enforced through coercion by the State machinery. But the Emergency came and went, and the political climate underwent a drastic change, with the result that, in March 1977, the government ruled out coercion. The Draft Sixth Plan, reflecting the change in official thinking, stated that a population policy should reflect concern for the individuals as well as the community’s dignity, needs and aspirations; it should deal with overall development issues, and not merely confine itself to population control.
  The plan document called for greater participation of the States; greater decentralisation and an intensification in the role of voluntary agencies; public participation for social change; and attitudinal acceptance of family planning. 

The Seventh Plan envisaged a Net Reproduction Rate of 1 by the year 2000, but government evaluations suggested that such a target was achievable only by 2006-2011. For this purpose, a suitable strategy of implementation was designed with a special focus on the `problem’ group States, which accounted for about 33% of the total population.
 The effective social marketing of contraceptives was another issue that came to be seen as important to the success of family planning; it was realised that in order to achieve long-tern demographic goals, educating people for family planning was essential. Community participation was crucial for the voluntary acceptance of the family welfare programmes, and the role of non-governmental organisations and informal leaders of the community were identified as salient in this context. Participation in Family Planning programmes was to extend to voluntary organisations, NGOs, village health committees, women’s organisations, women’s clubs, and traditional birth attendants.

Emerging Policy Directions  

The 1980 Report of the Working Group on Population Policy of the Planning Commission identified a `synergistic relationship’ between population and development programmes and pointed out that a failure to recognise this would have grave social, economic and political consequences for the country. A two pronged strategy was called for, to 

· develop the necessary level of demand.

· supply services needed by the people.

Health care, education, water supply and economic factors such as employment, per-capita income and urbanisation were identified as the principal factors with linkages to fertility. Organisational features were considered important as well; an institutional framework in the Planning Commission and the Government of India was thought necessary to bring about a better co-ordination at all levels.  The Group also highlighted the need for the creation of an extensive database and a comprehensive health information system.  

National Health Policy 1983

As a result of an extensive and intensive review of the programme, the union government laid down a new strategy in the National Health Policy of 1983, the important features of which were:

· Adoption of the ‘small family norm’ on a voluntary basis.

· Intensified efforts to spread awareness and information of this concept by effective and imaginative use of multimedia and interpersonal communication strategies.

· Couples to be free to choose a method suitable to them.

· Services to be supplied as close to the doorstep as possible. 

· The program to continue as an integral part of health care and socio-economic development.

· Facilities and efforts for rapid increase in female literacy to be intensified and expanded.

· Population education to be expanded in schools and colleges.

· Elected peoples’ representatives at all levels to be involved in the programme.  

· Linkages with ministries and departments to be strengthened.

· Laws relating to minimum age at marriage to be effectively enforced.

· Maintenance of marriage records.

·  Special attention to West Bengal, UP, Bihar, Madhya Pradesh.

· Close monitoring and follow up.

More specifically, two factors were identified as critical to the improvement of the demographic profile. The first of these, infant mortality, continued to be at disturbingly high levels. From the demographic point of view, this has a special import, for it only when couples are confident of child survival will they be willing to opt for fewer children; consequently, reductions in the infant mortality rate are critical to the acceptance of the two child norm. The major causes of the high infant mortality rate were identified to include infection (such as respiratory disease, diarrhoeal disease and others), dehydration, and malnutrition. High morbidity and mortality among infants and children were attributed also to common communicable diseases like diphtheria, whooping cough, tetanus, poliomyelitis, childhood tuberculosis, and typhoid fever.  These were to be controlled through the immunisation programme under each plan period. Efforts were to be directed towards achieving self-sufficiency in the production of vaccines, and extensive immunisation programmes were to be popularised with the help of media. 

The second of the two critical factors identified - the high level of maternal mortality - reflects the need for better medical attention for expectant mothers. The Seventh Plan states that “more than two thirds of the women in rural areas are still being attended by untrained dais”. Overall, the framework of Family Planning sought to provide greater flexibility to the States with respect to the programmes relating to birth-spacing and `couple protection’, especially of the younger age group. Special Information, Education and Communication (IEC) campaigns were to be organised to remove the bias against female children, and the media was to play an important role in this regard. Village Health Committees and mahila mandals were to be actively involved in these programmes.  

Importantly, Maternal and child health (MCH) was given a major thrust in the National Health Policy. “Health care for mothers and children” was sought to be strengthened through the primary health care approach, which included integrated, comprehensive MCH care and strengthening of referral services.  While the Medical Termination of Pregnancy Act, 1971 (MTP) provided the legislative measure for improving maternal health through the stipulation of conditions under which pregnancies may be terminated, the gradual progress in the programme required making MTP readily available to women.  The popularising of MTP included both intensive education and publicity.  At a more fundamental level, the care of the pregnant and nursing mothers was to be popularised through education, as also through the media.

The Family Planning Programme’s Changing Face

Over the years, the family planning programme has gradually become more broad-based. What began as a population control program, grew into a welfare programme for the family. Family welfare has come to include welfare of the mother  (pregnant and nursing) and children, nutrition, a health conscious environmental component (i.e., pollution etc.) and a focus on the girl-child. Programmes are undertaken for special development of each of these categories. At another level, the credibility of the family planning programme was strengthened by the passing of unanimous resolutions in its support, in several of the State legislatures.  It is noteworthy also that greater emphasis was placed in the Seventh and the Eighth Plans on ‘Operational Behaviour Research’, with a view to popularising existing family planning methods, increasing their acceptability, and removing and reducing the complications or inconveniences associated with various methods of family planning. More recently, family planning targets have been abolished and the emphasis has shifted away to reproductive health.

Nutrition and Child Survival

Nutritional deficiency is a cause of most deaths among young children.   `Approximately half of the deaths in India among children under 6 years of age are due to severe and fatal malnutrition’.
 Malnutrition was seen in the plans mainly as a problem of poverty, due to which a large number of the poor could not afford a ‘balanced diet’
. Since the early plans, schemes have been introduced for combating the problem of malnutrition. It was recognised that production of more food was needed to solve the problem of malnutrition and to improve the nutritional status of the population, hence there was a need to stress on agriculture and its allied activities It was recognised also that children and pregnant and nursing mothers were especially vulnerable. Over the years, the range of direct interventions expanded to cover supplementary feeding of children and mothers, production of nutritious foods, fortification of foods, nutrition and health education of mothers, and prophylactic programmes against identified nutritional deficiencies.  In the fifth Plan, supplementary feeding programmes were brought under the Minimum Needs Programme (MNP) and also became a component of ICDS. In the Sixth Plan, a substantial increase in allocation for poverty allocation programmes was visualised as a means to increase the purchasing power of the rural poor so as to enhance food intake.

During the first three plans, nutrition formed one of the components of the health sector and was not singled out as such for specific plan programmes. It was only in the Fourth Plan that an Integrated Nutrition Programme was introduced. By 1973, the Applied Nutrition Programme introduced in 1960 was extended to all the States and Union Territories. It aimed at spreading the concept of balanced diets, production and consumption of protective food and proper techniques of cooking. In the Fifth Plan, the Mid-Day Meal programme (MDM) for providing supplementary food to school children was introduced in 1962-63 as a part of the Minimum Needs Programme in the State sector. The Special Nutrition Programme (SNP) for school children and pregnant women and nursing mothers, introduced in 1970-71 and originally launched as a Central programme, was transferred to the State sector in the fifth Plan as a part of the Minimum Needs Program. Since the start of the Integrated Child Development Services (ICDS) programme in 1975-76, the Special Nutrition Programme has been in operation as a part of the ICDS projects, although there are feeding centres outside this project also.  

The future government strategy reflects the need to emphasise the value of diversification and improvement of diets.  These include - increased production of cereals and pulses, green leafy vegetables, fruits, eggs, fish, and milk, and their availability at an affordable rate. Direct nutrition intervention programmes will need to focus on children below 6 years of age, adolescent girls, and pregnant and nursing mothers, those belonging to lower income groups, Scheduled Castes and Scheduled Tribes, and those living in drought prone, backward and hill areas, and in urban slums.  Special attention was to be given to tackle the nutritional problems of anaemia, vitamin-A deficiency, goitre and flourosis.  Area-specific nutritional problems need especially to be looked into and community participation emphasised for the success of nutrition programmes and optimal utilisation of the public distribution system. The long-term nutrition policy aims at increasing the functional efficiency of the labour force and other segments of the population by promoting the concept of balanced intake with locally available balanced food commodities. The nutrition policy should also achieve reduction in infant and maternal mortality rates and bring about changes in the prevailing patterns of morbidity. 

National Population Policy 2000

Noting the demographic achievements in terms of reduced birth rate (from 40.8 in 1951 to 26.4 in 1998), bringing down of the infant mortality rate (from 146/1000 in 1951 to 72/1000 in 1998), enhancement of the couple protection rate (from 10.4% in 1971 to 44% in 1999), reduction of the crude death rate (from 25 to 1951 to 9.0 in 1998), increase of life expectancy (from 37 years to 62 years), reduction of the fertility rate (from 6.0 in 1951 to 3.3 in 1997), and increasing awareness about family planning, the National Population Policy (NPP) emphasises the need for population stabilisation. Taking a comprehensive view of the process, the Policy acknowledges that `it is as much a function of making reproductive health care accessible and affordable for all, as of increasing the provision and outreach of primary and secondary education, and extending basic amenities, including sanitation, safe drinking water and housing, besides empowering women and enhancing their employment opportunities and providing transport and communication’. The declaration by the NPP is almost a charter for all round social development;  `… spread of literacy and education, increasing availability of affordable reproductive and child health services, convergence of service delivery at village levels, participation of women in the paid work force, together with a steady, equitable improvement in family incomes, will facilitate early achievement of the socio-demographic goals’. Specific policy initiatives are outlined `… to simultaneously address issues of child survival, maternal health, and contraception, while increasing outreach and coverage of a comprehensive package of reproductive and child health services by government, industry and the voluntary non-government sector, in partnership’. 

The NPP recognises that high population growth in India is caused by the large size of the reproductive age–group, unmet need for contraception, high infant mortality rate
 leading to the desire to have more children and early marriage of girls, resulting in a reproductive pattern of “too early, too frequent and too many”.  The contribution of the first three of these identified causes to the growth of population is shown in table 5.3).

Table 5.3. Estimated Contribution of Key Factors to Growth in Population

	Causes
	%

	Large reproductive age-group
	58

	Unmet need for contraception
	20

	High Infant Mortality Rate
	20


Source : National Population Policy

To achieve its objective of population stabilisation, the NPP identifies the following  `strategic themes’

· Decentralised planning and programme implementation

· Convergence of service delivery at village levels

· Empowering women for improved health and nutrition 

· Child health and survival.

· Meeting the unmet need for family welfare services. (Urban slums, tribal communities, Hill Area population, displaced and migrant population, and adolescents are the sectors to be specifically targeted).

· Increased participation of men in planned parenthood.

· Diverse health care providers. 

· Collaborations with non-governmental organisations and the private sector.

· Contraceptive technology and research on reproductive and child care.

· Information, Education and Communication (IEC).

The NPP provides detailed operational strategies for achieving its objectives, including the creation of some new structures at the national and the state levels (e.g. Commission on Population). It also advocates a freeze on the number of seats in the Union Parliament, on the ground that States which have successfully restricted population growth face a disadvantage in respect to parliamentary seats, whose numbers are determined on the basis of population; the States which have not been able to restrict their population benefit by having more seats and thus gain politically. 

Demographic Process & Policy Fallout

Fertility Differentials by Social Group

It is held by many that the high fertility rate among Muslims compared to the Hindus
 is an obstacle in the path of population control. High fertility rates among Scheduled Caste and Scheduled Tribe groups are similarly noted (Table 5.4) This view is contested by others who point out that “cultural aspects of fertility change” (including religion) are “inevitably misleading” and that “social, political and economic contexts” are important for any understanding of variations in the fertility rate.
  

Inter State Variations in Population Growth

The Inter-State variation in population growth (table 5.5) and other demographic characteristics, has been another point of debate with policy implications.  Besides the variation is absolute numbers (U.P with 139 million and Sikkim with 0.41 million), the decadal growth rate is lowest in Kerala (14.3%) and highest in Rajasthan (28.4). More interestingly, the data bear testimony to a North-South divide in demographic transitions. The larger BIMARU States (Bihar, Madhya Pradesh, Rajasthan and U.P.) register higher growth rates, while for Kerala and Tamil Nadu the figures are relatively low at 14.3 and 15.4 respectively. The growth rate in Rajasthan works out to as much as twice that of Kerala! A North-South Divide is evident also in the Infant Mortality Rate  (Table 5.6). The policy implications of these regional variations, in terms of the special efforts that need to be made for the backward areas, have not gone unnoticed, as noted elsewhere in this chapter. 
Table 5.4. Total Fertility Rates by Religion and Residence, Major States, India, 1978



	States
	Rural
	Urban

	
	Hindus
	S.C
	Muslim
	Hindu
	S.C.
	Muslim

	Andhra Pradesh
	3.99
	3.94
	4.99
	2.66
	3.24
	3.14

	Bihar
	4.23
	4.34
	4.30
	3.33
	2.96
	4.05

	Gujarat
	4.61
	4.61
	4.58
	3.64
	4.37
	3.84

	Haryana
	4.61
	5.36
	4.65
	3.20
	4.15
	3.24

	Karnataka
	3.70
	3.59
	3.83
	2.94
	3.54
	3.69

	Kerala
	2.49
	2.74
	4.15
	1.92
	2.18
	3.63

	Madhya Pradesh
	5.36
	5.95
	5.45
	3.77
	3.90
	4.09

	Maharashtra
	3.62
	4.18
	4.74
	2.64
	3.38
	3.81

	Orrisa
	4.30
	3.93
	6.34
	3.47
	3.77
	4.12

	Punjab
	4.39
	4.78
	NA
	3.18
	4.23
	NA

	Rajasthan
	5.50
	5.58
	5.92
	3.77
	4.39
	5.34

	Tamil Nadu
	3.43
	3.70
	3.64
	2.67
	2.94
	3.24

	Uttar Pradesh
	5.82
	5.98
	6.39
	3.21
	4.74
	3.88

	West Bengal
	3.32
	3.98
	4.55
	2.29
	4.49
	4.30

	India
	4.48
	4.78
	5.01
	2.97
	3.88
	3.98


Source: Roger Jeffery and Patricia Jeffrey, “Religion and Fertility in India”, Economic and Political Weekly, Vol. XXXV, Nos. 35 and 36, 2000.

Political Demography

On the basis of projections of the Population Foundation of India, it is indicated that “the population of BIMARU States will increase from 39.6 per cent in 1991 to 51.4 per cent in 2051, while the population of the southern states will decrease from 23.22 per cent in 1991 to 16.5 per cent in 2051”
 This has important implications for `political demography’, given the contradiction of `rewarding’ the States that have been unable to control their population (Table 5.7). The National Population Policy of 1975 and 1977 had suggested a `freeze’ on the number of Lok Sabha seats, and the issue merited attention also in a report of the Swaminathan Committee in 1994. A freeze was brought into effect by the 42nd Constitutional Amendment. The NPP 2000 has recommended that it be extended to the year 2026. 

Table 5.5. Growth Rate of Population in Major States 1981-91 (Percentage)

	State
	Decadal Growth Rate  1981-91

	Andhra Pradesh
	24.2

	Assam
	24.2

	Bihar
	23.5

	Gujarat
	21.2

	Haryana
	27.24

	Himachal Pradesh
	20.8

	Jammu and Kashmir
	28.9

	Karrnataka
	21.1

	Kerala
	14.3

	Madhya Pradesh
	26.8

	Maharashtra
	25.7

	Orrisa
	26.1

	Punjab
	20.8

	Rajasthan
	28.4

	Tamil Nadu
	15.4

	Uttar Pradesh
	25.4

	West Bengal
	24.7


Source: Ashish Bose, “Population: The Quest for Stabilisation” in Hiranmay Karlekar (Ed), Independent India: The First Fifty Years, Oxford University Press, 1998.

Table 5.6 Infant and Child Mortality Rates 1988-99 (per 1000)

	Region
	State
	IMR
	Child  Mortality (1-4)
	Under-5 Mortality

	North
	Uttar Pradesh
	86.7
	39.2
	122.5

	
	Madhya Pradesh
	86.1
	56.4
	137.6

	
	Rajasthan
	80.0
	37.6
	114.9

	
	Bihar
	73.0
	34.6
	105.1

	South
	Andhra Pradesh
	65.0
	21.0
	84.7

	
	Karnataka
	51.5
	18.9
	69.4

	
	Tamil Nadu
	48.2
	15.9
	63.3

	
	Kerala
	16.3
	2.6
	18.8


Source: Ashish Bose .2000. `North-South Divide in India’s Demographic Scene’, Economic & Political Weekly. XXXV (20)

Population Stabilisation

A one billion strong population is an enormous “demographic burden” on the country, though other characteristics are also clearly unfavourable, notably, success on the mortality front unmatched by a similar success an fertility front.
 Fertility decline is critical to population growth, and demographers consider a Total Fertility Rate of 2.1 as pointing towards “the way for population stabilisation”.
  It may be noted, in this context, that the birth rate trends in Kerala and Tamil Nadu are quite striking (table 5.8) Estimates in fact show that Kerala and Tamil Nadu have already achieved stabilisation levels (table 5.9). Developments in Andhra Pradesh, also encouraging, attest to  `a rapid fertility decline’ – an 18 per cent decline in the Total Fertility between 1987-89 and 1992-94, and a TFR of 2.7 in 1994.
, In fact, it is estaimated that Andhra Pradesh will achieve stabilisation in the year 2002 (table 5.9). By contrast, the BIMARU States have a long way to go (table 5.9). 

Table 5.7. Number of Lok Sabha Seats if the Current Freeze is Lifted

	Region
	State
	Year

	
	
	1991
	2001
	2016

	North
	Uttar Pradesh
	85
	
	99

	
	Bihar
	54
	
	56

	
	Madhya Pradesh
	40
	
	44

	
	Rajasthan
	25
	
	30

	
	Total
	204
	
	229

	South
	Andhra Pradesh
	42
	
	39

	
	Tamil Nadu
	39
	
	31

	
	Karnataka
	28
	
	27

	
	Kerala
	20
	
	16

	
	Total
	129
	
	113


Source:  Ashish Bose, “North-South Divide in Indian’s Demographic Scene”, Economic and Political Weekly, Vol. XXXV, No.20, 2000.

Table 5.8. Crude Birth Rates in Kerala and Tamil Nadu, Nineteen Fifties to Nineteen Seventies. 

	CBR
	Period
	State

	
	
	Kerala
	Tamil Nadu
	India

	
	1951-60
	38.9
	34.9
	41.7

	
	1961-70
	37.5
	36.8
	41.2

	
	1971-81
	26.9
	30.8
	36.6

	% Decline in CBR
	50-51 – 71-81
	30.8
	11.7
	12.2

	
	61-71 - 71-81
	19.3
	17.9
	12.5


Source: H.P. Raayappa and N.R. Prabhakara, “Demographic Transition in South”, Economic and Political Weekly, Vol.18, No.48, 1983.

Table 5.9. Year by which the Total Fertility Rate will reach the Population Stabilisation Point of 2.1, Selected States.

	State
	Year

	Kerala
	1983

	Tamil Nadu
	1993

	Andhra Pradesh
	2002

	Karnataka
	2009

	Rajasthan
	2019

	Bihar
	2039

	Madhya Pradesh
	Beyond 2060

	Uttar Pradesh
	Beyond 2100


Source: Registrar General’s Expert Committee on Population Projections, 1997. (Quoted in Ashish Bose, “North-South Divide…op.cit.).

While the experiences of Kerala, Tamil Nadu and Andhra Pradesh have been varied, they have important policy implication both for initiatives in other States and for programmes of social development. Kerala’s demographic transition is explained in terms of multiple factors: enlightened rulers of Travancore and Cochin gave a head start to the region in health and education, which was further promoted by the Christian Missionaries; social reforms; mass movements; Marxist government initiating land reforms; high investment in social development programmes; favourable status of women; high age at marriage age of girls; large scale migration to the Gulf, easing population pressure and unemployment and increasing per capita real income; and better management of the family planning programme.
 Tamil Nadu does not share many of the characteristics of Kerala, but has still been able to achieve replacement levels of fertility. The factors important for Tamil Nadu are `a motivated government, a high degree of political will,  the impact of the mid-day meal scheme `…and the total involvement of bureaucracy”
 The prospects of Andhra Pradesh catching up with Kerala and Tamil Nadu are encouraging; “significant progress in the antenatal care of pregnant women …significant changes …in labour market in the rural areas …the general welfare measures by the government … in poverty alleviation ... in the 1980s … have not only reduced poverty but also have had some impact on fertility decisions of the people.”
 

Demographic Ageing

Declines in the rates of fertility and of mortality in the country have resulted in the rise of the percentage of older people (above 60 years of age) from 6.0 in 1971 to 6.5 in 1981 to 6.7 in 1991.
 The demographic histories of the States in the country have been diverse, and hence, there are significant State-wise variations in this ageing process (Table 5.10). In absolute numbers,  “while there were only 24 million elderly in 1961, there were 52.4 million in 1991. They are expected to number 75.9 million in 2001, virtually tripling themselves in this 40 year period”.
  However, the national policy for the older people formulated by the Ministry of Social Justice and Empowerment in 1999 has been found inadequate on many counts. 

Table 5.10. Proportion of Aged Population, State Wise, 1991.

	State
	Proportion of Elderly

	Andhra Pradesh
	6.46

	Assam
	5.29

	Bihar
	6.05

	Guajrat
	6.15

	Haryana
	7.47

	Karnataka
	6.76

	Kerala
	8.77

	Madhya Pradesh
	6.43

	Maharashtra
	6.91

	Orissa
	6.98

	Punjab
	7.56

	Rajasthan
	6.06

	Tamil Nadu
	7.29

	Uttar Pradesh
	6.65

	West Bengal
	6.00


Source: R. Irudaya, U.S. Mishra and P.S. Sarma, India’s Elderly: Berden or Challenge, New Delhi, Sage, 1999.

Detailed analysis of the elderly population indicates that the percentage of widowed elderly is strikingly higher for females than for males – 64% for women and 19.4% for men. “This was more sharp for those over 70 years: 77percent for women as against 22 percent for men”.
 Keeping in view the changes taking place in the socio-economic structure of Indian Society, a well-worked out and effective programme for persons in the elderly category will be important for development initiatives. Special attention will need to be paid to the female elderly. 

The containment of population growth and an improvement in the quality of health were most pressing issues for policy making. Health and family planning were clubbed together and the family planning programme expanded to include family and child welfare. The population policy encompasses health, nutrition and family welfare.

, the quantitative aspect includes reduction in the size of the population, mainly through family planning and also, nutrition and  child development.

The containment of population growth and an improvement in the quality of health were most pressing issues for policy making. Health and family planning were clubbed together and the family planning programme expanded to include family and child welfare. The population policy encompasses health, nutrition and family welfare.

, the quantitative aspect includes reduction in the size of the population, mainly through family planning and also, nutrition and  child development..
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