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CHAPTER I 

l:sTRODUCTIO:S 

1·1 . .Appointment of the Committee~ The. Central Family Planning Board 
:.tits meeting on the 31st August, 1959 recommend~d that a Family P~anning 
Third. Five Year Plan Committee should be formed with Shrimati Dhanvanthi 
Rama Rau as Chairman, Dr. Shrimati Soundara:m Jtamachandaran, .Shrimati 
Sbal"lllltala Paranjpye, Dr .. Shrimati Kamala Rg,mier, and Dr.,.ShrimatLH. N. 
Unwalla as members and Lieut.-Colonel B.L. Raina, as liemh(r,Sec.retary. The 
.Ministry of Health constituted the present Comll\ittee under the Government 
<~f India, :\Iinistry of Health letter,No. F. 4~38/59-F.P., 9-ated the 29th Sep: 
umber, 1959. (See Appendix I). 

1·2. Term.~ of reference-The terms of reference to the Committee were as 
follows-

( i) to review the Family Planning Programmt:; 

( ii) to make proposals for inclusion in the Third Five Year Plan. 

The Committee was required to submit its Jteport by the end of October, 
1959. The date of submission of the report was later extended. 

1·3. The task before the Committee was difficult. The time available 
was short, for QuestiOJmaires ha<J to be issued~ replies received, information 
analysed, and proposals formulated taking into consideration reports from 
~xpert bodies, such as the Demographic Advisory Committee, and the Com­
mittee on the Physiology of Human Reproduction. 

1· 4. Programme of u:ork-The Committee decided to issue a Questionnaire 
(St>e Appendix II), which was sent to alll\Iinistries of the Government of India, 
('hief Ministers and Health Ministers of State Governments; members of the 
Planning Commission and of the Health, Survey and Planning Committee, 
tf1e Central Family Planning Board and the State Family Planning Boards, 
the Demographic Advisory Committee, the Committee on the Physiology of 
Human Reproduction, the Central Working Group on Health, the l\Iinistry of 
Health, the Central Social Welfare Board and the State Social Welfare Boards, 
all officers of the Directorate General of Health Services and its subordinate 
offices, the Indian Council of Medical Research, . the Indian· Nursing Council, 
the :\Iedical Council of India, the Indian Medical Association and its branches, 
the Family Planning Association of India and its branches, the Indian Red 
('ross Society, the All-India Women's Conference, the Indian Council of Child 
'Yelfare, all local bodies and voluntary. organisations receiving central assist• 
ance, the Council of Scientific and Industrial Research, Principals of Medical 
Colleges, Heads of Departments of Economics and Social Sciences of Univer­
tiitirs, the Director-General of the Armed Forces Medical Services, Administra­
tive Medical Officers of States and Centrally Administered Areas, the Directors of 
Nedical Services, Army, Xavy and Air Force, the Director-General, Employees 
State Insurance Corporation, a number of individual experts and social workers, 
.and the press. A large number of requests from other interested persons were 
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also received for copies of this Questionnaire. The response to the Question­
naire despite the short time given, was very encouraging. Altogether, about 
275 replies were received within the brief period specified. A brief summary of 
the suggestions received is at Appendix III. The Prime :Minister very kindly 
sent an encouraging letter (see ppendix IV) emphasising the basic approach 
to the problem-an approach which the CommittPe has constantly kept in new 
while preparing this Report. The Committee examined, in addition to the 
replies to the Questioimaire, a number of reports including the proceedings of 
the Central F~mily Planning Board, the Demographic Advieory Committee and 
its etudy group, the Committee on the Physiology of Human Reproduction of 
the Indian Council of Medical Research, the Central Working Group on Health 
of the Health ·Ministry and their discussions with the State Governments, the­
Central Health Council, the reports of the Planning Commission, the Central 
Statistical Organisation, the National Sample Survey, and the"Ad Hoc Com­
mittee of Officers of the 1\linistry of Health and Ministry of Information and 
Broadcasting. The Committee had the advantage of receiving the ·view:J of a 
number of experts including those from some of the Ministries of the Central 
Government, Chief Ministers, Health Ministers of State~ and Officers concerned 
with various aspects of the family planning programme. . 

1·5. The Committee sat. continuouffiyfrom the 25th to 27th November 1959· 
when it examined the information and suggestions received. Before submitting­
this Report to the Health Minister, the Committee also personally discussed 
specific points regarding the programme with the Director General of Health 
Services and the Adviser, Health Programmee and Social Services, Planning­
Commission. 

1· 6. Contents of the Report-The Report has been divided into six chapters. 
Following the introductory first chapter, chapter II gives a brief review of 
some of the salient facts and figures regarding growth of population, birth rates 
and death rates, availability of food, employment opportunities, national 
and per capita income. The Committee felt that such a review was necessary­
in order to view the problem in its com~ct pel'l"pective and would assist in esta 1l­
lishing the priority and formulating the policy for the family planniDg pre­
gramme. Chapter III reviews the progress made so far in promoting the­
family planning programme. The fourth chapter outlines the Committee's. 
recommendations for the Third Five Year Plan. The fifth deals with the 
impl~menting agency to be set up, and the sixth with financial estimates. 

1·7. In view ofthe limited time available in making its Report, the Com­
mittee has selected certain major problems for consideration and expressed its 
views in broad outline. The Committee wishes to stress the fact that the rapid 
growth of population poses a formidable problem for the nation which must be 
tackled with a sense of urgency and a seriousness of purpose and in such a 
manner r.s to bring about palpable results within the next few years. The Com­
mittee hopes that although its recommendations refer to the Third Five Year 
Plan period, it may be possible to proceed almost immediately with the imple­
mentation of its basic recommendations. 
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I· 8. A.cknou:ledgements-The Committee desires to take this opportunity too 
expref's its gratitude to the Prime 1\Iiuister for his very encouraging letter, to 
the Union Health Minister and oth r Ministers of the Government of India and 
of State Governments, to the Secretary, Ministry of Health, the Director 
Gf'neral of Health Services, the Officerf' of various l\Iinistries and Departments. 
of the Vnion and State Governmeuts, to local bodies and voluntary crga­
nisations and to all those others who have so enthusiastically responded to its 
request for ir,formation and suggestions. The Committee is also specially 
obliged to those whose observations, received in response to the Questionnairesr 
ltave been incorporated in the text of the Report. 

I· 9. The sections in this Report dealing with population projections, na ... 
tiona! income, food production, employment situation, production of contracep'" 
tives and educational programmes, are mainly·hased on information received 
from the Planning Commission and the Central Statistical Organisation, the· 
Ministry of Food and Agriculture, the Ministry of Labour and Employment,. 
the Ministry CJf Commerce and Industry, the Ministry of Information ar1d 
I:roadcastiug, a tv! the l\linistry of Education respectively. 



CHAPTER II 

THE POJ>ULATION PROBLEM 

2 ·I. TVorltl Population-The study of population trends ha;; assumed great 
importance in recent times practically all over the world. The United Nations, 
recognising this, has appointed a Population Commission, and publishes a 
Demographic Year Book. Demographic research centres have been established 
jn several countries including -India. The determinants of population_ trends 
.are being cJosely studied and particularly in those countries which have adopted 
developmental measures they are considered from the angle of their reper· 
-cussions on the pace of economic and social progress. The rapid- increases in 
population growth are of compara~ively recent origin.· A bout three centuries 
.ago, world population was estimated to be about 470 millions (1650). It sub­
sequently rose to 11091 millions (1850) then to about 2,691 millions (1955) anrl 
is now estimated to be over 2,700 millions. The startling featur~ of this growth 
js that the average annual rate of increase has twice doubled-From 1750 to 1850 
it wac; 0·4%, fr.)m 1850 t:J 19n0 it was 9-8% (d ubb tbe previ•ms rate) an1 
·during 1951-55 it was about 1· 7%. Thus about, 45 million people are added to 
world population every year; or 1,23,000 per day. 

2·2. This phenomenal natnral.increase has been due to a combination of 
several factors. In Europe, the discoveries of science which led to increases in 
food production, industrialisation and the spread of health mea<>nres also con­
tributed to the growth ofhuma11. numbers, so much so that not only did the 
-continental populations increase but large numbers of people emigrated and 
-colonised new territories. In the case of population incre<tses in Latin America, 
Africa and Asia, however, the influencing factors have not been as balanced, 
the main reason for the growth having been increasing health measures (as well 
.as measures to preverit starvation to some extent) unaccompanied by corres­
ponding advances in the exploitation of natural resources and economic develop­
ment. 

2 · 3. The pattern of population growth has been classified in a recent re­
port of the United Xations, as follows-

(a) Coun ~ries with high fertility and mortality with birth rates from !0-50 
per 1,000 and death rates from 25-30 per 1,000 with an expectation ·,f life of 
.about 30-35 years, with a small numb~r of persons over 60 years and with a 
high infant mortality rate. The cotmtries of Africa and Asia and a few countries 
in 1\'Iiddle and South America show these features. The annual population 
increase ranges from .less than 1 per cent to not more than 2 per cent. 

(b) Countries with high fertility and moderate or low mortality, i.e. with 
death rates about 10-20 or even lower and birth rates from !0-50 in which the 
.expectation of life is 40-50 years and the proportion of people under 20 is high' 
this is fom1d in the major part Of .Middle and South America, in some countries 
·Of Asia and probably also in Africa, the annual increase of populatior. being 
from 2-3 per cent per year or higher. 
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(c) Countries with low fertility and m6rtality rates with birth rates from 
15-25, death rates about 10, low infar.t mortality and with persons over 60 ill 
large proportion. Europe, the l'nited States, Australia and New Zealand, 
the European population in South Africa, Japan, and Argentina are in this. 
category. The growth of population here is at the rate of 0·5 per cent to 
abollt 1·5 per cent }Jer annum. 

While amongst the advanced nations of Europe and America the lowering 
death rate~ ha,-e heen balanced by lowering birth rates, this p~enomenon has 
not occurred and ill not likely to occur in the near future in the other areas of the 
world excl'pt where special policies are instituted to bring about such results. 
The outstanding example of the institution--arid succ,ess--of such a policy is 
Japan. At the end of the last war Japan was bereft of resources, had to receive· 
Lack a large number of her emigrants ·and, in general; suffered from economic 
prostration, combined with a growing birth rate. As a result of measures adopted 
IJy that country, however, the birth rate dropped from 34·3 per 1,000 in 1947 to· 
17 per 1,000 in 19;)7, a reductior. of 50%. (The Japanese population which was. 
78 million in 19!7, however, stood at 90 million in 19:'>7). The chief means by: 
wltich Japan has nearly halved her birth rate has invoked the deliberate adop­
tion of the widespread practice of abortion. It is estimated that after the 
Eugenic Protection Law 194_8 (revised in 1952) made abortion easier, several 
million abortions were carried out until in May 1959, the proportion of abortion~ 
to live births was 50 : 50. Ste~ilization also has spread widely in Japan. 
Tlte present trend among Japane~e leaders is, however, to encourage the practice 
of contraception (with a corresponding decrease in the practice of abortion, for­
t.he latter does produce deleterious effects on the mother's health) as a steady 
means of holding down the birth rate. 

2·4. The U.N. Report,. emphasises that a too-rapid growth of population 
retards development :-

" ... _First, it can increase the pressure of population on land that is already 
densely settled and so retard increase in the productivity of agricultural labour. 
This effect is seen not only in countrie8 where nearly all the cultivable land is 
now occupied but also in many underdeveloped countries where the density of 
tLe agricultural population in the cultivated areas is high, although large areas of 
potentially productive land lie unused becauseof land ownership systems, lack 
of capital or techniques to exploit available land or, for other reasons. 

" Second, accelerating population growth can aggravate the problem of 
capital shortage, which is one of the most important obstacles to economic 
de,·elopment of nearly all under-developed countries. The faster the population 
grows, the larger the share of each year's income which must be invested in 
increasing the stock of productive equipment merely to maintain the existing­
level of equipment per worker. The larger the investment required for this 
purpose, the smaller the share of annual income that will be available either 
to raise the level of current consumption per capita, or to make investments 
wltich would increase productivity and permit higher levels of consumption in 
the future. 

* Population BuU .. tin, Population Rt-ferenct: Bun.·au Inc. Vol. XIII No. 3 December, 
19.3"7. 
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"While, in a well-devewped dynamic economy th!l demand for such capital 
~nvestment may serve as a stimulus to continuing economic growth, the case 
-of the under-developed countries with their narrow margin of income over 
sub~istence needs is different. For most of them it is difficult to save and 
'invest enough from their meagre annual income to permit economic develop­
ment to proceed at a satisfactOry pace, even without rapid population growth. 
It is true that if these countries can industrialize and better utilise their human 

.as well as their natural resources, some of them, at least, will undoubtedly 
benefit in the long run from a substantially larger population. But even where 
.a larger population would b(> advantageous in the long run, econ 1mic pr ur~ss 
·will be hindere<i if numbers increase !'o rapidly as to put an excessive strain 
.upon the economy. 

"Third, the high birth-rates of the under-developed countries create a 
'heavy load of dependent children for the working population ........ the 
·percentages of children under 15 years of age in the less developed countries 
-of Asia, Mrica, and Latin America are generally of the order of 40 per cent or 
more of the total population, while the range of this ratio in the European 

-countries is from a bout 20 to 30 per cent. This difference is the consequence 
-of the higher birth-rates in the form~r areas. The necessity of supporting so 
·many children puts the workers of the under-developed countries at an added 
-disadvantage in their efforts to save and invest for economic development. It 
r also complicates_ the problem of providing the children with the education that 
~is essential for social and economic advancement in the long run". 

2·5. It is clear that world population will continue to grow rapidly for 
·some time to come. Dr. Kingsley Davis* observes that "this explosive human 
multiplication, unanticipated and unexampled in:- history clearly cannot con­

•tinue indefinitely. It would give us nearly 6,000,000,000 by the end of this 
-century and nearly 13,000,000,000 by the end of the year 2050. How this 
growth is eventually stopped, and when, will play a tremendous role in human 

-destiny. Although a climax in populati 'n growth is approaching, nothing 
indicates that the peak has yet been reached. The total may· climb faster in 
the next twenty years than it did in the last twenty. Even if the rate of increase 
begins to decline, centuries may pass before it falls to simple replacement level ; 

.and new billions will have been added to the human horde in the meantime. 
Unless a catastrophe intervenes, we and our children will share the earth with 
a lot more people than we do today". 

2·6. Population growth in India, 1891-1951-India has the second largest 
·population in the world. In 1891 the population of India was 236 million, in 
1921, 248 million and in 1951 nearly 359 million (excluding Jammu and Kashmir). 
'The increase of population between 1891-1921 was 12 million, whereas the 
increase between 1921-1951, was 109 milli n i.e. the rate of increase was about 

· 9 times the previous figure. The rapid growth of population in India has been 
brought about mainly by the decline in death rates due to improvements in 
public health measures. The death rate had declined from 44 ·! per thousand in · 
1891-1900 to 27 ·4 per thousand in 1941-1950. 

* Davis, Kingsley-Analysis of Population Explosion, New York Times Magazine. 
·September 22, 195\.1. 
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Grou:th of Population in India (1891-19-51) 
- .... ·-··-----------------------------

Census 

I "ltll 

I ~Jo:l 

Hill 

1'1:?1 

4!'31 

1941 

j!).jJ 

Hirth 
rate 
per 

1000 
population 

4S·9 

4.i·8 

4!)·2 

48·1 

46·4 

4.3·8 

39·9 

T>eath. 
rate 

per 
1001.1 

population 

41·3 

44·4 

4:.!-(j 

-17·2 

36·:J 

:ll·2 

:!7 ·4.. 

Popula- _ Increase Percentage 
tion in or de- variation 

millions ert'ase during 

235·9 

23.3·5 

24!.!·0 

248·1 

215·5 

312·2 

356·9 

during the the decade 
decade in 
millions 

0 

-0·4 -0·17 

+13·5 +5·73 

-0·9* -0·36 

+27·4 +ll·04 

+37·3 + 13·54 

t44·1 +14.-1•1 

• Tbe d•·ert·a~e was mainly due to the influ< nza t'pidemie of 1918. 

2 · 7. The results of a number of studies conducted during the last few yean 
indi,·ate that:-

(a) The age of marriage has increased only slightly over .the last 50 
years. , 

(l,) The average number of ciiildren born per woman aged 45 and over of 
unhrokcn marriage is between 6 and 7' both in the rural and urban 
areas. 

(c) The age specific fertility rates show that at present the fertility is 
fairly low in the age group 15-19, rises sharply in 20-24, maintains 
that level till about the age group 35-39 and afterwards falls 
abruptly to a considerable extent. 

(d) The child survival ratios show an improvement in the age group 
15-19. 

(e) The raising of age at marriage, unless sub~;tantial, will not bring down 
fertility to any great extent. 

(j) .A systematic increase in the average number of children born for 
most recent couples was observed· for various durations of marriage, 

(g) The average ~;ize of the family is about 5 both in rural and urban 
areas. The average number of children born i.;; about 6·5. 

2·8. DecreaRe -in deat!t rates-The last all-India survey to. estimate the 
loirth and death rates was conducted in 1951. Preliminary estimates of birth 
and death rate<; for rural India as a whole ba'ied on data for the reference period 
t\.ugm;t 1957 -September 1958, collected in the first two Sub-rounds of the 
Fourteenth Round of the National Sample Survey, were found to be 38·10 per 
1000 and 19 · 38 per 1000 respectively. There appears to be about 5· 5 per cent 
omi;.;;.;ion in births because of r call lapse. The estimated birth rate for rural 
India would be 41· 3 per 1000. The birth and death rates reported from seven 
Hural Demonstration Health Unit.~ vary roughly between 32·7-46·9 and 
i 4-2:2·5 rP<:pectively. 
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The available data indicate that the death rate in India ha;; (lecreasd 
considerably. This fall in the death rate is bound to he accelerated by the health 
plans of succes~ive Five Year Plan11. With the t-xpansion of improved medical 
and health measures in the rural areas, increasing use of antibiotic dmgs, nation­
wide campaigns for the control of tuberculosis, malaria and other preventible 
diseases, the mortality rate of the country may fall to an unexpectedly low 
le' el. While in the \Y e~t such a reduction in the death rate took many year<>, 
with modern methods of disease control the same result~ may be achie,·ed in 
India within a much shorter period:. 

2 • 9. The increase of population was estimated to be I· 2 per cent, based on 
the 1951 c~nsus. The increase in population may now be in the .neighbourhood 
of 2 per cent or even more per year. 

2·10. The Expert Committee of the Working Group on Vital ancl Health 
Statistics which wa3 appointed by the Planning Commisi!ion has prepared a 
series of population estimates for the country for the years 1956, 1959, 1961, 
1966 and 1971, with break-up according to characteristics such as States, sex 
and age· groups. These estimates are tentative and are based on such 
data as are available at present. The projections upto 1966 are based o_!l the 
following assumptions :- · · 

(i) The 1951 Census age distribution corrected for under-enumeration in 
the age group O-l-and 1-2 should be accepted as the basis for future 
projections. 

(ii) The general fertility rate of 0·189 consistent with a birth rat' of 42 
per thousand around 1951 would remain unchanged during 1951-
66. 

(iii) Mortality could be taken to be improving to the extent that the 
expectation oflife at birth steadily increases from about 32 in 1951 
to 50 in 1966 (by 0· 9 year, each year). 

(iv) The fall in the Indian life table death rates be assumed to be the 
same as that given by the appropriate U.N.l\Iodel Life Tables. 

(1•) The Statewise break-do\\'11 by sex and broad age groups may be 
worked O!!t ci Jse by the ratio lliethod. 

2·11. The projected population of the whole of India by sex in different 
years is as shown below-

Population (1"n millions) as on 1st of Marclt1959 

Year l\Iale Female Total 

1951 18.3·9 175·9 361·8 

l!).J(i 201·2 190·:! 391·-l 

19.3!) 213·1 201·9 415·0 

1961 ~1·1 209·7 430·8 

1!)66 2!5·6 234·0 479·8 



2·12. Coale and Hoover* have- also studied the growth of popula· 
tion in India. While estimating the growth of population they have taken into 
coru;ideration the reduction in death rates that may result from extensive 
health meMures. Based primarily upon Ceylon's experience during the malaria 
control period and improvements apart from malaria that had been experienced 
elsewhere under similar situations, it was assumed that the life expectancy at 
birth VI ould increase from 31· 5 years, in 1951 to 51· 5 years in 1981 and 1986 for 
males; and from 32·8 years in 1951 to 53·1 years in 1981 and 1986 for females. 
Hegarding fertility rates they made the following three assumptions :-

(a) that fertility continues at the present level throughout the period 
1956-86. 

(b) that fertility is reduced by 50 per cent l:iy 1981, its decline beg-inning 
in 1966 and 

(c) that while a decline in fertility begins from 1956, the same reduction 
of 50 per cent is obtained by 1981. 

In regard to both assumption<~ (b) and (c) it was further a<>sumed that 
fertility would remain stationary between 1982 and 1986. 

E.~timated population of India (excluding Jammu and Kashmir and hill tr~beg 
of Assam) under the three assumptions, in different years 

AI!Bumption (a) Assumption (b) Assumption (c) 

Year r------'-----.. 

1\Iale Female Total .l\lale J:emale Total Male Female Total 

1951 182·2 172·5 356·7 183·2 173·5 356·7 183·2 173·5 356·7 

19;)() 193·0 191·0 384·0 193·0 191·0 384·0 193·0 191·0 384·0 

1961 213·0 2ll·O 424·0 213·0 2ll·O 424·0 2ll·O 209·0 420·0 

1966 238·0 23.3·0 473·0 238·0 235·0 473·0 231·0 228·0 458·0 

1971 268·0 264·0 532:0 264·0 260·0 524·0 250·0 246·0 4.!l6·0 

1976 303·0 298·0 601·0 286·0 282·5 569·0 267·5 264·0. 531·0 

1981 343·0 338·0 682·0 304·0 299·0 603·0 283·0 279·0 562·0 

1986 391·0 384·0 775·0 319·5 314·5 634·0 297·0 290·0 589·0 

The above estimates do not include the population of .Jammu and Kashmir 
and the hill tribes of As8am. 

2 ·13. Their estimates multiplied by 1· Oi 4 to include all areas of India may 
be compared with the official estimates from the following table. . 

*Coale Ansley, J. and Hoover, Edgar, M. : Population Growth a?Ul Economic Development in. 
Low ]TU'.omc Countri~.f. A ca<e stwly of Indian Prospects, Princeton Universiiy Press, Prinoeoon 
N.J., U.S.A.l958. 

:'>I, :?3)J,,fH,·al: h-~ 



Year 

1961 

1966 

1971 

1976 

1981 

1986 

10 

Projected Population (in millions) 

Coale and Hoover 
,--·--.A 

High l\Iedium 
estimate estimate 
according according 

to to 
assump- asmmp-

tion tion 
(a) (b) 

429·9 429·9 

.. 479·6 479·6 .. 539·4 531·3 

609·4 576·9 

.. 691·5 611·4 

785·8 642·9 

Official 

I..ow l\Iedium 
estimate estimat' 
according according 

to to 
assump- assumption 

tion 
(c) (d) 

425·9 430·8. 

464·4 479·6 

502·9 527·8 

538·4 :Not 
available 

569·9 Do. 

597·2 Do. 

2·14. According to both estimates, official as well as those of Coale and 
.Eoover, the population of India in 1971 would be anything between 528 million 
to 539 million. 

2·15. A continuance of the present rate of fertility may result in a popula­
tion about double its present size at the end of the 30 years' period, in which 
case the rise in the level of average income would be only about 13·5 per cent. 
The importance of a fall in fertility beginning as early as possible is brought out 
clearly by the figures for population and income under the two assumptions that 
a decline in the birth rate will start in 1956 and 1966 respectively. 

2·16. Coale and Hoover have also estimated that the increase in the income 
per adult consumer which is computed at Rs. 341 at present would increase 
about 92 per cent by 1986 if the fertility were reduced by 50 per cent between 
1956 and 1986; whereas it would rise only by 13· 5 per cent if the present level of 
fertility continues. The esti,mates of population and income per adult consumer 
are given below:-

Estimated Percentage Income Percentage 
popula- ofpopula- per adult increase of 

Year }'ertility tion in tion increase consumer inCO'Ille com-
millions as compared (Rs. per pared with 

with 1956 annum) 1956 

1956 Present level 384 3.U 

1986 (a) If present level continues .• 775 About 102 p.c. 387 About 13·5p.c. 

(b) Ifreduction by 50% bet- 634 
" ween 1956 and 1981 

65p.c. 508 .. 49 p.c • 

(c) If reduction by 50% bet-
ween 1956 and 1961 

589 53 p.c. 634 
" 

92p.c. 
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2·17. The number of children (those under 15 years) per 100 persons in the 
age-group 15-64, and the number of non-earning dependants per 100 persons in 
the employable ages, will both show an increase if fertility remains unchanged. 
But control of fertility will help to reduce these figures, thus reducing the "de­
pendancy load". The relevant figures are set out in a table below. For the purpose 
of comparison only tw J of the population estimates of the authors are taken, 
namely, tho'>e based on the assumptions that (a) fertility remain> unchanged 
during the period, 1956-86 and (b) that it is reduced by half between 1956 
and 1981. 

Year 

1!JiJ6 

1!J86 

~umber of children under 15 
per 100 persons in the age group 15-64 

If f<'rtility does 
not change during 

1!)56-86. 

67 

79 

If fertility is redu­
ced by half bet­
ween 1956-81. 

67 

46 

Number of non-earning 
dependants per earner in the age 

group 15-64 

r-----------~-----~ 

If fertility does If fertility is redu­
not change during ced by half bet-

'1956-86. \l'een 1956-81. 

1·51 

1·71 

1·51 

1·24 

2 ·18. National Income-The pational income has increased from Rs. 8,650 
crores in 1948-49 to Rs. 11,570 crores (at 1948-49 prices) in 1958-59 and per 
capita income has increaHed from about Rs. 247 in 1948-49 to about Rs. 291 in 
19G8-59. The index numbers of national income and of per capita income, both 
at 1948-49 prices, are as follows:-

National Index Per Index 
income number capita number 
<-rores of income of 

Year 

R.". national Rs: per capita 
income income 

1!J-!S-49 8,650 100·0 246·9 100·0 

1!J.10-51 8,860· 102·8 246·3 99·8 

!J,460 109·4 256·6 103·9 

10.13.:;4 10,030 116·0 268·7 108·8 

l!JiJ!-G5 10,280 118·8 271·9 110·1 

l!J.J.:;.:;o 10,480 121·2 273·6 110·& 

l!l."iG-57 11,000 127·2 283·6 114·8 

l9iJ7-58 10,830 125·2 275·6 111·6 

l!liJS-59 11,570 133·8 290·7 - 1IT·'7 

~I, ll23~luf Hc:alth-3- (a) 
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2·19. The average annual rate of growth of national income in real terms 
over the decade has been 3 · 4 per cent, while the average rate of growth of per 
capita real income is only 1· 8 per cent, owing to the increase in the population. 
The net rise in national income in real terms during the first three years of 
the Second Plan i.e. 1956-57 to 1958-59 was of the order of 10·4 per cent. The 
corresponding rise in per capita income was 6 · 3 per cent. 

2 · 20. To ensure a secular trend of real per capita income three condition~ 
are essential, namely (a) an increasing trend in output-labour ratio which 
implies a relative increase in the use of capital per worker where capital is deri­
ved from savings (b) ever-increasing labour skills required to utilize effectively 
the new: capital that is created and (c) the effective use of land, labour and capi­
tal available to increase the real per capita income. The new capital formation 
should be such that there is a new increase in productivity, not merely a mainte­
nance of old levels. The expected increase in population is such that increased 
savings become more and more difficult mainly for two reasons: (a) such un­
checked increase in ~he population will increase in the short run, the already high 
rate of dependants to labour force and such an increase in dependants makes 
savings exceedingly difficult especially where the per capita income is low and 
(b) a large portion of savings should go into capital formation such as intensified 
farming, housing, schools, hospitals etc. for the benefit of the added population. 
An essential policy for success in achieving India's economic goals is therefore 
effective population control. 

2·21. Employment-According to recen,t estimates, the total population of 
India was of the order of 415 millions at the beginning of March, 1959. It was 
observed in the 1951 census that about 40 per cent of the population constitu­
ted the working force. Assuming that this proportion remains the same, the 
present size of the working force is estimated at 165 millions. 

2. 22. The bulk of the working population is engag::~d in agriculture while 
the numbers employed in industry and services are not relatively b.rge. It: is 
estimated that about 122 million J.:L<: employed in agriculture, 17 milli0n in 
industry and 26 million !n the services. Experienc.} indicates that out oi an 
increase of 20 million persons in the working force during 1941-51 as nu-my r,s 
14 million had to be absorbed in agriculture. This is contrary to the exp,,rience 
of industrialised countries like the U.S.A. where the number employed in agri­
culture actually declined during 1940-50 while, at the same time, all the 
increase in the working population was absorbed in industry and srrvic0s. 
In Japan too, during the same period a larger proportion of the increase in the 
workiniY population was absorbed in industry and services compared to a.:;ricul­
ture. It is, therefore, evident that a large part of the (uture rise in popu1::>."ion 
and hence the working fo .. ce has to be absorbed in agriculture till such \ i,ne as 
there is a change in the industrial pattern {)f the country. 

2. 23. The ·employment s;tuation by the end of the Third Ptw or 
the future plans cannot be accurately visualised at present till the pb.n 
frames are ready. It is, however, anticipated that the population will inc~e·1.;;e 
from 430· 8 million in 1961 to 479· 6'million i.n 1966 resulting in a rist: of -13·8 
mmion. It is estimated that this will involve an increase in the working popula­

. tion by 15 million during the Third Plan period. The increase in the working 
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force together with th€ backlog of the unemployed remairing at the end of 
the Second Plan willdet£rmire the magnitude of the employment problem 
and set a limit to the number of jobs to be created during the Plan period in 
order that the unemployment situation will not at least det-.riorate. The extent 
to which employment targets can be achieved will, however, depend on the 
rt:sources available undt-r the Plan. 

2·24. Another asptct of th~ employment p-.:obltm is that of diverting tte 
surplus manpowrr from agriculture t.o noro-agricultur2.l occupations. Accordi.ilg 
to on view, the working populativn ir agriculture should b gradually reduced 
to 55 per cent of tnt tctal by tht. end cf t.he Fiftn Plan. This objective implies 
crMtion cf more employmer. t opportunitiLS in nor -agricultural occupations 
which, in turn, are linked up w1!h the s;ze of investment that is possible during 
~he sucJessive Five Year Plans. 

2 · 25. The employmeP t aspect of a plan is, to .a large extent, connected 
with the population growth. It can be anticip::1ted that as a result of the progress 
made so far by the development plans and consequent improvement in health 
and sanitatior, the death ratt will go down. Tne declining rate of mortality, 
unless accompanied by a fall in tl:e birt.h rate will, naturally, lead to a rapid 
ircrease in population which, in turn, will contribute large additions to the 
future workir..g force. 

2 · 26. ThP present indications are that the death rate will go down from 
21 · 6 per thousand pe ... annum during the Second Plan period to 18 · 2 durirg 
the Third Plan period, while there will be only a. small changE ir t.hf birth rate 
from 40 · 7 to 39 · 6 during the period. Consequently, the populatioc is Pstimated 
to go up at an annual rate cf2·1 per cert when thcrf will b£ an mcreaseof48·8 
million in the total population and a correspondinp- rise of 15·0 million in the 
wcrking force. 

2 · 27. lr order to tackle the employment problem in the future· plan~, 
it is imperative that from row onwards the population ~owth is interpreted 
in terms of additional jobs that are likely to be required to meet thE growth 
in .the working force. The dec lint of birth rate may not be very sigpificant with 
reference to the additions to the workirog force in the immediate futur{ as thOEe 
wlw constitute the potential workin~ force are already born. But it is essenti&l 
that a bc~inring shculd be made in cutting down tbe birth rate to curb the 
future increases in the working ·popuhtion which will otherwise assume large 
dimensions. There is already a surplus of manpower for whom adequate em­
ployment opportunities have to be created during the current plan and, unless 
the rate of population growth is now brought down, the pressure on the employ­
mont market will continue to ri<>e during the future plan!'. 

2·28. Food situation in India-The food situation in India has undergone 
a significant change during the last decade or so. '\nile during the forties and 
early fifties, the food problem caused concern due to Etagnant agriculture 
combined with an increasing population, during the late fifties there has been 
increasccl production. Nevertheless the food problem continues to cause 
grave concf'rn owing to growing numbers and increasing demand mainly caused 
by heavy developmental elpenditure, deficit financing, increased money 
supply and increased purchasing power with the public. 
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2 · 29. After a 8erious set-back to the production of foodgraim during 1957-58 
a record crop of 73·5 million tons of food<Yrains has been l1arveste<l in 1958-5!>. 
It is expected that altlwugh at the cr.d ottno Pkn period, the revised t1.1.rget cf 
80·5 million tons for food grains may not be reached, the original target of 75 
million tons will be achieved and may well be exceeded to some extert. The 
index number of production of foodgra.ins and population in India during the 
1d.st ten years are shown in the following table:-

Year Production Population Index Index of Index of 
(million (million number population produf'tion 

tons) ~rsons) of food per bead 
grains pro· of popu-
duct ion !at ion 

1949-50 54·0 3.36·84 100 100 100 

19.30-51 50·0 361·29 90·5 101·2 89·4 

19.31-52 51·2 367·10 91·1 102·9 83·5 

19.52-53 58·3 373·00 101·1 104·5 96·7 

19.33-.3! 68·7 379·00 II9·1 106·2 ll2·1 

19.34-;).') 67·0 385·10 ll•3·0 107·9 106·4 

19;};3-56 65·8 391·40 ll5·3 109·7 105·1 

19;'56-57 tj8·7 399·10 120·5 1II·8 107·8 

19.>7-58 62·5 407·00 108·0 II4·0 94·7. 

19.38-59 7.3·5 415·00 128·2 II6·3 ll0·2 

2·30. From the figures of production given above, it will be observed that 
despite annual variations, on the whole there has been a risir.g trend in the 
production of foodgraim. The index number of production has risen from 100 
in 1949-50 to 115· 3 at the end of the First Five Year Plan (1955-56) and furtl er 
to 128·2 in 1958-59, thus showing an increa<>e of 15·3 per cent during the 
First Plan period and another 11 per cont during the first three years of the 
Second Plan period. As against this, the population rose by 9·7 per cent during 
the same period and by another 6 per cent during the first three years of the 
period of the .Second Plan. 

2 · 31. In spite of improvement in the total as well as per capit:J. production, 
the supply of foodgrains is still lagging behind the actual needs of the people 
and the problems of shortages and high prices continue. 

2 · 32. With the increase in purchasing power and progre~sive urbapjsation, 
the people are changing over in increasing measure from coarser foodgrains 
suca as jowar, bajra, barley, ragi, etc. to superior grain;; like wheat and rice. 
This h~t<> the effect of an increase in the demand specially for wheat and rict-. 
An examination of the position in the h1st few yt>ars will illustnte how the 
demand on foodgr:?,ins is increa~ing in tho country. In 1953, the tota.l gross 
prcdnction of cereals was 49·2 million to.1s. It was then found possible to met't 
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'tlH~ requirements of the country by i:g1porting only 2 · 0 million tons of food 
gr<1im1 (cer3als), the total gross availability for the year being 51·2. million 
tons. In 1957, the production of cereals had gone up to 57· 25 million tons and 
although this figure exceeded tl1e total availability of 1953 by about 6 million 
tons, there was heavy pressure on the supply of foodgrains and the prices 
were steadily rising. It was, therefore found necessary to import as much as 
3·58 million tons offoodgrains (cereals) in 1957, and as against the total gross 
availability of 51· 2 million tons in 1953 that in 1957 was 60· 83 million tons. 

2·33. The following table shows the quantity of foodgrains imported from 
foreign countri~s since the year 1948 and the value thereof. It will be seen 
tha.t the imports have been fluctuating according to the needs of the country, 
depending on production of foodgrains from time to time. In 1953-54, when 
the production of foodgrains reached the peak, the imports were curtailed to 
the minimum. In 1954, the imports were only 8·1.lakh tons and in 1955, 7 lakh 
ton'l, as against the peak figure of 4 7 · 25 lakh toils in 1951:-

Year Quantity Value 
Jin 000 tons) (lakhs of 

Rupees) 

1948 2,841 12,972 

l!H9 3,706 14,460 

19.)0 2,125 8,060 

19.)1 4,725 21,679 

19.i2 3,864 20,907 

}!);)3 2,003 8,595 

19.i4 808 4,702 

19:J;j 707 3,311 

19.i6 1,420 5,634 

l!J::i7 3,582 16,218 

19;i8 3,175 12,052 

2 · 34. The demand for foodgrains during the Third Five Y eat Plan period 
·will be influenced by (a) the increase in population; (b) urbanisation and (c) the 
increase in purchasing power of the people as a result of increase in national 
income and l10avy development expenditure. It is difficult to give a firm estimate 
of tl1e likely imports but it seems that it will be necessary to continue to impori 
3 to 4 million tons annually for some years to come. The Foodgrains Enquiry 
Committee recommended* that "for an effective solution of the food problem, 
not oPly dettrmined all-out efforts to step up production have to be made but 
the high rate of increase of population ha::. to be checked. We, therefore, 
urge tl1at a nationwide campaign for family planning, enlisting the efforts· 
amd en11rgies of social workers particularly women, .medica.l.men, scientists, 
sociologists, economists, administrators and political l~aners he launched". 

• Report of the Food-grains Enquiry Committee 1957, page 133. 
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2·35. Food requirements not only include fooclgrains but pwtectiva food-3 
]ike vegetables, fruits, milk, poultry, fish, meat etc. The supply of these is far 
from adequate. Similarly human requirements include not only food hut hou~­
ing, educational and medical facilities and other measures for the improvement 
of the general socio-economic standards of the people. 

2·3(i. Optimum population-The Committee appreciates that no definite 
view can be expressed regarding the optimum population for India, as it 
depends upon the consideration of innumerable variables whose prec:se magni­
tude cannot be predicted with any accuracy. Shri Ashoka Mitra, the Registrar 
General, considers that "at the present rate of employment and residual em­
ployment even a population of 400- million in 1960 will be much above the 
optimum". 

2 · 37. The abovt brief examination of the position concerning the rise 
in the growth of population, the levels of w.come, bvth national and per capita •. 
the growth of employment opportunities, the increctse in food production and 
consumption, combined with the increasing requirements for housing, educatior• •. 
health and other facilities for improved living standards, leads to the irresis­
tible conclusion that unless population growth can be substantially curtailed, 
the people will not enjoy the full benefits of their intensive efforts to increase 
productivity and accelerate development under the Plans. 



CHAPTER III 

REVIEW OF TRE FAMILY PLANNING PROGRAMME 

3 ·1. Health, Survey and Development Committee-In 1943, the Government 
of India appointed the Health, Survey and Development Committee under the­

. Chairmanship of Sir Joseph Bhore with Dr. K.C. K. E. Raja as Secretary. 
In the report issued by this Committee, birth control services were recommend­
ed primarily for health reasons. 

3 · 2. In March 1950, the Government of India appointed the Planning Com­
mission, and in the following year the Commission be~n to explore the prob­
lem of population growth in connection with the r.ecommendations that had to 
be made forth e first Five Year Plan. This subject Qame up for discussion. both 
in tl1e Advisory Health Panel and the Advisory Social WE-lfare Panel appoirted 
by the Planning Commission. On the lith April, 1951, the Advisory Panel 
or Health Programmes appointed a sub-committee on family planning. This 
sub-committee strongly recommended that family planning should be recog­
nised officially in order to safeguard the health and wdl-being of mothers and 
cLildren and to aid the national economy by reducing the birth rate concurrent­
ly with the death rate, thereby helping to stabilise population growth. It was 
recommended that a. financial allocation be made for services and scientific 
research in family planning. (See Appendix V). 

3 · 3. In the meantime, during,l951, the Ministry of Health invited, through 
the W.H.O., Dr. Abraham Stone to carry out a survey in India from the point 
of view of introducing pilot studies in the rhythm (safe period) . method of 
family planning in the country. · 

In the same year, the Indian Council of Medical Research held a symposium 
(19th November 1951) and recommended the establishment of a broad-based 
reEe!lrch "committee on the medical and biological aspects of human reproduction,. 
to work in close co-operation with the Central Government and the Planning 
Commission. Also, the Adviser, Health Programmes, Planning Commission, 
carried out a survey of existing conditions and formulated proposals. On the 
lOth Aprill952, the report of the Sub-Committee on Population Growth and 
Family Planning was discussed and the establishment of two Committees was. 
suggested, namdy, the PopulJtion Policy Committee and the Population 
Rese:uch and Programmes Committee. 

3·4. First Five Year Plan-On the 7th December, 1953, the Planning­
Commission recommended that a programmL for family limitatio11 and popula­
tion control should (a) obtain an acc.urate picture of factors contributing to 
the rapid population increase in India (b) discover suitable techniques offamily 
planning and devise methods by which knowledge of these techniques can be 
widely disseminated and (c) make advice on family planning an integral part of 
the service of Government Hospitals and Public Health Agencies. The pro­
gramme was to include the provision, in Government Hospitals and Health 
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eentres, of advice on methods of family planning for married persons who re­
-quiied such advice for health reasons, field experiments on different methods of 
family plar.ning for the purpoEe of determining t.ho suitability, acceptability 
.and effectinncss in different sections of the population; development cf witz.ble 
procedures to educate the people on t'he family planning methods, collection 
from representative sections of the population of information on nproductive 
patterns a!,.d attitudes and motivations affecting the size of the family, studies 
<>n the inter-relationship lctwecn economic, .:;ccial and population c1 anges, 
-collection and ~tudying of information about different methcds d family 
planning r.r.d mr.ki11g such information about different methods of family 
planring available to profe.sdonal workers, and research intc the physiological 
and medical aspects of hun1an fertility and its control. (See Appendix VI). 

~ · 5.Research &; Programmes Committee-The Population Policy Committee 
-came into being on the 7th Aprill952, and on the 6th May, 1953, the Family 
Planning Research & Programmes Committee was appointed to recommend 

. programmes and research schemes and the amount of assistance to be given 
to existing voluntary organisations after .a review of their work. (See Appen­
dix V11.) 

3·6. The Family Planning Research & Programmes Committee recom­
mended the allocation of Rs. 65 lakhs under various main heads appro­
priated for family planning under the Five Year Plan, as follows :-

Heads 

Subsidy to State Governments and voluntary organisations 

Training programme (model training centre) 

Training progr.1mme for the int~rim p3riod 

Education for family planning 

Establishment of units for the evaluation of contraceptives-

(a) Laboratory studies .. 0·60 
(b) Studies in selected clinics 2 · 20t } 

Research on the biology of human reproduction 

Research on attitudes and motivations affecting fertility and economic 
social detcrminar. ts of population trends 

Existing research centres, Lodi Colony and Ramanagaram 

Headquarters staff including expenditure on meetings etc. 

Total 

and 

Allocation for 
five years 

( Rs. in lakhs) . 

30•00 

7·50 

I·OO 

5·00 

2·80 

3·00 

9·00 

3·50 

3·20 

65·00 

3·7. Two sub-committees of this Committee were also set up (a) on social 
-economic and cultural studies and (b) on the biological or qualitative aspects 
of population. A Standing Committee was also formed for regulating the 
testing and evaluation of contraceptives. 
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3·8. Family Planning Se_ction-A Family Planning Section was created 
in April1952 in the Planning and Development section of the Director General 
of Health Services. The Staff of this Section included : one Section Officer, 
<me Assistant, Two U.D.C.:;. and two L.D. Clerks. The Adviser, Health Pro­
grammes, Planning Commission, was placed in overall charge of this Section. 
An Officer on Special Duty for Training was appointed. 

3·9. Grants C~mittee-On the 28th May, 1954 the Government of India 
appointed a Grants Committee to scrutinise and recommend for sanction, 
applications for assistance for family planning work as well as research (see 
Appendix VIII). 

The pattern of financial assistance approved by the 9"overnment of India 
was as follows:-

]\'on-recurring .. 100% 

Recu"ing expenditure-

First six months 100% 

Next twelve months 66-i% 

Next twelve months 50% 

Next six months 331% 

3 ·10. Pro,qress-First Five Year Plan Period-During the period of the 
first Five Year Plan, grants-in-aid were given to 15 State Governments, 8 J. .. ocal 
Bodies and 35 Voluntary organisations. The number of clinics opened was 
147 (21 rural and 126 urban). · These included 86 by State Gov~rp.ments,. 
27 by Local Bodies and 34 by the voluntary organisations. Ad hoc training 
courses were conducted under government auspices and 67 persons were 
trained including 30 doctors, 32 health visitors and 5 social workers. (This 
was in addition to about 300 persons trained by the Family Planning Associa­
tion of India). 70,000 posters and 20,000 folders were printed and distributed. 
Two films were produced and nine films were obtained from other source~ 
and made available to different organisations. Medical, biological and de-_ 
mographic research schemes were undertaken. Two medical officers were 
sent on deputation in August 1955 on fellowships granted by the T.C.M. for 
higher training at North Carolina University, U.S.A., for a period of about 12 
months. During their stay abroad they studied the working of family plan­
ning clinics at various places. Both of them qualified as M.P.H. The 
rural centre at Ramanagaram where the pilot studies on the rhythm method 
had been conducted was upgraded in April1955 as the Rural Family Planning 
Training, Demonstration and Experimental Centre after the conclusion of 
the pilot studies. Provision was also made in the Drugs and Magic Remedies 
(Objectionable Advertisement) Act 1954, for controlling objectionable adverti­
sements. During this period the total expenditure incurred by the Central Go­
vernment was Rs. 15 · 82lakhs. Thus, there was an unexpended sum of Rs. 49 ·18 
lakh• from the allocation made available of Rs. 65 lakhs. This was due to· 
the slow pace at which the various component parts. of the programme got 
under way. To some extent this was inevitable, since the ground work for the 
programme l1ad to be laid from scratch. 
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3 ·11. Secand Five Year Plan-The Planning Commission in their Second 
Five Year Plan observed that the programme had progressed sufficiently to 
call for its further development on systematic lines, for continuous study of 
population problems and for a suitable Central Board (more or less autono­
mous in working) for family plafini.ng and population problems. The recom­
mendations made by the Planning Commission included extension of family 
planning advice and service; establishment and maintenance of a sufficient 
number of centres for the training_ of personnel; development of a broad­
based programme of education in family living which would include within 
its scope sex education, marriage counselling and child guidance; research 
into biological and medical aspects of reproduction and of population problems; 
demographic research, ·including investigation of motivation in regard to 
family li_mitation as well as studies of methods of communication; inspection 
and supervision of the work done by different agencies, governmental and 
non-governmental, to which grants would be made by the Central Board; 
evaluation and reporting of progress; and establishment of a well-equipped 
central organisation. (Appendix IX). 

3·12. Central Family Planning Board-The Central Family Planning 
Board was formed on the 1st September, 1956 with the Health l\Iinister as 
Chairman (See Appendix X), for the expeditious implementation of the pro­
gramme. On the 26th September, 1956; the Officer on Special Duty (later 
designated as Director, Family Planning) was appointed. At its first meeting 
on the 27th October, 1956 the Board recommended that a Standing Committee 
be appointed and that the States should appoint States Family Planning 
Officers to supervise family planning work in the States, the Government of 
India agreeing to pay the entire expenditure for three years for such Officers. 
At the suggestion of the Prime Minister made while inaugurating the second 
meeting of the Board, the family planning programme was discussed in a 
meeting of the National Development Council attended by the State Chief 
:Ministers. The periodic Conferences of Health Ministers and Administrative 
Officers of the' States, and of Community Development Commissioners have 
also considered this subject. The Standing Committee was constituted on 
the 2nd January, 1957 under the Chairmanship of the Secretary, Health 
Ministry. (AppendixXI). 

During the years 1956-1959, the Central Family Planning Board held 1 
meetings and its Stanaing Committee held 4 meetings. The official members 
of the Standing Committee were, however, virtually in continuous session. 

3 ·13. Among the important steps taken to promote the family planning 
programme were : the development of administrative machinery at the Centre 
and the States for this purpose, simplified procedures for giving grants, libe­
ralised and flexible assistance to voluntary organisations and local bodies, 
the issue of contraceptives at free and subsidised rates, extension of training 
programmes including courses at medical teaching institutions, starting of a 
broad-based education programme, encouraging people's participation in 
the programme through voluntary work, the extension and intensification of 
research, both demographic and medical, especially as applicable to immediate 
problems, an acceleration of measures to produce contraceptives in India, the 
extension of the requisite facilities for sterilization. The programme was 
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developed as a four-fold action-cum-research programme comprising Service, 
Training, Education and Research, with the close co-operation of governmental 
and non-governmental agencies. 

3 ·14. The Family Planning Section in the Directorate General of Health 
Service3 is still being built up, the present staff consisting of 8 technical person­
nel and 13 administrative staff. (See Appendix XII). 

3 ·15. Pattern of AssistantJe, Second Five Year Plan-The grants to family 
planning clinics are given generally on the following pattern :-

Non-recurring-

Equipment, furniture and publicity material etc. 

::itoeking of contrac!'ptiveH 

Becurring-

One lady doctor & One part-time male doctor 

Rural Urban 

Rs. Rs. 

500 2,000 

500 500 
--------

1,000 2,500 

5,000 

Social worker or health visitor or field worker (family welfare 
worker) 3,000 3,000 

One (P<'on) clinic attendant 

Contingencies 

Conveyance allowance 

Distribution of contraceptive• 

500 

500 

1,500 

5,500 

1,000 

500 

1,500 

II,OOO 

3·16. The pattern of financial assistance offered for the family planning 
programme for 1\LC.H. Clinics run by the Indian Red Cross Society is as 
follows :-

Category I 

Category II 

Co. te~ory Ill 

<'a' <'gory IV 

Population below 2,000 

Population between 2,000 
and 5,000 

Population between 5,000 
and 10,000 

Population above 10,000 

Grant given for distribution of contracep. 
tives. 

Grant given for contraceptives, health 
visitors, and contingencies. 

Grant given for part-time medical officer, 
wholetime health visitor, contin­
gencies and distribution of contraceptives. 

Grant given for full-fledged clinic on app· 
roved pattern. 

3 ·17. All contraceptives in rural and urban centres are authorised for free 
is,;ne to persons with incomes helow Rs. 100 per month; at half rates to those 
with incomes between Rs. 100 and Rs. 200 per month, and at full rates to those 
with income above Rs. 200 per month. Foam tablets and sheaths are issued 
free in rural clinics irrespective of income. 
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3 ·18. Commercial Organisations -Commercial c rganisations, manufacturers. 
mills, factories etc. if r!commended by the Administrative Medical 
Officers of the State, who may be interested in establishing, with their own 
funds, family planning clinics in their concerns for'the benefit of their workers 
will each be sanctioned a token grant of Rs. 1,000 per annum for distribution 
of contrace~tives. Free educational material and facilities for training will 
also be provided. 

3·19. JJJedical and Health Centres-All the primary health centres, hos­
pitals, dispensaries and maternity homes having no family planning clinics 
and which s.re run or recommended by the State Governments are sanctioned 
each a ~ant of Rs. 1,500 per annum..for the distribution of approved con­
traceptives. 

The provision of Rs. 80,000 for building purposes for a Primary Health 
Centre includes provision for accommodation for the fami!y planning clinic. 

3 · 20. The pattern of Central assistance to State Governments, local bodies. 
and voluntary crganisations is as under-

State Voluntary 
Govts. Organisations 

& Loeal 
Bodies .. -~ 

Rural Urban 

Non-recurrin(J 100% 100% 100% 

Recurring-

First Year 80% 100% 100% 

Second Year 70% 100% 80% 

Third Year 50% 100% 80% 

Fourth Year 30% 100% 80% 

Fifth Year 20% 100% 80% 

The expenditure for contraceptives in all rural and urban clinics and for 
clinics in medical teaching institutions is borne entirely by the Central Govern­
ment. 

3 · 21. The procedure laid down for financial assistance to local bodies 
and voluntary organisations is given in Appendix XIII. 

3·22. Budget Provision & Expenditure-Second Fire Year Plan-A total 
provision of Rs. 497 lakhs (including Rs. 400 _lak?s at the Centre ~d Rs. 97 
lakhs in the States) was made for the Second Five Year Plan penod. The 
tentative allocations were: Service-Rs. 373·25lakhs; Training-Rs. 15·75 
lakhs; Ed:.ICation-Rs. 50·00 lakhsandResearch-Rs. 50·00 lakhs. The budget 
provision approved for 1956-57, 1957-58, 1958-59 and 1959-60 was Rs. 30 
lakhs, Rs. 25lakhs, Rs. 46lakhs and Rs. 80 lakhs respectively. 
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Budget Provision and Estimated Expenditure 
(R~. lakhs} 

1956-57 1957-58 1958-59 1959-60 
,----J-----, 

Budget Expen- Budget · Expen- Budget Ex- Bud- Antici-
diture diture pendi- get pated 

ture exp. 

1. Clinics 12·00 3·05 15·07 16·34 26·15 19·98 46·03 45·39 

2. Training and 
Education 9·00 0·67 5·23 2·22 8·50 5·04 24·61 1·7S. 

3. Research 6·00 3·99. 3·66 6·70 8·65 5·76 5·21 3·14 

4. Organisation 3·00 0·93 1·14 0·75 2·70 0·72 4·15 0·74 

Total 30·00 8·64 25·00 26·01 46·00 31·50 80·00 51·03 

3·23. Service Provision-Second Five Year Plan-The Plan: provided for 
the opening of 500 clinics in urban anJ 2,000 clinics in the rural areas. Nor­
mally each clinic was required to cover a population of 50,000 in the urban 
and 66,000 in the rur~l areas. The grant for rural clinics provides one worker 
only to strengthen the staff of the unit to which it is attached. In the absence 
of information regarding the work load, and difficulties in finding doctors for 
rural areas, provision for a doctor in rural clinics. was not made. Two pilot 
clinics in each State were, howeyer, authorised to have a woman medical 
officer. ·· 

The phasing of clinics was as .follows :-

1956-57 1957-58 1958-59 1959-60 1960-61. Total 

Rural 

Urban 

100 

30 

200 

40 

300 

80 

600 

150 

800 

200 

2,000 

500 

3 · 24. Against the target for 1956-60 of 1200 rural and 300 urban clinics 
691 rural and 309 urban clinics have been opened so far. 

Number of clinics opened i!uring 1956-60 (upto 30-10-1959). 

Sponsor Rural Urban Total 

State Governments .. 654 209 863 

Local Bodies 27 27 

Voluntary Organisations 37 73 110 

Toto.l 691 309 1000 
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Out of 310 districts of India, 262 now have family plannincr clinics. The 
urban clinics include 21 in medical colleges, 63 in teachincr 'institutions for 
medical auxiiiaries. Apart from the regular 6linics, out 

0

of 4,163 M.C.H. 
Centres, 1,318 have family planning clinics. 

3·25. It is estimated that 46·65 lakhs couples have been contacted by 
the clinics and 11· 5 lakhs couples . were given contraceptives. The sale of 
contraceptives has been increasing since 1956. The sales in 1957 were twice 
the sales rlurirg 1956 ard the sales durin! £ach of t}Je vears 1958 ai~d 1959 
were abc.ut six -time'l the t:ales f:urirg 1937. • 

3·26. Sterilization-The Central Familj Planrir.g Beard recommer.ded 
the inclusion of the sterilization operation in the family planning programme, 
the cases to be selected after a careful examination by a qualified dcctor of 
the patient's family history and ccndition. The operation reeds the prior 
-consevt of both husband and wife, and must be performed in hospitals or medical 
institutions where the requisite facilities for performing such operations exist. 
The Central Council of Health at their meetirg held in Shillong in January 
1959, recommended that the State Governments should intensify the family 
planning programme, including surgical facilitie'>, at their hospitals and medical 
institutions and the Central Government could give financial assistance to State 
Governments for establishing such surgical facilities. The Ministry of Health 
has also sanctioned extra personnel to strengthen the staff of the Safdarjang 
Hospital, New Delhi, for performing sterilization operations and similar facilities 
.are being extended to other hospitals. The Ministry cf Home Affairs has decided 
io grant special casual leave not exceeding six working days to Government 
servants who undergo vasectomy or salpingectomy operation under the family 
planning scheme. The Executive Committee of the .Medical Council of India, 
at their meeting held on the 26th September, 1957 on the subject of sterilization. 
operations for medical, eugenic and socio-economic reasons, decided that males 
and females may be allowed to be operated upon for sterilization in hospitals 
and private nursing homes, provided it is '\oluntary and with the consent of 
both husband and wife. 'lhe Indian Medical Association bas also supported 
sterilization. 

3 · 27. Sterilization facilities are being ext~nded in the States, e.'lpecially in 
J.Iadras. The numbPr of sterilization cases reported in India during 1956 was 
7,823, and durir;g 1958 this number increased to 25,873 (Appendix XIV). 
These are co11sidered to be underestimate'>. 

3·28. ~Manufacture oJContraceptires-ThPie are at presmt t.~·o units in the 
country eugaged in the manufacture d rubber cor;traceptiw~. The cfmhined 
installed capacity cf these two ur.its fer male cortracpptivri' i~ about 16 lakh.s 
numbers pPr year. Against this the prcdudion durirg the past few years is 
as follows-1954: 345, 252; 1955: 111, 55:?; 1956: 78, 612; 1957: 108, 456;1958: 
155, 760; and 1959 (January August): 12-!, 956. The currert llemaul fol' 
male contraceptives has been estimated at 8 million per year which is likely to go 
up to 10 million per year by the er:d cf 1961. It W(•uld thus be l'een that the 
current prcduction cf male contraceptives in the courtry is ret adequate to 
meet the demard. Even if the e:x;istil1g capacity is fully utilisell, it would meet 
the estimated demaLd only to the extent cf about 20 per cem. 
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3·29. With regard to female contracepnves mere Js no mmgenous produc­
tion for the iliaphragm type of contraceptives. The requirements for the dia .. 
phragm contraceptives which would be 3,000,000 during 1959-60 would rise 
upto 5,000,000 by 1960-61. The cervical cap female contraceptive is also being 
manufactured in India though the production cal?acity is very limited. 

3·30. In view cf the meagre production of these items in the country 
the Governme!lt have been following a liberal import policy. Till June, 1957, 
the8e items were on O.G.L. after which they were placed on quota licensing. 
COI:tracepth. es falling under this item were e:x;empted from payment of custcms 
duty leviable thereon. The particulars with regard to the imports of rubber 
ccntraceptives from 1957 onwards are as follows:-

(Quantity in '000' doz.) 
(Value in '000' Rs.) 

Huhbl'r Contracep· 1957 1958 
19;39 (J~nuary-

July) 
tives ,-~ A. ,-~ 

Quantity Value Quantity Value Quantity Value 

r.K. 49 71 86 109 89 96 

C'zerho~lovakia 32 23 2 1 

Japan 168 95 Ill 67 63 3S 

L'.S.A. 276 458 162 230 145 192 

(Hhers 59 29 3 3 3 4 

584 676 362 409 302 331 

3·31. Manufacture of rubber contraceptives involves a considerable 
amount uf technical skill. It is perhaps for this reason that the existing capacity 
is not 1eing fully utilised. To make the country less dependent on importa and 
also to meet the domestic demands, several steps have been taken. Necessary 
f~cilities are being given to the existing units to produce to the maximum extent 
possible. · With a view to bring into existence additional capacity, 11ew 
entrepreneurs are being induced to take up the production of rubber contra­
ceptives in collaboration with well known foreign manufacturers. 

3·32. Since indigenous production is very small as compared to demand 
pending creation of additional capacity, a liberal import policy for rubber con­
traceptives has been adopted. In view of the need for the creation of additional 
capacity for thE' manufacture of these items, new schemes and substantial ex­
pansions would receive sympathetic corsideration provided the schemes are 
technically and otherwise sound. In order to ensure the succe6s of the approved 
schemes, all necessary help would be given including the assistance required 
for tl1e import of plant and machin~ry, raw materials, chemicals, etc. which. 
are not indigenously available. 
M1 B:!3lfofHealth-4 
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3· 33. A number of firms in India are manufacturing foam tablets to meet 
the entire requirements. Manufacture of jellies -and creams has also been 
-started in the country. It is anticipated that the entire requirement will be 
:produced in the country. 

3·34. Training Programme-Sec07ld Five· Year Plan-The following 
training programmes have been developed:-

( i) Centre for training potential instructors. 
(ii) A rural Training, Demonstration and Experimental Centre. 

(iii) Touring training team. 
(iv) Development of selected clinics into Regional Training Centre~. 
(v) Regional Training Centres for family welfare workers. 

(vi) Ad hoc training courses of short duration wherever trained personnel 
and clinical material are a\'ailable. · 

(vii) Incorporation of family planning in the normal training programme 
in teaching institutions for doctors and medical auxiliaries. 

Stipends are given during the regular training period at the rate of 
lt~. 150 p.m. to doctors, Rs. 100 p.m. to social workers and public health nurses 
.and Rs. 75 p.m. to health visitors and field workers. Travelling allowance 
is also paid to trainees from voluntary organisations. Each trainee receiving 
stipends is required to execute a surety bond to the effect that after completion 
.of training he or she will serve the State Government/I.ocal Body/Voluntary 
()rganisation for a period of at least 3 years. The applications of trainees are 
required to be sponsored by the State Government/Local BodyJVoluntary 
Organisation. 

3·35. A Family Planning Training and Rese,arch Centre for potential in­
·structors was established in Bombay on the 15th 1\Iarch, 1957, and another 
is being started at New Delhi. The Rural Training, Demonstration and Ex­
perimental Centre was developed at Ramanagaram and the first course of training 
was started on the 12th August, 1957. A grant for a pilot Touring Training 
Team was given to the Family Planning Association of India, Bombay, and ten 
:additional teams will be started soon. Seven Regional Training Cantres are 
functioning: two in the Punjab (Patiala and Amritsar), and one each in Assam 
·(Shillong), Andhra Pradesh (Hyderabad), 1\Jadras (Madras), Kerala (Trivandrum) 
.and West Bengal (Calcutta). Short term ad hoc training courses are being 
.conducted in different places wherever facilities exist. 

3·36. In view of the great difficulty experienced in finding social workers 
for rural areas, a scheme to train family welfare workers has been approved 
a.nd grants have been given to the Andhra l\fahila Sabha, 1\Iadras,. the .Matru 
Seva Sangh, Nagpur and the Kamla Nehru Memorial Hospital, Allahabad, for 
-conducting the training courses. 

3 · 37. During the First Five Year Plan period 67 persons were trained in 
Government sponsored courses in addition to about 300 persons trained 
by the Family Planning Association of India. 2,589 persons have been trained 
in family planning in varied courses during the Second Five Year Plan period 
(upto October 1959), (Appendix XV). The details regarding the staff and 
.expenditure of the different training centres is at Appendix XVI. . 



27 

3. 38. Education Programme-Second Five Year Plan-The education pro­
gramme carried out includes the following:-

(i) Projects to collect detailed information regarding factors responsible 
for community and family attitudes, beliefs and behaviour pat­
terns; 

(ii) Identification of natural group'> and natural group leaders and the 
use of these as a channel of communication; 

~iii) Preparation aiid testing of basic materials andJmethods for (a) 
mass communication; (b) community education; (c) imparting speci­
ii.c technical knowledge at:d skills; 

{it•) Training a corps of competent workers. 

'The education programme is bei.J.1g developed at the Centre lwith the co­
operation of the Central Health Education Bureau, Directorate General of 
llealth Services, and the l\linifltry of Information and Broadcasting. 

3 · 39. The education material produced includes 5,10,000 copies of posters 
•6,96,000 of pamphlets and folders, one film (under production) and 377 cinema 
.hlides. A number of talks, discussions, interviews and features were broadcast 
<~ver All India Radio. A monthly "Family Planning News" is now issued by 
the Directorate'General of Health Services. Grants were sanctioned to the 
Family Planning Association of J'Ildia for its quarterly publication the "Journal 
of Family Welfare" and monthly· bulletin, "Planned Parenthood"~ Grants 
'Were also Ranctioned for "Pariva.r ~iyoja.n" a quarterly journal in Hindi, and 
other puhlicatwns. Honorary Family Planning Education Leaders have been 
appointed for motivating the people and mobilisi.J1g opinion in favour of family 
planning. The latest development in the educational programme is that the 
Population Council, U.S.A. is to send pilot Health Education Units for family 
planning education. The Ford Four.. dation has offered assistance for family 
planning motivation programme. Fourteen Orientation Training Teams ha'\-e 
also heen sanctioned. Orientation camps are proposed to be conducted by 
pt•ripatetic education teams, each team consisting of a one doctor (Asstt. 
Surgeon Grade I), one health educator and one attendant (peon). The aim is 
gradually to have groups of persons in each village and town as voluntary 
}'amily Planning Education Pracharaks. The publicity programme is being 
carried out with the assistance of the l\Jinistry of Inforn1ation and Broad­
ca~ting. 

3·40. The Committee on Health Education and Nutrition Education 
t:'l't. up by the l\IiniRtry of Education is now preparing revised syllabi 
on health eJuration for primary and secondary schools and teacher's training 
institutions. Thi~ Committee is of the view that sex education should find a 
l'lare in the educational curriculum in schools. The svllabi will be referred to 
State Govemments a1:d 'VI:iversit.ies for their Yiews· before finalisation. The 
.--yllaLi will alw he li);tl'l<.l on .al'\ expni.l'l1eJ1ta) ha11i~ in ~elected schoola. 
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. ::\·41. .Medical anrl Biological Resertrch-Second Fire Year Plan­
l\Iedical and biological research is heing conducted mainly under the Indian 
Council of 1\Iedical Research, under the guida1:ce oft1e Physiolc:gy of Human Re­
production Committee (Appendix XVII). Investigations on contraceptives 
are being carried out at the Contraceptive Testing Unit, Indian Cancer 
Research Centre, Bombay, the All It:elia ln;titute cf Hygiene ar:d Public· 
Health, _Calcutta, the Central Drug Research hstitute, Luchow, the 
Institute of Post-Graduate l\Iedical Education ar:d Research, Calcutta, the· 
Bacteriological Institute, Calcutta, and the Pharmacology Department of the 
Lucknow University. Fiftynine mechanical ar.d chemical contraceptives­
have bren tested and 22 have been found satiRfactory. A number of om] 
contraceptives have been investigated. The results (Jf research on meta-xylc-
bydroquir_:one appear encouraging. · 

3·42. Demograpldc Research Programme-Second Fire Year Plan­
Demographic Re3earch is beir:g cor.ducted urder the guidance of the Demo­
graphic Adl"i...,ory Committee (Appendix XVIII). The Demographic Training 
and Research Centre, Bombay, was started in 1956 by the Government of 
India in collaboration with the United Natiors and 'l'ata Memorial Tru~t •. 
as a regional institution to serve the needs of· Asian ccuntries included in 
the ECAFE region. The provision made by the three cm:stituent ~po:csors i:;.. 
p.hown below-

Share of Govt. Tata Trust U.N •. 
(Rs. lakhs) 

(Rs. ($) 
lakhs) 

N.R. R. Total 

1956-57 2·92 1·23 4·15 0·25 51,000 

1957-58 3·20 1·26 4·46 0·25 41,000 

1958-59 1·46 1·46 0·25 41,000 

1959-60 1·48 1·4~ 0·25 41,000 

1960-61 1·57 1·5T 0·25 
41,000 

6·12 7·00 13·12 1·2.> 2,15,000* 

• (Rs. 10·20 lakhs) 

The Centre functions in collaboration with the following institutions:­
The Department of Economics of Bombay University, Bombay. 
The Department of Sociology of Bcmhay University, Bomb~y. 
Two Divisions in the India Cancer Research Centre, Bombay, dealing 

with Human Variation and the Physiology of Human Reproduction 
respectively. 

The Tata Institute of Sccial Scier.ces, Ch~:mbur, Bombay. 
The Departments of Economics ard Statistics of the Government of 

Bombay, and 
The Gekhale Institute C•f Polities :~r.d Eeor:ornics, Pooua.. 
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'The Centre is provided with staff consisting of a Director, a Sta~istician, 
and junior technical and secretarial personnel as well as experts assigned _by 
the United Nations. The administrative control is vested in a Governmg 
Body (Appendix XIX). The inaugural conference of the Centre took pl3;ce 
in 1957 at which a number of delegates from India and other Asian countries 
were present. The conference made a series of recommendations regarding 
the training and research programme of the Centre. As recommended by 
the conference a Standing Advisory Committee consisting of a Chaipnan 
nominated by India was constituted (Appendix XX). The aim of the training 
prowam at this Centre is to help to build up over a period of years, a nucleus 
of versons in each country of the region who have sufficient knowledge of 
demography to plan and carry out population studies and undertake demo~ 
.graphic training in their respective countries .. Since 1957, nine Indian and 
twelve foreign fellows have been admitted for· training. Fellowships at the 
rate of Rs. 540 per month for a period of 12 mon.tbs are offered to the foreign 
stuclents by the United Nations in addition to travel expenses to and fro. In ad­
dition free furnished hru;telaccommodation is provided. The Government of 
Inclia offers a monthly stipend ofRs. 250 to each Indian student fora period of 
two years. The expenditure for study tours undertaken by the students inside 
the country is met by the Centre. The minimum qualification for the foreign 
fellows is B.A. or its t>quivalent. The minimum qualiftcations for the 
Indian fellows is a Masters Degree in Mathematics, with preference for those 
·who took statistic.s as a SJleciallm bject, statistics, economics, sociology, biology, 
p11ychology, and anthropology, or a degree in medicine with preference for those 
who llave had experience of puplic health work. The Centre offers two types 
of training-1General and Special. The main training programme ~s the 
General course. Special courses are intended to meet the needs of individual 
canditlates. The General course ·is for the duration of one year, starting in 
July. The training programme is carried out jointly by the Centre and the 
co-operating units. The subjects taught are substantive demography, techni­
cal demography, statistics, economics, sociology, field survey techniques, human 
genetics, physiology of human reproduction and a family planning seminar 
·occupies an important place in the teaching programme of the Centre. Each 
student is also re-quired to take up a special topic for more intensive study 
under the guidance· of a member of the staff and write a report before he finishes 
the first year course. Periodical assessment of the students', progress is done. 
by the instructors. Highly qtialified and experienced persons are given facilitiea 
for specialised study ~nd research in demography in suitable cases. A Certifi­
-cate is awarded to the student undergon1g the General or Specialised course. The 
second year of training which is only for Indian students, is devoted mainly 
to research. Proposals are under consideration for providing higher training 
in foreign universities for selected students who have undergone training in 
the Centre. Provision also exists for a Ph.D. course at the Centre. A survey 
of about 500 school children of Bombay city for obtaining estimates of the 
intel_ligen<"e quotient, physical mewurements, physical efficiency etc., is being 
can1ed out, which may 8erve as base line data to compare future changes in 
re~<pect ofthese characterit>tics among the school children in Bomhav. Internal 
migration between :States in India based on the census data, future growth 
.of population in <Ceylon and its impact on the economically active sections 
.of the populatio11, .and .an.analy~:~is of the data collected in. the fertility survey 
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in connection with the Burmese censuses of 1953 ard 1954, are some of the 
research programmes that are being carried out by .the C'entre. A project 
h!ls al~o been jointly undertaken by the Centre ard the Family Plaming 
Traini.cg and Research Centre, Bombay, to try out different education techni­
ques in regard to family planning amongst a group cf railway workers. There 
is a well equipped library for this Centre. 

3·43. The Demographic Research Centre was establiRhed in the Delhi 
University in 1957 to carry out research and field studies on problems relating 
to the Indian population. The st!lff employed at the Centre consists ci 
field survey staff, research staff and clerical staff. The Centre is financed 
by the Gove:~;nment of India and has an annual budget of Rs. 62,000, The 
Centre has undertaken two types of research activities; (1) those relating to 
the collection of primary data and (2) those relatirg to the production of 
demographic information from secondary data. Ut~der the first head are 
included field surveyR carried out by the Centre in some villages around Delhi 
for the purpose of collecting information of demographic significance as on 
birth, death, mortality; migration, fertility, age at marriage, age at widowhood, 
interval between age at marriage and widowhood, etc. Under the secor.d 
head may be included the estimation of the mean ages at marriage and widow­
hood in India, the mean duration of fertile union in India, decade interval 
migration in different cities a.nd States in India, the rate of urbanisation in 
India etc., all from census data and the collection and ana.lysi.<~ of data in the 
case cards of visitor~ to family plannir.g cliniCR in Delhi. 

3· 44. A Demographic Research Cei;.tre has been established at the lr.dian 
StatiRtical Institute, Calcutta. The research programme consist<! of three 
parts-

Part 1-
Study of demographic statistics relatir.g to fertility and mortality 

differentials from publi~hed reports. 

Part 2-
U) Tabulation of data already collected relatirg to same subj• cts. Calcu­

lation of all-India and zonal estimateR of birth and death ratei'l~ 
social cla.sRes, age, etc., based. on data collected in the N. S. S. 7th 
round. 

(ii) Tabulation of data of a social mobility survey conducted' ill rural 
West Bengal and Calcufta. city in 1956. 

(iii) Tabulation of data collected in the N.S.S. 12th rour..d on occupa­
tional shifts and their impact on the fertility pattern. 

(iv) Analysis of data collected on the prevalence ~rd charges in codra­
ceptiYe practices among Calcutta couples, their effect on fertility 
patterns and social factors associated with them. 

Part 3-
Co!lection of such data a~-1 may he necessary to supplement the study 

based on Parts· 1 and 2 to yield an inte~rated picture 
of the pre\; ailing fertility and mortality patterns ()lJl.der this, a 
special demographic survey wa~ envisaged). 
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The work relating to the tabulation of the data of the N:S.K 7th round 
demography schedule, the social mobility survey and the family planning 
survey in Calcutta city were taken up during 1957-58. In the year 1958-59 
the Institute was engaged with the schemes under Parts 1 and 2 of, the 
proposal. The reports of the social mobility survey ar.d the family planning 
survey in Calcutta city have been published. 

3 · 45. The Demographic Research Centre in the Department of Statistics, 
Kerala began fw1ctioning from the 14th August, 1958, with an Assistant 
Director and other staff. 

During 1958, th.e unit began a survey on attitudes towards family planning. 
A pilot survey was first conducted in Trivandrum city and then extended to 
other district headquarters. 

The survey aims at estimation of (i) the percentage of people who favour 
family plruming, (ii) the percentage of the people who favour known methods 
of birth control (iii) differential fertility according to income and occupation 
and (iv) spacing of births. For the pilot survey, the houses in Trivandrum 
city were divided into four strata according to their anr.ual value ·and from 
each stratum 380 houses were tbus selected. Data was collected on (1) parti­
culr.ra of households (2) particulars of individual members (3) couple particulars 
and sparing of births (4) particulars of the mother cf the female member of 
the couple (5) attitude to family planning giviPg age of the partners (6) kno'\\­
ledge c·f contraception (7) practice of contraception (fertility history) (8) atti-
tu<lee and preferences. · 

3 · 46. Go-ordination-The family plar ning programme is being conducted 
with the dcse co-operation of the PlanLing Commission, the concerned 
1\linis~ries, ~tate Gover11ments and other governmental and non-governmental 
agencies. 

(a) Central Sodal Welfare Boaird-Shrimati Durgabai Deshmukh, Chair­
man at:d Shrimati Dhanvanthi Rama Rau, member of the Central Social 
Welfare Board, are members of the Central Family Pla.nnin~X Board and its 
Standing Committee. A close collaboration between the two boards is being 
intensified. 

(b) Ministry of Community Det•elopment-Health is an integral part of 
the multipurpose Community Development Programme. The country has 
been divided into approximately 5,000 Blocks to cover the entire area. Each 
Block has a population of about 66,000 with, approxim~Jtely, 100 villages. 
According to the pattern of development, each Block should have a Primary 
Health Centre and three sub-centres. This is the minimum requirement accord­
ing to the pattern, but if the State Government has additional funds and staff 
it can augment these services. Family Planning is considered an integral 
part of the health programme in the C.ommunity Development Block. Nearly 
two-thirds of the country is covered by this health programme and it has been 
decirled to cover the entire country_ by the end of l\larch 1963. The health 
programme in Community Development areas is of an integrated pattern, 
combining both the curative and preventive aspects, with emphasis on pre­
vention. There were 1,624 Primarv Health Centres on 31st 1\Iarch, 1959, 
and it is presumed that many mor~ have been arlded by now. As regards 
staff, arcordi1:g to the pattern, there should be a, minimum of 1 doctor, 1 
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compounder, 1 lady health visitor, 1 sa.citary in~pectorjhealth inspector, 4 
midwives/auxiliary nurse midwives, and a few Class IV officials. This staff 
is in addition to the existing staff in the Block. Instructions have been issued 
to the State Governments to see that the staff posted in the Community Deve­
lopment Blocks receive orientation in the basic philosophy and concepts 
ofthi'J programme and further that the staff receive training in family planning 
work. In both training and orientation, the health education of the people 
is of fundamental importance. .l\Iost of the Primary Health C.e!1tres have a 
transport at their disposal, which facilitates the movements of the staff to 
carry medical care to the hoxp.es of the people. It may be mentioned that 
during the first three years of the 'Second Plan period, UNICEF have agreed 
to supply a vehicle to all the Primary Health Centres developed during this 
period and also one for each District Health Officer who is responsible for 
supervision and guidance. The responsibility for the initiation and develop­
ment of the health programme is entirely with the Health Department of 
the State concemed. The Department is responsible for training, supervision 
posting, etc. The Development Department in the State is only a co-ordinating 
authority. Apart from the technical staff mentioned above, there are 10 village 
level workers (Gram Sevaks) 2 Gram Sevikas who are trained in home econo­
mics and 2 Social Educ~tion Organisers, (male and female) in each Block. All 
State Governments have agreed to give training to these field workers in 
family planning work also. The intention is that these workers should carry 
on educational programme for the acceptance of family planning 
as a vital factor for the improvement of health and socio-economic conditions, 
and those who agree to plan their families are direeted to visit the Primary 
Health Centres or sub-centres, where trained personnel are available to give ad­
vice regarding the method to be adopted. The Development Commissioners have. 
unanimously agreed to include f;Jmily planning in the syllabus for the training 
of Gram Sevikas and Social Education Organisers. In view of the fact that 
a decision has been taken to decentralise administrath e authority and ask 
the people's organisations, particularly Panchayats at the village level, to 
take up development work, efforts are being made to bring Panchayats into 
the picture. This would mean that the Panchayat should explain to its people 
the utility of family planning and e:;courage them to seek advice on family 
planning through the health services in the Block. It is felt that every field 
worker in the community development area should be a potential health 
educator irrespective of the fact "hethP.r he is a technical man or not, 
or an official representative or unofficial member of the public, becallse the 
effort has to be a massive one in which every citizen has a part to play in 
bringing about an improvement in the health and socio-economic conditions of 
the people. 

(c) Ministry of Labour and Employment-The Employees' State Insurance 
Corporation, Ministry of Labour and Employme:1t, ltave recommended the imple­
mentation of the family planning programme in association with their medical 
benefit scheme. Under this scheme, the l\Iedical Officer of the State Insur~ !lCe 

di5pensaries will offer advice on family planning as a part of his work. In 
the panel areas, the family plannir:g programme will be carried out in medical 
institutio:r.s where arrangements for pre-natal and post-natal care are made. 
Family planning services for the Coall\Iines J~abour is undPr consilleration. 
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(a) Ministry of Home Affairs-The Ministry of Home Affairs have provided 
funds for the family planning programme in the Centrally Administ~red Areas. 
There are eleven family planning clinics functioning under the administration 
of the Union Territories. These include eight clinics in Himachal Pra.desh, 
an1l one each in l\Ianipur, Tripura and Pondicherry Territories. 

(e) Ministry of Defence-Family planning in the Army was introduced 
in 1951 when planned parenthood centres were opened in Unit Welfare Centres. 
TI1e programme was expanded in 1954 by establishing platined parenthood 
·CPntre~ in military hospitals. A sum of Rs. 15,000 was sanctioned in 1956-57, 
to the Director General of Armed Forces Medical Services , for family planning 
centres in the units of the Army, Navy and Air Force. In September, 1958 
another grant of Rs. 1,03,200 was sanctioned for the opening of eight new 
family planning clinics in association 'rith l\I.C.H. Centres and for the mainte­
nance of 64 family planning clinics already established in M.C.H. Centres. 

(f) Ministry of Information ancl Broadcasting-At a meeting of the represen­
tatives of the Ministry of Health and the Media Units of the Ministry of Informa­
tion and Broadcasting, convened on August 24th 1957, details of the publicity 
programme were discussed. It was decided to undertake a phased programme 
for the production of educative and informative publicity material in the form 
of po<;ters, folders, pamphlets, films and film strips besides organising exhibi­
tions and putting out special programmes relating to family planning from 

·various A.I.R. station.~. For the production of this ma.terial through the 
various Media Units, the Ministry df Health had made financial provision .. This 
concerted publicity drive wa~ initially launcqed in 1957-58 and accelerated in 
1958-59 and 19;')9-60. Close co-ordination was maintained all along between 
the Ministries of Health and the Media Units of Information and Broadcasting. 
In 19;)7 -58 when the campaign was first launched, two posters entitled; "Result~ 
of too many children" and "Happines.s throucrh Family Planning" and one 
brochure, were produced. 377 cinema slides ;ere also released for exhibition 
in the commercial cinema houses throughout the conntry. The campaign was 
continued in 1958-59 when 3 posters, 3 folders, 2 brochures and a booklet were 
produced. A poster competition on the theme of family planning was under-

·taken during the same year and 108 cinema slides were released. A phased pro­
duction programme has also been· undertaken during the financial year 1959-60 
for which a provision ofRs. 8lakhs has been made. in the budget of the Direc­
torate of Advertising and. Vi~ual Publicity. The publicity material produce~ fo~ 
this campaign is distributed widely. The material is produced in English, Hi~di 
and the major regional languages. The campaign was stepped up on Famtly 
Planning Day which was observed for the first time on D~cember 18, 1959. 
Special tie-Ufl posters were also brot.ght out on the occasion of. _the 

•Children's Day celebrations (November 14th}. Besides the usual press pubbCity, 
the Pres'! Information Bureau has also been asked to issue illustrated feature 
articles on the subject. The radio has been one of the most imporhnt means 
through which the family planning programme has been publicised. As re­
commended at the meeting between the representatives of l\Ieclia Units ~nd of 
the ~Iinistry of Health, the Director General of All India Radio has Issued 
instructions to all All India Radio Stations to arrange a series of features, talks, 
.dialogues, interviews and other programmes on fa-nil! planning. 
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The theme of family planning is included in the quarterly programme 
.schedules of all the Stations and the programmes put. out in each quarter are­
also brought to the notice of the Director, Family Planning. The number and 
variety of the programmes put out by the various Regional Stations in the 
local languages during the quarters ending 1\larch 31st and June 30th 1959" 
were as follows:-

Quarter ending Quarter 
Programmes March 31, ending 

1959 June 30.-
1959 

Talks ;. 37 30 

Discussions 19 19 

Dialogues 22 21 

Interviews 3 5 

Features 8 7 

Miscellaneous 20 11 

109 !13 

On an average each of the 26 Stations of the A.I.R. has been putting 
?~t one programme in a fortnight on the subject of family planning since the 
Inception of the campaign. It is proposed to utilise also the medium of song 
and drama in both rural and urban areas for family planning education. The 
Field Units have often screened the films already available on the subject 
and emphasised the need for family planning in their post-film-show talks, grour;­
discussions etc. The material put out by the D.A.V.P. on family planning 
is also being displayed on suitable occasions. An Exhibition devoted entirely 
to family planning was set up in New Delhi in February 1959 in connection 
with the sixth International Conference on Planned Parenthood. About 90,000 
persons visited the Exhibition which included exhibits from several other 
countries also. Reference cards were also made available to the visitors at the 
Exhibition. The Exhibition was set up again in Delhi in April1959 for the b~nefit­
of even larger audiences. This prototype Exhibition has since been seen in Smua, 
Lucknow and Allahabad. A number of requests have been received from other­
States for setting up this Exhibition. 

Apart from this Exhibition, publicity has been arranged for family planning­
in the Five Year Plan Exhibitions and also through posters and the distribution 
of literature on the subject. A special distribution list was drawn up for Family­
Planning Day 1959. (Details of materials so far produced are indicated in the· 
Appendix XXI). To intensify the publicity on family planning, it is proposed 
to supply self-contained sets of exhibits to State Governments for arranging 
exhibitions. Out of the total provision of Rs. 8,00,000 a sum of Rs. 2,37 ,000· 
has been earmarked for exhibitions and exhibits on family planning. It is 
proposed to utilise the medium of film strips for family planning publicity 
and 12 films strips on the subject have been IJroposed. Raw film has been made 
a~·ailable in Bombay to prepare the strips. The"copies will be printed by the· 
F1lms Division. 
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A 20-page booklet entitled "Why Family PlanninN" produced by D.A.V.l? ~ 
in English, Hindi and all regional languages deals with the subject in a fairly 
exhaustive mann.er and nearly 4,40,000 copies of the booklet have since been 
distribr:ted. It is proposed to include suitable articles on family planning from 
time to time in magazines like "Yojana" or "Kurukshetra" published by Go­
vernment. The Films Division released in 1949 a film entitled "Planned Parent-

. hood" in English, Hindi, Tamil, Telugu and Bengali and another film in 1£54· 
entitled "Family Planning" also in the various regional languages, whi~h were 
fhown at the cinemas throughout the country, in addition to special shows 
A film on ~amily planning in animated cartoon form is under production. 

(g) The Medical Council of India-The ~ledical Council of India in October 
1958 recommended that "medical students should undergo a short courf'e of" 
training in family planning during the period of their internship which they are. 
rt:quired to spend in a health unit for participation in practical public health ad­
ministration. Such health units should have at least one well-developed family· 
plar.rJng centre for carrying out this training programme, the ct:ntre being 
under the charge of a 1\ledical Officer trained in the Central Government's family 
planning training institute and with an adequate number of social workers. 
attached to it to promote a sound system of hom~ visitir,g and follow-up, and 
the training should consist of about 6 lecture-demonstrations at the family 
planning centre attached to a medical college or to a recognised health centre, 
provided that this training he undertaken during the post-examination period."'" 

(h) The Inter-Unirersity Board----...~he Inter-University Board at its meeting 
in Chandigarh in 1959, has supported the recummendations of the Medical 
Council of India. 

(i) The Indian Nwsing Council-The Indian Nursing Council at a meeting iil 
N oveml:er, 1957 approved of the proposal to include training in family planning· 
in the basic courses for nurses, midwives and health visitors. It has recom­
mended this measure to-all the State Nurses Registration Ceuncils. Most schools· 
for nurses .:.nd. midwives and all schools for health visitors having the neces­
sary facilities, are now giving instr11ction in family planning. 

(j) Voluntary Organisaticns-Among ne:n-governmental organisations, 
mention must be made of several all-India bodies which have actively supported 
the family planning programme. The Family Plannimr Association cf India 
is the national, voluntary organisation specialising in family planning work, 
and with its 22 Branches in different parts of the country has carried out,.. 
eince the last ten years, a comprehensive programme covering clinical services, 
trainir..g, publicity and education, and support to research projects. It ~as 
helped numerous other voltmtary associations to undertake family pla.nnmg 
activities and take advantage of the Government grants available. It publishes 
a quarterly Journal and a monthly Bulletin devoted to family planning, in 
addition to periodic reports, pamphlets etc. It runs a Supplies Department. for 
providing contraceptives at clinic rates to welfare clinics. It has orgaiJised" 
three all-India and two big International Conferences on Planned P~renthood~ 
an International Scientific Seminar on Family Planning and Seminars on Mar­
riage Guidance. The In•lian Medical Association 1 as brought up the subject at 
its Conferences and frequently publishes family planning news in its J ournat 
The Red Cross Society is conducting family plannin$ clinics through some 
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~fits Branches and proposes to extend this service to all its maternity 
and child welfare centres. The Indian Cou~il for Child Welfare has passed 
re~olutions in favour of family planning including sterilization of the unfit. 
The Indian Conferen()e of Social Work has also discussed the subject at its 
Conferences and affirmed its support to the movement. The .All-India TV omen's 
Conference was one of the earliest organisations to work for family planning 
and some of its Branches are running family planning clinics in various areas. 

'The Bharat Sewak Samaj has also undertaken family planning clinical services, 
both rural and urban, in the States of Bombay, Kerala and U. P. There are about 
.a hundred other voluntary organisations in the different States~hich have been 
.given financial assistance for the opening of 46 rural and 10 urban family 
planning clinics. 

Press-The Press has given much-needed publicity to the urgent need for 
family planning and to the family planning programme from time to time. 

3 · 4 7. The Central Family Planning Board has recommended the observance 
of Family Planning Day by all clinics and the first observance took place all 
·over the country on 18th December, 1959. ·The observance of Children's Day 
by family planning clinics is also recommended and took place for the first 
·time on 14th November, 1958. 

3·48. ProgPess ·in States-Family Planning Boards have been formed in all 
-the States exoept .Jammu and Kashmir. Full-time State Family Planning 
·Officers have been appointed in Andhra Pradesh,. Bombay, Kerala, )ladhya 
Pradesh, 1\Iadras, 1\Iysore, Orissa, Punjab, Rajasthan, Uttar Pradesh and West 
Bengal. Family planning work is being lookHl after by ~I. C. H. Officers in 
.Assam, Bihar, Delhi, Himachal Pradesh and Jammu and Kashmir, (See 
.Appendix XXII for the scales of pay). The progress of the family planning pro­
!;ramme in the different Stat~s is at .Appendix XXIII. 

3·49. Obsermtions on prog·ress-To summarise briefly the progress made so 
far in the family planning programme, certain factors stand out pron.llnently. 
First and foremost, the responsibility of the Government for the establishment 
-and spread of family planning facilities has_ been firmly established. The 
programme itself has been evolved on lines that are rational, scientific, whole­
some and ethically sound. Public opinion in favour of family planning has been 
·Created to a noticeable extent among those sections of the people who are 
-susceptible to ()ommunication media, and a systematic attempt is now being 
made to reach out to those who are not as yet in touch with new ideas. Basic 
research work has been initiated. The programme has been latmched on. the basis 
of countrywide services and presents a positive, constructive, and evolving 

·:field of work. 

3 ·50. On the_ oth<Jr hand, there has been a noticeable shortfall in the actual 
-~xpenditure as related to the Plan provision, but after 1956-57, the expenditure 
is showing a steady in()reasing trend and the actual budget provisions are begin­
ning to be adequately utilised. In terms of physical targets, that for urban 
dinics has been ex<:eeded. The number of rural clinics still falls consiLlerab~y 
.short of the target, and a great effort will be required if the rural target is to be 
Julfilkd by the end of the Second Five Year Plan period. The performance of 
.each clinic varies widely and this aspect will need particular attention now. 
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It must be noted, however, that the off-take of contraceptives increased six­
fold between 19[)6 and 1958, and the number of sterilizations have increased by­
tbree times between 1956,and 1958. As far as the training programmes are con­
cerned, although fair progress has been made, the need for trained l?ersonneL 
still remains largely unfulfilled. 

3·51. Important research projects, both demographic and medical, have­
Leen instituted which will yield very valuable material in due course. This aspect­
of the work must now be expanded considerably. 

3 ·52. Production of educational material has been taken. in hand, but ha~ 
Larely scratched the surface so far and offers a big scope for action during the 
Third Plan period. 

3·53. It would be premature to e\·aluate the impact of the family planning 
programme on the birth rate at this stage. In fact, the present trend is towards. 
an acceleration of population growth as health measures continue to expand. 
But there are firm grounds for believing that, if a vigorous and intensive family 
planning programme rapidly svrings into full action throughout the country,. 
noteworthy results will be discernible-though within how short a period of time, 
it would be difficult to predict. 



CHAPTER IV 

RECOMMENDATIONS BY THE Co:IDIITTEE 

4·1. Priority~The facts and figures dealt with in the previous chapters 
:lead up to the inescapable conclusion that, if present fertility trends continue, 
the population of India will have nearly doubled within the next 30 years. In 
order to achieve even a minimum standard of living, the people are already 
-exerting every effort. If, in addition to the sustained endeavours required to 
increase such standards, provision also has to be made for nearly twice as many 
people, life and living in ·this country will tend to narrow down to the all­
consuming and basic effort to keep nearly 800 million human beings just fed 

. and clothed within an orderly society. In the face of such a demographic situa­
tion, therefore, the Committee is strongly of the opinion that the programme for 
population control should be placed among the highest priorities under the 
Third Five Year Plan. 

4·2. The Scope-The family planning movement in India, since it was 
launched in its present form, has been organised on the basis of promoting the 
health, economic stability and general well-beirig of the family. As such it has had 
;a strong family bias, with an inclusive scope where the planning of family size 
has meant not only the spacing or limitation of births, but also help to child­
less couples to achieve parenthood where medically possible, and the provision of 
.guidance on problems arising out of marriage or family relationships. In other 
words, the family planning movement in India is concerned with the promotion 
·of the happiness of married couples in relation to each other and as regards 
the well-being and development of their children wherein the creation of a sense 
·of family unity and wholeness, and the self-expression of each individual mem­
ber, can blend together harmoniously to enrich daily living. It is these under­
lying ideals of the family planning movement which have appealed to large 
numbers of people who have been quick to appreciate their relevance and po­
tentialities. 

4 · 3. Main Aim at Present-These ideals must continue to inspire the move­
ment. At the same time, the Committee strongly feels that, in carrying the pro­
~ramme into the Third Five Year Plan period, it must also be affirmed unequi­
vocally that, in view of the demographic situation prevailing in India, a reduc­
tion in the birth rate with a considerable slowing down of population increase is 
a main and fundamental goal to be achieved by the conscious planning of fami­
lies. Thus, family planning is a measure not only of "welfare" in the usual 
meaning of the word but one which is pivotal to the whole plan of economic and 
social progress. 

4·4. The Committee, in passing, may refer to the historical process which 
occurred in countries where, in evolving into industrial developed nations, they 
experienced falling birth (as well as death) rates helping towards the raising of 
living standards. However, under modern (and particularly post World \Y ar II) 
conditions where death rates are rapidly falling, it is doubtful, to say the least, 
whether and when such a change wou).d occur in the countries presently under­
;going developmental processes. Certainly all the evidence points against such a 
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-chan"e as a result of industrialisation alone taking place in India which will be 
timely enough, and definite eno?gh, to prevent a rapid growth of population 
within the next few years. And, 1t cannot be forgotton that even in the case of 
-countries which, in the process of development had such "built in" safeguards 
a"ainst the adverse effects of rapid population rises, the conscious practice of 
f;mily limitation had a positive part to play in lowering the birth rates. This 
is true of countries such as the U.K., Scandinavia, the U.S.A. and others. 

4·5. As far as India is conceraed, the Committee stresses that India's 
population policy m~t b~ directed ~~ards ~chieving_ a subs_tantial. reduction 
in the rate of populat10n mcrease wtthin a gtven penod of trme, wtth an em­
phasis on quality in preference to quantity. It is appreciated that, even with the 
most sustained efforts, it will be many years before the small family becomes the 
average family, with a consequent easing of some ~f the difficulties lying in the 
way of achieving fair standards of living and family 'Welfare. But in fact, without 
population control, a healthier, happier and fulle·r. family life can hardly be 
expected for the millions of the nation's families within the foreseeable future. 

4·6. The Target-In the light of all the available data regarding present 
and future trends of P?pulation growth al!'d economic ~nd social development, 
India's population pohcy may well be armed at effectmg a 50 per cent reduc­
tion in the present birth rate of 40 per 1,000 by the year 1986. The success in 
achieving this target will depend primarily upon how practical a programme of 
family planning can be devised, and with what degree of effectiveness and 
rapidity it is implemented throughout the country, leading to the adoption of 
regular family planning practices by_ large sections of the population throughout 
the country. India cannot afford t.d.wait and must take positive and 'construc-
tive action in this as in other spheres. · 

4·7. Family size-In planning· families, the question as to family size 
naturally arises. It is almost impossible to define a theoretical "ideal" size. 
Also, the consideration of family size brings in some very real, though not 
quantitatively measureable influen~es such as options regarding size, hopes for 
the future, belief in a particular national way of life, the status accorded to 
women and children, the goals of social living and many others. 

These indefineable factors can find expression largely through processes 0 £ 
~ducation and living example. The phrase "average size of the family" has seve­
ral different meanings. In the biological sense it indicates the average number 0 £ 
live births to a marriage of ~'comple~ed fertility" where the wife has passed the 
child-bearin" a"e. In the soCial sense 1t refers to the number of persons in a fami~ 
ly or to the n~ber of dependent children. In discussing the average size of the 
family 'in the present (demographic) context, the Committee has noted with 
interest a number of suggestions received from experts. Shri A. Mitra, the 
Registrar-General, consiJers that: "the average size of a nuclear family should 
hardly be more than five, the parents and a total of three children born indlu· 
sive of casualties." Dr.P.S. Lokanathan (also representing the views of the 
National Council of Applied Economic Research) feels that the average size of 
the family in India should be 4 to 5 including the }Jarents. This should per hap$ 
mean three to four births in the fam1ly so that the number of children under 15 
years may be about three. The assumption of four adult consumption units for 
the purposes of minimum wa~e legislation is suggested as the optimum size and 
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this number would mean the parents plus three to four children under 15 years. 
Assuming the average number of two children, there would have to be a birth 
rate of more than two, for in order to have the current size of5·5family, i.e. the 
parents plus 3·5 children. The average number<»f children born is about 6·5-
(1\Iysore Survey Table 6·57). The birth rate now suggested here is half the­
current rate. 

There seems to be general agreement that three should be the a\·erage­
number of children in a family. 

4·8. To bring about such a reduction in the birth rate, various measures 
have been suggested by various persons and the Committee took note of the 
following :-

4·9. Birth Tax-One suggestion has been to levy a birth tax on parents 
after the third child. A birth tax involves (a) control of births to avoid the tax, 
(b) registration of births, and (c) payment because of births. Even where regis­
tration of births is compulsory, all births are not registered at present. In & 

country of India's size and tradition and with 7 to 8 million births a year, collec­
tion of the tax on birth would be quite impracticable, except perhaps among a 
very few cities and in cases of births in hospital~ and nursing homes. Instead of 
acting a9 a limitation on births, such a tax is likely to lead to evasion and an 
enonnous administrative problem. The birth tax, if instituted, would fall most 
heavily on those whose economic condition is already low and whose fertility 
is high and who are the least able to bear the burden of any tax. It would also 
seriously affect the fulfilment of the objectives ofa fuller, healthier and hap­
pier life in the family. Furthermore, a birth tax on the fourth or subsequent 
child would tend to place a kind of stigma on that child. The Committee there­
fore, considers that a birth tax is neither justified nor practicable. 

4 ·10. Econom£c I ncentit•es-The Committee feels that instead of adopting 
a punitive attitude (such as imposing a birth tax) towards improvident parent­
hood, one of providing incentives in favour of small families would be justi­
fiable and may lead to good results if a practicable scheme can be evolved. 
It has received and considered some interesting suggestions in this regard. One is 
to provide some tangible benefits for the first two or three children; presum­
ably, for example, a reduction or exemption in their school fees, or the free pro­
vision of some needed item. Another suggestion has been to work out a "no birth 
bonus" scheme wherein a bonus can be earned by those fertile couples who 
observe specific intervals between successive births and then limit their fami­
lies. It remains to be examined whether such a bonus scheme is practicable, 
both from the point of view ofthe expenditure that would be involved (in rela­
tion to the savings effected by the nation through smaller families), and that of 
equitable implementation. The Committee feels that it might be possible to 
work out a pilot scheme in a limited group, such as under the Contributory 
Health Services Scheme, or in a selected Development Block. The scheme 
would envisage the offering of a bonus to a married couple where the mother 
(who is known to be fertile) attends a family planning clinic regularly ~very six 
months for a general clinical examination and is found not to have become 
pregnant during the period of not less than three years. This bonus would be 
given to help her to bring up her children well. Three types of intervals are 
suggested for payment viz. three to four years, four to five years and above 
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five years. The amounts of payment could be on a rising scale, namely, Rs. 50,· 
Rs. 100 and Rs. 200 respect_ively. The demonstration of tangible results in such 
a scheme would easily take 5 to 7 years and in view of the urgency of the 
situation, if it is decided to introduce a short-term project, and it can be de~ 
monstrated that such scheme-can be operated, the pilot study'might be extended 
to cover much larger areas. 

4: ·11. Abortion-The question of abortion has been brought up from time to 
time and the Committee has examined the literature on this subject, especially as 
eoncerns abortion legislation in other countries including Japan and Sweden. 
In Japan, under the Eugenic Protection Law of 1948 (amended in 1952) the door 
wa.s opened to legal abortions in the case of women who stated their need for it 
on grounds of health or economic stringency. The subsequent events have shown 
that the same person resorted to abortion several time.s in tl1e same year. Thus, 
the frequency of abortion in each case has given rise to anxious consideration. 
(For instance, a news item mentions the case where, among 26,000 emp­
loyees of a large industrial concern, many of the wives of these employees with 3 
children had had 8 abortions while still only in their e11rly thirties). On the 
other hand, the programme of abortion has assisted considerably in bringing 
down the birth rate in Japan within a short period. It must be noted, however, 
that now, the effort to disseminate contraception methods of family plannmg is 
being intensified in that country. As Prof. Kitaoka stated in his paper present­
ed at the Sixth International Conference on Planned Parenthood in New Delhi 
in 195\:J, public opinion in Japan has become very critical of the practice of abor­
tion and a.t the Third National Conference on Planned Parenthood in Japan in 
December, 1958, a resolution was pas~d requesting that legislation regarding 
iPduced abortion be rescinded and contracepti ·n encouraged. As far as Sweden is 
concerned, the legislation governing in,duced abortion rests on considerations 
other thau those of population control and is directed towards the prevention of 
illegal abortions which, as in many other countries, were very prevalent in 
Sweden. 

4 ·12. In India, information regarding the incidence of illegal abortion is not 
readily available though authoritative sources indicate that the practice is wide­
ly prevalent and that too under the_ most deplorable conditions. Legally, 
abortion is permitted to be induced under certain stringent medical indications 
such as danger to the mother' slife. [Though this is a little outside the purview of 
family planning, the Committee feels that serious consideration should now be 
given to the view that induced abortion should also be legally allowed in those 
cases where the pregnancy has been the result of rape, especially in the case 
of minor girls.] 

4·1::S. Apart from the tnedical reasons, the Committee carefully considered 
the question of whether socio-economic reasons should be admissible within the 
range of legally allowable abortions and if so, to what degree. The view has been 
expressed that due to the urgent necessity to lower the birth rate, India cannot 
afford to ignore the possibilities of abortion as a means of population control. 
It is added that if performed by trained medical practitioners _under hospital 
conditions, fmch abortions will not cause a~y grave damage _to the mother's 
health. Another view is that "liberalised" abortion be legally permitted where 
the mother would be allowed to have one abortion (especially in cases where a 
contraceptive method has failed) and would be educated at th?.t tim~ to resort 
M.' B23MofHealth-5 



to the prac?-ce of contraception IJ.O. th~t no more abortions wo~ be req~ or 
~e allowed lD. he.r ~se •. The Collllnlttee however, feels that even assumi.ng that 
~he law permitted on.e abortion, jt ~oulg be very difficult to mab the patient 
~nderstand that she can have only one 8Jld no more, ~nd the likelihood is, she 
may have another unwanted Pfegnancy .Md seek another abortion, perhaps 
at some other abortion centre. 

4 ·14. The Coi!llllittee is of the opinion 1Jlat .even though the demographic 
i!ituation in India i5 $erio1U1, resort to '-borti.on as a method of population con­
trol would lead to very undesir~~oble results. It cannot be forgotten that the 
whol~ .family planning ,m~vement in India has been founded on an ethical, 
rational and scientific basis where medical knowl~e has been utilised to pre­
Vf>,Ilt eon<:eption and not to interfere with an established pregnancy. That basis 
should continue unimpaired. Secondly, even assuming that the ethical objections 
could . be. brushed ~ide, the organisation of medical services for legalised abor­
tion would present a most difficult situation in view of the paucity of qualified 
medical practitioners and the necessary, medical services in the rural areas. 

4·15. Steniizatzon----Steriliz:1.tion as a. meal?s of preventing further births 
to a family bas been much deba.tea· iri.' India 'and there is a section of publie 
opinion which is strongly in favour of sterilization 'on a vecy widespread scale 
in the co\mtry. The great advantage of this measure is that it is a sure means 
of pennanertly limiting births, when' carried out by.competent surgeons. The 
very fact, however, that,· it brings about a permanent stoppage of births 
when one of the pc;.:::ents is sterilized, puts jt in a .category by itself, and 
it cannot be treated in the same way as family planning methods proper; 
for example, it cannot be recommended normally to newly married couples or 
those with, say, one or two sma1l children. Cases have been noted where a steri­
zation has been reversed by 'another operation performed by expert surgeons, 
but these are still rare. 

4·16. The Committee has carefully considered the literature available on 
sterilization. It realises that with the exception of Japan, this measure has 
not beer used to any degree as a means of population. control although persons 
in many countries have individually sought it for limiting their own families. 
In fact, on the continent of Europe, there is a very strong aversion to this 
measure for very understandable reasons. Nevertheless, the experience so far 
available in India has showv that, under the right conditions, sterilization has a 
very useful part to play both from the view point of population control. and 
for relief from further unwanted progeny. The Committee considers therefore, 
that sterilization under certain safeguards is a necessary and valid measure 
in India until such time as contraceptive methods are universally in practice 
among married couples. 

4·17. The question has been raised whether there is a need to legislate for 
compulsory steriliz~tion in certain cases such as those of transmissible physic:1.1 
or mentaJ diseases. · It is difficult, scientifically, to draw firm conclusions as to 
what diseases are definitely transmissible or incurable. But even apart from 
this, it is felt that having regard to the prevailing circumstances, compulsory 
sterilization might lead to abuses and is not desirable. Compulsion in the 
:field of social action appears to be against the public sentiment in a country 
like India and greater success would be achieved by voluntary .and regulatory 



measures. It w:oul~ pe .appropr,iate, however, if energetic s~eps were taken 
under the existing meQic~l and hel;llt·h services, to draw in all such cases .for 
treatment and tO ,provide specially trained w:orkers who woul9. actively per.;. 
suade them to accept vol_untary.stet.:ilintioll in the irterests of ~hemselves and 
the conununity. In the case of voluntary sterilization, sterilization for medical 
or eugenic reasons st~ds in .a separate category and should be carried {)ut, as 
heretofore. Questions of age, marital status and number of offspring· do 
not come in here to any extent. . · 

4·18. Criteriajor sterilization wses--In the case of voluntary sterilization 
for socio-economic reasons, however, the Committee feels that,certa.in criteria 
should be laid down so tho.t on the one hand, those .surgeons who perform the 
operation can receive adequate guidance in the selection of .cases and, on the 
oth<'r hand, the persons seeking the operation ·"YVould have a,n idea whether they 
are wit.hin the eligible limits or not. Such cr.iteria should be laid down by a 
national panel of experts after full consideration of the therapeutic, eugenic, 
psychological, socio-economic, familial and legal aspects. In laying down tbe 
criteria for the eligibility ofparents seeking voluntary steriliza.tioD~, considera­
tion must be paid to (i) the number of living children BP.d their· ages and sex 
(ii) the ages of tbe husband and wife (iii) the socic-economic prospects of the 
couple and (iv) the emotional and mental attitudes and preparation of the couple 
towards permanent birth limitation. The couple should have some time to 
think it over so that they fully understand the meaning of vqluntary sterilization 
and decide whether it is the husband or the wife w:ho.could best have it, and the 
consent of both partners can be given in writing. 

4·19. The Committee al~ noted that there are doubts in a number of 
countries regarding the 'egality of the operation. As far as India is concerned 
the Committee feels that, if necessary, appropriate legis~<~.tion could be intro­
duced to help in the sterilization program:t;ne outlined above. 

4·20. Facilities for sterilization-The Committee is of the opinion that 
facilities for sterilization should be available free of charge at hospitals an~ 
other medical institutions undertaking surgical work. Where necessary, thG 
staff at such hospitals or institutions should be augmented in order to undertake 
this service a.nd the surgeons given additional training in steriliza.tion techniques. 
The Committee also considers that it would be helpful if patients could be provi­
ded free transport facilities to and from the Primary Health Centre level to the 
Taluqa or District Hospital level for the operation. Also; the surgeons fro~ 
the District Hospitals could go to the Primacy Health Centres for performi~g 
the operations. Information on sterilization, as on family planning in general, 
should be widely disseminated both to the medical profession and the lay public. 
Facilities for sterilization throuah mobile clinical Ul'.its might also pe corsidered, 
provided tha.t p~oper safeguard~ are observed not ,only in the op~ration itself, 
but in the selection of Ule cases, their emotional and mental preparation and 
understanding of the nature of the operation and their follow-up. 

4·.21. With ,regard to the question of financial incentives for popularising 
sterilization, it has ,been suggested that such incentives should be provided, and 
extend to the patients willina ·to undergo the operation, to the field workers 
who successf~lly persuade pe~ple to undergo the operation, and to the surgeons 
per~orming the operation. The Commi,ttee feels that i~ is nei~her fea~i?le '!lor 
des1rable to ~ffer such ir.centives only to persons undergom~ stertliza.~wn. 



Persons subjecting themselves to a commendable self-discipline by taking regular 
contraceptive precautions to space or limit birth surely haye as great a claim t:o 
incentives as those who are ready to be sterilized once-and for all. If economic 
incentivesareto be provided on an equitable basis, the couples regularly prac­
tising contraception should not be ignored. Some financial assistance, however, 
may be considered in the case of patients to cover loss of wages or anY. incider.ta-1 
expenditure due to undergoing a sterilization operation. As regards incentives 
to those who bring in sterilization patients, this is undesirable. Such field 
workers are already paid to do their job and there should not be a necessity to 
pay extra for doing it competently. As regards the third category, it would be 
reasonable to provide an honorarium to those surgeons whu have to work out­
side their nol1Il.a.l range of duty to undertake sterilization operations. Such 
an allowance should be paid on a monthly basis where a sufficient case-load il:o 
expected, and not per case. 

4·22. Tne decision whether the husband should be sterilized or the wife 
will depend on the circumstances of individual case. It is probable that 
vasectomy, being the simpler operation of the two, would be more widely 
available. 

4·23. Contraceptives-As sociological studies have shown iP. various areas 
of the worlu, the small family pattern has usually been the result of deliberate 
planning. Except at those times when large families are deliberately encoura­
ged for special purposes, for example, war or colo:visation, the biological maxi­
mum does not usually correspond to the socially prevailing pattern, due to 
various checks arising out ot cultural and socio-economic conditioning. In. 
.older times, the crude natural phenomena of famine, disease and pestilence 
took their toll of large families, aided by man-made checks such as infanticide, 
abortion and certain cultural practices. In modern times, millions of people 
have been moved to take action to establish a plan.'led family tradition where, 
by deliberate choice, they can regulate the number of children, such regulation 

· having ranged all the way from one to even, perhaps, a dozen children. But, 
on the whole, the regulation has been utilised to have a "small" family of three 
to four children. The means of such deliberate regulation have been the use of' 
the rhythm method, of coitus interruptus and of mechanical and chemical 
barriers to conception. (Abortion also operates as a means but is mostly a. 
clandestine practice with some exceptions). Abstinence, of course, is the obvious 
way of preventing conception, but it is demonstrably not widely practised. 

4·24. The rhythm method as a means of lowering the birth rate has a 
very limited scope as was demonstrated in the Government of India, Ramana­
gram Study from 1952 to 1955 where it was shown that the method could be 
practised efficaciously by about 5% of a given population. The Committee 
however, feels that information and guidance on the rhythm method should be 
readily available to those couples who seek it. 

4 · 25. Coitus interruptus is a widely used method, and where it suits & 

couple,-has proved to have a certain degree of effectiveness. In this case too • 
. llrlormation regarding the method should be readily available. 
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4 · 26. The mechanical and/or chemical methods of family planning at 
present available under medical approval are varied. They are all safe to use, 
effic;acious (though in varying degree), acceptable, and if a new pregnancy is 
des1red, they only need to be discarded from use. These methods are fairly 
inexpensiv~, though not as yet cheap enough for the masses. It is ultimately 
the patient's choice as to which method should be adopted in the particular case. 
From the viewpoint of clinical. effectiveness, the diaphragm and jelly method 
would appear to be the method of choice, followed by condoms, gel alone and 
foam tablets. 

4:27. The Committee is of the opinion that information and assistance on 
contraceptive methods should be very widely disseminated so that eventually 
all married couples can adopt the habit of planning their families according to 
their own choice. · 

4 · 28.- Simpler methods and their distributio~It is obvious, however, that 
as far 88 the rural areas are concerned, the more complicated methods like 
diaphragm and jelly, even thougL almost 100% efficacious, may not find wide 
favour. Therefore, an extensive dissemination of the simpler methods will 
be required. Such methods are 'simple to use, and instruction in their use can 
be given by trained social workers or health visitors in the absence of doctors. 
The wider coverage acquired by the simpler methods could help to overcome 
their lesser degree of effectiveness, as far as the probable slowing down- and 
lowering' of the birth rate is concerned. The point about the handling of 
simpler methods in the absence of doctors is important because, if family plann· 
ing services are to be circumscrioed by tbe availability of doctors, the extension 
of the programme will be gravely retarded. The Committee feels, therefore, that 
what might be termed a "non-clinic approach" is becoming both necessary and 
feasible. Such an approach would envisage the giving of family planning advice 
and supplies of the simpler methods, by trained personnel sucb as health visitors, 
auxiliary nurse-midwives ·or social workers, after ~scertaining _the necess,uy 
details of the patient's history, but without au internal examinatio:L being carri· 
cd out. The doctor, therefore would not be essential in such a procedure. These 
flimpler methods include the sheath and foam tablets which in any case do 
not involve a. medical examination. So far, foam tablets have been given after 
a medical examination as a precautionary measure. Now, after nearly .8 
years of an official programme of family planning, durin.g which useful data 
on this method has bee:r;l. gathered, it does not seem necessary ·that such an 
examination should precede the use of approved tablets.- It is 1,mderstood 
that the Committee on the Physiology of Human Reproduction of the Indian 
Council of Medical Research has recently recommended that foam tablets 
can be so distributed without a prior medical examination, and in vi~w.of this 
expert opinion the distribution of both· sheaths and foam tablets can come 
under the "non-clinic approach". 

4;· 29. Mobile Family Planning Units-The Committee alsQ is ofthe opinio:Q 
that mobile family planning units can be put in~ the field to reach' ou~ to !he 
remoter areas. Trained staff can ·travel with the fitted. mobile van to gtve 
both advice and assistance in family planning with arrangements for f!. regul.ar 
follow-up and distribution of supplies to the patients covered by the J:?Ob~e 
units. Such units can be attached to the Primary Health Centres or DIStrict 
Headquarters as the case may require. 



4 · 30~ Oontraceptives,f~ee and subsidised-The Committee recommends that 
contraceptives may be given -~ree to perso~ whose mo:athly income is Rs. 300· 
anq below, at half rates to those wit-4- incomes between Rs. 300 and Rs. 500,; 
and at cost pric,e to. those with an income above Rs. 500. The Committee further 
recommends that. in rural are~s, foam tablets, sheaths and jellies be given 
free irrespectiye.of incom~. The. opinion has been expressed that free supplies· 
are not apprec~ted-, and there may be some patients who consider free supplies 
as something_to be thrown ·away or wasted. The Committee has serio~ly con­
sidered this aspect but feels that ~he purchasing power of low-income groups is 
s~lowthat provisiou for fr~e distt:ibution f~r these grm,1ps should be continued. 
These who are given free supplies may b.e allowed to contribu~e whatever they 
flke to a Welfare. Cop.tripution Box, for ev~n very poor· patients are quite 
prepared to do thiS . 

. 4 · 31.. Name of t~e OeJU,re-Ava.riety of views liave been expressed regl,!.rding 
the· title tha~.should, b~ give~ to t4e centre~ where f~~omily planni,ng, advice 
is' give~ .. One vie:w hOlds that."Family,P~nning Clinic" is. suitable. Others 
fe_el. t~at farp.ily plari.n.ing in the n;Undsof simple people Ii:uiy be associated ~th 
economic p~anning; 1!!till pthers feel that "Family Planning Clinic" is considered 
by the people 0 be a birt4 control .clinic only and t~t. patients would hesitate 
to viSit such cli~ics;. they sugge~t thl:!ot the. clinics should be called "Family 
We1fare Centres", The Committ~e considers that this is not really an important 
proble:u,.. The cent~es may be called ''Family Welfare Centres",. but in such 
cases there sho'4d be a clear indication to show that family plan,ning advice is 
available there. The Committee also considers that a. stage has now been 
reached where all medical and hea~th centres,. hospitals and dispensaries in the 
country, governmental and non-governmental, should display a board boldly 
stating that family planning advi~e is available there. 

4·32.· Pattern of Expenditure for Rural anrl Urban Clinics-During the 
Sec~md Five Year Plan period non-recurring expenditure of Rs. 1,000 for rural 
and Rs .. 2,500 for urban clinics was provided~ These amounts included a provi­
sion o~ Rs. 500 for stocking of contraceptives. (This provision was made with a. 
view that Rs. 500 would· be available as imprest money at all times with the 
clinics to. ensure that they would always have funds available for the purchases, 
of contraceptives). The experience during the Second Five Year Plan period 
has shown t}J.at provision for furniture and equipment in rural and urban clinics 
should be about the same. Also, that separate provision should be made for 
educational aids, traJ;tSport and accommodation, and provision for contracep­
tives should. be made in the recurring expenditure only. 

· 4·33. In the Second Five Year Plan period a clinic was required to serve 
a. population of 50,000 if urban and of 66,000 i£ rural. A provision was made of 
Rs. 5,500 for rural and Rs. 11,000 for urban clinics. In the case of urban clinics 
o11e woman doctor; a part-time ;male doctor, a S()cia~ worker or health visitor or 
field wm:ker; and a clinic attendant wet:e provided. In the rural areas, provision 
was made only of Rs, 3,000 for a social worker or a ,health visitor. Such, 
social worker or .health visitor was required to. strengthen the existing. staff 
ofthe:PrimaryHealth C~ntre. The. Committeefeels .that the staff pattern 
a.n,d the amount granted for recurring expenditure for both rural and urban . 
clinics should further be increased to provide for male field workers, conveyance · 
charges, accommodation (where not provided in the non-recurring grant) 
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education anr1 publicity material, contraceptiyes, contingep.~ies an~ plerica) 
&SSistance in cases where the workload 'is heavy. 

4·34. So far as the rural areas are· concerned~ the Committee feels that 
one worker cannot adequately cover a population of 66,000. A population of 
22,ooq would be a convenient size if it is compact, but generally speaking, a. 
population of 10,000 is nearer the mark if it is to be fully covered by a worker 
(and may be even less in the case of hilly or widelv spread-out areas). 

The Committee therefore, suggests that there should be one main family 
planning centre in each Primary Health Centre with five sub-centres, so that the 
main centre could oover a pbpulation of 16,000 arid each ot tlie' sub-centres a. 
population of 10,000. At present,· there are only t~e6 sub--centres wit:b: each 
Piimary Health Centre. Three of the new family planning sub~centres c~;>uld be 
opened in these three sub-centres of the Primary Healtl! Centre and tli.e remain­
ing two sub-centres may be located . in suitable places until additional sub­
centres are also ~pened under the ~rimary Health Centre ~cheme. 

4 · 35. The staffing pattern for each Primary Health Centre . consht of 
1 Male Medical Officer, 1 Public Health Nurse/Lady Health Visitor, 4 Midwives{ 
Auxiliary Nurse :Midwives, 1 Sanitary Inspector, 1 Compounder, 1 Dri>ter and 
other Class IV staff. For running the main family pla~g centre this staff 
of the Primary Health Centre shoUld be strengthened by the addition of 1 
Female Medical' Officer (where a whole-time woman doctor is not available, 
one for about three main centres), a Public Health Nurse,. I Male Social Worker 
or Sanitary Inspector, 1 Ayah, 1 Clini~ Attendant and 1 Driver. The su.b·centres 
may each have additionally 1 Midwife or Auxiliary Nurse M~qwife, 1 Ayah·and 
1 Clinic Attendant who will work under the supervision of the Medical Officer 
at the main centre. The main centre mA)t be provide!! with a van and the sub­
centres with cycles. Each centre and sub~centxie' may afso have a voluntary 
social worker who may be given some honorarium. While recommending the 
provision for a woman doctor, the Committee took note of the fact that in many 
cases there is no woman doctor at the headquarters of the Primary Health 
Centres. 

4 · 36. Taking into account all the above factors, the Committee recommends 
the following non-recurring and recurring expenditure for rural and urban 
clinics:-

Non-recurring Rural Urban 

Equipment, furniture •• r',500 2,()()() 

Educational AJds 300 300 

Fibll strip projector '50 45() 

Film Stripe .. 450 45() 

Bicycles (2) .. 500 60i 

Total 8,200' 3,700 
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In addition, Rs. 18,000 may be provided for a van at the headquarters of 
each Primary Health Centre for the main rural family planning clinic and 
Rs. 6,000 for accommodation at each headquarters centre and sub-centre in' 
rural areas and Rs. 10,000 in urban clinics. 

Recurring 

(i) Full time female dootor Rti. 200-10-300-1~50-
25-500+25% N.P. A.~ D.A. & car allowance. 

( ii) Part-time male doctor at Ri. 200 p.m. 

(iii) Female social worker Ra. 160-330+allowances 

(iv) Public health nurse 

(v) Male sociai worker 

(t~i} Auxiliary nurse midwife/field worker 

(vii) Clinic attendant 

(viii) Ayah ,. 
(ia:) Contingencies including rent 

(z) Conveyance allowance 

(xi) Other welfare activities like distribution of milk, cele­
bration of F.P. Week, eto. 

(zii) Distribution of contraceptives in rural and urban areas 
as given below:-

To those drawing less than Rs. 300-free. 

To those drawing Rs. 300 to Rs. 500-at half price. 

To those drawing more than Rs. 500-at cost price. 

In rural clinics, in addition, sheaths, foam tablets and 
jellies to be distributed free, irrespective of income. 

Total 

Rural 

3,000 

1,000 

1,000 

500 

1,000 

1,000 

1,500 

9,000 

Urban 

5,000 

2,,00 

3,000 

3,000 

3,000 

1,000 

1,000 

1.000 
1,100 

1,&00 

22,000 

In addition to the above the following extra expenditure is suggested for 
the rural clinics at the headquarters of the Primary Health Centres-

Additional Sanitary Inspector •• 

Female Doctor 

Drinr 

Maintenance of Van 

Total 

Rs. 

3,000 

5,000 

1,500 

700 

10,200 
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-i · 37. The Committee recommendt that the pattern of Central &SSistanee 
to State Governm~ts, local bodies arid voluntary organisations should be as 
follows:-

State Govern- ·Voluntary Organil&tion1 Medical 
mentl and Teaching 

Local Bodie• .Dititution! 
Urban Rural 

% % % % 

No11-ruurri11g 100 100 100 106 

RtC!(rf'iag-

Firl\ Year 100 100 100 100 

Second Year 100 110 100 100 

Third Year 100 90 100 100 

Fourth Year 100 90 100 100 

Fifth Year 100 90 100 100 

Grants for contraceptives t:) be at 100 per cent throughout the Plan period. 

It will be noted that the catitribution of volunt~ry organisations has been 
reduced by 10 per cent compared to the pattern during the Second Five Year· 
Plan period as the Committee feels that the services rendered by these voluntary' 
organisations should be taken into account. 

4·38. Shortage of medical personnel-The Committee noted that the esti­
mated number of doctors in the country is 80,000 including about 7,000 women 
doctors, the annual output from medical colleges is 3,800 and the likely increase 
during the Third Five Year Plan may be 20,000. The Committee recommends 
that until a sufficient number of doctors are available. one woman· doctor be 
appointed to look after a number of centres. 

4·39. By 1961, it is estimated that the country should have one doctor 
per 6,100 inhabitants and assuming that this ratio would be_ progressively 
increased to one doctor for 5,500 inhabitants by 1~66, for 5,000 inhabitants by 
1971, for 4,500 by 1976 and for 3,500 by 1981, it is estimated that the number 
of doctors required during these periods would be 98,000,.1,,3fS,OOO and 1,97,000 
respectively. It is quite evident that additional facilitiesfor' increased numbers 
must be provided during the Third and subsequent :flans. This would mean 
increasing the admission strength (which is at present at the level of 4,700 per 
annum) to 9,500 per annum by the end of the Third Five Year Plan, to 11,500 
by the end of the Fourth Plan, and to 14,000 by the end of the Fifth Plan. 
It will be necessary (for making available more doctors in general and women 
doctors in particular, in the public sector especially in rur_al areas) to take a 
decision on certain fundamental issues viz., the admission policy in medical 
colleges, both in re(l'ard to total numbers and to sex ratio in admissions; the 
conditions gove~g service in the rural areas for a period ranging between 
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two. to· fo~. years ,for every ~ootor in s~~te employment; unification o( the 
cadres of medical officers in each .State where every one would take his orher 
turn of service in the rural areas; interchange between rural-urban assignmimtB; 
.rural allowance, pay scale, employment in and crossing of efficiency bars in 
health services being made conditional on a minimum period of service in the 
rural' a~eas~ liberal facilities- for study leave f-?r higher training of medical 
persoimef iri rural areas, and other basic amenities', etc. 

4·40. The Committee also feels that utilization of the services of the 
graduate women of integrated colleges of medicme, after requiSite trammg in 
family planning,. may be considered for family planning work in view of the 
acute shortag_e. of women doc~rs. 

4 · 41. The Committee noted the views of Miss Adranvala, Adviser in 
Nursing, that the aim of future training schemes in nursing should be t6 reduce 
the multiplicity of workers, a'l'ld that the Nursing Council has rel!:ooimelided 
that there should be only two grades of basw training: ( i) cour~es in n~ing 
and ( ii) courses of auxiliary nurse midwives. The number of auxiliary midwives 
reqUired for work' in Primary Health Centres including family plailnill.g should 
be increased. T~s will be possible if the training programmes of thiB category 
of personnel are so extended that the number of students is increased from 4,000 
to 20,000 each year. This would require tlie opening of 100 new centres each 
year, each enrolling 4(} students. This could be done if a training centre was 
attached to eveiy District Headquarters Hospital and instituti()ns where train­
ing facilities are adequate. The increase of such trainees will necessarily involve 
also an increase of training ce.ntres for teachers for the A uiiliary Nurse Midwifery 
Courses i.e., training centres for Public Health Nurses. Each State Government. 
could open one or·mQJ'e centres for Public liealth Nurses with . the. aim oi 
training 100 Public Health Nurses each year for the family planning programme 
alone. 

. . 4 · 42~ Considering· the' shortage of health personnel for the expansion 
of family planiling work quickly and effectively and also realising that Public 
iieaJth Nurses will not be available iii adequate number~ for some years to· come, 
the Committee was strongly" of the opinion that the existing integrated H'ealth 
Visitors' Courses should be continued for the nex:t five years-. These workers can 
supervise the work of Auxiliary Nurse Midwives. 

. 4·43: Family· Planning· ServiceS in Medical and Health Centres-During 
the Third Pfan emphasis shoufd he laid to provide fami1y· piannfug servic-eS' at 
all hospitals, maternity. homes, M.C.It and Primary Health 9entres, I?.e~cal 
colleges, medical teachinc1 institutions f'or doctors and: roedicai auxihane~. 
Each medical teaching institution for doctors and medical auxiliaries and well­
developed hospital.and maternity home should have a family planning clinia. 
The pay of staff fot this purpose should not exceed the scales of pay and 
allowances prevaillii.g in the respective States. 

4·44:. Indian Medical .Association-The Committee considered the propo­
sal (Appendix XXIV) of the Indian MedWal Association and noted thllt the 
Ministry of He&lt.h ha;s approved the part-time employment of the members of 
the Association at the scale suggested by the Association. The Committee sug­
gests thAt. the opening of clinics by the Indian Medical Association \)e considered 
on the same basis as by other voluntary organisations and in places where there 
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are no clinics or not. an adequate number of dinics. The Commi"ttee also Ie­
commends that the Secretary andfor .President ·or his nominee of every St~t& 
Branch of too Indian: Medical Association should be included on every State 
Family Planning Board. The s·ecretary or Ptesident·of the local Branches should: 
be included in the District Committees. Prominent doctors who ·have shown 
conspicuous and active interest in family plannmg in the State an·d Dit-trict 
Boards may also be i~.cfuded. 

4:·45. Central Social Welfare Boar~The Committee considered·· the pro­
posal ofthe Central Social Welfare Board (See Appendix XXV) and· ~trongly 
recommends that the facilities of the Centra.f Social Welfare BOard·should be­
utilised wherever possible, keeping in view that there_ is Jl.o dupli~a.+,i(m of'work:, 
hy ma.ki:ng such arrangements. The Commi~tee:suggest.s that the. members of the·. 
State Social W elfa.re .Advisory Boards in the first irt.stai'I.!Je' may discuss with the' 
Administrative Medical Officers in their respecthre States how this ean be. 
accomplish(;(t Supervision and administrs.ti.On oft he centre~ where _the staff of 
the Social W !'llfare. Board is to. be augmented to incl'u'de family pla}\.l'ting' 
services, should be undertaken by the Medical Officer-in-Charge of the Primary 
Health Centre. In the case of centres which a~e not near the headquarters of 
the Primary Health: Centre, the pa.rt-time employmev.t of' a trained ~cdicar 
officer from a nearby station on an honorarium to be fixed in consultation with 
the Indian Medical Association should be considered. It is most desirable that 
staff employed by the units of the Central Social Welfare Board and other 
agencies working in the rural areas~ ~specially the field workers of the Minist.:ry. 
of Community Development, should participate in .the family planning pro­
gramme; orientation courses in farruly planning should be· arranged for them .. 
Wherever the· State Government does not propose to have a Primary Health 
Centre, provision of funds for a building for a family plaP.nw.g centre may be: 
favourably considered for short-term planning. A grant of· Rs. 6,000 for such a 
family planning centre would be suitable. Provision should be made for equip·· 
ment for selected l\ICH Centres for the incorporation of family plaruiing services. 
Grants for these purposes should be given once a year. Grants may also oe given 
to the r~gional journals of the Central Social Welfare' Board for the purpose of 
publishing family planning news and information. 

4 · 46. Role of Voluntary Organisalions-The role of voluntary orga.niSati.O:tis 
in the implementation of the family planning prograuime is an invaluable one .. 
Without the enthusiastic participation of voluntary social or medical welfare 
agencies the programme would lose its popular character; Voluntary work~rs 
through their organisations can help to (i) keep alive popular interest and d1s~ 
cussions on family planning; ( ii) reach out to ever-widening circles of people in: 
order to motivate them; (iii) through a public avowal in its favour, impart a. 
sense of confidence and security to couples who want to practise family planning 
but have qualms about whether it is entirely "respectable" or not; {iv) undertake 
pilot studies and expel imentalschemes -yy-ith a. much freer hand than govern~ent 
agencies; (v) promote national and international c<>ntacts, and make availabl& 
information and experts from such sotirces, and (vi) act like catalytic agents to 
prevent a. dull complacePcy creeping up among the workers, whethe:o they be 
governmental or voluntary. 
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4·47. The Commi~tee, however, feels that there is the possibility of mush­
:t-oom voluntary groups cropping up. The bona fides of all organisations should 
be carefully scrutinised before any grantfl-in-aid for family planning work are 
given .to them. There may be groups who, knowing there are funds to be had, 
take up the :work and pay out salaries to persons around them without being 
really sincere about the work. The Conimittee is conscious of the fact that 
family planning work cannot be carried on without a regular paid staff and such 
voluntary organisations may find difficulty in raising funds. 

4·4:8. The Committee suggest.s therefore, that it might be useful to draw up 
two lists of voluntary organisations: Category A and Category B. Those in 
Category- A would include the national organisations and_ their branches like 
the Family Planning Association of India, the Indian Red Cross Society, the 
Indian Medical Association, the Bharat Sevak; Samaj, the All India Women's 
Conference, the Indian Conference of Social Work and other big welfare organi­
sations, with notable records of social or medical welfare work in their respec­
tive States for the last five years. Category B may include the sm:\Uer social and 
welfare organisations of a local character with satisfactory bona fides. 

Organisations placed in Category A can. receive grants a_ccording t~ the 
approved regular pattern, whereas those in Category B may be given grants 
mainly for family planning education and propaganda, so that they can help to 
increase the patient-load at the already existing nearby clinics. 

4 · 49. The Committee recognises that many voluntary organisations have a 
very limited membership and depend mainly on financial support from a few 
philanthropists or from the Government for their welfare schemes. The Com­
mittee agraes with the views expressed by the Study Team on Social Welfare 
and the Welfare of Backward Classes that: "Voluntary organisations will have 
to continue to exert themselves a good deal to raise a major part of the growing 
expenditura on maintenance. The grants-in-aid system can at best supplement 
but can never supplant the efforts of the voluntary organisations. It is also 
imperative that for the preservation of their voluntary <;haracter the organisa­
tions should not develop undue dependence on State aid; the expansion of 
community support would further indicate the success of the organisation". 

4·50. Manufacture of ·contraceptives-The Committee noted that the 
Ministry_ of Commerce and Industry has initiated action to make India self­
sufficient in .respect of the production of contraceptives; The Committee strong­
ly recommends that every effort should be made to produce locally all tbe con­
traceptives required for the country within the next three years. In the 
interim period, the import policy for contraceptives should be liberal. Import 
licences for approved contraceptives should be given freely. 

4·51. Training-Satisfactory standards of work in the family planning 
programme as in any other programme, require trained personnel. The number 
available of the various types of persons required for the family planning 
programme is very limited and it is very necessary that training programmes 
should be rapidly extended. Training should. include instruction to (i) all 
doctors and medical auxiliaries already employed by State Governments, 
Local Rodies and Voluntary Organisations and in private employ or practice, 
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(ii) all personnel undergoing instruction in medical training institution!!, 
(iii)_doctors and medical auxiliaries working in special establishments, employed. 
exclusively for the family planning progranime, (iv) those engaged in general 
administration in community development, agriculture, . education, etc.· 
(v) social scientists and those undergoing instruction in social sciences andl 
(vi) voluntary social workers. 

4: ·52. The Committee recommends that, in addition· to the Centre for 
training and research in family planning at Bombay and the op.e that is being_ 
developed at Delhi, it will be de~ira.ble for each State to develop a training_ 
centre at which research could also be encouraged. Each of these centres, in 
addition to training applicable to urban areas should also be orientated 
towards rural problems. 

4 ·53. An adequate number of touring training tea~ should be provided 
for the training of doctors and medical auxiliaries and to conduct orientation. 
cam11s for the training of social workers in the field. Ad hoc orient~: tion training 
courses of short duration may be held wherever trained personnel and clinical 
material are available. Selected clinics should be developed as centres to impart­
orientation in family planning. The recommendations of the Medical Council or 
India, the Inter-University Board and the Indian Nursing Council need to b& 
implemented expeditiously by the Universities and other medical teaching 
institutions. 'fhe State Governments should arrange for the orientation in family 
planning of all health and welfare workers in their respective States. The :Minis­
try of Community Development shouJA provide orientation in family pia nning to· 
all categoric~ of workers, both official and non-official. The Ministry of Home 
Affairs also can arrange for a few lectures in their training centres, including 
those for I.A.S. Officers so that tb,ey may have the opportunity to appreciate 
the importance of the programme and their responsibility in extending it. 

4 ·54. The Committee. feels that it is time now to work towards uniform 
standards in training courses, in conducting examin&.tions, and awarding certi­
fi('ates. A certain minimum basic standard curriculum should be evolved which 
&L(Juld be incorporated in all training courses. Also, a Central Examining 
Board could be formed to conduct examinations at the different training 
centres. 

4·55. The Committee feels that in view of the necessity for producingth& 
maximum number of trained people in the shortest possible time, training 
courses should be intensive and their duration should not exceed two months. 

4·56. There could also be a short-term training programme for medical 
personnel, "D.ormally for 2 weeks, covering Jectures, clinical demonstrations cf 
contraceptive techniques and also other subjects such as motivation for family 
planning, the use of audio-visual aids and including three days of field work and 
a two-day seminar. The number of trainees in each course could be about 20. 
The course can be organised at the State level on a systematic basis by the 
State or District Family Plannin(J' Officer in co-operation with Healt-h Depart. 

0 • h mcnts, hospital authorities and social welfare agf'ncies lD t e areas. 
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4·.5.7. For regulartraining at the medical.teaching i:pstitutiona the Govern­
m_en,t of Jndia bas &lready accorded sanction for 100 per cent financial asshrtance 
to m~ical.colleges and.te~cbing institutions for doctors and medical .auxiliaries 
for fa~nily pli\Ilning clinics. Each medical callege and training centre ~nay 1\0W 

have a section for family planning in its Gynaecological and Midwifery Depart­
ments. This section should work in c1ose co-ordination with the Depart.ment of 
Social Medicine of the College. Having regard to the fact that the family plan­
ning clirics normally have junior Officers-in-Charge who have not the requisite 
experience to teach undergraduates and post-graduates, and that Professors 
and Heads of Departments in Gynaecology and Midwifery and Social Medicine 
are normally extremely busy with other commitments, the Committee feels 
that for providing proper facilities for training in family planning for under­
graduates and post-graduates, provision should be IL.ade .for a grant for the 
post of an Associate Professor in the Department of Gynaecology and Obstetrics 
in close co-operation with the Department of Social Medicine, to help in 
the family planning programme. 

4·58. In the Schools of Social Sciences, orientation in family planning 
.could be given by the existing staff. The staff of a reorganized fam.ily planning 
. .elinic or family pl~nning section of a medical college or a family planning 
training centre . should be asked to provide the necessary assistance for 
these orientation courses, 

4·p9. Itt the Community Development programme two types of program-
;mes can be undertaken :- . 

(i) Short term, ad hoc, in-service courses for those already workm.g in the 
programme. There should be 10 days' refresher courses for Social Education 
Officers, Mukhya Sevikas, ~ram Sevikas and Gram Sevaks. For the other 
worker8 i.e. the Administrators, B.D.Os.,_ school teachers and District Pan­
cbayat Officers, three-day seminars could be arranged. Family planning 
instruction should also be prov;ded in teachers' training schools and colleges 
.and in training rentrt>s for Basic Education and medical and health staff. 

(ii) For those now under training and fer the future programme more 
intensive work is needed. The tabh below gives the suggested period of training 
:for Community Development personnel and the curriculum for family planning. 

Administrators 

B.D.O. 

.S.E.O. 
Mukhya Sevika 
.Gram Sevika 
Gram Sevak 

Category of Worker 

District Panchayat Officer 

Present 
Training 
Course 

4 weeks 

3 months 

.. 5 months 
10}months 
1 year 

. . 2 years 
6 weeks 

()ther workers i.e., in Agriculture, Cooperatives and other 3 days' session 
Extension Offlcers etc. 

Suggested 
period 

for family 
planning 

6 lecture-dis­
cussions. 

10 lecture-dis-
c1lll8ions. 

40 hours 
40 hours 
30 hours 
40 hours 
3 day seminar 



_ ~·.6.0. J'.h.r~e Cent_r~~ for. the trainin$ .. <4' F~mily.~elf¥e Wo:r;kers han 
ncently been sta.I;te_d_, one each .at ~draa, ~agplU' .l'nd Allahabad. "The one 
year's training course 'for these should ·he continued. With the increased 
facilities -now proposed .for training, ·the .extension -of these .colirses can be 
(!onsidered at a later stage, after the performance i>f the present batch has 
l:>~ .evaluated. 

4·61. The main functions of a family planning worker will be to educate 
.the people jn the acceptance of the practice Qf f41omily pl~nning iby :means of 
home visiting, individual and group education, ·to fQ)low ·up faw.ily J.>lanning 
assista:nce by doctors, and to .carry vut ,other activities connected ;w;ith keeping 
records, and health edt,lCation. These ~unctions can be' adequately performed 
by the Public Health Nurse or Health Visitor or Auxiliary Ncirse Midwife 
if she ·is given training in family pl~nning. 

4· 62. Demographic Training & Research-The level of living is invariably 
linked with economic ·development .and the popillation situation. A p.ational 
population policy and action ·programines to raise the level of living can .be 
undertaken only with adequate knowledge of the -population problems.in general 
and trends of populatio.n il:).cre~ in particw _and .with a £ulJ.under.standing 
of numerous variables including rural to .urban migration and other socio­
economic factors. 

4 ·63. • The Committee· consid~red the :foll9wing views _expressed by Dr. 
C. Chandrasekaran, Director, Demographic _Tra\ning &· Research Centre, 
Bombay:-

(a) One of .the universal oy-products of economic developtnent is rapid 
urbanisation mainly due to ~dustrialisation. This ·was seen in Europe~ 
and America and now is manifesting itself in Asia, Latin-America. and Africa. 
Almost all major cities on these continents now appear to be 'bursting at the 
seams' with population growth which has resulted from· a rapid and huge 
influx of migrants from rural areas, continued with high fertility rates within 
the cities themselves. This development deserves intensive research for a 

·variety of reasons. Broadly speaking such a research· programme should 
include the study of the effect of urbanisation upon the economy, society 
and fertility. 

(b) In view of the immense practical implications, it appears to be also 
very essential to explore the array of social,' demographic and economic impli­
<lations of rural to urban migration, especially at this time when the nation 
is undergoing economic development and to place special emphasis upon the 
effect of urban living and migration upon fertility. The ·following are the 
types of questions that need to be explored :-

(i) What are the demogra-phic fa.cts .about 111ral to urba~ migration 
in a nation undergoing economic develop~ent1 

(ii) What are the economic .and socia.l.cha.racteristics of the rural to 
urban migration1 

(iii) How rapidly do the· socio-economic characteristics of migrants 
. change .af~ their arrival in the city1 

(iv) What are the forces that are_ attl'acti:n~. migrants into city? 
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(v) What are the major difficulties migrants into the city find in getting 
adjusted and becoming assimilated into city life1 

(vi) How does· migration affect attitudes toward custom and tradi­
. tional beliefs1 

(vii) What is the change, if any, in the fertility pattern of the rural 
to urban migrants after they arrive in the city? 

(viii) What groups of urbanites plan their families and which do not 
and for what reasons? 

(ix) Through what channels of communication do people in the city 
come to acquire knowledge about family planning? 

(x) When couples in the city (both migrants and non-migrants) do 
restrict the size of their families, what are their motives? 

(c) The fertility and family planning topics in need of research in coun­
tries with under-developed economic development may be grouped into the 
following broad categories:-

(i) The actual facts of the fertility situationin India and in the various 
regions of the country. 

Fertility studies have been conducted in selected areas of a few states 
and the picture of the fertility situation in the country is very 
incomplete. The fertility measures reported from many of the 
studies seem to be in error by a substantial margin. There is 
need for obtaining a complete picture of fertility in India as also 
for having accurate measures of fertility differences between 
regions and trends in fertility. Internal variation in fertility by 
states, sub-populations and urban-rural residence need also tQ be 
measured in such a. way that the resulting studies in different 
regions may be comparable. 

(ii) Measurement of differences in fertility between various social and 
economic groups in the population and changes in these diffe­
rentials. 

Fundamental to an appreciation of fertility trends is the collection 
of data on differentials between various social and economic groups 
of the population. As the· fertility of a country changes, the 
magnitude of such change may be much greater in some socio­
economic groups than in others. Information on the nature of 
these differentials and their size can guide not only family planning 
experts but also over-all planning in a number of ways, 

(iii) Voluntary and quick adoption of family planning methods by 
individual couples is an essential part of the planned ecoromic 
and social development in many countries. There is very little 
information available about the sociological factors that motivate 
the people to adopt or not to adopt family planning methods. 

(iv) Studies of channels by which family planning information is most 
readily communicated and adopted. 
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A variety and number of experimental studies of rocio-p.;ychological! 
nature need to be undertaken to find out the method of communica­
tion and motivation that would lead to greater effectiveness, more 
rapid results and at lesser cost. 

•(r) Family Planning Invelltory i.e. a periodical measurement of the· 
following basic facts about family planning should be obtained 
through National Sample Surveys:-extent and intensity of desire· 
to plan family size; extent of nature and intensity of resistance 
to family planning; extent of knowledge of family planning already 
possessed by the people; percentage ~f couples and characteristics 
of couples who are actually trying to plan their families; methods 
used by couples who are planning thei.r families and reasons for 
preference; reasons for not practising family planning by those 
who have knowledge but d >not practice family planning; study 
by models of the effect of differential fertility patterns on changes 
in birth rates as a guide to the development of the family planning 
programme. Although the need for family planning is being 
increasingly reclognised, there is not enough knowledge of how the 
programmes may be operated to give maximum results. Some at­
tempts has been made to consider the types of contraceptive methods 
that may be recommended and their acceptability and effective­
ness in various cross .• sections of the population. Some of the 
subjects given above ·are also of value. While such attempts are 
to be further encouraged, there is need .for understanding how 
fertility patterns may be reasonably changed so that .a desired 
reduction in birth rate can be achieved. While a number of methods 
of change can yield the same or similar result as, for instance, 
postponement of first birth, decreasing of or complete stoppage 
of births after a certain number has been born, the degree of accep­
tance of any of these methods and the results to be expected will 
be determined by economic, social and cultural factors. Model 
studies with different fertility patterns can show not only the results 
which may be expected under different types of changes but also 
would assist in selecting the ones which may be most practicable 
in a particular cultural context and can also be used in the educa­
tional programmes. The relative advantages of programmes of 
contraception and sterilization may ~merge from such studies. 

·(d) .Measurement and analysis of the reciprocal effects af fertility and 
·economic development. 

'The following important topics need detailed study :-

(i) Effect of fertility levels upon labour force and unemployment. 

(ii) Changes in fertility levels and changes in levels of living and per 
capita income. 

(iii) Levels of fertility and national expenditure for education and 
child welfare advice. 

(iv} Levels of fertility and. their effects upon housing need.~. 
)I B23t.Iofliealth-6 
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(t·) Levels of fertility and their effects upon a national programme of 
capital formation. 

(t•i) E~ects of economic de~e!opment upon fertility of sections of popu­
latiOn that have been livmg at very low levels of birthhood. 

4·64. 1he Committee noted that the Demographia Advisory Committee 
have been considering the problem of training and research in this field and 
have recommended that an wl hoc provision of Rs. 50 lakhs be made 
for this purpose in the Third Five Year Plan. (Appendix XXVI). The 
Committee· recommends that the proposals of this Committee should be given. 
early consideration by the Government. 

4·65. Research on medical aspects of family planning- Research on the 
medical aspects of family planning and the biology of human reproduction. 
ili obviously of primary importance. There are many unsolved problems 
of human reproduction that require immediate investigation. The Committee 
recommends that the following medical and biological research programmes 
be given high priority :-

(i) Development of suitable oral contraceptives, either synthetic or 
extracted from indigenous plant material. 

( ii) Development of more effective local contraceptives. 
(iii) Development of operative techniques for wmporary sterilization. 
( iv) After-effects of sterilization. 
(r) Immunological and bioiogical studies of human spermatozoa with. 

a view to the development of a contraceptive serum. 
(vi) Further investigation of the mechanism of spermatogenesis and 

ovulation, fertilisation, and cytological studies. 
(vii) Other studies in the physiology of human reproduction such as 

fertility. 
(riii). Effect of family planning programme on the quality of the popu­

lation. 

4 · 66. 1\ledical and biological studies may be continued under the auspices 
of the Indian Council of Medical Research. The Committee does not consider 
it necessary for a separate Central Medical and Biological Institute to be set 
up, for it would be difficult to organise research in different subjects in one­
Institute. Research schemes on the lines indicated above could be sponsored 
at the existing institutions having facilities for biological and medical research. 
An annual progress report can be prepared by the Indian Council of 1\Iedical 
Research and presented to the Central Government. 

4·67. Qualitatire aspects of populatz:on-Interest in the study of human 
genetics has been aroused very recently and was intensified during the last decade­
when the long-term effects of radiation began to be discussed. 1\Iajor gaps 
in knowledge in this field have made it necessary to set up a number of labo­
ratories in the different countries where family plan.ning programmes are being 
acti\·ely promoted with Government support. In India, too, it would be­
desirable to study the effects of such programmes on the q-1.1alitative aspec~ 
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4 · 63. There are several directions in which the Human Variation Unit 
~stahlished in Bombay can be developed to undertake research and training 
on the qualitative aspects of population during the Third .Five Year Plan 
period. 

(i) The Unit has carried out extensive work on the distribution of genes 
in representativ~ populatiol}S in Maharashtra ·and Gujerat. This work has 
llHown light on the genetic structure of populations and has shown a wide 
genetic diversity among the castes and tribes of the region. This work can 
now be extended towards an understanding of differential fertility and mortality 
trends and a new section could be organised to deal with the subject. 

(ii) The long-term study on twins and consanguinity started by the Family 
Planning Research and Programmes Committee. in 1954 and n w continued 
under the Indian Council of Medical Research has already contributed some 
important results. · A ·continuance of this study :will help to th'tow light on 
the effects of inbreeding in our populations. To train workers in the field of 
human genetics, the .Committee recommends that•the Unit be provided with.· 
two fellowships, one for a medical candidate and the othet for a candidate 
in basic sciences. 

(iii) A Heredity Counselling Clinic in conjunction with the Human Varia­
tion Unit may be organised to assist families with genetic abnormalities and 
allied problems. 

4 · 69. With the Human Variation Unit established as a service, research 
and training centre, pilot units might be set up in different regions in India, 
&f! it would be worthwhile to carry out qualitative studies of the population 
in connection with a large scale family planning programme. The Committee. 
abo considers that more Indian workers should be trained in this subject 
Loth in India and abroad. 

4·70. Sterility-For the present, central assistance fot work on infertility 
and sterility is being given mainly to the Family Planning Association of India 
to run its Family Welfare Bureau. This Bureau has done commendable work. 
There appears to be a great demand for advice on sterility and infertility 
although the numbers of infertile couples are not high. There is not as yet 
an extensive programme in this field so far, as India's main and urgent problem 
is the reduction of the birth rate. It is felt, however, that the provision of advice 
and treatment for infertility as a part of the family planning programme 
would help to make that programme itself more popular, sinre it would be 
dem')nstrative of the fact· that family planning means planning for children 
a~.nd includes help to childless couples who desire to. have children. The 
Committee, therefore, recommends that financial assistance should be made 
available for one well-developed clinic in each medical teaching institution 
~mel that State Governments be requested to provide similar facilities in their 
selected hospitals. 
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4 · 71. Family Life Education-Family life education, including sex educa­
tbn, education for marriage, parenthood and home-making is obviously JJcce­
ssary f~r a fuller familY: life. ~he Co~ittee recommends that the Ministry of 
Educatwn should examme thlS question and evohe appropriate measures as 
coon as possible. Family life education, in the Committee's opinion, should start 
from an early stage, along with such subjects as hygiene, in schools and should be 
graduated according to the age and understanding of the pupils. It should aim 
at inculcating wholesome and healthy attitudes and promote an understanding 
of the all-round-aspects of human inter-relationships and not merely be confined 
to sex questions. These must come in their due order in the larger context of 
family and community educational and other expem would have to work out 
the steps and content of such an education. 

4·72. Marriage guidance at1.d counselling-As regards marriage guidance 
and counselling the general opinion appears to be that if at all considered, 
these ehould, for the present, be made available at, or in co-operation with 
l!elected family planning clinics where comprehensive services are available. 
These would be pilot schemes. A good family planning worker is bound to have to 
give eome marriage guidance in the course of her work, and so training in this 
branch may be made available to workers as sovn as possible. 

4: • 73. Education and motivation in family planning-The success of the 
family planning movement depends on the creation of a new approach to family 
responsibility, a keener awareness of the rights of children to adequate food, 
elothing, health, education, housing and recreation and a determination to 
work for the welfare and economic stability of the family through regulating its 
size to the numoer of children towards whom these responsibilities can be fairly 
fulfilled. To create such an approach among the masses requires a massive and 
sustained educational effort and an all-round programme should be intensified 
and spread throughout the country. In framing such a programme, account 
must be taken of the practical circuma"tances affecting family life and of commu­
nity patterns of marriage and family living, to a void resistance due to orthodoxy 
or a feeling that old established codes are being upset. In actuality, family 
planning education can form a bridge between old ideals and new needs and res­
ponsibilities. It is fi.t.ting, therefore, that it should emphasise the positive aspects 
of maternal health, child care, economic standards and welfare of the family, 
and an awareness of parental morality and responsibility to each other and the 
children respectively. The interests, not of the isolated individual so much as of 
the family as a uriit, will form the basis of motivation for family planning and 
that too as a part of the community amongst whom new values, and a new 
approach to life, may become a matter of pride and achievement, engendered by 
married couples intelligently spacing and limiting the number of their 
children. 

4. 7 4. A strong motivation is needed to change set behaviour patterns and 
for the individual parents, this can be articulated in terms of fewer children and 
more family security and prosperity, reversing the present (centuries old) trend 
where numerous children are regarded as security for old age-no easy task. 
As far as motivation is concerned, emphasis on the need to restrict population 
growth and to raise the national standards of living would hardly provide the 
mainspring for action, but might help to iome extent to back up the -personal 
desire for security. 
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4 · 75. The methods and media through which family planning education 
can be carried out must be related to the particular situation~ The educational 
media Hhou ld be simple and comparatively inexpensive, indigenous to the culture 
and art of the locality where poBBible, and with a direct appeal for the people. 
It has to be borne in mind that it is the skill of the educator that ultimately' 
counts and not any elaboration of audio-visual aids for, in the hands of a.n un­
Rkilful person, such aids would only have the effect of gadgetry and not register 
an appeal to the minds and hearts of the audience. '!'his does not mean, however, 
tl1at audio-visual aids should be neglected. These must be made available in 
ample supplJ and should be prepared and issued in a continuous stream so that 
fresh material is regularly forthcoming, based on accumulating experience in the 
field. Adequate educational material should be produced in all the regional 
languages including films, film-strips, posters, pamphlets, flip charts, flannel­
graphs, etc. The media of radioplays, dramas, poetic recitations, puppet 
shows, and other graphic presentations still await exploitation for the family 
planning programme and can be brought into systematic use. 

4 · 76. There has been no scientific assessment as such of the efficacy of the 
different methods and media to be used in family planning education but the 
practical experience gained by family planning workers during the last 8 to 10 
years shows that the personal approach through individual home visits and small 
group contacts is essential. Such an approach would also extend to the commu• 
nity as a whole, drawing in influential members therein to help in creating a 
favourable climate for family planning ideas to take root. 

4 · 77. It. is necessary to stress that results from the educational programme 
will emerge only where educatiafl and services go hand in hand, so that those 
who are motivated do not suffer a set-back due to a lack of clinical help where 
needed, or the availability of adequate supplies. 

4 · 78. Family planning education, being a part of education for a fuller and 
better life, must be interwoven with all those othPr phases of constructive en­
deavour directed towards raising the standards of living. The underlying urge 
hehind all these activities is the same, whether they be in the sphere of agricul· 
turP. or community development or education or health, or new employ­
ment opportunities or family planning, and therefore the educational approach 
too should be integrated. A multiplicity of workers, approaching the villager 
separately for each item, would probably arouse resentment rather than 
interest, whereas a co-ordinated approach would help to set each facet of the 
total developmental programme in its proper setting. 

It is very desirable, therefore, that family planning education work should 
he co-ordinated with the activities of workers in the primary .health centres, 
Community Development Blocks, Social Welfare Board, etc. All such workers 
must receive an orientation in fam.ilv planning. The Gramsevikas and Gram­
sevaks and the 1.\ICH staff of primary health centres should be entrusted with 
family planning education as one of their main responsibilities at the local 
level. 
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4•79. Among the special educational programmt>s that ean Letaken up for 
family planning the following might be included:-

(i) The organising of Orientation Camps for a large number of voluntary 
persons from all walks of life who would subsequently carry out propaganda and 
education in their own localities. Among those attending these camps would be 
members of village panchayats, teachers, social workers and men and wemen 
who have the confidence of the community. 

. (ii) It may also be desirable to introduce sections on family pla1ming, in all 
other types of camps and courses on an organised scale. for example, social 
education training courses and other courses for all kinds of constructive 
workers. 

· (iii) The· setting up of mobile education teams of trained personnel to 
visit given areas from time to time for repetitive education in family plauning. 
A few pilot ochemes on these lines may be tried out in the beginning. 

It would be desirable that work of this nature be undertaken in areas where 
family planning clinics have either been already established, or are to be opened 
within a short time, so that the interest and enthusiasm aroused may be met 
forthwith with adequate gervices. 

(iv) Family planning education should also form a part of a]) exhibitions, 
gatherings, melas, market days etc. where large assemblies foregather. 

(v) The scheme of having honorary family planning education leaders 
should be continued, ensuring that their work is integrated v<ith the other 
educational programmes. They can help to mobilise public opinion in favour of 
family planning and draw in the people's participation through contacting local 
Qrganisations. The work of such l~aders can extend to the creation of a net work 
Qf small groups of people (including village panchayat members), in different 
areas who ca.n, on a fairly simple level, study the family planning programme and 
themselves undertake motivational work in their own local areas. Such small 
study circles on family planning, if judiciously helped with a little money and an 
adequate amount of information and educational material, can have some 
permanent effect in local areas. The health educators at district and tehsil 
levd could also help in this work. 

It must be emphasised again that the workers should be equipped with 
adequate educational materials in order to aid them in their motivational 
work. 

(vi) On the academic side, university extension lectures on family plan­
ning would be very useful. The social, economic, national and international im­
plications of family planning can be dealt with in these lectures, embracing the 
demographic and social aspects and the developments in medical aEd biolcgical 
research. The implications of family life can also be brought out, such as the 
acceptance of a sense of mutual consideration between the spouses for their 
physical and emotional well-being, the consciousness of a responsibility as 
parents so that the off-spri:ng·are planned, wanted and loved, the closeness 
and love of a family unit·which can prevent misuse of contraC't>ptive knowledge, 



63 

4 · 80. In order to strengthen and consolidate the work for family pla1ming 
at the District and Taluqa level, certain p01:;ts should be established as follows:-

(i) Teltsil family planning educator-Lack of supervision and co-ordi­
nation at different levels is one of the major draw-backs in successfully 
implementing national programmes, especially in a programme which needs to 
be intensified and extended over the entire population. Prompt and contir.ued 
tmpervision and supplies are absolutely essential for the success of the fa.mily 
planning programme. It is proposed to have a well-trained Health Educator 
to perform supervisory duties at the Tehsil or.Taluka level. She or he should 
be assisted by the social education organiRer, gramsevaks and gramse-vikas, 
who will also work as reserves. The h~alth educator will work under the over­
all :-;upervision of the family plam1ing clinic attached to the tehsil hospital C·r 
health centre. 

(ii) District health educato-r-For mBYimum utilisation of rural health 
services, health education work in the district will have to be strengthened. There 
is a need for assisting the district health orgfl.l1isation by a di~trict health 
-education officer for planning and conducting comprehensive health education 
work. The district health education officer should not only be responsible for 
the health education services but also for conducting various training activities 
for the health workers in tl:.e district. As family planning will be one of the major 
pulJiic health programmes, the district health education officer should devote 
much of his time tJ the guiding and training of family planning education 
workers. The district organisation should be equipped with teaching and other 
audio-\ isual aidi!. 

(iii) Divisional Twnorary leaders-The State Family Planning Officers 
require assistance in carrying out their educational responsibilities. One or two 
trained health educators should be appointed who would be required· to 
identify, define, and find solutions for educational problems connected with, 
family planning. The state family planning health educator would work nnder 
the technical guidance of the state health education bureau and function 
:under the administrative direction of the state family planmng officer. The 
needs for educational material will be assessed by this officer'who would get 
them produced and distributed by the State Health Education Bureau. The 
'State Health Education Bureau itself would have a family planning unit 
(lOnsisting of health educator, publicity officer, editor, artist, photographer, 
craftsmen, etc. 

(iv) Regio-nal supervision and co-ordination-The Family Planning Direc­
torate at the Centre will have to be assisted by five or six Regional Health 
Educators who should assist in the planning and co-ordination of health educa:­
tion work and maintain a continuous flow of supplies in the region. 

( v) N atio~al director-At the Centre itself, the Director of Family Planning 
should have the assistance of a senior family planning educator in order to 
implement the educational policies and directives of the Ministry. The Central 
Health Educa~ion Bureau should have a Family Planning Unit to plan, prepare 
and produce typical educational materials needed for the· progrlunme, develop 
suitable curricula for the training of personnel and evaluate educational activi- · 
ties. The senior family planning educator would have the technical guidance 
.and help of the Bureau but would be administratively responsible to the 
Director, Family Planning. 
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(vi) Central Health Education Committee-In order to advise and co-ordi­
nate health education activities conducted by official, semi-official and volun­
tary organisations at the national level, it would be useful to constitute a 
Central Health Education Committee consisting of representatives of all Central 
Ministries which are either concerned with the media of mass communication 
or involved in the people's participation. The majq,r voluntary organisations 
active in this field should also be represented on the Committee. The Secretary 
of the Central Health Ministry or the D.G.H.S. and A.D.G. (H.E.) should be 
members of the Committee. 

4•81. Personnel Recruitment and Training-As mentioned earlier, the 
family planning programme must be carried out by mobilising and channeling 
all available voluntary ea:ort with the support of technical personnel and 
officials at the key levels. -

The tehsil family planning educator will be recruited from the ranks 
of mukhya- sevikas, social welfare workers, teachers, etc., possessing a Bachelor's 
degree in social sciences or education. It will be an encouragement if senior 
mukhya sevikas are given chances to become tehsil family planning educators. 
-These workers will have to be given training in fann1y planning, extending 
over 3 to 4 months, at State headquarters. The training could be started from 
1960 and continued subsequently in 3 batches of 20 candidates per batr.h per 
year per State. For effective working of the programme, these educators will 
have to be in position in all tehsils by the end of the year 1962-63. 

District Health Education Officers can be recruited from candidates posses­
sing a Master's degree in social sciences, or post-graduate degree in education 
and having 2 to 3 years' experience in their respective fields of work. They should 
be sent for one academic year's training in health education to the All India 
Institute of Hygiene and Public Health, Calcutta, or to other institutions and 
colleges that may start giving similar courses. 

To have an adequate number of this class of personnel, it is proposed to 
start three more health education departments in the existing colleges and 
institutes which are now providing post-graduate degrees in public health. 
Each of these de:partments could train 30 candidates a year. The health educa­
tors at the State, regional and national levels will also be selected from the 
trainees coming out of these colleges. 

·Appendix XXVII gives details of the personnel, their responsibilities 
and the training required. 

4·8'2. Finance and Phasing-Gramsevikas and 1\Iukhya Sevikas will have 
to utilise the local media for motivating people to accept and practise family 
planning. It is proposed to provide them with Rs. 100 and Rs. 150 per year 
respectively as contingency. It is estimated that there will be 10,000 gramsevikas 
and 3,000 mukhya sevikas by the end of 1960-61 and they will require 
Rs. 14·5 lakhs per year or 72·5 lakhs for 5 years. The staffing pattern of t~e 
Family Planning Education Unit at the tehsil level is given in Appendix 
XXVIII. The expenditure on this account will be Rs. 6,000 recurrin~ and ~s. 
1,000 non-recurring per year. To cover the entire conntry, 1,800 Tehs~ Family 
Planning Education Units are required. If the training programme IS start~d 
in the middle of next year as suggested, it may be possible to ~ave 600 fa.mily 
planning ecl.ucators to start the work in the first year of the Third Plan pertod. 



65 

The'> total n~m~er. of workers req~ed i.e. 1800 could be had ?Y the end of 
196 ... -63. This WI~ mvolve an expenditure of Rs. 486 lakhs recurrmg and Rs. 18: 
lakhs non-recurrmg for 5 years. The District Health Education Section of the· 
Di~trict He~lth Office will cost Rs. 9,600 recurring and Rs. 2,000 non-recurring .. 
Thirty sectiOns could be started during 1961-62 with the addition of 60, 90, 90• 
a~d 50 sections respectively during the succeeding four years. The expenditure 
mil have to be met from the provision for the General Health Education Project .. 
It is al~:o proposed to provide a mobile audio-visual and exhibition unit attached. 
to the District and the Divisional le'\'el at an estimated cost of Rs. 4,500 per 
year recurring for the staff and maintenance of the van and Rs. 40,000 non-· 
recurring for the van and equipment. There will be 50 such divisional family 
planning mobile audio-visual units during the Plan period. Ten units could 
be started each year. The total cost will be Rs. 20 lakhs non-recurring and Rs •. 
6 ·50 lakhs recurring. Honoraria to lay Educational Leaders for each Diyision 
at the rate of Rs. 4,000 per year per Leader have been sanctioned and the 
expenditure for 50 such leaders will amount to Rs, 10 lakhs during the Plan 
period. The pattern of organisation at the State level is given in Appendix. 
XXVIII. It is proposed to set up these Units in the year 1962-63 except one 
trained Health Educator who will be added on during 1962-63. Each of these 
State units will cost Rs. 50,000 recurring and Rs. 5,000 non-recurring. All the· 
15 State Units will cost Rs. 30 lakhs recurring and Rs. 0·75lakhs non-recurring .. 
The regional health educator and his staff will incur an expenditure of Rs­
O·i5lakhs per year or Rs. 3·75lakhs for 5 years. 

The Education Unit at the Centre will require an expenditure of Rs. S; 
laklts recurring per'year and Rs. 0·5lakh non-recurring. 

1st year 
2nd year 
. 3rd year 
4th year 

Total 

(In lakhs)· 

Rs. 

89·00 
149·75 
141·25 . 
142·25 

653·00 

4·83. Intensive and extensive education embracing all sections of the­
population is the sine qua non of any programme which involve~ the social 
and personal well-being of the people. The proposals put forward m the f~re­
going paragraphs are aimed at reaching out to that section of the pop~t~on 
which is not usually covered in this country through mass commuruca~l,?n 
media. The motivation of the rural population to take measures to s~abilize­
family size will have to be brought about by a "face-to-face" approach, mvolv­
ing all the available voluntary leadership and official resources. The above 
recommendations are intended to pinpoint this aspect at all levels a~d the 
success of the proposals depends in the first instance upon the early reciUitment 
and training of suitable personnel.· 



CHAPTER V 

lMPLE~ENTING AGENCY 

5 ·1. The problems dealt with in this Report ·so far make it abundantly 
·c1ea r that the family plan rung programme during the Third Five Year Plan 
period will have to be put through in such a way as to initiate a definite down­
ward trend in the birth rate with the least possible delay. The Committee feels 
-that "an original, dynamic, sustained, vital and popular drive" has to be made 
'to achieve this. The Committee discussed at great length the organisation that 
-would be req~red to implement a well-constructed and swiftly-paced pro­
.gramme of birth limitation t4roughout the country. It took serious note of the 
view which has been strongly expressed that the present arrangement of having 
an advisory Family Planlling Board with a small Directorate and a minor 
:financial allocation in the 'Ministry of Health was most inadequate having 
regard to the dimensions and urgency of the problem, and that it was essential 
to set up an implementing agency of the highest standing, power and authority 
to undertake the expansion of the programme under the Third Five Year Plan. 
The ·Committee noted that a :Ministry of Population has been called for at 
various times. It also noted the suggestion that at least a Commission or an 
autonomous, statutory Family Planning Board with a non-official as Chairman 
be constituted. 

5·2. Ministry of Population-As regards the suggestion for a separate 
Ministry, the Committee felt that this would mean the building up of a rather 
top-heavy organisational structure involving an appreciable expenditure and 
aelay, while there was no guarantee that the results would prove to be com­
mensurate '''ith the money and effort expended. The proposed l\Iinistry would 
inevitably have to deal with other l\Iinistries, especially those of Health and 
Finance, and with State Governments and their Health Departments, and the 
.consequential delays would continue to occur. Therefore, the Committee did 
not feel that this suggestion would help to overcome the basic difficulties, i.e., 
the administrative and financial hurdles in the way of speedy action and the 
decentralisation of responsibilities. 

5 · 3. Autonomous Board-The other proposal, namely, to have a Commission 
Qr an Autonomous Board was carefully considered by the Committee. This 
proposal had been made on the ground that the setting up of an implementing 
agency with autonomous powers would be conducive to speed and efficiency 
.and could draw in popular participation in the family planning programrri.e to 
a much greater degree than the present advisory Board had been able to achieve. 

5·4. The Committee discussed som'l of the difficulties that might be met 
with even with an autonomous body. Family planlling, although a subject of 
tremendous socio-economic importance is one that, as a movement, has to be 
implemented mainly through the Heaith Services. The medical and health 
<:entres are the natural venue for receiving family planning advice and assist­
ance and they are being mainly run by the State Governments-almost e~ti!~ly 
so far as the rural areas are concerned. Thus, there is, no doubt, some possibility 
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that_, wh~re an _autonom~us body i~ working with gover:nment centres~ diffi­
-culties might arise at vanous levels m the States, perhaps even leading to the 
!Paradox where ~he au~onomy provided to facilitate the programme may in 
.:fact become_ an Impediment. An Autonomous Board that is required to give 
_:.grant~ ~ 1mple~ent the programme entirely or mainly through voluntary 
·orgamsai!Klns (as m the case of the Central Social Welfare Board) is not likely 
to encounter such problems. In this connection, the Committee invited Smt. 
Durgabai Deshmukh, Chairman of the Central Social Welfare Board, to give 
~er ·opiru.io~ and noted her views ~th great interest. It was her opinion that 
Jt 1was poss1ble to arrange for certam matters to be dealt with departmentally, 
and ·others, :which required the_people's participation (for example, training), 
to be handled directly by the Autonomous Board. The members of the Board 
themselves could be allotted certain duties and powers. This had worked satis­
factorily in the case of the Central Social Welfare Board, which, she pointed 
out, although dealing extensively with voluntary agencies, also had to work 
through t~e Ministries of Education and Community Development. _ 

. 5 · 5. The Committee members also had the be~efit. of discussing this point 
with the Director General of Health Services, and the Advisor, Health and 
Social Services, Planning Commission. These discussions served to strengthen 
the Committee's view that even in a situation where a great part of the im­
plementing machinery is government-controlled, it is entirly feasible to work 
-out procedural regulations to ensure the smooth expansion of the programme 
.at both official and unofficial levels, under an Autonomous Board. There are 
-certain distinct advantages to be derived from the setting up of an Autonomous 
Board. A body of this authoritative nature can quicken the pace and widen 
the expansion of the family planning programme through many different 
means. In the first place, it can create and sustain a fresh and powerful momen­
tum so that the programme could:' be further intensified. Such a Board can 
:forge direct links with other Ministries such as those· of Food and Agriculture, 
Community Development, Education, Information and Broadcasting, Labour 
and Employment, Home Affairs, Defence, etc. This would help to co-ordinate 
the welfare services available under the developmental plans and increase the 
·efficiency of the workers and schemes through avoiding duplication. Such an 
.autonomous Board can give a fillip to voluntary effort in the field and help to 
recruit and train large numbers of volunteers who would be of the utmost 
help in carrying the ideals and philosophy of family planning right into the homes 
<>f the people. An official programme, however benevolent, cannot reach ou~ t:o 
the masses, unless and until the people's participation has been won. Th1s J.S 

particularly the case with regard to a subject like family planning for, as Pro~. 
Arnold Toynbee recently remarked: The death rate can be redu~~d by public 
action taken by the few; the birth rate can be reduced or stabilised only by 
private action by the many.* The task of educating the people in what 1s really 
a new attitude of parental responsibility is formidable, and cannot be handled 
by officials but must be undertaken by social workers anima~ed by B: strong 
personal conviction. The autonomous Board can also exer.Clse . considerable 
initiative in introducing pilot schemes and experimental studies with regard to 
the demographic, medical, sociological and organisational aspects of the 
programme. 

*.Me. IkJugalllecture at FAO Rome, :Korember,J959. 
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0·6. After due consideration, therefore, the Committee i~ of the opinion: 
that an Autonomous Central Family Planning Board with adequate fi.nanciar 
re:;ources and powers, and with an unofficial Chairman, functioning under the­
Ministry of Health is essential. The Committee recommends tha.t such a Board 
be set up at the Centre and that there should be similar State Board~ which 
may have District Committees functioning under them. 

5 · 7. Some members, however, felt that the formation of a separate Ministry­
or an Autonomous Board might not be the solution for the expeditious extension· 
of a programme which was mainly to be implemented through Medical and· 
Health Services of State Governments. The desired results might be achieved' 
by simplifying administrative and financial procedures and decentralization. 
of financial and administrative authority. 

5 ·8:' In view of the greater responsibilitie~ and powers oftb~> Autonomous 
Board, it. would be necessary to strengthen the expert assistance and stat! 
needed to carry out the family planning programme. The setting up of an 
education and publicity organisation, an inspection and counselling section· 
and an evaluation unit are some of the needs which require to be met. Also., 
the Director, Family Planning (or the equivalent official if this designation is 
changed) urgently needs an adequate staff for expeditious administration. 

5'·9. Organisation in States_.:. The Committee noted that in some States 
there are two Administrative Medical Officers. Family Planning Officers in 
some States are under the Director of Medical Services, in other 'States under 
the Director of Public Health. The Committee suggests that Family Planning 
and M.C.W. Officers should be under the administrative control of the same 
Administrative Officer, preferably the Director of Public Health. 

5 ·10. The State Maternity and Child Welfare and Family Planning Officers 
should be closely associated with both Medical and Public Health Departments 
and the Director, Public Health, should arranCte with the Director of Medical 
Services to allow them facilities to visit medic~ institutions where the family 
planning and maternity and child welfare programme can be develo~ed. It 
may be helpful if the Director of Public Health could have a Deputy Duector 
(M.C.W. and Family Planning) with three Assistant Directors-one for Family 
Planning, the other for M.C.W., and the third for School Health. The Committee· 
noted that the Family Planning Officers are of different grades. in differ~nt 
States. The Committee suggests that the status of State Family Planmng 
Officers should be that of at least Deputy Director, Public Health. These 
State Governments which have still part-time Family Planning Offi~ers should 
appoint whole-time Family Planning Officers with the least po~s1ble del~y~ 
With the increased commitments involved in the expanding family planmng 
programme, it is considered essential that State Family Planning Officers 
should have adequate staff. 

5·11. The District Health Or(fanisation should be strengthened by appoint­
ing a full-time Medical Officer, ;ell-trained in M.C.W. and Family Planning .. 
to assist the District Officer for these services in the district. Such an Officer 
may be in overall charge of the 1\I.C.W. and Fa~ily ~Ianning ~rogramme in 
the entire district and maintain close- co-operatwn Wlth the pnmary health. 
centres and hospitals in the district. 
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5·12. At the primary health centres, one woman doctor may deal with 
both family planning and the M.C.W. programme. However, if the caseload 
is heavy, additional medical officers should be appointed to strengthen the 

. existing staff, who may take up both l\I.C. W. and family planning work. Simi­

.larly, medical auxiliaries may generally carry out both family planning and 
M.C.W. work and where the caseload demands additional medical auxiliaries, 
they should be employed for family planning and M.C.W. work. In making 
these adjustments, it should be borne in mind constantly, that every effort 
must be exerted to increase the caseload for family planning, and in no case 
should it be pleaded that the staff is so busy with M.C.W. work that it has 
very little time to make the special effort nec;essary for expanding the 

_family planning work. 



CHAPTER VI 

FINANCIAL CoNSIDERATIONS 

6 ·1. The Committee recommends a provision of R.~. 100 crores for family­
planning in the Third Five Year Plan. The proposed expenditure may be made­
for the following purposes-

Item 

(i) Continuation grant for 2,031 rural and 650 urban clinics 
started during the first two Plans 

(ii) Opening of 3,500 urban clinics (3,000 in 1\I.C.H. centres 
and 500 in teaching institutions) 

(iii) Family planning service at the head-quarters of 4,500 
primary hea_lth centres and 22,500 sub-centres 

(it·) Strengthening the staff of hospitals for sterilization 

(v) Sterility and infertility service 

(1-i) Distribution of contraceptives at the clinics and at the 
medical institutions having no family planning clinics 

(vii) Training 

(1iii) Education (including research on education and motiva­
tion) 

(ix) Demographic research 

(x) Organisation-

(a) Central 

(b) State and District 

Total 

m crores. 

Rs. 

13·2() 

8·16. 

0. 24:-

10·1T 

2·00. 

7·9-!-

0 ·5()1 

0·26: 

1·65-. 

100·00 

6 ·2. Provision for medical and biological research including research on_ 
qualitative aspects of population it is assumed, will be made by the· IndiaDt 
Council of l\ledical Research. 
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PHASING OF TARGETS 

N umbc·r of units 
r- --A-----------------~ 

Items 1961-62 1962-63 1963-64 1964-65 1965-66 Total 

1. Urb:m clinics .. 230 

2. Rural ma'n centres 250 

3. Raral sub-centres 1230 

4 .. Strengthening th·· 300 
staff of h')spitals for 
sterilization opera-
tiona 

5. Distribttion of 1,000 
contrac-.'ptives at 
medical institutions 

6. Sterility and inferti- 6 
lity clinics 

Expenditure 
(Hs. crores) 

.• 6·10 

460 

GOO 

2,500 

400 

1.500 

10 

9·91 

700 940 1,170 3,500 

900 1,250 1,600' 4,500 

4,500 6,250 8,000 22,500 

600 800 900 3,000 

1,500 2,000 2,000 8,000 

14 20 50 

16·75 26·8! 40•49 100•00 
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."Minute of i!z~~sent to the Report of the Family /?lam~ing Thinl Fire Year 
Plan Committee 

BY Smt. SHAKUNTALA PARA~JPYE 

l\Iy main difference of opinion with the report is as regards the recom­
--mendations to set up an Autonomous Central Family Planning Board. 
;(pp. 68)-

(1) Autonomous Boards may be appropriate for some business activities 
but are not appropriate for ·administration of social welfare State 
activities. 

(2) There can be no delegation of administrative powers in relation to 
an activity of the State which is closely related to public policy 
making. 

(3) A board is a nominated close body which is not responsible or sensi­
tive to public opinion. Therefore; any vital aspect of public policy 
cannot but put in commission with such a body. 

(~) A Central Board ma.king policy in effect will entrench on the powers 
of each State in relation to pace, direction of the work in this im­
portant sphere. 

My aecond point of difference is with respect to the training of family 
planning personnel (pp. 4-5)-

Considering the shortage of medical personnel local village 'dais' should 
be trained in fitting up normal cases with diaphragms. They enjoy 
the confidence of the public and a few preliminary questions easily 
help to detect the normal cases from the abnormal ones. The latter 
should be referred to medical authority . 

.My third point is about the F.P. Educators (pp. 63)-

Considering that Community Development Block and Social Welfare 
Board personnel is to be oriented in F.P~ Work, Tehsil and District 
F.P. Educators in addition are unnecessary. An educator for a 
Revenue Division will be sufficient provided he is a~tached to a 
Mobile F.P. Unit which is competent to give contraceptive advice 
And to perform male sterilizations. 



GOVERYMENT OF INDIA 

MI~'lSTRY OF HEALTH 

APPENDIX I 

RESOLUTION No. F. 4-38/59-F.P. 

New Dellti, the 29th September, 1959 

Consequent upon the recommendations made by the Central Family 
Planning Board 'at its Seventh meeting held at New Delhi on the 31st 
August, 1959, the Government of India is pleased to constitute a Com­
mittee to review the working of the family ·planning schemes during 
the Second Five Year Plan period and to recommend proposals for inclusion 
in the Third Five Year Plan. The following will be the composition of the 
Committee-

!. Shrimati Dhanvanthi Rama Rau, President, Family 
Planning Association of India and Member of the 
Central Family Planning Board- Chairman 

· 2. Shrimati Shakuntala Paranjpye, l\ILA, Member of 
the Central Family Planning Board- lJlember 

• 3. Shrimati Soundaram Ramlichandran, Member of 
the Central Family Planning Board- lJlember 

4. Dr. Kamala Ramaier, State Family Planning lJlember 
()fficer, Kerala-

5. Dr. H. N. Unwalla, State Family Planning Officer, 
Rajasthan- :Member 

6. Lt. Col. B.L. Raina, Director, Family Planning 
Dte. G.H.S.- Member Secretary 

The fWlctions of the Committee will be as detailed below-

(i) To review the Family Planning Programme. 

( ii) To make proposals for inclusion in the Third Five Year Plan. 

The Committee is required to submit its proposals on items (i) and (ii) 
above by the end of October, 1959. 

The members of the Committee and the others who may be invited by the 
Comm~ttee for discussion will draw T.A. and D.A. as admissible under S.R. 190 
read with l\Iinistry of Finance O.M. No. F. 6(4)-Est. IV/58 dated the 1st October, 
1938. The expenditure involved will.be debitable to the Account Head "39-
Public Health E. l\Iiscellaneous-E. 4 Expenditure on Family Planning" under 
Demand No. 44-Public Health, for 1959-60. 
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APPENDIX II 

DIRECTORATE GENERAL OF HEALTH SERVICES· 

No .. 4-38/59-F.P. 

8l!rimati Dltanvanthi Rama Rau, 

Chairman, Fantily Planning 

Tllird Five Year Plail Cmnm1'ttee. 
New Dellli, tl1e September 1959' 

Dear Friend, 

In pursuance of the recommendations of the Central Family Planning 
Board, the Ministry of Health, Government of India has set up a Committee to­
review the progress of the family planning programme and suggest proposals 
for the Third Five Year Plan period by the end of October, 1959. This Com­
mittee can succeed in its task only with yoU:r co-operation. I have no doubt 
that your help will be readily forthcoming. I am forwarding questionnaire· 
for your views on important problems concerning family planning, which will 
be of assistance to us in formulating proposals for the Third Five-Year Plan 
petlod:i. I will be grateful if you could kindly send the required information~ 
I am conscious that the time available is very short, but I will be obliged 
if you could send the required information by the 20th October, '1959 to 
me cf.o the Directorate General of Health Services, New Delhi. 

Yours sincerely,. 
DHANVANTHI RMU. RAU 
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FAMILY PLANNING THIRD FIVE YEAR PLAN COl\11\IITTEE 

QUESTIONNAIRE 

SUGGESTIONS FOR THIRD FIVE YEAR PLAN 

Aim and content of family plannmg programme. 
1. W'hat should be the aim of the family planning movement ! 
(a) Is its purpose solely to reduce the population of the cotmtry 1 
(b) If not, what are the other purposes to be achieved ? 
{c) If an important purpose to be achieved is reductiono£ population 

growth, what would you suggest regarding:-
(i) the average size of a family in the coun.try ? 

(ii) How long do you think that a reduction. of 50 p.c." in the present 
birth rate of about 40 per 1,000 is likely'to take. 

(iii) What do.you think should be the optimum total population of 
India, say in 1975 ? 

(d) What method or methods would you advocate for family planning 
among the Collowing as most effective and acceptable to the people ? 

(i) Contraception. 
(ii) Abortion. 
(iii) Sterilization. 
( iv) Use o£ the rhythm method. 
(v) Abstinence. 

(e) As regards contraception what method or methods among the Collowing 
would you advocate,· 

(i) Foam tablets. 
(ii) Condom. 
(iii) Jelly alone. 
(iv) Diaphragm and jelly. 
(v) Any other. 

(f) As regards sterilization, state whether­
(i) It should be voluntary or compulsory? 
(ii) Under what conditions would you advocate compulsory sterilizationt 
(iii) I£ it is to be voluntary what criteria would you advocate Cor select-

ing cases Cor sterilization ? 
(iv) What are the incentives, financial or otherwise, which you suggest 

to promote progress in sterilization 1 
( v) ''\"'hich do you consider most desirable sterilization o{ the male or of 

the Cemale ? 
(vi) Are there any social dangers to be expected £rom an extensive 

sterilization campaign in the country ; it so, indicate what these 
dangers are ; how can they be overcome as far as possible ? 

( t:ii) Is a sterilization campaign on an extensive basis practically possible 
i{ not, what are the difficulties and how can they be over~ome ? 
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(g) Do you advocate abortion as a measure to promote family planning 1 
If so, state-
(i) Whether you support legalisation of abortion: 
(ii) If legalisation is to be done, under wh~t conditions do you SUO'O'est 

that abortion should be permitted by law. oo 

(iii) Do you consider that it is desirable to provide monetary or other 
incentives to spread the practice of abortion 1 

(iv) If abortion is permitted by law, at what stage of pregnancy should 
the operation be resorted to 1 

(h) What incentives would you suggest to promote the small family habit 
in the community-

( i) a birth tax, 
(ii) a bonus for specific intervals between successive births, the amount 

being related to the length of the interval and at higher levels of 
payment during the first half of the reproduction period. If you 
approve of this proposal indicate clearly the scale of payment and 
the intervals of absence of pregnancy you propose for the working 
of the scheme. 

(iii) Is it a workable scheme for the country as a whole; if not, do you 
consider a pilot scheme in a few limited areas desirable 1 If so, 
indicate broadly the criteria for selecting areas where pilot schemes 
of this na~ure may be tried out. Is such pilot scheme practicable 1 

2. Do you consider that facilities should be provided under family planning 
programme for the treatment of sterility 1 If so, to what extent and how should 
the facilities be provided 1 Please give details. 

3. Do you advocate the organisation of centres to offer advice on heritable 
defects and diseases so as to promote a voluntary acceptance of sterilisation or 
()ther effective means of preventing conception in a manner designed to cover 
-cases where there is the possibility of such transference of disabilities from one 
()I both of the prospective parents or given through the practice of inbreeding 1 

. 4. Do you consider that the st~ge has been reached to start centres for 
giving marriage counselling and guidance as a part of family planning 
programme 1 

5. Do you consider that the subjects 'Family Life Education' and 'Sex 
Education' should be included in the curriculum of teaching in schools or 
-colleges 1 

6. Coordination-

(a) What are your suggestions for co~rdinating family planning pro­
gramme with maternity and child health, medical, health and other welfare 
:services in the country, coordination between different Ministries, coordination 
()f family planning with Central Social Welfare Board, Local Bodies and Volun­
tary Organizations 1 

(b) What use couldiand should be made of technical workers in Community 
Development, Agriculture, Education etc., in developing family planning move­
ment 1· 
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(c) What should be the role of voluntary organizations in the imple· 
mentation of family planning programme 1 

7. Organisation and administration­

(a) What should be the central set-up 1 

(b) What should be the administrative set-up for family planning 
programme at the State, District and peripheral level? Please give details. 

8. Title to he used for Centres-

Should we call the Family Planning Centres, Family Planning Clinics or 
Centres, or Birth Control Clinics or Centres or Family Welfare Centres 1 

9. Family Planning Service-

(a) What should be the target of population. for intensive coverage by a. 
rural and an urban family planning clinic· and what should be the 
staff and expenditure (recurring and non-recurring) pattern for a rural and 
urban clinic 1 At present a clinic has to cover a population of 66,000 in rural 
areas and 50,000 in urban areas. · The pattern of staff and expenditure for a. 
rural and urban clinic are as follows-

Non-recurring-

Equipment, furniture and publicity 
Stocking of contraceptives .. 

Recurring-

material etc. 
... 

Total 

One lady doctor and one part-time male doctor 
Social worker or health visitor or field worker 

(Family Welfare Worker). 
One clinic a ttendantipeon 
Contingencies 
Conveyance allowance 
Distribution of contraceptives 

Total· 

Rural Urban 

500 2,000 
500 500 

1,000 2,500 

5,000 
3,000 3,000 

1,000 
500 500 
500 

1,500 1,500 

5,500 11,000 

(b) What should be the qualifications, terms and conditions of service for 
doctors, social workers, health visitors, family welfare workers, field workers 
etc. employed under family planning programme in urban ~nd rura~ are~ 1 
What should be precise definition an~ qualifications for famtly plannm~ soc.tal 
worker 1 Should they be placed in one category or sever~l catego~tes like 
qualified from school of social sciences and orientated in family plannmg and 
any other not so qualified 1 
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(c) Assuming that the main functions of family planning worker would 
be, educating people in the acceptance of family planning practice ; home 
visiting for individual and group education and to follow up cases of family 
planning ; assistance to doctors during clinic sessions ; and all other activities 
connected with keeping records and the health education ; 

(i) Do you consider that it is necessary to have a specialised category of 
worker and thus multiply the category of medical auxiliaries or 
could this work be carried out by the regular staff of a Health Centre 
or qualified Public Health Nurse/Health Visitor/Auxiliary Nurse 
1\Iidwife who may be given orientation in family planning 1 

(ii) If you consider that such a worker is necessary, what should be her 
functions in relation to the Public Health NurseJHealth Visitor and 
Auxiliary Nurse Midwife in the Primary Health Centre or Sub­
Centres 1 Should she be expected to participate in the general 
work of the clinic, e.g. help in the general out-patients or treatment 
of minor ailments, or should she confine herself to family planning1 

(iii) If she is a multipurpose worker, would there be a danger of her 
not being able to perform the function of Public Health Nurse/ 
Health Visitor, her period of training being short or is there likeli­
hood of being too absorbed in work other than family planning1 

(iv) Should she be given an attendant to accompany her on home visits1 
(v) If her functions are to be limited to education for family planning 

and assistance at family planning clinic, what should be the period 
of training and content of training programme? 

(vi) What type of institutions, Governmental or non-Governmental 
would be best suited for such training? 

(vii) Should the emoluments of the Family Welfare Worker be on par 
with Social Education Organiser, the Public Health Nurse/Health 
Visitor, or the Auxiliary Nurse Midwife1 

(viii) Would the nature of the- work and emoluments be sufficient to 
attract and retain an educated woman in such work in rural centres1 

(ix) If not; what is to be her future? If she is to be trained as a Public 
Health Nurse or as a S.E.O. should she be exempted from any part 
of training for courses of Public Health Nurse or S.E.0.1 

(x) What conditions of service and minimum educational standard do 
· you suggest for such workers1 

(d) What should be the pattern of financial assistance of the Central 
Government to the State Governments, Local Bodies and Voluntary Organisa· 
tions for the implementation of family planning programme? The pattern of 
Central assistance in the Second Phm period is as follows-

"Non-recurring 
Recurring 
First Year 
Second Year 
Third Year 
Fourth Year 
Fifth Year 

State G<>\ t. & Local Bodies Voluntary Org1tnisation 
r----~------"""'\ 

Rural clinic Urban clinic 

100% 100% 100% 

SO% 100% 100% 
70% 100% 80°~ 
50% 100% 80% 
30% 100% 80°~ 
20% 100% 80% 
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(e) Do you consider that the contraceptives should be supplied (i) free or 
1u) free and at subsidised rates. or (iit) or at subsidised rates alone1 

I 0. Production of Contraceptives-

What steps do you suggest to encourage indigenous production of contra· 
ceptives in India1 

11. Education-

(a) '\\bat are your suggestions for family planning motivation education 
-programme 1 

(b) Do you consider it useful to conduct. short-term family planning· 
orientation camps in different parts of the country in order to orientate a 
large number of voluntary persons from all walks t>f life, so that they can carry 
out family planning propaganda and education in their own localities or areas! 
If so, what should be the duration of each camp and content of training and 
what steps do you suggest for conducting the camps all over the country! 
Wnat honorarium, if any, do you suggest for them for propagating family 
planning! 

(c) Do you consider that natural group leaders/prominent persons in 
different areas may be appointed as honorary family planning education leaders 
for motivating people in favour of family planning. If so, what honorarium do 
you suggest for them and what should be their plan of work! 

. ·' 
(d) Do you consider that it would be useful to conduct university exten-

sion lectures on family planning! If so, wlui.t should be the content and what 
should be the number of lectures!" 

12. Training-

(a) Should any financial assistance be offered to medical colleges for 
imparting family planning training to the medical post-graduates and under· 
graduates in their normal course of training! If so, please give details. 

(b) What do you consider should be the duration and content of training 
for (i) potential instructors, who in turn have to conduct training programme, 
( ii) doctors and medical auxiliaries who are employed in family planning clinics, 
(iii) orientation of lay personnel (if you approve ofsuch orientation)! 

(c) In view of the shortage of qualified social workers do you consider it 
useful to train a category offamily welfare workers! If so, (i) what should be 
the qualifications of the candidates to be trained and (ii) what should be 
the duration and content of the training imparted to them! 

(d) In view of shortage of trained personnel do you consider that sufficient 
number of touring training teams should be formed so that the. t~ms co~d 
tour and provide on-the-spot trainip.g to the personnel employed m t~e fa:mily 
planning clinics and doctors and medical auxiliaries already empoyed m pr1vate 
practice! If so, how many teams should be formed and what should be the dura­
tion and content of training! 
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13. Research-

(a) 1\Iedical and Biological. 

( i) What medical and biological research programme can be undertaken t 
Where can they be carried out1 (Details 'may be given). 

( 1'i) Should they continue to be done mainly by the Indian Council of 
Medical Research or through any other a.gency1 

(iii) Should a Central Research Institute be established or existing medi­
cal colleges, medical and biological research centres should be 
developed? 

(it•) Should we conduct research on qualitative aspect of population; 
if so to what extent1 

(v) Should research on .sterility be conducted ; if so to. what extentl' 

(t•i) Should we undertake research for improving sterilization tech-
niques? · 

(b) What are your suggestions for Demographic Trianing & Resehrch1 

(c) What are your suggestions for nsearch on motivation in regard to family 
planning practices? · · 

14. Any other suggestions. 



APPEXDIX III 

SuGGESTIOX FOR THIRD FIVE YEAR PLAN 

(Analysis of replies to questionnaire) 

275 out of 4,801 addressees sent replies to the questionnaire. The number 
of replies varies from item to item of the Questionnaire, from 38 to 270. The­
respondents were categorised into four broad groups representing Govern­
mental Organisations (I) Voluntary Organisations (II) Medical Workers (Ill) 
and Academic Institutions (IV). The following importmt findings emerged from. 
broad analysis of the replies. 

While checking the population growth was coD.~>idered by the majority as 
the major aim of the family planning programme, it was also suggested that the 
ultimate objective of the programme should be towards the betterment of 
standard of living. The ideal size of the family suggested by 71 per cent of the 
respondents is 5 or less including husband, wife and three children. The most 
effective and acceptable methods of family planning in the opinion of the­
respondents were contraception (39 per cent) and sterilisation (35 per c£-nt) 
Abortion was favoured by only 11 per cent and rhythm method by 10 per cent 
of all the methods suggested. 

Compulsory sterilization was advocated by onli 15 per cent, as· against 
79 per cent fox voluntary sterilization. The most favoured conditions for 
compulsory sterilization were health p.nd the number of children; for voluntary­
sterilization the condition suggested''was the number of children. According to­
about 41 per cent of the advocates of voluntary sterilization, willing persons. 
having three children should be considered eligible for sterilization and another 
17 per cent ~uggested that a person should have four children before submit­
ting for sterilization. Provision of free operation facilities was suggested for pro-
moting sterilization programme. · 

Legalisation of abortion did not find favour with 69 per cent ofrespondents •. 
Opinion on birth tax was slightly more against its imposition and the majority 
of government offieials, social scientists and voluntary workers were against 
this measure. 

Treatment of sterility in the family planning programme and the provi-· 
sion forfacilities thereof was advocated by more than 75 per cent of respon­
dents. 

Inclusion in curriculum of schools or colleges of •Family Life Education' and 
'Sex Educati0n • was suggested by more than 85 per cen~ of respon~e~ts. The 
stages for imparting knowledge on these two aspects whtch the maJority con­
curred ~ith, were school and college stages respectively. 

The opinion on the role of voluntary organisations in· family planning~ 
programme endorsed by more than 85 per cent of respondents was that they­
should undertake only propaganda .. 

Tl1t_-, title suCTCTested for the Clinic was "Family 'Velfare Centre". ee 
81 
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The majority of the respondents supported the idea of conducting short­
term family planning orientation camps in different parts of the country, con· 
ducting of University Extension Lectures; and appointment of group leaders as 
honorary Family Planning Education Workers. 

Training Courses of about eight weeks' duration for me<lical auxiliaries 
and Jay personnel was suggested by more than half of the respondents. 
·The idea of touring training teams was also supported by a predominant 
section of the respondents. 

A striking majority of the respondents advocated research on qualitative 
aspects of population and st~rility under family planning programme. 



APPENDIX IV 

LETTER FROM PRlliE Mnn:STER 

No. 2098-PllW/59. 

My dear Dhan, 

PRIME MINISTER's HousE 

NEW DELRI 

October 18, 1959 

I received your letter of the 4th October some days ago together with the 
questionnaire attached to it. I am afraid I have neither the competence nor the 
time to deal with this questionnaire. 

You know that I am wholly in favour offamily planning. Certainly one of 
its principal objects is to lessen the rate of population increase. This, is- very 
important. But there are other aspects also. To give a fuller life to the family 
and more particularly to the mother and the children. The standard of living, 
education, etc. in a large family is likely to be lower than that in a somewhat 
smaller family. 

I think that there should be facilities for sterilization. 

Any marked success in this movement will depend on two factors: (I) a 
widespread approach to our rural population, and (2) simple· and cheap 
methods. We have heard much of oral contraceptives. Undoubtedly, if these are 
effective, they would go a long way' to provide a suitable method. 

If we have to approach the rural population, this means (I) a fairly wide­
spread propaganda to create a background of acceptance, and (2) large num~rs 
of clinics or centres where such information can be given. It would hardly be 
feasible to have separate family planning centres all over the country. This 
work will have to be coordinated therefore, with other centres for maternity, 
child health and various types of medical and heal~h services. 

· In every thing that we do in India, it must be remembered that the organi­
zational structure should not be top heavy and expensive. Otherwise it is limited 
in scope. 

Shrimati Dha.nvanthi Rama Rau, 
Chairman Family Planning, 
Third Five Year Plan Committee, 
Directorate General of Health Services, 
New Delhi. 
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Yours sincerely . . 
JAWAHARLAL NEHRU 



APPENDIX V 
RECOMMENDATIONS OF THE COMMITTEE APPOINTED'By THE PANEL OF HEALTH. 

PROGRAMMES OF THE PLANNING COMMISSION TO REPORT ON POPUlATION 

GROWTH AND FAMILY PLANNING, 1951 

I. Recognition of need for Family Limitation 

The Committee recorded that they recognise in principle: 

A. That family limitation is necessary and desirable in the interests of the­
family-that is to say, family comprising the ru. tion should take all suitable 
and practicable steps for securing that the occurrences of birth in the family 
are properly spaced in time ond limited in number, so as to safeguard the health 
of mother and children and enable an adequate share of the resources of the 
family being applied effectively to the care and upbringing of children; 

B. That in order to assure the success of plans and programmes designed 
to promote the health and welfare of the people and development of the national 
economy, it is essential that the national birth-rate should be reduced concur­
rently with the national death-rate, until the population is stabilized at a level 
consistent with the requirements of national economy. Family limitation. 
(defined as in above) is necessary to secure this res-clt also. 

II. Specific Gover~mental Measures in relation to Family Limitation 

A programme of family limitation must, in our opinion, be a social move­
ment which would call for initia.tive on the part of individual families and general 
development of public opinion. The State, therefore, can only play a limited 
role in this respect. Measures to secure rapid progres8 in education and improve­
ment of health and living conditions would in themselves be favourable to 
family limitatior, and we considet such measures should have t.tJe highest priority 
in State programmes of national reconstruction. So far as direct participation 
by the State in a family limitation prograiDm.e is concerned, its nature and 
extent will have to depend upon public demand. In the existing circumstances, 
we would like to make the following recommendations:-

(a) the State should provide facilities for sterilization or giving advice 
on contraceptives on medical grounds; 

(b) such help and advice should not be withheld from others who seek 
and need it on social and economic grounds. Such services, however, 
should be provided to the extent that personnel in hospitals and 
health agencies can undertake them cousistent with their other 
duties; 

(c) the State should dso, through financial aid and otherwise, assis~ in 
the establishment of Research and Information Centres orgarused 
for the following purposes vi.a: 

(i) collection, study and dissemination of information based ~n 
scientifically-tested experience in our country and abroad m 
respect of all apsects of family limitation; and the countering of 
ill effects of incorrect information: 
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(ii) research necessary for the development of inexpensive, safe and 
efficacious methods of birth control suitable for all classes of 
people; and methods of preparation of necessary appliances and 
materials based on raw materials available in the country. 

III.· Improvement of Population Data and Systematic Study of Population 
Problems 

In view of the intimate connection which exists between the numbers, sex 
..:omposition, age structure, physical a.nd mental health and general quality of 
the people and the working of the economic and social systems and also of the 
need or establishing a continuous flow of accurate and complete information 
regarding the interrelated changes occurring in all the factors, it is necessary 
to draw up a. programme of collection of demogra.p~ic data and study of selected 
specific problems with a view to provide a basis for the formulation and 
~xecution of a positive and comprehensive progranilp.e relating to population. 

It is necessary to provide and develop a. permanent o:rganisa·tion for the 
purpose but pending the establishment of such an organisation, steps should: 
be taken to use the existing agencies and person.n el as effectively as possible to 
implement these recommendations". 

One member uf the Committee however did not entirely support the re­
commendations and in a supplementary note emphasised that the social and 
economic factors prove decisive in this connection, and the State should not 
undertake populBtion control through furtherance of contraceptives and the 
first priority was education and improvement of living conditions which could 
motivate the people to find out ways and means of limiting their families 
wl1ether State offers any facilities or not and the utmost that could be asked of 
the State was th.;;t it should not interfere with any social agency which wishes 
to undertake such activities. • 



APPENDIX VI 

PLA~TNING CoMMISSION RECOMMENDATIONS FOR FAMILY PLA.-~."\'NING 
PROGRAMME DURING FIRST PLAN 

The recent increase in the population of India and the preSimre exercised 
on the limited resources of the country have brought to the forefror.t the 
urgency of the problem of family planning ard population control. The 
application of medical knowledge and social care has lowered the death-rate 
·while the birth-rate remains fairly constant. This has led to the rapid increase 
in the growth of population. \Thile a lowering of the birth-rate may occur 
as a result of improvements in the standard of living, such improvements are 
not likely to materiali..~e if there is a concurrent increase of population. It is~ 
therefore, apparent ~hat, population control can be achieved only by the 
reduction of the birth rate to the e:x;tent necessary to stabilize the population 
at a level consistent with the requirements of national economy. This call 
be secured only by the realisation of the need fer family limitation on a wide 
scale by the people. The main appeal for family planning is based on considera· 
tion of the health and welfare _of the family. Family limitation or spacing 
of the children necessary and desirable in order to secure better health for­
the mother and better care and upbringing of children. - Measures directed· 
to ,this end should, therefore, form a part of the public health programme. 

All progress in this field .depends first on. creating a sufficiently strong 
motivation in favour of family planning in the minds of the people and, next,. 
on prmriding the necessary advice a:cd service based on acceptable~ 
efficient, harmless and economic methcds.' But these presuppcse (1) intensive 
studies about the attitudes ard motivations affec.ting family size and techniques 
and procedures for the education of the public on family planning, and (2) 
field experiments on different methcds of family plannir g as well as medicaJ 
and technical research. 

A programme for family limitation and population control should-

( a) obtain an accurate picture of the factors contributing to the rapid 
population increase in India; 

(b) discover suitable techniques of family plannll1g and devise methods 
by which knowledge of these techniques· can be widely disserilina­
ted; a,nd 

(c) make advice, on family planning, an integral part of the service 
of Government hospitals and public health agencies. 

A sum of Rs. 65 lakhs has been allocated by the Central Government in 
the plan of the Ministry of Health for a family plaiming programme. 

This programme includes-

(!) The provision in Government hospitals and health centres of advice 
on methods of family planning for married persons who require such advice. 
Medical Officers working at hospitals and health centres like maternity and 
c•ila welfare clinics should give advice to women regarding family pla1ming 
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when sueh ad'\" ice is nec~ary for health reasons. If a doctor feels that a 
women patieuJ: cannot w1dergo again the strain of pregnancy and parturition 
without daroger to health, it is obviou..,ly the duty of the doctor to give such 
advice as is necessar'y to enable the person to prevent conception. In these 
cir(·unu;tances the doctor would be justified in suggesting any chemical, mechani­
cal or biological methods of contraception or sterilization as may be indicated 
for the individual ca~e. The givirg of advice on birth control has been a 
pr( cetlnre a !lowed by the Mi.Listry of Health in U.K. in medical cei.tres mairi­
tained by the kcal authorities. 

Field experimet:ts c•n different methods of fall!ily plam ir g fo~ the purpcse 
of determinirg their suitability. acceptability ar.d effectiver.ess in different 
sections of tl1e population. If it can he demoLstrated that our people, parti­
cularly tho11e li,•it g in rural arear:, can be educated to accept the rhythm 
method aud ul'e it as a practical methr.d cf limitil·g family growth. From 
the point of ,·iew of avoidi.I'g enormous expet:diture as well as that of securir:g 
the ethical value that commur,ity life w~uld gain by the self-impe>sed restraint 
which the rhythm method involve~, it wc.uld seem desirable to try out this 
method fully ar.d thus ascertain its practicability. Whether the rhythm 
methPd is capable of wi.:le application in the cc.mmunity_ with adequate results 
or not, actual experimentation alone can tell. Research aEd experiments 
need not however be confined to a sirgle method. There are numerous volun­
tary ageJ:cies which are currently propagating the spread of information on 
family plannillg and the use of chemical a.nd mechanical contraceptives. Their 
activitie11 would need support. 

Development of suitable procedure.s to educate the people on family plimn­
ing methods. Inexpensive means of ~apidly educating the public in matters 
relating to family size will have to be evolved if large-scale deduction in the 
national birth rate is to be obtai.I1ed. Scientific techniques are available to 
a88ess the effect· of mass educational campaigns. These techniques should 
be used to develop educational programmes suitable for the different economic 
aul sc<'ial sections c.f the population. 

Collection, from representative sections of the population of il1formation 
on reproductive patterns, and on attitudes and mothatwns affecting the size. 
of the family. The reproductive pattern in any population is largely deter­
mined by social and cultural factors which may differ from one area to another. 
A thorough investigation of the differences in attitudes and motivations towards 
family size and of the factors responsible for producing such differences is 
important. Research along these lines is necessary if we are to understand the 
particular sentiments and aspirations to which programmes offamily limitation 
in Yarious sections of the population should appeal. 

Study of the inter-relatioru:hips between economic, social and population 
changes. The information obtailled by such studies will form the necessary 
barkground for the formulation of a national population policy and the develop­
mE>nt uf appropriate measures for population plannir.g ha2ed on factual illforma­
tion. 

Collectmg and studying information about different methods for faf!lilY 
planning (based on scientifically-tested experience in India and abroad) and 
making such information available to profassional workers. 
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Research into the physiological and medical aspects of human fertility 
.:and its control. 

. It is considered that the problems of population and family planning 
illlay be divided into those relating to-

(1) policy and approa~h, and 

(2) research and programmes. 

Two committees have accordingly been constituted. It would also appear 
·desirable to set up at a later date a population commission to assess the popula­
tion problem, COD8ider different views held on the subject of population control, 
:apprise the results of experimental studies and consider measures in the field 
-of family planning to be adopted by the go'\'"ernment and the people. 



APPENDIX VII 

Nc. 2G37/P/fi3 

GOVERNMENT OF INDIA 

MINISTRY OF HEAI.TH 

Nett' Delhi, the. 6th May, lfi:).'J. 

FROM 

SHRI s. DEVANATH, B.A. (HONS.), 

Under Secretary to the Government of lnqia. 
To 

THE DIRECTOR GENERAL OF HEALTH SERVICES, NEW DELHI. 

SuR.IECT-Family Planning Research ano Programmes CommiUee 

SIR, 

I am directed to say that the President L'> pleased to constitute·a Family 
Planni1:g Hesearch and Prugrammes Committee with the following composition 
to make rec0mmendations to the Government of India regarding research. 
r;chemes and experimental and ether programmes relating to family planning 
to be adopted and tht' nature and 11-mount of assistance, if any, to be given 
to existing voluntary organisations' in the field of family planning afteJ: a. 
revit•w of their present activities. 

CJ,airma 11--

l .. IJiredor Geueral of Health Services. 
Memb1 (.•--

2. Dr. KC.K.E. Raja, Officer on Special Duty, l\Iinistry of Health, New 
Delhi. 

3. Dr. C. Chandrasekharan, Director, United Nations Office for Population 
Studies, New J;>elhi. 

4. Dr. 1\I.V. Govindaswamy, .1\Iedica] Superintendent, l\Iental Hospital, 
Ban galore. 

5. Dr. B.S. Gul1a, Director, Department of Ailthropology, Government 
of J ndia, I n.dian 1\Iuseum, Calcutta. 

6. Dr. P.K. l\Ialkruli, Profeswr of Obstetrics and Gynaecology, Lady 
Hardinge 1\I~dical College, New Delhi. 

7. Dr. S.S. l\Iisra, Professor of Clinicall\Iedicine, Medical College, Lucknow. 

8. Dr. K.l\Iitra, ABBistant Director General of Health Services, New Delhi. 
9. Shrimati D. Rama Rau, President, Family Planning Association of 

India, Bombay. 

10. Dr. Basudeu Narayana, Principal, Medical College, Patna. 

II. Prof. P.C. 1\lahalanobis, Statistical Adviser to the Cabinet. 

12. Dr. V.K.R.V. Rao, Director, Delhi School of-Economics, Delhi. 
M/B2ofl{('alth-8 89 
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13. Dr. L.D. Sanghvi, Research Officer, Indian Cancer Research Centre, 
Bombay. 

14. Dr. Mukhta Sen, Professor of :Maternity and Child Welfare, All India 
Institute of Hygiene and Public Health, Calcutta. 

15~ Dr. T. La.kshminarayana, Adviser in Health Progr~mme Planning 
Commission, New Delhi. 

Member] Secretary-

16. Dr. C.G. Pandit, Secretary, Indian Council of l\Iedical Research, 
New Delhi. 

2. The non-official members of the Committee will be entitled to the grant 
of travelling and daily allowances for attending meetings of the Committee in 
accordance with the orders issued by the Ministry of Finance from time to time. 

3. It is requested that the Committee should submit its interim recommen­
dations on the urgent steps to be adopted within a period of three months if 
possible. 

4. The expenditure involved in the current financial year should be met 
frQm the sanctioned budget grant under the head 39-Public Health Demand 
No. 50-D-Public Health Expenses in connection with Epirlemic Diseases-D­
Family Planning. 

Yours faithlully, 

(Sd.) S. DEV ANATH 

Under Secretar'IJ 

Copv with 3 spare copies forwarded to the Ministry of Finance for informa­
tion and. communication to the Accountant General, Central Revenues. The 
order has been issued with the concurrence of the Ministrv of Fi.'lance t·ide 
their U.O. No. 2373-E.G.-III/53, dated the 4th :May, 1953. 

Copy forwarded to the Planning Commission/Ministry of Home Affairs 
{Registrar-General) for information, 

Copy forwarded to each member of the Committee for information. 

By Order 

(SdJ S. DEYANATH 

Under Secrell"Y 



APPENDIX VIII 

CoNSTITuTION OF THE GRANTS CoMMITTEE 

The Government of India, on 28th llay, 1954, set up a Grants Committei 
consist~ng. of-

(1) Director General of Health Services-(C/Iairman). 

(Z) Deputy Secretary, Ministry of Healt~ (Shri N.B. Chatterji). 

(3) Officer on Special Duty, 1\linistry of H~alt.h (Dr. K.C.K.E. Raja). 

(4) Deputy Secretary, 1\Iinistry of Finance, (Shri K.L. Rathee). 

(5) Deputy Secretary, Planning Commksion, (Shri M.R. Kothandara­
man). 

(6) Shrimati Dhanvanthi Rama Rau, President Family Planning 
Association of India, ~ombay. 

(7) Shrimati Uma Nehru, 1\I.P. 

(8) Secretary, Central Social Welfare Boa.rd (Shri C.R. Govindarajan). 

(9) Adviser, Hcalt.h Programm«>s, Planning Commission and Additional 
D.D.G., Health Services (Dr: T. Lakshminarayana). 

to scrutinize and recommend, for sanction, applications for assistance for 
family pla1ming work as well as research. 



APPENDIX IX 

PLANNING CoMMISSION RECOMMENDATIONS FOR FAMILY PLANNING PRo­
GRAMME DURING SECOND PI,AN 

The problem of regulating India's P('pulation from the dual standpoint 
of size and quality is of the utmost importance to national welfare and national 
planning. The objectives set out in the first Five Year Plan were-

(i) to obtain an accurate pkture of the. factors which contribute to. 
ra~id increase of population. 

(i·i) to gain fuller understanding of human fertility and the means of 
regulating it; 

(iii) to devise speedy ways of education of the public, and 

(iv) to make family planning advice and service an integral part of the· 
services in hospitals. a1:d health centres. 

The family planning programme was primarily directed to the building up 
of an active public opinion in favour of family planning and the promotion of 
family planning advice and service on the basis of existing knowledge. At the 
same time demographic as well as niedical and biological studies were taken 
up. Assistance in the shap,e of sub~idies or grants was given to States, local 
authorities, voJuntary organisations ar.d scientific institutiors for about 115 
family planning clinics_ and for 19 research <~chemes relating to biolo­
gical and demographic problem. It is proposed to develop this programme 
further during the Second Plan. 

The family plannli1g programme has now gone for enough to call for it 
further development on systematic lines, for continuous study of population_ 
problems and for as suitable central board for family planning ar7d population 
problem. Such an organisation should be more or less autonomous in its 
working. The main constituents in the C.£>ntral Board's progranune will be-

(1) extension of family plarming advice and service; 

(2) establishment and maintenance of a sufficient number of centres 
for the training of personnel; 

(3) development of a broad based programme of education in family 
living, which should include within its scope sex education marriage· 
counselling and child guidance; 

(4) research into biological and medical aspects of reproduction and of 
population problems; 

(5) demographic research, including investigations of motivation in 
regard to family limitation as well as studies on methods of com­
munication; 

(6) inspection and supervision of the work done by different agencies~ 
governmental and non-governmmtal to. which. grants are made by 
the Central Board. 
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(7) evaluation and reporting of progress; and 
(8) establishment of a well equipped central organisation. 

It is proposed to establish clinics, one for 50,000 population, in all big 
-cities and major towns. As regards small towns and rural areas, clinics will be 
opened gradually, in association with primary health units. These clinics are 
intended to create a general awareness of the problem and to provide advice 
and service. The establishment of a central training and clinical institute and a 
rural training unit near Bangalore are under consideration. A contraceptive . 
testing and evaluation centre is being developed at Bombay. lt is necessary 
that training in family planning should be imparted to all medical and nursing 
students. All hospitals and an increasing number of dispensaries should develop 
in due course a family planning service. It is also proposed to promote actively 
medical, biological and demographic research. A provision of nearly Rs. 5 crores. 
has been made for family planning programmes.:.It is expected that about 500 
urban and 2,000 rural clinics will be set up in the course of the Second Plan. 



APPENDIX X 

CnNSTITUTION OF CENTRAL FAMILY PLANJ\""ING BoARD 

No. F. 1-65/56-HII 

GOVERNMENT OF INDIA 

1\IINISTRY OF HEALTH 
RESOLUTION 

NEW DELHI, 

Dated, the 1st September, 1956. 

The Government of India have made a provision of Rs. 497 ·lakh (Rupees 
400 lakhs at the Centre and Rupees 97lakhs in the States) for family planning. 
In order to effectively direct family planning programmes it is considered 
necessary to set up a high level Family Planning Board. 

The Ministry of Health have accordingly decided to set up a Family Plan­
ning Board consisting of the followingi 

Chairman 
1. The Union Minister of Health. 

Members 

2. The :Minister of Revenue and Civil Expenditure. 
3. Shrimati M. Chandrasekhar, Deputy Ministry of Health. 
4. Shrimati Durgabai Deshmukh, Chairman, Central Social Welfare 

Board. 
5. Dr. J. C. Ghosh Member of the Planning Commission. 
6. Dr. ,John Mathai, Chairman, Governing Body, Demographic Teaching 

and Research Centre, Bombay. 
7. Shrimati Dhanvanthi Rama Rau, President, Family Planning, Asso­

ciation of India, Bombay. _ 
8. Shri Choitram P. Gidwani 127, Mahatma Gandhi Road, Fort Bombay. 
9. Shrimati Anasuyabai Kale, Anand Bhavan, Dhantoli, Nagpur. 

10. Shrimati Savitri Nigam. 
11. Dr. S. C. Sen. 
12. Prof. P. C. l\Iahalanobis. 
13. Shrimati Soundaram Ramchandran. 
14. Secretary, Planning Commission. 
15. Joint Secretary, Ministry of Finance. 
16. Secretary, Ministry of Health. 
17. Director General of Health Services. 

Secretary 
Family Planning Officer, Ministry of Health. 
The Board may Coopt additional members for ad hoc purposes. 
Members of th~ Board shall normally held office for a period of five years. 

9! 
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The Family Planning Board will advise on the following matters: 
(i) Research and studies on inter-relationship betwee~ economic, 

social and population changes, on reproductive patterns, attitudes 
and motivations affecting the size of the family. 

(it') Educating public opinion on matters of family planning. 
(iii) Advice and necessary service in family" planning a~· an integral 

part of the public health activities through hospitals, health centres · 
and clinics. 

(iv) Facilities for tbe training of personnel in family planning. 
( v) Formulation of schemes for the improvement of the health of mothers 

and cbildren and for bringing about better conditions for family 
living. 

(t-i) Research on and the production of contraceptives.-
(vii) Literature and periodical in furtherance of the objectives of the 

scheme. 
The re~~ommendations of the Family Planning Board will be implemented 

by the Ministry of Health. 

With the setting up of the Family Planning Board, the Family Planning 
Research llnd Programmes Committee and the Family Planning Grants Co~­
mittee corstituted by the Government of India in the Ministry of Health 
letters No. 2637-P/53, dated 6th May, 1953 and No. F. 15-10/54-P, dated 28th 
May, 1954 respectively stand dissolved. 

OrdereJ that a copy of the resolution may be communicated to all the State 
Governments, all the Members of. the Board, all the :Ministries of the Govern­
mPnt of India, the Comptroller and Auditor General of India, Planning Com­
mL'Ision, Cabinet Secretariat, Prime Ministers' Secretariat, Parliamentary 
Secretariat and Department of Parliamentary Affairs. 

Orderea also that it be published in the Gazette of India and that State 
documents be requested similarly to publish it in the State Committee for 
genera information. 

(Sd.) V. K. B. PILLA! 
Secretary 



APPE.Nl>IX Xl 
CoNSTlTO'liON OF 'STANDING COMMI1TEE OF CENTRAL FAMILY PLANNING 

BoARD 
Copy of letter No. F.l-189/56-H. Ii, dated the 2-1-57 from the Ministry of 

Health, New Delhi addressed to t"he Director'General of Health Senn'ces, Keto 
Delhi. 

SUBJECT-Standing Committee of the Family Planning Board. 

I am directed to say that_ the Family Planning Board at its first meeting 
held on the 27th October, 1956, recommended the setting up of a Standing 
Committee to undertake scrutiny of various proposals relating to family plan­
ning and to deal with other cognate matters on behalf of the Board. In the 
interest ~f speedy action the Standing Committee will diiectly submit their 
recommendations to the Goverlrinent, but place a. copy of such recoinniendations 
before the Board at its next meeting. The Gove:triment of India. ha.vtl itccord­
ingly decided to Constitute the Standing Committee of the Family Planning 
Boatd with immediate effect. The Committee shall have the following cons­
titution-

Chairman 

Members 

Secretar), Ministcy of Health 

Director General of Health Services 

A representatfve of the .:Mkistry of Finance. 

A representative of the Planning Commission. 

A repreeentative of the Min. of Conimunity 
Development. 

Stnt. Durgabai Deshtnukh, Chairman, Central 
Social Welfare Board. 

Smt. D. Rama Rau, President, Family . Plan­
-ning·Association of India, Bombay. 

Shri Choitram P. Gidwani, Metnber of Parlia­
ment. 

Ex-Officio. 

Family Planning Officer, Director General of Ex-Officio-Secre. 
Health Services. tary. 

2. The Committee shall have the power to co-opt one or more members 
for ad.;hoc purpbses. 

3. Non-official members of the Committee shall be entitled to the grant of 
travelling and daily allowances for attending the meetings of the Commi_ttee 
as are admissible to an officer of the highest grade in Class I of Central ServiCes. 
Members of the Committee who are Government servants will draw travelling 
and daily allowances as are admissible to them, from the same source from which 
they get their pay. 

4. The expenditure involved will be met from the sanctioned budget grant 
under the Head "39-Public Health-Family Planning Programme" of the 
Ministry of Health. 
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APPENDIX XII 

FAMILY Pl..ANNJNG STAFF :AT CENTIUL ORGANISATION 

Serial Designation Number 
No. 

1 Director One 

2 Statistician One 

3 Section Officer 'One 

4 Investigators Three 

"5 PTopaganda Assistant Orie 

6 Technical As11istants .. Five 

1 Assistants Two 

6 Computers Two 

g U.D. Clerks Two 

10 L.D. Clerks Four 

11 Editor On&-Part;. 
time. 



APPENDIX XIII 

TER:US AND CONDlTIOKS REGARDIJ:\G ''PROCEDURE FOR FINANCIAL ASSISTANCE: 

TO LoCAL BoDIES AND VoLUNTARY 0RGANISATIOKs FOR FAMILY 

PLAN~ING PROGRAMME 

I. Procedure for Sub-mission of Applications 

Applications on prescribed form (copy attached) should be submitted 
(in triplicate) through the Family Planning Officer of the State concerned in 
which the institution is situated. Separate applications should be submitted 
for each project. 

The State Family Planning Officer will scrutinise the application carefully 
and will forward the same to the Director General of Health Services, New 
Delhi with his/her recommendations after consulting the State Administrative 
l\Iedical Officer. In making his/her recommendat.i.)ns the State Family Planning 
Officer will certify that-

(a) the institution is of recognised competence and ability; 
(b) the estimates have been checked and found reasonable; 
(c) the institution concerned is in a position to meet ItR shFte of tte 

expenditure; 
(d) the establishment of a Family Planning Clinic in the locality proposed 

is necessary. 

In: States where Family Planning Officers have not been appointed the­
applications will be sent through the Administrative Medical Officer concerned .. 

II. Documents to be sent along with the applicatlon by Volunta-ry 
Organisation.<: 

Each application should be accompanied by the following documents. 

(i) A certificate stating1 
(a) that the organisation is registered under the Registration of Societies 

Act, 1860 or other appropriate Act or is a regularly constituted 
branch of registered· organisation; (The name of the Act under 
which the organisation is registered should be stated. 

NoTE-An institution which is merely affiliated to a Registered Organisa­
tion without being the branch should get itself registered separately. In case an 
institution is not registered at the time of the application, it should get the­
registration completed before the grant can be allowed to be drawn.) 

(b) that the organisation has a regularly constituted managing com­
mittee; 

(c) that the organisation does social welfare work for the public on no­
profit basis; 

(d) that the grant-in-aid will be utilised for the purpose for which it i!J 
sanctioned; 
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(e) that the services to the public will be provided free of charge except 
for the sale and distribution of contraceptives which will be accord­
ing to prescribed instructions; 

(f) that !he organisation will be able to <;ontribute their matching contri­
butiOn of the total expenditure incurred according to the prescribed 
pattern of assistance; 

(g) that the audited statements of accounts will be sent at the end of each 
financial year; 

(h) that monthly, half-yearly aul am~ua.l progress repurts will be sent 
regularly a~ d.esired. 

(ii) that the organisation will faithfully carry out the ur..dermentioned ar.d 
Bll)' other conditiors that may be laid down hy the Goverr:Iilent of· India for 
the efficient workirg cf the family plar.rirg · prr-gramme frcm time to time. 

(iii) A certificate from the District Magist~atefLocal Administrative 
Authority to the effect that statements made in the application as well as· 
in the above certificate are correct as far as he is aware, that the bonafides of 
the organisation and its financial position are satisfactory and that there is 
nothing ngain.st the organisa.tion or its (Jffice bearers/staff which should dis­
qualify them from receivir.g financial assistance from the Go"\'ernment of 
India. 

(iv) Latest annual report and a copy of the constitution of the instit.u­
t ion. 

(v) Copies of audited statemeiit"s of accounts for the last three years. 

(vi) Any other documents whic~ may give infcrmation on the activities of 
the institution and its financial position. 

III-Conditions for Sanctzon of Grant 

(i) The institution must be open to all citizen~ of India without distinc­
tion of caste, creed.1 area of origin etc. 

(ii) No grant for opening n~w clinics will normally be· given if a family 
planning clinic already exists in· the area servir:g a· population of 50,00~ · 
(if urban) and of 66,000 (ifrural). 

(iii) The family planning clinic flhould be run on the lines that may be 
indicated by tht" Government of India and function under the guidance ~f 
the State Director d Health Services/Director Public HealtbfDirectC'r 1\ledi­
cal Services. 

(w) The cliuic should he open for inspection by the State Director of Heal~h 
Services/Director Public Health/Director 1\ledical Services/ the State Family 
Planning Officer or any other officer deputed or nominated by him or by the 
Director General of Health Services or his representative. 



100 

(v) The Offic~r-in-charge of the organisation to whom the grant is paid 
should send monthly, six monthly and anmial rf'ports and any other informa­
tion asked by the Director General of Health Services and/or the State Direc­
tor of H~alth Services and/or the State Director of Health Services/Director 
Public Health/Director :\Iedical Services. 

(vi) The staff employed will include l\Iedical Offie~rs, a Family Welfare 
Worker (i.e. Social Worker, H~alth Visitor or Public Health Nurse or Family 
Welfare Worker eBpecially trained for family planning) and Clinic Atten­
dant (instead of peon) and will possess qualifications prescribed by the Govern­
ment of. India. Their scales of pay and allowances shall not exceed those pres­
cribed by the State Government for similar category of pootE. except with 
the prior approval of the D~rector General of Health Services. 

The staff employed should have sincere belief in the necessity of the 
Family Planning Programme and genuine interest in its propagation and the 
implementation of the scheme. 

(vii) The clinic staff should give not only the family planning advice 
(which will be the 'IIUlin Junction) but should also give advice on home nursing 
ante-natal, post-natal, child welfare and other problems of the family. 

{t-iii) The following are the prescribed qualifications for the various cate­
gories of -:,oats sanctioned for the· family planning centres:-: 

(a) Doctors-Registered :Medical Practitioner in modern medicine-The 
registered medical practitioner for this pupose means a person :who 
holds qualifications granted by an authority specified or notified 
under section 3 to the Indian Medical Degrees Act, 1916 (VII 
of 1916) or in the schedules to the Irdian :Medical Council Act of 
1933 (XXVII of 1933). 

Scale of pay-Rs. 260-15-440-20-500 plus usual allowances as for 
Assistant Surgeon, Grade I. 

(b) Jfedical Social l'Vorker.~-~I.A.JDiploma in social work from any 
recognised university or i 1~titution. 

Scale of pay-Rs. 150-7-185--B-225plus usual allowances including 
conveyance allowance. 

(c) Public Health iVurse-B.Sc. in Nur~ing from a recogni'ied university. 

Scale of pay-Rs. 150-7-185-8-225 plus usual allowances including 
conveyance allowance. 

(d) Health. Visit&rs-Certificate from a recogni<~ed health school for 
trainina of health visitors under the All India Nursing Council Act. 

0 . 

Scale oj pay-Rs. 100-5-150 plus usual allowances includir~g conveyance 
allowance. 
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NoTE:-If pcrsonfl witl1 the above qualifications are not available, the­
possibility of reducing the ql:alificatiors with a view to attracting 
candidates for the posta and giving suitable training in family 
planning may he considered. In such cases the qualifications. 
prescribed above may he relaxed to the followin~ extent :. 

Qualifications 

Urban Clinics 

Social Workers 

Graduate preferably in science. 
Experience in social work, teach. 
ing, community or family 
planning services. 

Rural Clinics 

F~eld Workers or Healt}l. Visitors.. 

P488Cd Matriculation. Experi­
ence in community work,. 
teaching or community or­
family planning services. If 
matriculates are not available. 
the minimum qualification may· 
be relaxed upto VIII standard! 
of any recognised institution. 

25 years and over (preferably 25 years and over (preferably 
married). married). 

Pay and allowances • . Rs.l50-7-185-8-225, plus 
usual allowances including 
other allowances. 

Rs. 100-5-150 plus -usual 
allowances and free accommo­
dation or house rent allowance 
in lieu thereof and cop.veyance. 
allowance. 

(r) Tl1e pay f>cale indicated above are the maximum admissible and 
should not generally excePd the scales of pay prescribed by the kcal_ 
State Go\'ernmcnt fN similar category 0fpcsts. 

(j) In exceptioral <"ases, where the staff with the above pr~cribed' 
qualificatiors are not available f0r employm~J t in urbBn clll1ics, 
persons with qualificatious laid down fm rural clinics may be em .. 
ployed under intimation to the Director General of Health Service.'!, 
New Delhi. 

(i:r) The staff of the family planning clinic should be trained at the Family 
Planning Training Centre or hy Family Planning Training team established by 
the Gonrnment of India or b\ the ~tate Govemment before or immediately-
after their employment. • 

(x) Part-time doctorR may be employed in clinics wherever necessary­
proYided the expenditure does not exceed the amount sanctioned on this 
account. The doctvrs so employed will also normally be required to undergo 
training in family plannh'g M mentioned above. 

(:ri) A number of part-time or full time pers(ms belonging to any category 
may be employed provided the expe11diturc does .net exceeQ the ceiling of the 
3mount sanctioned in the presrribed pattern fer that catego.ry of pest. Extra 
staff like part-time clerk or acccuntant aya or ~>weeper may also be employee\ 
proviflro the total amount sanctioned for th~ staff is net exceeded. 
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(xii) Flexibility in employment of staff and expenditure is permissible 
with the prior approval of the Director General d Health Services, New Delhi 
to the extent that the expenditure in the-approved pattern against each item 
is not exceeded. · 

(xiii) The family planning clinic should function in coordination with the 
family planning programme of the State Government and Local Bodies. 

(xiv) The family planning centres in the rural areas should be establi!lhed 
in association with M.G.H. CeLtresJprimary health units and in urban areas in 
as.<~ociation with 1\I.C.H. Centres, maternity homes/hospitals/dispensaries. 

(xv) The clinic 8hould not be established in association with a private 
cli~pensary fc1iriic etc. 

(xvi) The staff employed should not be associated with any commercial 
establishment concerned with the manufacture or ~ale of contraceptives 
.appliances for profit and should not have any financial interest in their sale etc. 

(xvii) Contraceptives advised will be those which are includefl in the list 
()f approved contraceptives issued by the Director General of Health Services 
and will be distributed in accordance with the instructions laid down· bT the 
Government of India. · 

(xviit") Subject to the acceptance of the conditions detailed above, grants­
in-aid will be paid for a period of six months in advance of the anticipated 
-expenditure. The presentation of the bill in form T.R. 42 for drawal of the 
amount of the grant will be construed to mean that all these conditions and 
those laid down in the letter of sanction have been accepted by the grantee 
without reservation. 

(xix) The amount of the grant will be refm1ded to Government, if the work 
for which· the grant is sanctioned, is not started within 4 months of the drawal 
()f the amount, or where the State Government/Government of India have 
reason to believe that the affairs of the institution are not being properly mana­
ged or that the sanctioned money is not being utilised for approved purposes. 

(xx) Family welfare activities will be developed around each family 
planning clinic. 

(xxi) If the l\'lini'ltry of Health or the Directorate General of Health 
Services requires clarification on any point not contained in the stf!temen1i, 
the institution should supply it within the time specified, failing which the 
application will not be considered. 

IV -Utilisation of Grant 

(i) The institution !:hould exercise utmost economy in its expenfliture. 

(ii) The institution should keep separate accounts of the grant paid for 
family planning in a recognised bank to facilitate inspection of accounts. 
The accounts of the institution should be maintained properly and submitted 
as and when required. It should always he open to check by an officer depute.i 
by the Government of India or the State Government. 
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(iii) An audited statement of accounts will be sent at the end of each 
:financial year (for the period April and March) giYing details of each item cf 
expenditure sanctioned together with full particulars .?f-

(a) the staff employed and their scales of pay and allowances; 

(b) the actual expenditure incurred against each ~auctioned item of ex­
penditure; and 

(c) the Government of India's share thereof and of the organisation 
concerned according to the approved pattern; and 

(d) a report of the work done should be submitted to the Director 
General of Health Services before the next instalment of the grant­
in-aid is applied for. 

(e) Report of the State Family Planning Officer/State Administrative 
lledical Officer. 

V -Continuation of Grant 

(i) The applications for continuation grant will be sent six monthly 
(April & October) receipt of statement of account in October countersigned 
by State Family Planning Officer/State Administrative Medical Officers . and 
audited statement of accmmts at the end of financial year and other documents 
referred to in sub para (iii) of par~ IV above, and utilisation certificate by the 
head of the organisation to which the grant was sanctioned that the entire 
amount of the grant has actually been utilised for the purposes for which it 
was intended. · 

(ii) Grants will not be renewed if the progress is found NOT to be satis-
factory. · 

(iii) If for, some reason the audited statement of accounts in .respect of 
the past expenditure against the grants sanctioned cannot be readily submitted, 
50% of the grant due may be sanctioned on submission of a statement of 
accounts countersigned by the Administrative Medical Officer or the· State 
Family Planning Officer concerned. 
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FORl\1 OF APPLICATION FOR GRANT-IN-AID UNDER FAMILY 
PLA~"'NING SCHEME. 

To 
THE DIRECTOR GENERAl. OF HEALTH SERVICES, 

NEW DELHI. 

(Through tl1e State Directo·r of Medical/Health SerV:icesjState FamilY' 
Planning Office-r). 

SuBJECT : Application for Grant-in-aid under the Family Planning Scheme .. 

Sir, 
On behalf of the--------------------

(Name ·of the organisation) 
I apply for grant-in-aid of RR.----------,--------­
for opening/maintaining ·-------------rural clinics and 
-------------·urban clinics. The necessary details of 

(number) 
the scheme are g1ven below:-

I. Name of State 

II. (a) Name of Voluntary Organisation/Local Body -------------­

(b) Organisation Registered or not 

(c) Affiliated to------------------------

(d) X a me and add res>~ of the authority in whose name the grant should bt> sanctioned-

III. Particulars of the clinic or. clinics for which the grant is required 

Serial Location Urban Popula- New clinic If exist- Name& Distance· 
No. or tion to or conti- ing eli- address between 

rural be nuation of nic of any the F.P-
covered existing date other clinic 

dinic when F.P. already 
opened clinic existing: 

serving and the 
the clinic 

population 
covered 

proposed; 

by the 
new 

clinic 
proposed 

I 
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IV. Equipment required.-----~--------------........,.--~-­

showing ooet of each item and total cost (excluding the cost of building and rent)---

V. Detail~ of the propo~ed training programme and the estimated expenditn·e-------

VI. Proposed staff-

Name and number of posts Qualifications Pay, Scale.&. .Naturj! of Qualifications 
prescribed for allowance per employment of 

the .post• montb (in as.) Part twa o.l'! ·persons 
full time employed in 

each post 

VII. Details of other rel'urring expenditure per ·annum, if any·-· ..:..•...___......__ ______ _ 

VIII. To! a I expenditure :-:Son-recurring: .J.ts. --------......------~-~ 

R!'!'urring p.a. Rs. 

Total Rs •.. 

IX. 1::-timated annual in<;ome and ~ouroes the~of(recurring,and. non-recurring separQ.tely~· 

of the organisation during the. current and the previous financial 'yt'M~----..-... 

X. Amount of central assistanre required for implementing the scheme for one yeal" 

(•howing recurring and non-rel'urring items separately)------------

XI. Additional details, if any. 

I on behalf of the.managemeut declare 
(a) that the organisation is registered under the Registration of Socie.ties· 

Act, 1860/or (The name of the .Act· 
under which the organisation is registered should be stated). 

(b) that the organisation has a regularlyconstitutedmanagingcommittee. 
(c) that the organisation does. Social Welfare work for the public on 

non-profit basis. 
(d) that the grant-in-aid will be utilised for the purpose for which it 

is sanctioned. 
M B:!3:\InfH!'alth-!1 
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(e) that the service to the public will be provided free of charges except· 
for the sale of contraceptives and distribution of contraceptives 
according to prescribed instructions. 

(j) that the organisation will be able to contribute their matchin" 
contribution of the total expenditure incurred accorclin(J' to th~ 

. prescribed pattern of assistance. 
0 

(g) that the audited statement of accounts will be sent at the end of 
each financial year. 

(h) that monthly, half-yearly and annual progress reports will be sent 
regularly as desired. 

All assets created out of the grant given by the Government will not be 
transferred to any person/institution without the prior concurrence of the 
Government of India. If at any time, the organisation/institution ceases 
to exist, the property built or equipment purchased out of the Central ~ant 
will revert to the Government of India. 

0 

The accounts of the institution shall be properly maintained and may be 
checked by the officer deputed by the Government of India or the State 
government. 

If the State or the Central Government have reason to believe that the 
affairs of the institution are not being properly managed or the sanctioned 
money has not been utilised· for approved purposes, the Government 
of India may stop payment of further instalments of grant and the manage­
ment will undertake to refund such money as the Government may decide. 

The institution shall exercise the utmost economy in its working especially 
in respect of expenditure out of the Central grant for equipment. 

The terms and conditions laid down in the procedure for financial 
assistance to Local Bodies and Voluntary Organisations are acceptable to 
us. 

Signature 

On behalf of the management 

Comments of District .MagistratefLocal Administration Authority 

Grant is recommended. So far as I am aware, the bonafides of the or­
ganisation and its !ffia;ncial p~sition are satisfactory and. that there is. nothi.ng 
against the orgarusatwn or 1ts office bearers/staff which should disqualify 
them from receivin" financial assistance from the Government of India. 

~ 

--------;Signature) 
------.Designation 
--------Stamp 
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REC'O:\DlE:IDATIO~S OF THE STATE FA)IILY PLA.~.'{NING OFFICER/ 
AD~IINISTRATIVE l\IEDICAL OFFICER. 

The application fromt-------------------­
(institution) is forwarded duly recommended to .the Directorate General of 
Health Services, Government of India, with the following comments; 

l. That the institution is a recognised one. 

2. The application has been examined and it is found that it is covered 
under the scheme. 

3. The scheme for which the application· is being recommended is 
absolutely essential for the development/expansion· of, the family 
planning programme. 

4. That the estimates have been checked up and are found reasonable. 

5. That the institution is of outstanding character. 

6. That a senior officer of the State Govt. has visited the institution 
and the certificate required part II (i) and (ii) are enclosed and 
l1ave been checked and found in order. 

7. The institution is in a position to meet their share of expenditure. 

Tlte State Administrative medical ojficer, tlterefare, recommends that the 
following grant may be git•en by the.·~llinistry of Health. 

(a) 

(b) 

(c) 

(tl} 

Item Recurring Non-recurring 

Rs. Rs. 

, (Signature) 

Designation 

Stamp 
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No. F. 1-30/58-HII 

GOVERNMENT OF IND1.4, 

MINISTRY OF HEALTIJ 
New I!elhi-2, tlte 29th October, 1959 •. 

From 
SB.RI S. IFTIKRAR HusAIN, l.A.S. 
D.EPUT¥, SECRETARY TO .TRE GpVT. 0~ INDIA,. 

To 
A.~L S-r~TF)_ Gov~RN:.IE;N,£SjU~o¥·TERRqQRIES. 

SUBJECT--'-Grant ·of financial assistance· to Voluntary Organisations for the 
implementation of Family Plann~·ng ·. Programme during the 
Seconcl, Fh:e Year Plan., 

Sir, 
In. p~tial modi.f1cation o~ ,para.~ ,of this, ,1.\~stry's letter No .. 34~55/56-

'MIV(IDI),. dat~d the 16,th Noy~?mber, 1956, on the subject mentioned above 
I am directed to saY that the f,r~siqent is pleased t9 deqide that grants to 
voluntary organisations for the opening maintenance of family planning 
clinics in rural areas; according to the approyed .pattern of expenditure, will 
be sanctioned at the rate of 1~0% of th~ actual expenditure incurred, during 
the entire -period of the' Second Five· Year Plan. 

As regards the family planning clinics established in urban areas by 
Voluntary Organisations", the grants will be sanctioned at the rate of 100% 
for the. first year an~ at 80% for the subsequent year~ of the Plan period. 

No. F. 1-30/58-HII­
Copy forwarded to-

Yours faithfully, 

(Stl.) S. IFTIKHAR HUSAIN 

Deputy Secretary 

1. The Finance Branch (1\lin. of Health) (3 copies). 
2. The Planning Commission fH:ealth Di_vision). 
3. The Accountant General Central Revenues, New Delhi. 
4:. The Director General of Health Services, New Delhi (with GO spare 

copies). 
5. Press Information Officer. 
6. All Members of the Family Planniug Board and the Standing 

Committee. 

By Onlcr, 

(Sd.) S. IFTIKJL\.R HUSAIN 

Deputy Secretary 
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No.'F, 1-5/58-HII 
GOVERXMEXT OF IXDIA 

~IINISTRY OF HEALTH 

Neu; Dellti-2, dated the JStk Marek, 1958· 
27 Pltalgun:O., 1879. 

SHRI S. IFTIKRAR HusAIN, I.A.S. 
DEPUTY SECRETARY .To THE GovT. OF INDIA. 

ALL THE STATE GovERNMENTs/UNION TERRITORIES. 

Sus.JECT-Fwnily Planning Sclteme-Free or subsidized supply of mechanical 
contraceptives to lower inconte groups of.people of family planning 
clinics established witlt Central assistatwe. 

SIR, 

I am directed to invite attention to para 3 of this ~Iinistry's letter No. 
:H-55/56-l\IIV(HII), dated the 13th September, 1956, which states that 'in addi­
tion contraceptives worth Rs. 1,000 will be supplied every year during the period 
of the Plan (Second Five Year Plan) to each urban and rural clinic for free 
distribution'. It was derided in this Ministry's letter No. 1-70/57-HII, dated the 
25th .Tune, 19:>7, that approved foam tablets may be distributed to those whose 
income does not exceed Rs. 100 per .• month out of the grant ofRs. 1,000 mention­
ed above. 

2. The question about the supply of mechanical contraceptives also to the 
lower income groups of people was considered at the last meeting of the Stand­
ing Committee of the Family Planning Board held on the 18th December, 1957, 
and it was decided that sheaths and foam tablets should be distributed free by the 
}~amily Planning Rural Clinics. As regards urban clinics it was decided that all 
contraceptives should be distributed free to people with income below Rs.IOO per 
month at half price to those with income between Rs. 100 toRs. 200 per month 
and at cost price to those whose income is above Rs. 200 per month. 

3. I am to add that th~ above recommendation'i of the Standing Committee 
have been accepted by the Government and it has been decided that mechanical· 
contraceptives included in the approved list may now also be distributed free or 
at subsidized rates according to· the above recommendations of the Family 
Planning Standing Committee through the family planning clinics established 
with Central assistance. In order to cover the additional expenditure involved, 
tae Government of India is further pleased to increase the amount of Rs. 1,000 
for free distribution of contraceptivesofRs.1,500 per annum for free/subsidized 
distribution of contraceptives. 

4. A copy of the proforma for the register in which the accounts about 
t lte contraceptives which are distributed according to the above proposal 
together with a copy of the set of rules governing such distribution is sent 
herewith. 
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5. I am to request that action rna y now be taken for the purchase and distri­
bution of approved mechanical contraceptives and foam tablets through each 
family planning clinic which is maintained with grants from the Government 
of India and the expenditure involved on this accmmt included in the state­
ment of expenditure of the clinic. A copy of the' comolidated statement of 
accounts in respect of the distribution of contraceptives prepared in the 
prescribed form should be forwarded every month to the Director General of 
Health Services, New Delhi. 

The receipt of this letter may please be acknowledged. 

Yours faithfully. 

(Sd.) S. IFTIKIL-\.R HUSAIX 
Deputy Secretar?J 
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COXSOLIDATED STATEMENT 
Issue of free and subsidized supply of contraceptives. 

Period: ·From To----------· 
Sponsor Location.--------------
RuraliUrban Address:---------

I. Grant-in-aid received (for free and subsidized distribution of contra­
ceptives). Amounting toRs.--------, 

For the period: From To---------~ 

II. Quantity and cost of contraceptives purchased during the period-

ContrB<"t'ptive and brand 

1. Foarn Tt~blei.:s-

(i) 

(ii) 

(iii) 

Sub-Total 

2. Shwtl.~ 

(i) 

(ii) 

(iii) 

Sub-Total 

3. Jelly­

(i) 

(ii) 

(iii) 

Sub-Total 

4.Diapkrogm&­

(i) 

(ii) 

(Hi) 

Sub-Total 

GRAND ToTAL 

Stock at the 
beginning of 

the period 

Quantity 
pu,rchased 

during the period 

Cost price 



QUANTITY AND COST OF CONTRACEPTIVES 1SSUl!1D DURlNG THE PERIOD TO PERSONS OF 
• VARIOUS INCOME GROUPS 1 

Contraceptive 
and brand 

Income below Rs. 100 p.m.· Income Rs. 100 to Rs. 200 p.m. Income above Rs. 200 p.m. 

r-------.A. ---""\ r-------·-"--------:--"1 ·,_. _____ ....._ ______ ~ 

I. Foam Tablets­
(i) 
(U) 
(iii) 

Sub-Total 

2. 8heath8-
(i) 
(ii) 
(iii) 

Sub-Total 

3. JeUy­
(i) 
(ii) 
(iii) 

Sub-Total 

t.. Diophragm&­
(i) 
(ii) 
(iii) 

Sub-Total 
GnAND ToTAL 

Quantity Price Price 
charged 

Amount Quantity Price Price Amount Quantity Price Price Amount 
subsidiz· charged subsidiz· Charged subsidiz· 
~ ~ ~ 

Remarks : (Experien<'e regarding eentraceptiveB), 
6ignatitre of 0, 0 

Dated 



ISSUE REGISTER 

Free and Subsidized Supply of Contraceptives 

Date Name Caee Income Name Quantity Cost Price Amount Signature or Thumb Impression 
Card per Of COil• of con- Price Charged Subsidized of the Recipient 

No; month traceptive traceptive 
supplied supplied· 

·l 3 4 5 6 7 8 9 10 ... 
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The following instructions may please be noted for the guidance of the 
Officer-in-Charge of the family planning clinic etc. in respect of free and sub­
sidized issue of contraceptives. 

(i) Foam tablets and sheaths are to be given free of cost to all individuals 
in rural clinics; and all contraceptives free of cost to the individuals whose 
income is below Rs. 100 per month; at half of the cost price to those with 
income between Rs. 100 and Rs. 200 p.m.; and at cost price to those whose 
income is above Rs. 200 p.m. in urban clinics. 

(ii) Normally not more than 12 tablets/12 sheaths/One tube of jelly with 
applicator/one diaphragm should be supplied to a couple at a time and not 
more than 25 tablets or 12 sheaths or one tube of jelly per month or one dia­
phragm per y~ar. 

(i~i) An entry of the quantity of the contraceptives issued every time 
to each individual will be made in the issue register, which will be maintained 
by each clinic or in the personal follow-up case card according as the supply is 
made at the clinic or at the residence of the person. Any complaint regarding 
the use of contraceptive should be noted in the case card. 

(iv) Normally signature or the thumb impression of the recipient shall be 
obtained on the issue register of the follow-up case card each time a supply 
is made. 

(v) A follow up at regular intervals to evaluate the effectiveness, accept­
ability and harmlessness.of the contraceptives shall be made by the officer­
in-charge. 

(vi) A report should be submitted on the experience of different contra­
ceptives, with the half yearly progress report of the clinic and consolidated 
statement of the free subsidized issue of contraceptives must also be submitted 
half yearly. 

(vii) Any untoward effects of the contraceptives which may come to the 
notice of the medical officer should be brought to the notice of the State Admi­
nistrative Medical Officer and to the Director General of Health Services~ 
New Delhi immediately. 

(viii) The officer-in-charge of the clinic is responsible for. the free and 
subsidized issue and proper accounting of the contraceptives. 

(ix) All questions with regard to deterioration, non-efficiency or otherwise 
of the contraceptives should be referred to the State Administratin Medical 
Officer and Director General of Health Services, New Delhi. 

(x) Only approved contraceptives should be purchased for the free andi 
su hsidized distribution. 
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A cop!J of letter So. 1-5/58-H/l, dated tlte l.Jth July, 1958.from tlte Deputy 
Secretar!J to tlte G(n:el1!lnent of India, Ministry of llealtlt, ·Ketl' DelLi to all State 
Got't:fll/iiJ!/US 

SeBJECT -Family Planning Sche-me-Free or subsidized supply of contracepth·es.. 
to l01rer income groups 

I am directed to say that no central arrangements for the supply of contra­
ceptives have been made by the Government of India . .A non-recurring grant 
of ll:>. 500 for stocking of contraceptives for sale 1nd arumal grant of Rs. 1,500 
for each Centrally-aided clinic, is, however, sanctioned. The purchase or 
the contraceptives is to he made by the competent authority responsible for the 
administration of the clinic according t? the prescribed rules of procedure. 

2. I am to add that out of the grant mentioned above, sheaths and foam 
tablets will be distributed free by the rural clinics. All kinds of approved 
contraceptives other than sheaths and foam tablets wi1l, however, be distributed 
by hot h the rural and urban clinics, free to people with income below Rs. 10()o 
p.m. at half price to those with income between Rs. 100 toRs. 200 p.m. The· 
amount realiserl from the sale proceeds of the contraceptives will be adjusted at 
the time of the sanction of the next instalment of the grant. 

No. 1-5 58-HII­

Copy to-

I. The Secretary to the Government of West Bengal, Deptt. of Health· 
Calcutta with reference to" his No. PH/1885.'5F-2/56-Pt. II, dated the· 
7th May, 1958. 

2. The Director General of Heaith Services for information and communi­
cation to all A.M.O.'s, Local Bodies and Voluntary Organizations· 
receiving Central assistance. 

(;oremmenl of India, Uinistry of lleaVh, Letier z.;o. 1-5/58-Hll, dated the· 

5th &pt.1958. 
J4Bl1adra, 1880. 

SllBJECT-Family Planm:ng Sclieme-F·ree or subsidized supply of contraceptit'es­
to lmrer income groups. 

Para 2 of this Ministry's letter No. 1-5/58-HII, dated the 14th July, 1958· 

may be amended to read as under :-

"I am to add that out of the grant mentioned abov~ s~eaths an~ foam 
tablets only will be distributed free by the rural chmcs to all w~thout 
reference to their income and all other kinds of approved contracep­
tives will be distributed by the rural clinics free to people with income 
below Rs. 100 per month at half price to those wi!h income between• 
Rs. 100 toRs. 200 per monfh and at least co~t pr1~ to ~hose whose· 
income to Rs. 200 per month. All contraceptives mclu~~g sheaths 
and foam tablets will be distributed by the urban clmiCs free to. 
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people with income below Rs. 100, at half price to those with income 
between Rs. 100, to Rs. 200. The ammmt realised from the sale 
proceeds of the contraceptives will be adjusted at the time of the 
sanction of the next instalment of the grant". 

Ali State Governments. 

(Sd.) S. IFTIKHAR HUSAIN 
Deputy Secretary 



APPENDIX XIV 
STATE:O.IE:\"1' ~HOWI:\"G xmrmm 01~ STERILIZATIO~ 01'ERA'floxs noxE ~~ STATES nuRDiG 

1!).j6 1957 1958 1959* 
Xnmt' of F>tntP ,---~------. 

.Male Female Total 
r-----~------~ 
Male Female Total 

r---
lllale Female Totai 

,-~--~, 

Jlfale Female Total 

Andhra Pradesh 252 179 431 319 189 508 3t6 418 76-i 554 507 1,061 
Assam 5 107 ll2 13 24!! 261 1!1 365 384 16 603 619 
Bihar 1 733 73-i 128 998 1,126 191 1,244 1,43J 236 1,992 2,228 
Gujerat .. 40 373 413 185 1,300 1,485 418 2,405 2,823 
Kerala 24 174 198 158_ 909 1,067 2,349 2,926 5,275 2,567 1,88ii 4,452 
l\fadhya Pradesh 2:i8 32.i 583 48-i·· 605 1,089 52.> 700 1,225 462 565 1,027• 
Madras .. 25 670 695 231 1,573 1,804 986 1,864 2,850 1,330 2,013 3,343 ~ 

l'llaharaHhtra 4 '4 257 606 863 1,783 2,774 4,551 3,932 6,911 10,843 ~ 

1\Iyaore ' 853 '725 1,578 890 986 1,876 498 754 1,252 . 881 782 1,663 
~ .. 

Ori~>Ba 21 109 130 132 36 168 108 159 267 94 73 167 
Punjah 107 137 244 189 193 382 652 327 979 887 393 1,2RO 
Rajasthnn 513 109 622 512 184 696 394 225 619 468 176 644 
Uttar Pradesh .. 171 1,273 1,444 194 2,000 2,194 585 1,879 2,464 453 2,612 3,065 
Weat Bengal 13 '637 650 22 632 654 155 l,;J02 1,457 511 276 787 
Jammu & Kn8hmir .. 41 41 238 402 640 171 399 570 
Delhi 72 207 279 93 197 290 IS 41 59 29 63 92 
Himachal Pradesh 13 103 116 8 76 84 37 106 143 43 .6J 104 
l\lanipur 2 2 2 10 12 6 6 
Tripura 1 2 3 1 11 12 1 5 6 
Military Hospitals 867 81 948 

Total 2,333 5,490 ,.,823 ·3,671' .M59 13,530 '9,1)72 16,801 25,873 '13,925 21,797 35,722 

*JP.foi'IQa~ioq in-cqmplete, 



A:PPEN1>IX :XV 

13·rATEMENT suoWING Nu:MnER o:F PERsoNs '!;RAINED STATE-wisE IN FAMILY PLAN'Nn:b D"i.JiuNG 1sT PLAN P~RiciD AND 

SECOND PLAN PERIOD UPTO NOVEMBER, 1959 

Number of persons trained during lst Plan period 
Name of :::ltatc 

,-- .A. ·------, 
Doctors • Health Social Others · Total 

Visitors· . Workers 

No. of persons trained during Second Plan period 
upto Nov. l9.i9 

~·------"'-'1 
Dot:tors ; Health· · Social Other~ ~l.'otal 

ViMitors Workc:'rs 



APPENDIX XVI 

STAFF AND EXPENDITURE OF FAMILY PJ.ANNL'\'G TRAINING CENTRES 

I. Family Planning Training and Researcl1 Centre, Bombay 

Xame<Ofpost 

1. Officer-in-Charge, Family Planning 
Training and Research Centre, 
Bombay. 

:2. Asstt. Surgeon Gra.de I (Women),. 

3. Instructors (Two in 110cial work 
and one in Health Education). 

.f. Male Social workers (Instructor) 

.5. Ht>ad Clerk-cum-Accow1tant 

6. Statistical Assistant 

7. Computor 

8. Upper Division Cterk 

'9. Store Keeper •• 

10. Stenographer •. 

I I. J,. D. Clerk 

12. Ht>alth Visitor 

13. Driver 

H. J>rojectioni6t 

15. Peons 

16. Clinic .-\ttcndants 

17. Swet>pers 

18. Chowkidars 

19. Lahorntory Assistant 

20. Drin•r-<'um-me<'hanic 

:!1. Ayah 

:!:!. )!ali-cum-Cleaner 

(a) Staff 

X umber of posts 
,---...Jo•------. 

Sane· Filled 
tioned 

1 Filled 

1 Filled 

4 Filled 

1 Vacant 

1 Filled 

I Filled 

1 Varant 

1 Filled 

Filled 

1 Filled 

2 Filled 

3 Filled 

1 Filled 

1 Filled 

2 Filled 

2 Filled 

3 Filled 

3 Filled 

I Vacant 

Vacant 

1 Filled 

1 Filled 

119 

Scale of Pay 

~8. 600--40-1,000-:>0f2-1,150-

Rs. 260-15-.f.o.-20-500. 

Bs. 250-10-300-15-450-
25/2-500. 

Do • 

Rs. 160-10-330 • 

Rs. 160-10-330. 

Rs. 60-3-81-EB-4--125-5-
130. 

Rs. 80-r)-120-EB-8-200-
10/2-220. 

Do. 

Do. 

Rs. 60-3-81-EB-4--125-5-
130. 

Rs. 100-5-125-6---185. 

Rs. 60-5/2-75: 

Rs. 150-7-185-8-225. • 

Rs. 30-1~15. 

Do. 

Do. 

Do. 

Rs. 60-5- ·-75-3-105. 

Rs. 60-5/2-75. 

Rs. 30-l-3.1. 

Do. 
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(b) Expenditure 

Year Expenditure 

19.J6-57 
(Rs-. lakhs) 

1957-58 

1958-59 1· 7-! 

1959-60 (Budgt>t-lakhs) 1·26 
(upto Feh. IHlll) 

II. Family Planning 

:Name of post 

I. Asstt. Surgeon Grade I 

'Training,· Demonstration 
Ramanagaram 

(a) Staff 
Number of posts 
,.---..A..-----. 
- Sane- Filled 
tioned 

and Expen·me'(ltal Centre,. 

S<·ale of Pay 

2 One Rs. 260-15--440-!?0-;o•·. 
Vacant. 

2. Women Field Workers ..• 4 One Rs. 15Q-7-'-185--8-22;i. 

3. Men Field Workers 

4. Social Worker · 

6. Public Health Nurse 

6. Technical Asstt. 

7. Upper Division Clerk 

8. Lower Division Clerk 

9. Driver -.., 

10. Peons 

II.' Frash-rum-Chow~ida.r 

2 

1 

I 

2 

2 

1 

Vacant 

Filled 

Filled 

Vacant 

Vacant 

Filled 

Filled 

Filled 

Filled 

Filled 

(b) Expend1·t~tre 

Year 

1956-57 

1957-58 

1958-59 

l9;i9-60 (Budgt't Tis. I· 00 lakhs) 

Do. 

Do. 

Do. 

· Rs. 160-10-330. 

Rs. 80-5--120-EB-8-200-
10f2-.220. 

Rs. 60-3-81-EB-4-12.>---r,._ 
130. 

Rs. 60-5/2-7.). 

Rs. 30-t-35. 

Do. 

ExpenditurE' 

(Rs. lakhs) 
0·3!l 

0·37 

O·till 

0·45 
(upto Feb. 1960 )· 
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III. Family Planning Training Centre, New Dellii 

(a) Staff 

Nome of po8t 

I. Oflit'er-in-Charge 

2. A~-tt. i;urgeon, Grade I 

3. )ledic·o-Sncial Workers .• 

4. Health Visitor 

fl. Stenographer .. 

6. Lower Division Clerk 

7. Female Attendant 

8. Peons 

!l. Sweeper 

:X umber of posts 
.--·-A------. 
~anc>- Filled 
tioned 

Filled 

Vac>ant. 

2 Vaeant 

I \r ac:mt 

Vac mt 

Filled 

Vacant 

2 Filled 

\'acant 

Scale of Pay 

-------
Rs . 3.'i0-3.in-3s0-3S0-30-
.'i!IO-EB-30-770-!0-S.iO. 

Rs. 260-I5-H0-20-500. 

Hs. I60-I0-330. 

·R~. 100-5-I2.'i-6-1S.'i. 

Hi!. 80-J--'-I20-E B-S-200-
I0/2-220. 

Rs. 60-3-Sl-EB-i-I2J-.i-
I30. 

Rs. 40-1-50-2-60. 

Rs. 30-}-33. 

Do. 

------------------·-----------------------------------



APPENDIX XVII 

ADVISORY CoMMITTEE ON PHYSIOLOGY oF HuMAN REPRODUCTION 

oF INDIA CouNcu. OF 1\IEDICAJ, REsEARCH 

1. Dr. Y .R. 1\lianolkar, Director, Indian Cancer Research Centre, Parel 
13om bay-( Cl1airman). 

2. Dr. B. K. Anand, Prof. of Physiology, Lady Hardinge Medical College, 
:New D~lhi. 

3. Dr. P.K. 1\Ialkani, Prof. of Gynaecology & Obstetrics, Lady Harding~' 
.Medical College, New Delhi. 

4. Dr. B. 1\Iukerji, Director, Central Drug Research Institute, Chattar 
:Manzil Palace, Lucknow. 

5. Dr. V.N. Patwardhan, Director, Nutrition Research Laboratories, 
•Coonoor. 

6. Lt.-Col. B. L. Raina, Directorate General of Health Services, New Delhi­
~ Secretary). 



APPE~TDIX XVIII 

CoxsTITUl'IOY OF DEMOGR.\PRIO AnviSORT Co:IDHTTEE 

(To be published in Part I of Section I of the Gazette of India) 
GOVERNMEN'l' OF INDIA 

~IINISTRY OF HEALTH 

RESOLUTION 
New Delhi, drzted the 2n.,Z Ap1il, J9.!i9 

~o. F:- 12-1a/5g-F, P.-The Government of India have made a. 
provillion of R~. :-\0,00,000 for demographic "training and research. A 
Demographic Training and Research Centre .hal'~ been establishE-d in 
Bombay iu collaboration with Sir Dorabji Tata Trust and United 
Nations. Three Demographic Centres have also been established, one 
each at Delhi School of Economics, Delhi University, Delhi and Indian 
Statistical Institute, Calcutta and Deptt. of Stati<stics, Government of Kerala, 
Trivandrum. In order to direct effectively such training and research, especially 
from the point of view of high birth rates and economic, social cultural and 
allied factors involved, it is considered necessary to set up a Demographic 
Advisory Committee. The ~liuistry of Health have accordingly constituted a 
Committee consisting of the following:-

1. Dr. V.K.R.V. Rao, Vice Chancellor, Delhi University 
• 

2. Professor P.O. l\Iabalanobis, Indian Statistical Instit.t 
tute, Calcutta 

:1. Shri P.J. Thomas (l\Iember Rajya, Sabha) 
4. Shri Asoka l\Iitra, I.C.S.. Registrar General, India, 

New Delhi 
5. Lt. Col. B. J.J, Raina, Director, Family Plannin~ · 

Chairman 

Member 
Member 

1\Iember 
Member­

Secretary 
The members of the Committee may coopt additional members for ad-hoc 

purposes. Members of the Advhory Committee ~hall normally hold office for a 
period of three years. The Demographic Advisory Committee will: 

(i) advise on research and· st?dies on inter-relationship bet\~reen econo­
mic, social and population changes on the reproductive pattern, 
attitudes and motivation affecting the size of the family; 

(h) advise on programme of trainin~ and .research keeping in view that 
such training and research will assiSt the Government to take 
economic and social action and thereby facilitate the sound national 
programme of reconstruction; . . . . 

(iii) coordinate demographic resea.rcil s~bemes rece1vmg finanCial assis­
tance from the Government of India; 

(i-v) review progress made in tbe Centres receiving financial assistance 
from the :Uinistry of Health, and 
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{t•) examine anrl rpconunend proposal~; wl1ich may be receind by tl•e 
l\Jinistry of Health fur financial a .. sistance for contl•rrtinp: rlemo­
graphic research. 

Non-official member,; of the Aclvi'5ory Committee ~l:all be entitled to tl,e 
grant of travelling and tlaily allowances fur visiting t],e Centres ar11l fur attend­
ing the mE>etings of the Commith'e as are aclmissiblE> under S.R. 19 as amended 
from time to time rend with the l\linistry of Finance O.M. No. F. fi(4)-Est. IV/58 
dated 1st October 19:18. l\Iemhers of tl1e Committee, who are Gonrnn~e!Jt 
servants, will draw travelling a ul daily allowance as are ar1.rni~sible to th<>m from 
the same source from which they get their pay. The expenditure im·oh·ed will 
be met from the sanctioned budget grant under the Head "39-PnJ,Jic Health 
-R.2 .Otl1er grants-R2(19) Family Plarmiup" 11nder Demnnd 1\(>. "49-
Puhlic HE>alth". 

To 
Tbe Publisher, 

Gautte of India, 
NEW DEI.HI. 

(Hcl.) II. C'. THAPAP. 
Deputy Secretary 



APPE.XDIX XIX 

(.~ofER~JNG BonY-DEMOGRA}'HIC TRAINTKG & RE&EARCH CENTRF, 
BoMTIAY 

Tt,e rompol;ition of the Gowrnin~ Body i.s As shown he low-

1. The C11airman 

~- The Director of tl•e Indian Ca.nccr. RE>sNtrch 
Centre, Bombay 

:t 111e Director, the Tat a Institute of Sociaf ScieJlces, 
Bombay 

·1. Tl1e Hend of the Department of Sociology, Bombay 
l'niwr~ity, Bombny 

Zl. T1oe Director of the Institute of Economics & 
P(•lifil's, Poona 

ti .• \ representative of tl;e ~linistry of Healt},, Govern­
ment of India 

7 .. -\ represe!ltative (}f the llinistry of Finance, Go\·ern­
meut nf India 

8. The Director General of Health Services 
!\. Tl1e Director, Indian Conndl of Medical Rescar(·h 

10. The Coordinating Officer of tl1e Demo~rapl1ic Centre 

(nomiPated hy 
Govt. of 
India.) 

~Iember 

:\!ember 

)I ember 

:\I ember 

:\I em her 

Member 
l\Iember 
~I ember 
Member­
Se('retary 

The Gowmment of Inuia nominated Dr. Johl) :Mathai as the first Cbairman 
<•f the Gowrning Body. 



APPE~"'DIX XX 

A:r:VISORY C'OMl\lltTEE OF DF.MOGRAPHIC TRAINlXG & RESEARCH CF.XTRE 

Chairman 
INDTA 

BURl\iA 

INDONESIA 

THE PHILIPPINES 

THAnAND 

International Union for 
the Scientific Study of 
Population. 

Dr. P.S. Lckaratban, Director Ger_eral, VounciJ 
of Applied Eccnomic Reser.rch, New Delhi. 

l\Jr. U Than MauL!!, .Additional Director, Census 
Division,_ Central Statistics and Economics. 
Department, Rangoon. 

Mr. Ali Minoru Techi, Chief, General Affairs Divii;ion, 
Institute of Population Problems, Welfare 
1\Iinistry, Tokyo. 

Dr.Amar..do 1\I. Dalisav, Director of the Statistical 
Centre and Professor. of Economics, l"niversity of 
Philippines, Manila. 

1\[r. Jin .Jaipra bha, Chief Stati~tic:ian, Central 
Statistieal Office, Bangkok. 

Dr. C. C'bandrasekaran, .<\11 India Institute of 
Hygiene and Pliblic Health, Calc.1ttn. 

The Director, Demograpbie Training and RE:search Centre, Bombay willle 
the 1\Iember-Secretary of the Committee. 



APPE~"DIX XXI 

STATF.MF:~T SHOWING THE FAMILY PLANNING EDUCA1'10N MATERIAL PRODUCI<:D DURING 1956-l!)fi!). 

Assa- Gur- Knn-
Published material English Hindi Urdu mese mukhi Bengali Tamil Oriya Malya. nada. Gujra.ti Ma.ra.thi Telugu Total 

ReRults of too ma.ny 10,000 14,000 2,000 1,000 2,000 3,000 
children (Poster). 

3,000 2,000 2,000 2,000 2,000 3,000 4,000 50,000 

Happiness through 10,000 14,000 2,000 1,000 2,000 3,000 
Family Pla.nning 

3,000 2,000 2,000 2,000 2,000 3,000 ,,000 50,000 

(Poster). 
'p 

24,000 Children's Day 38,000 36,000 15,000 7,750 7,500. 24,000 9,500 9,500 12,800 12,000 24,000 27,000 2,97,000 
Poster (1958). -~ Children's Day 5,000 5,000 -l 
Poster (1959). 

Family Pla.nning 40,000 50,0()) 17,500 9,500 9,500 28,000 28,0~0 10,500 10,500 14,000 14,000 28,000 3,500 2,90,500 
Brochure No. 1. 

Family Pla.nning 70,000 30;000 1,00,000 
Folder-Exhibition 
1958. 

Family Pla.nning 20,000 20,000 
Folder-(Practice 
& Prosperity). 

Why Family 20,000 10,000 30,000 
Planning. 

Techniques of 10,000 20,000 30,000 
Conception Con-
trol. 



•Published material· English 

Familv Planning 
Fol;ler (If they 
could speak). 

Assa- Gur-
Hindi Urdu mese mukhi Bengali Tamil Oriya 

30,000 8,000 3,000 2,000 10,500 9,500 3,500 

Kan-
IIlalya nuda Gujrati .Marathi Telegu Total 

3,500 5,000 5,000 10,500 10,500 1,00,000 

May We Help you 50,000 50,000 IO,OOO 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 2,10,000 
(Folder). 

Family Planning 10,000 
que~tions answer-
ed. 

l~amily Planning 5,000 
Training and 
Research Centre. 

.Family Planning 10,000 
l'l•1n & Progress. 

l•'amily Planning in 50,000 
India. (1teports). 

A Playlet on Family 10,000 3,56,000 
J>lanniug. 

10,000 

.3,000 

1(),000 

50,000 

3,66,000 

---··-------------~--------------------

..... 
~ 
00 



APPENDIX XXll 

STATEMENT SHOWI:"<G THE NAME~, QUALlFICATIONS ETC. OF THE FAMILY PLANNING 0FFICE~S APPOINTED IN VARIOUS STATES 

Name of l:itate 

Andhra 

Assam 

Bihar 

Bombay 

Kerula 

Madhya Pradesh 

Madras 

1\lysnre 

Orissa 

Punjab 

Name 

Dr. C~Ir~.) K. Janaki ::lubrarn-
auian 

Dr. (1\lr~.) T. Rynjah 

Dr. (Miss) K. K. Padmawati 

Dr. K. T. Chitre 

Dr. (l\lrs.) B. Kamla Ramicr 
(Retd. D.:M.O.). 

Dr. (l\lrs.) L. Pundit 

Dr. (l\lrt!.) P. Lakshmi 

Dr. K.::l. Nanjundaiah-

Dr. (1\Irs.) B. V. Surayabai 

Dr. Asa Singh .. 

Qualilieations 

1\I.B.B.S., D.G.O.D.l\l.C.H. 

:M.B.B.S., D.l\l.C.W., 
(Calcutta) 

:M.B.B.S. 

!ll.B.B.S., D.P.H. 

.M.B.B.S. (:\ladJ.·as) 

1\l.B.B.S., D.M.C.W. 

1\LB.B.S. 

1\l.B.B.S., D.P.H .• 

1\l.B.B.S., D.G.O. 

1\l.B.B.S., D.P. H. (London) 
D.T.l\1. and H. (England). 

::lcale of pay 
Rs. 

600-100j2-1,000 

400-30-5.30-EB-40-
750. 

350-750 

3.}0-30-650-EB-45-
1,110 . 

300-500 

350-800 with l\"P A lts. 100 

400-2Jj2-JOO. 

550-30-700-40-860. 

600-40-960 

750-50-1,250. 

Remarl<l! 

.1\Iaternity Officer Assam is 
working as F.P. Officer in 
addition to ~er own duties. 

The present incumbent being 
re-employed on contract 
basis after superannuation 
is in receipt of Rs. 550. 



Name of State Name Qualifications Scale of pay Remark" 

Rajasthan Dr. (Miss) H. N. Unwala .• M.B.B.S., D . .M.C.W. 400-800. 

Uttar Pradesh Dr. (Mrs.) S. L. Talwar M.B.B.S., D.G.O. 500-50-1,000-EB-50-
1,200. 

\VPRt Bengal .• Dr. ("Mrs.) A. Bannerji M.B.B.R., D.M.C.W. G00-50-1,200, She is looking aftl'r 1\I.C.H. 
worlr alao. 

Jammu & Not appointed 
Kashmir. 

Delhi Dr. (Mrs.) D. Kulanday Additional Deputy Health -A.D.H.O. (M.C.W.). Officer (.M.C.W.) Corporn· ~ 
t.ion of Delhi ia lo .• king 0 
~oUer the work of F.P. 

Himachal Dr. (Mrs.) A.C. Parmar .. M.B.B.S. (Brussuls), L.l\1. 600--40-1,000-50/2- Asstt. Director Hl'alth St r• 
J'r.ldPsh. (Dublin). 1,150. vices 1\I.C.W. is pl'rforruing 

the duties of F.P. Olficer in 
addition to her own duties. 



APPENDIX XXIII 

PROGRESS OF THE FAMILY PlANNING PROGRA}lllE IN 8TATES 

Andlua Pradt:iilo 

State Family Planning Board was formed on 13th June, 1957 with Chief 
]lli.nibter of the State as Chairman. A whole-time Family Planning Officer (Dr. 
f;hrimati Ja1~aki Subramanian} was appointed on the 9th December, 1957. 

There are 87 rural and 32 urban family planning clinics; furctioning in 
tlJC State at present. The details are shown belo~ 

Sponsor 

State Government 

Loe9l Bodies 

\"olunta.ry Organisations 

Total 

No. of Clinics opened 

First Plan 
,.------"-----

Rural Urban 

6 

1 

1 

8 

Second Plan 
r---'-------. 

Rural Urban 

86 23 

1 

87 24 

Total 
r----A-----. 

Rural · Urban 

1 

87 

29 

.1 

2 

32 

The clinics opened cover a population of 62 · 66 lakbs. The number d 
(lersons contacted and actually given advice are 4,12,800 and 98,400 rE>spec­
ti,·ely. 

Sterilisation-Facilities for sterilizations have been provided in several 
maternity hospitals iu cities a1:d districts. Vasectomy is done in several hospi­
tals as a part of general surgery. .. 

The number of sterilizations reported during 1956-59 are given 
below--

Year 1\Iale Female Total 

Hl.36 252 179 431 

Hl.37 319 189 508 

1!1.38 580 565 1145 

1959 (upto September, 19.39) 148 404 852 
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Eclucatt.on-The Collectors uf all the Districts of the State have been re­
quested to form family plamjirg C(mmittee in each di~triet. Duri:rg the 
y<>ar 1959, Family Planning Exhibition was amu ged in the Iulu:;tJial Exhibi­
tion which remained open for one month. During the exhibition, dcctors were 
posted at the exhibition and free advice was given to all those who ruokC(l 
for it. About 5,000 persons atte1~ded the exhibition. Posters a1:d pamphlets 
were distributed during this time. The Family Planr.i11g week was celebrated 
from 19-1-59 to 25-1-59 in Hyderahad ar.d all the Di11tricts uf the State. A 
manual on Family Plam1irg has bef'n prepared in lccallarguage ardis uuler 
prir1t for di<>tribut_ion. 

Trahyi,ng-A Regionai Training Centre was started at Government Ml:ltcr­
uity Hcspital at Hyderabad on 1st February 1959. The Celltre has so far con­
ducted 6 courses of irstrudioi'S for 3 dcctors, 4 social workers aLd 17 public 
health nurses. In addition, 3 dcctors and 3 health visitors bave received tiain­
ing at the Family Plam,irg Trair.irg ar.d Research Centre, B(mbay. 

The subject of family plannirg has been irJrcduccd in the syllabus of 
Health Visitorfl and 45 students have receiV£d sueh training so far. 

Expenditure in 1956--59-The estimated exper:diture on family pla1ming 
programme reported to have been incurred in the State is as follows:-

Expenditure 
Year (in lakhs) 

HJ;36-57 0•26 

1957-58 0·54 

19;38-59 0·88 

19;39-60 0·89* 

*Provision made by Central Government. 

Assam 
State Family Planning Beard was formed on 27-6-1959 with :Millister fer 

Medical and Public Health as Chairman. Full time Family Planning Officer has 
not yet been appointed. Dr. T. Rynjah, Maternity ard Child Welfare Officer 
looks after the work of family planning in addition to her own duties. 

There are 47 rural and 11 urhan Family Planning Clinics fm1ctioning in 
the State at present. The details are shown bel0w:-

Xo. of cliniC's opened 

First Plan Second Plan • Total 
Sponsor 

Rural rrban 
.~ 

Rural "Grban Rural l'rban 

·State Govt. 45 s -t.i 8 

Local Bodies 
Voluntary Organisations 1 2 2 2 3 

Total 1 47 10 -!7 11 
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The clirlics opeE':'d con'f n population <•f 5 ·5lakhs. The number of rersons 
contacted and actually ginn adYice ~re. 55,000 and 35,000 respectively. 

The number of sterilization operations reported upto .Tnly 1959 is gin~n 
he low:-

Xumber sterilised 

l\Iale Female·- Total 

1!l.i6 5 107 ll2 

l!l.'i7 5 147 1;i2 

1!l.'i8 13 248 261 

195!) (upto July, 10.39) 3 316 319 

-----------------------------------------------------------
Eduration-I_I copies of posters in English and the same number of 

pampl1lets in As:;:amese were printed. Three exhibitions were hekl aed each 
was vi~ited by G,OOO persons. Two conferenrs were also l1eld m1d were attended 
hy 1,000 persons in each case. 

Training-One Regional Training Centre was started in Shilloq:! and one 
course of training lws hen conq~cted so far where 4 dcctors, 2 health visitms. 
and 3 public health nurses have been trained. In addition 13 Doctors, .} Social 
Worker and 4 Health Yisitcrs have receiwd training at Family Planning Train_ 
ing and Research Centre, Bombay. 

E:rpe1U1it-ure-Th e~>timated expenditure on family plarmir1g programme­
reported to have heen incurred in the State is as follows:-

l!).i6-5i 

1!l.ii-58 

l!).iS-ii!l 

l!l.i!l-(i() 

• ProviHion made by Central Government. 

Bihar 

Expenditure 
(in lakhs) 

0·84 

1·40 

A State Family Plarmir~g C'ominittee was forn1ed on 12-4-54 ard continues, 
to fnnctit>n a~ th~ StatC' Familv Plan i1 g Board. The Assista11t Directm·, 
::\Iatcrnity antl Child Health rJ_lr. (:\I iss) K. 1\:. Prrlmavati] works as State Family 
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Planning Officer in addition to her other d]ltie~ sin('e 1958-59. T};e unml•er of 
clini('s opened iu the State are as follows:-

Spon~or 

State Govt. 

Local Bodies 

Vol. Organisations 

Total 

First Plan Second Plan Total 

~ r---"----. r-----A-_--.... 
Rural Urban Rural Urban Rural Urban 

20 22 6 22 26 

1 1 

20 22 7 22 27 

Gr,.nd 
Total 

48 

1 

49 

The target for this State was 252 rural and 21 urban clinics for the Second 
Plan period. The State Go\ ernment proposes to open 282 rural clinics during 
t959-60. 

The clinics are reported to have covered a population of 4 crores. Average 
'monthly attendance at the rural clinics is 100 and urban c1inics 120. 

Sterilization-It has been reported that during the period 1956-59 in a!l 
1,967 persons have been sterilized in the State (57 males and 1,910 females). 

Education-One Conference by National Planning and Information.Aesocia­
·tion Bihar and 5 Public Meetings by the State family planning centres were 
'conducted. 200 persons attended the conference and nearly 7,000 attended the 
_public meetings. 

Training-No Regional Training Centre haa been opened in the State. Two 
·doctors and two health visitors have received training in family planning at 
.the Family Planning Training and Research Centre, Bombay. 

The estimated expenditure rt>ported to have been incurred in the State is 
cas follows:-

1956-57 

1957-58 

1958-59 

1959-60 

*Provision made by Centre. 

.. , 

Bombay 

Expenditure 

Rs. 

6,4i4 

38,800 

66,200 

3,70,000* 

Family Planning Board was formed in the State on 11-ll-57 under the 
·Chairmanship of the State Health Minister. Full time State Family Planning 
·Officer (Dr. K. T. Chitre) was appointed on 2:l-7-58. 
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There are 156 rmal and 65 urban family planuincr clinics functioning m 
be State at present. The details are shown below:-

0 

Xo. of clini<'s opened 

Sponsor 
First Plan Second Plan Total 

r-----"-----. 
Rural Urban Rural Urban Rural Urban 

State Goyt. 2 U6 10 146 1:! 

Lo<'al Bodit's 2 u 16 

\"ohmtary Organisations 6 10 31 10 37 

Total 10 1.36 55 156 65 

Tl1e dii1ics opened cover a population of 85·00 lakhs. The numbt-r of persons 
<'ontacted and actually given advice are 4,31,411 and 39,725 respectively. 
The awrage moJ1thly attendance at the rural clinic was 15 and urban clinic 
'i5. 

The number of sterilization reported to have been performed upto Septem· 
Ler, 1959 is as follows:-

Number sterilised 

Yt'nr r-
llale Female Total 

I !l.iti 4 4 

In.-,; 2.37 606 863 

1,873 4,0.32 5,925 

· J!l.i!l (upto Septt>mbt'r 1!159) 1,091 2,504 3,59.5 

Educatio-n-5,000 posters each in l\Iarathi and Gujarati and 1·79 Iakh 
}'amphlets in English, l\Iarathi and Gujarati were published by the State 
Gonrnment. 14,800 posters an.! 18,000 pamphlets sent by D.G.H.S./D.A.V.P. 
were also distributed. Six main exhibitions Wt'Te held and about 3 lakh people 
visited. 2,781 gPneral meetings 2,191 group meetings attended by 39,671 and 
~0,850 resrwctively were also held in the State. 

Traim"ng-Four Re(Tional Traini.J11T Centres were sanctioned for the State 
hut no Centre has been ~stablished so far. Ten davs course in family planning 
was an:ana;ed in re(Tio}ml la~wua(Tes at Palgbar, Padra, Sirur, Soonar, Sikka, 
Dada and~ Auran(Ta~l>ad Cent~s ~nd 290 rersons were trained. Re-orientation 
in family I)lanni.JJ~ has been !!iven to 71 midwivt:>s, nurse midwives and public 

• 0 ~ 

health nurse6. 
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In ad(lition 13 dorton', 2 RociHl worker:", 7 hPalth visitors and I public­
health nurse_ of the Statl' rl'eil'wrl training at Family Planning Training and 
Rc~.carch Centre, Bombay. · 

Expenditure-The ~~-~timatl'(l expl'm1iture on family plam~irg programme­
reported to have been mc·mTed in the State is as follows:-

Year 

19;")7-58 

1958-59 

Kerala 

Estimated Expenditure 

(Rs. in lakh') 
r------A-- ------., 

Central l'tate Total 
Share 1-ihare 

0·7.'j 

2·ll 

0·10 

0·71 

O·S.j 

2·82 

The Familv Planning Board was formed on 10-9-1957 with the State 
1\Iinister for H;alth as its Chairman. A whole timP Family Planning Officer 
(Shrimati B. Kamla Ramier) was appointed on 28th January, 195R to lrd> 
after the .progress of work in the State. 

Clinics-There are 47 rural and 13 urban clinics fundioning in the Btate 
at pre<>ent. The following tahle shows the break up of the clinics opened h~· tl1e 
various organisations during the First and Secm:d Five Year Plan period. 

First Plan Second Pian Total 
Sponsor 

,,----A------.. r----'-----., 
Rural Urban Rural Urban Rural Urban 

State Govt. 10 2-l 10 3-l 10 

Voluntary Organisa- 1 12 2 13 3 
tion> 

Total 11 1 36 12 47 13 

The State Government propo<>es to open 20 Femi~urhan clinic,; cluri11g 
1959-60. 

The population of the State is estimated to be 13 · i9 million in rural :ura" 
and I· 96 million in urban areas. Of thi.s total population of 15 · 75 millions, tlw 
clinics already openPd cover 2·85 million persmls. The number of per.son,.; 
contacted and already ginn ath·iee are I,09,8-!6 and 39,173 respectiwly. 
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Sterilization-Sterilization operat.ions are now performeq free of charge 
at all the District Hospitals, General Hospitals and Women il.nd Children 
Hospitals. A benefit allowance of Rs. 15 for men and Rs. 20 for women is paid 
to those persons whose income is below Rs. 200 for undergoing such operations. 
The following table shows the sterilization operations conducted since 1956 
in the State:-

Year 

1956 

1957 

1958 

1959 

Malo 

24 

158 

2349 

1985 

Female 

174 

909 

2926 

1374 

Total 

198 

1067 

5275 

3359 

Education-Five booklets and pamphlets in Mala.yalam were published 
and distributed to the public. Four exhibitions have so far been held which 
were largely attended by the people. 

Diaphragms are liked by the people in urban areas and foam tablets and 
jellies in rural areas. 

Training-A Regional Training Centre was opened inS. A. T. Hospital 
Medical College, IDloor, Trivandrum, on 1st May, 1959, where 25 social workers 
were trained in family planning.' .. • 

E:rpenditure-During the period 1956-59 a sum of Rs. 2 • 34lakhs was spent 
by the State Government which included Rs. 1· 35lakbs as central gover~ent's 
share. 

A provision of Rs. 2 • 63lakhs has been made at the Centre for the year 1959-
60. The anticipated total expenditure for the same period is estimated to be 
Rs. 4 · 00 lakhs. 

Item Budget Expenditlll'O 

I. Clinics 1·59 2·87 

2. Training and Education 0·32 0·20 

3. Research 0·62 0·83 

4. State F.P.O. 0·10 tHS 

Total 2·63 4·00 

Madhya Pradesh 
The Family Planning Board was formed on 1st October 1958 with the 

State llinister for Public Health as Chairman. A Full-time Family Planning 
Officer (Dr. Mrs. L. Pandit) was appointed on 1st March 1958 to look after the 
work of family planning in the State. 
M/B23Mofi[ealth-11 
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Clin-ic.~-]!:ighty-one rural and thirty-seven urban clinics are fmwtioninrt 
in the State at present. The. followillg table gives the numlJers of cliaic~ 
opened in First and Second Five Year Plan· period. 

First Plan Second Plan Total 
Sponsor 

Rural Urban Rural Urban Rural Urban 

State Government .. 7 81 26 81 33 

Voluntary Organisation 4 4 

Total 7 81 30 81 37 

The State Government proposes to open another 70 rural aEcl 5 urban 
clinics during 1959-60~against a target of 154 rural and 25 urhan dinics for the 
whole of S_econd Five Year Plan period. 

The estimated population ofthe State is 27·71 million, 24·21 million in 
rural areas and 3 ·50 million in urban areas. The clinics opened in the State 
cover a total population of 6·08 million. The total number of persons contacted 
and those given advice are 37,239 and 10,530 respectively. The an·Tage clinic 
attendance is reported to be 18 in rural areas and 2fl in urban areas. 

Sterilization-The number of sterilisation operatior:s clone in tl1e State 
since 1956 is as follows:-

Yea" l\Iale Fetnale Total 

1936-57 4.37 400 8.'>7 

1957-58 566 712 1,278 

1959-60 642 75.3 1,397 

Education-Two films "Family Planning" and "Planned parent-hood'• 
were purchased by the State Government for exhibiting them throughout the 
State. 45 cinema slides in different languages have also been distributed to all the 
civ'il surgeons and district medical offi.cer3 for exhibition purposes at the local 
cinemas. Hindi version of the "Family Planning l\Ianual" oDiadras Government 
was published and distributed. Three lakh copies ofthe folder on family planning 
were printed and distributed in all the villages through gram pancha_vats . 

. Cooperation of Development Department and Social Welfare is also 
sought to propagate family planning and al.,;o to distribute foam tablets. 

Training-Eight doctors, one social worker and four healtl1 'isit0rs have 
so far been trained in family planning at the Family Planning Trainiug and 
Research Centre, Bombay. The Regim1al Training Centre has not heen 
e.stablished in the State as yet. · 
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E:rpe?U!iture-The reported eYpenditure on family plannu1g in the State 
for the rlt'riod 1956--59 is 88 follows:-

Year ExPenditure Central share: 

19.36-57 31,507 18,346 

19.;7.58 ,5,120 22,282 

](1.)8.:;9 SO,IIO 77,786 

Ap-airst an anticipated t>:X.penditure of fu. 4 · 65 lakhs by the .State durin!! 
t II<' year 1959-f.iO, the Central share is Rs. 2 · 22 lakhs. 

Item 

1. ('lini!'s 

2. Training 

.3. Educ·ation 

Total 

Jla?.ra.~ 

C'ent.ral 
share (Rs. 
in lnkhs) 

1·80 

' 
0·10 

2·22 

Anticipated 
expenditure 

(Rs. in lnkhs) 

2·90 

1·26 

0·49 

4·65 

Family Planning Board was formed on 18th July 1957 with the State 
Minister for Health as ite Chairman. A whole-time Family Planning Officer 
Dr. Smt. P. J.akh:-:hmi was appointed on 14th February 1957 to look after tho 
work rdating to family planning programme. 

Clinics-Against a target of 152 rural and 59 urban clinics the state has 
opcnt'd 71 rural and 15 urban clinics during the Second Plan period. '111e details 
of the dil'lics opened so far are as follows:-

First Plan Seeoud Plan Total 
Sponsor 

Rural Urban Rural Urban Rural Urban 

:-itate Gon.•rnment 8 70 11 70 19 

I..ucnl llmlieg 6 3 9 

Yoluntary 
tion" 

Organisa- ·l 2 1 3 3 

Tutal 2 16 71 15 73 31 
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The State Government do not propose to open any additional clinics 
during 1959-60 till such time the clinics already sanctioned are properly staffed 
and start functioning:-

The population of the State is estimated to be 33·14 million in 1958. The 
15 urban and 70 rural clinics opened in Second Plan cover a population of 34·28 
lakhs and 23·76lakhs respectively. The number of persons contacted and those 
given advice were 3 · 46 lakha and 2 ·11 lakhs respectively. Out of the 2 ·11 
lakhs given advice 6,656 persons (males and females) actually underwent 
sterilization operations. It was observed that educated women preferred 
diaphragm and jelly whereas· the masses were inclined towards foam tablets. 
The introduction of sheatha also became very popular with men. 

Sterilizatioo-The Government of Madras has formulated a scheme called 
"Madras City Public Employees Family Welfare Scheme." The scheme is appli­
cable only to persons who have attained the age of 32 in the case of men and 
26 in the case of woman who have not less than 3 living children. A cash grant 
of Rs. 15 for V'asectomy operations and Rs. 25 for salpingectomy operations 
is paid to those persons who volunteer themselves. The Government has also 

-finalized a scheme for payment of sub,sidy to selected medical practitioners in 
Madras city for vasectomy operations at the rate of Rs. 25 per operation. 
Payment of special remuneration of Rs. 2 for each case is also made to the 
convassorfand tutors in family planning who send cases to appr?ved surgeons. 

The sterilization operations conducted in the State since 1956 are as 
follows:-

1956 

1957 

1958 

Year 

1959 (upto date) 

Male 

25 

231 

986 

495 

Female 

670 

1,573 

1,864 

936 

Total 

695 

1,804-

2,85() 

1,431 

The State Government have laid more stress on surgical mathqds of family 
planning. Arrangements have also been made with the Fire Service Depart­
ment to extend the help of their ambulance service to lift the intending 
sterilization patients, to hospitals. 

Educatioo-The "Family Planning Manual" published by the State 
Government has been received by the public with great enthusiasm and is in 
great demand. A "Happy Family Planning" calendar explaining on the obverse 
side the technique of rhythm method has also been produced and distributed to 
deserving mothers. To convey that technique of calculating the safe period 
string of beads has been produced and given to clinic staff for educating the 
people. 
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Family pl~nning_ is included in the curriculum of studies for the , training 
courses of medico-somal workers public health nurses and health visitors in Medi­
cal and Public Health Departments. The State Government has pub&hed a 
One Act Play in Tamil explaining the safe period method. Two pamphlets one 
providing information regarding the _facilities made availuble in Government 
MediCal Institutions for surgical methods and tht'! other furnishing instructions 
to persons who undergo VMectomy operations have been produced. 
Charts giving a comparative data on vital statistics, per capita income, popula­
tion and land area etc. of India and other countries have been published and 
distributed to all the clinics in the State. Short films of 15 to 20 minutes duration 
are intended to be produced to be shown at fathers and mothers clubs. 

The State Government proposes to start a Family Planning Propaganda 
Committee in all the places having family planning clinics, with a Chairman 
(preferably a lady) a Secretary (an influential person of the locality) and 5 
members. · 

The meetings of the mothers are held periodically at all the Mothers' 
information Centres under the Corporation of Madras. 

Family planning stalls were opened at 4 major exhibitions in the State 
during 1957-1959. Family planning stalls were also set up in all the other 
exhibitions, medical colleges, and during hospital courtesy weeks, Four 
meetings of State Family Planning Board, 6 meetings of Co-ordination Com­
mittee 2 meetings of Programme ~ommittee and 3 meetings of family planning 
staff ha."\e been held so far. 

Training-Family Planning Training Institute attached to the Govern• 
ruent Hospital for Women and Children, Madras, wa~ started on 12th August 
1957 to impart training to doctors, nurses, social workers, health visitors, and 
non-medical workers in the State. Necessary steps are being taken to up-grade 
the above Institute to the level of a Regional Training Centre. 168 medical 
officers, 132 nurses, 26 social workers, 27 health visitors and 134 others have 
been trained at the above centre. One medial officer and one social worker 
were trained at Family Planning Training and Research Centre, Bombay. 

Expenditure-During 1956-59, a sum of Rs. 4,31lakh has been spent on 
the family planning programme out of which . the Central share amounts 
toRs. 3·47 lakhs 

Year 

1956-57 

1957-58 

1958-59 

Total expenditure 

0·38 

1·32 

26·1 
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_ A '!Judget pro':i:ion of Rs .. 5·16 has. been made by the Centre for the year-
19~9-6!). The a.ntlmpated expenditure by .the State is estimated to b~ 6·.5() 
lakhs. · 

Itefu Central Anticipated 
provision expenditure 

I. Clinics J. 4·64 5·95 

2. Training 0·32 0·30 

3. Education Research .• 0·10 0·27 

4. Family Planning Officer Q·IO 0·17 

Total 5·16 6·69 

Mysm-e 

Family Planning Board was formed on 27th August 1957 under. the Chair­
manship of State :Minister for Public Health. A whole-time Family Planning 
Officer (Dr. K. S. Nanjundiah) was appointed on 30th October 1597 to look 
after the work of family planning: 

Olinics-31 rural and 15 urban clinics were opened in the State against a. 
target of 96 rural and 34 urban clinics during the Second Plan period. The 
details of the clinics opened so far are as under:-

Sponsor 

1. State Government 

2. Voluntary Organisa­
tion. 

3. Total 

First Plan 

Rural 

Second Plan 

Urban Rural 

3 31 

3 

6 31 

Urban 

13 

2 

15 

Total 

Rural 

31 

31 

Urban 

16 

5 

21 

The State Government proposes to open additional 28 rural and 7 urban 
c1inics during the year 1959-60. The population of the State is estimated to­
be 22 · 08 mi~~ion; 17 · 37 million rural and 4 • 71 million urban. The clinics opened 
upto the year 1958-59 cover a population of 2 million. By the end of 1959-00 
population of 3·5 million will ha"e been covered by the clinica in the State. 
During the year 1959-60, 16,074 persons were contacted for family planning: 
out of which 4,738 were gi,·en advice. 
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Sterili2alion-TI1e 1\Iysore GoYernment has decided to pay a ·subsidy of 
Rs. 25 to private metlical practitioners in Bangalore, 1\Iysore, l\lat~gaJore 
Dharwar, .and Belgaum for cor.ductirg vasectomy operatio11s upto the end ·of 
Rreor·d Ftve Year Plan period. This subsidy is restricted to those whose 
income i.; less than R8. 200 per mensem. Th~ sterilization operations cor:duc­
ted since 1956 in the State are as follows:-

Year Male Female_ Total 

19.")6 85~· 725 1,578 

19,")7 _899. 986 1,876 

l!li;S -· 496 754 1.250 .. 
19.';!) 579 546 1,125 

Education-'A guide to family planning' both in English.and Kannada. 
i~ underpublication. Twelve exhibitions have been arranged in the State so 
far. 1954 posters and 8427 pamphlets have been distributed to the public, 

T-raining-Most of the trainees of the State are sent to the Family Planning 
Training Demonstration and Experimental Centre, Ramanagaram. The Regional 
Training Centre has not been established in the State.so far though arrange­
ments are being made to open·' two centres at Lady Goschen Hospital, 
Mangalore and Chelvumba Hospital in Mysore. 31 doctors, 17 social workers, 
11 health visitors, 9 public health nurses, 60 health inspectors and 13 other 
auxiliaries have been trained in family planning so far. 

Expend£ture-The expenditure on family planning programme during 
the Second Plan period is as follows :- · 

Year Total Central 
expenditure share 

(Rs. ) (Rs.) . 

19.37-58 5,363 5,237 

1958-59 32,605 30,051 

A Central provision of Rs. 2 · 39 lakhs has been made during the year 
1959-60. The anticipated expenditure is estimated to be Rs. 1·54 lakhs. 

Orissa 

Family Planning Board was formed on 24th April, 1958 with Minister for 
Health as Chairman. A whole-time Family Planning Officer (Dr. Mrs. ?3· 
Suraya) was appointed on 11th March, 1959 to look after the work offamily 
planning in the State. 
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CUnics-21 Urban and 40 rural clinics were opened in the State against 
a target of 4 urban and 94 rural clinics during the Second Plan period. The 
details of the clinics opened so far is as follows :-

State Govt. -
Voluntary Organisa­

tions 

Total .. 

First Plan Second Plan Total 

r----J~--~----~A----~v~----~~------~ 
Rural Urban Rural Urban Rural Urban 

•• 3 27 30 

3 27 40 30 

In addition to above advice on family planning is also given at 11 M.C.H. 
centres. 

The State Govt. proposes to open another 15 rural clinics during 1959-60. 
'!'he estimated population of the State is 14:·67 million rural and 0·65 
million urban. The clinics opened so far cover a total population of 1·48 
million out of which 1· 96 lakhs have been contacted for family planning 
education. 

Sterilization-The number of sterilization operations done since 1956 
m the State is as follows:-

1956 

1957 

1958 

1959 

Yeat' Ma.le 

21 

7 

108 

94 

Female 

109 

53 

159 

73 

Total 

130 

60 

267 

167 

Education-20,000 copies of a pamphlet in Oriya language were published 
and distributed. 

Training-No Regional Training Centre has started functioning in the 
State as yet. However 6 doctors and 10 health visitors were trained at the 
F.P. Training and Research Centre, Bombay. 

Year Centra.l State 
share share 

1956-57 21,461 2,064 

1957-58 79,037 7,300 

1958-59 89,177 89,176 

A Central provision of Rs. 3·52lakhs has been made for the year 1959-60. 
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Punjab 

State Family Planning Board waa formed on 24-7-58 under the chair­
manship of the Health Minister for the State. Dr. Asa Singh was appointed 
.as the Family Planning Officer on 13-11-57 to look after the work of family 
planning in the state. 

Clinics-Eighteen rural and 14: urban clinics were opened in the State 
.against a target of 88 rural and 24 urban clinics. The number of clinics opened 
-so far is given below:-

First Plan Second Plan Tota.l 
~ 

R u R u R u 

1. Sta.te Govt. 12 7 12 7 

2. Local Bodies 

3. Vol Organisations •• 1 6 7 6 8 

1 18 u 18 15 

In addition to above family planning advice is available at 151 MCH 
-clinics in the State. The population of the State is estimated to be 19 · 43 m.illion-
13 · 86 million rural and 5 ·57 million urban. . The clinics opened cover a 
population of about 10lakhs anduptoJune 1959 as many as 21,968 persons 
were contacted for family planning education and 21,018 persons given advice 
'On family planning. 

StmJization-Sterilization operations are done free of charge at all the 
Govt. hospitals in the State. The number of sterilization operations con­
ducted since 1956 i!'l given below : 

Year 

1956 

1957 

1958 

1959 (August) 

Male 

107 

189 

652 

610 

Total 1,558 

Number of sterilization 

Female Total 

137 24-1 

193 382 

im 979 

239 849 

896 2,454 

Training-Two Regional Training Centres are functioning in th 
one at Patiala (28-10-59) and the other at Amritsar (December, 1958) lwo 
courses of training were conducted at. the Patiala Centre and 41 health . 1~rs, 
were trained in. these courses. In addition, 8 doctors, 2 health V"lSltors 
.and 1 public health nurse of the State were trained at the Family Planning 
Training and Research Centre, Bombay. 
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Education-Five hundred pamphlets each in Hindi, Punjabi and English 
on family planning were printed for distribution. F0ur exhibitions were held 

.. which were visited by 8,000 persons. 
Expenditure-The expenditure on family planning programme for the 

period 1956-59 is given below 
(Rs. in lakhs) 

Total 
Year Expenditure Central 

share 

1956-57 

1957-58 0·23 0·22 

l958-59 0·72 0·57 

Total 0·95 0·79 

A central provisiOn of Rs. 1·72 lakhs has .been .made for the year 
1959-60. The anticipated expenditure is expected to be Rs. 1·25 lakhs. 
The item-wise break up is given below :-

Item· Central Anticipated 
Provision Expenditure 

1. Opening of maintenance of old clinics •• 1·38 1·43 

2. Training •• 0·24 0·32 

3. State F.P.O. 0·10 0·18 

Total 1·72 1·93 

Rajasthan 

The State Family Plaiming Board was formed on 18th October, 1957 
with Minister for Health as Chairman, Dr. (Miss) H. N. Unwalla was 
appointed as full time Family Planning Officer. 

There are 41 rural, 22 urban family planning clinics functioning in the 
State at present. 

Clinics opened 

Sponsor First Plan Second Plan Total 

Rural Urban Rural Urban Rural Urban 

State Government 6 41 14 41 20 

Local Bodies 

Voluntary. Organisa- 2 2 
tions. 

Total 6 41 16 41 22 
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The clinics opened cover a population of 17 lakhs 1·.60 lakhs were actually· 
contacted for .family planning Educatipii and during 1958 as many as 9,000 
people were given advice .. · The ·average attendance 'per year was reported' 
to be 100 in rural elinics and 500 clinics in urhah clinics. 

Sterilization-Vasectomy camps are being organised at various District 
Headquarters. Two Surgical Camps were organised at Jaipur and Aj~er 
and 175 vasectomy operations were done. 50 group talks were organised 
during the camps. Permission for doing operations has also bMn given to 
doctors in the district who can perform such operations and where such facilities 
exist. 

The number of sterilizationsopera.tion.S performed during 1956-59 is given 
below:-

Yenr No. ster:lized 

Male Female Total 

.. 513 109 622 1956 

1957 512 124 696. 

1958 394 225 619-

1959 (up to July' 59)' 345 ios 453 

Education-A Publicity Unit is attached· to Directorate of Medical & 
Health Services and the same is doing publicity work all over the State. 5,000 
posters and 5,000 hand bills were published by the State Govt. for distribution. 
200 film shows were organised and average attendance at these shows. was. 
about 800. 

Tt·aining-No Regional Training Centre has been established in tlie 
State so far. 13 doctors and 5 other personnel of the State have received 
training at Family Planning Training and Research Centre, Bombay. 

Expenditure-The estimated expenditure reported to have been incurred 
on family planning programme by the State Government is as. follows :-

Year Expenditure 

Rs. 
1956-57 12,354 

1957-58 58,039 

1958-59 86,50() 

:959-60 .. 2,25000 
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Uuar Pradesh 

The State Family Planning Boa\d was formed on 10-10-57 with State 
Minister for Health as Chairman. Full-time state Family Planning Officer 
[Dr. (Mrs.) S. L. Talwar] was appointed on 21st July, 1958. 

There are 48 rural and 31 urban family planning clinics functioning in 
the State at present. 

The details are shown below:-

Sponsor 

State Govts. 

Local Bodies 

Voluntary 
sations. 

Total 

Organi-

First Plan 
r------'-----o. 

Rural Urban 

8 

1 2 

1 10 

No. of clinics opened 

Second Plan Total 
~ ~ 
Rural Urban Rural Urban 

47 13 47 13 

a 
8 1 10 

47 21 48 31 

The clinics opened cover a population of 16·15 lakhs-9·90 lakhs rura
1 

and 6·25 urban. The number of persons actually given advice are 58,277. 

The number of sterilization operations reported to have been performed . 
during 1956-59 is given below :-

Number sterilized. 
r-

Year Male Female Total 

1956 171 },273 1,444 

1957 194 2,000 2,194 

1958 .. 585 1,879 2,464 

1959 (upto Sept. '59) 338 2,050 2,388 

Education-State Family Planning Officer during her tours of various 
districts arranged seminars and meetings at the place of visit. F vur such 
seminars and 9 meetings were held and about 1,000 persons attended the 
meetings. Exhibitions and conferences were held. 50,000 persons attended 
the exhibitions and 25,963 attended the conferences. 

Training-No Regional Training Centre has been established in the 
State. So far 108 persons of the State were trained, in family planning. 
100 were trained in the short term training courses held in the State from time 
to time, and the rest were trained at Family Planning Training and 
Research Centre, Bombay. 



149 

Expenditure-The estimated expenditure reported to have been incurred 
by the State Government is as follows :-

Year Expenditure 

Ra. 

1956-57 8,654 

1957-58 47,388 

1958-59 1,00,600 

1959-60 5,52000* 

*Provision made in the Centre. 

West Bengal 
State Family Planning Board was formed on 27th August, 1958 with 

Uinister of Food, Relief and Rehabilitation as Chairman. Dr. (Smt.) Anila 
Banerjee was appointed as Family Planning Officer on 13th February, 1959. 
She looks after the work of M.C.H. also. 

Clinics- The number of clinics opened in the State so far is stated below:-

State Govt. 

Local Bodies 

No. of clinics 

Fim Plan Second Plan Total 
r----.A. ,..---.A.----. ....... 
Rural Urban Rural Urban Rural Urban 

7 2 9 32 16 34 

1 1 

Voluntary Organtsat10ns 11 5 10 5 21 

--------------------------------------------Total 7 13 14 43 21 56 

According to available information upto May, 1959, 90,623 persons were 
contacted for family planning education and 16,651 persons were given 
advice on family planning. The average monthly attendance at the rural 
clinics was 28 and at urban clinics 29. 

Education-Two pamphlets in Bengali have been printed for distribution. 
906 conferences and meetings have been held and 12,415 persons attended these 
meetings. 

Sterilization-The number of sterilization operations reported to have been 
performed is shown below:-

Year Number sterilized 

Male Female 

1956 13 637 
1957 22 632 
1958 155 1,302 
1959 (June) 5 87 

Total 195 2,658 
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The estimated expenditure on family planning is reported to be as follows:-

Year 

1956-57 

1957-58 

1958-59 

1959-60 

Expenditure (Rs. lakh) 

2·78 (Provision made by 
the Centre). 

Training-One training centre consisting of 6 training institutes in 
Calcutta was functioning since 1955 and was converted into a Regional Training 
Centre in April, 1959. s.>v.:ntem courses have been conducted at this centre 
since 1955 and 212 doctors, 121 health :visitors, 20 social workers and 18 
nurses have been trained. In addition 4 doctors and 4 health visitors of the 
State received training at the J!"'amily Planning Training and Research Centre, 
Bombay and 5 doctors and social workers were. got trained by Family Plan-
iling Association oflndia, Bengal Branch. · 

Jammn & Kashmir 

The State Govt. opened 2 urban clinics during 1957-58. These are attached 
to Central J!ospitals at Srinagar and Jammu. A whole-time lady doctor 
and part-time male doctor are incharge of these clinics. Doctor at Srinagar 
Centre was trained at Family Planning · Training and Research Centre, 
Bombay. 

Delhi 

With the formation of Delhi Municipal Corporation the health services 
were reorganised and the family planning work is being looked after by Dr. 
fl\Irs.) D. Kulanday, Deputy Health Officer (:M.&C,W.) of the Corporation. 

There are at present 31 urban family planning clinics functioning in the 
Union Territory as per details given below- · 

No. of clinics opened 

First Plan Second Plan Total 
Sponsor 

A.. 

Rural Urban Rural Urban Rural 'L'rban 

Central 1\Iinistry of ti 3 9 
Health. 

Local Bodies 0 9 19 

Yoluntary Organi-ations 2 1 8 

Total 18 13 31 
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The 9 urban clinics opened by ~he Central MinistrY. of Health are in the 
Contributory Health Service Scheme. The clinics opened' by Corporation of 
Delhi cover a population of about 15 lakhs. The number of persons actually 
contactedandgiven advice are 55,115and 933 respectively. Averagemonthly 
attendance in clinics was 775. 

The number of sterilizations reported during 1956-59 is shown below:-

Year Number sterilized 

Male Female Total 

72 207 279 

19.)7 93 197 200 

1958 6 130 136 

1959 (upto June, 1959) 16 52 68 

Education-One exhibition was arranged in the Town Hall and about 
23,000 persons visited it. l\Iohalla talks were held by doctorjlady health 
vi,;itors atnd about 90,000 people have been benefited by it. 900 posters and 
16,000 pamphlets sent by D.A.V.P.fD.G.H.S. were distributed. . · 

Trainin,q-Four Health Visitors received trainingat Family Planning 
'Training & Research Centre, Bombay. Five doctors and 5 health visitors 
were trained in other short term training courses held in Delhi from time to time, 

Expenditure-The estimated expenditure reported to have been incurred 
is as follows :--

Year 

1957-58 

1958-59 

1959-60 

*Provision made by the Centre. 

IIi mac hal Pradeslt 

l" 

Expendi­
ture 

Rs. 

26,347 

64,540 

1,28,000* 

Family Planning Board was formed on 15-11-1957. Full-time Family 
Planning Officer has not been appointed in the Territory and the work relatino 
to family planning is being looked after by Dr. (Mrs.) A. C. Parmar, Assistant 
Director, M.C. & W. 
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Clinics-The details of the clinics functioning are as follows:-

SpoiUior 

No. of clinics 

r-----------------~ ------------------~ Firat Plan Second Plan 
r----"--~ 
'Rural Urban 
~ 
Rural Urban 

Total 

Rural Urban 

Union Administration 5 3 8 

Total 5 3 8 

Advice on family planning lS available at 10 M:.C.H. centres 
also. 

The population of the Territory is estimated to be 1·15 million. The clinics 
so far opened cover a population of 1· 60 lakhs of which 11,867 have been given 
advice. 

Sterilization-The numher of sterilization operations done since 1956 is as 
follows:-

Year Male Female Total -

1956 13 103 166 

1957 8 76 84 

1958 37 106 143 

1959-(Sept) 37 77 114 

Education-44,000 pamphlets and 800 posters were distributed in the 
Territory. 

Training-There is no Regional Training Centre in Himachal Pradesh. 
Three doctors, 2 social workers 1 health visitor, 3 public health nurses 
and 1 staff nurse were trained at the Family Planning Training & Research 
Centre, Bombay. 

Expenditure-Rs. 79,917 were spent during the year 1956-59 which 
was met from the sanctioned budget of the Union Ministry of Home 
Affairs. 

-
A Central provision ofRs. 47,000 has been made during the year 1959-60 

and the anticipated expenditure is also estimated to be of the same order. 
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lllanipur 

The population of Manipur area is estimateJ to be 0 · 64 miilion. 'two 
urban clinics, one at a 1\I.C.H. and another by the Family Planning Associa­
tion, l\Ianipur, were opened during the SeconJ Plan period. Two ·additional 
clinics are proposed to be opened in rural areas during the period 1959-60. The 
clinics opened cover a population of 40,000. 

Eight va~cctomy and 12salpingectomy operations were performed by the 
end of July, 1959. 

There is no training centre in l\Ianipur. However, 1 doctor and 1 health 
visitor were trained in family planning at Civil Hospital at Imphal. 

1'ripura 

The population of Territory is estimated to be 0 · 77 million; 0 · 72 million 
rural and 0 · 05 million urban. One urban clinic was opened by Tripura Admi­
nistration in V.l\I. Hospital, Agartiila, on 2nd l\Iarch 1956. The number of 
person.~ actually contacted and given advice are 300 and 145 respectively. 

The number of sterilization oprmtions reported during 1956-59 is shown 
below:-
------------------------------

Year Number sterilized 

1\Iale Female Total 

J!J,j6 1 2 3 

1957 11 12 

I OilS 1 5 6 

Iu;;u (upto SPpt. 59) 31 31 

One cl01·tot· and one health visitor of the Territory were trained at Family 
Training awl Hesearch Centre, Bombay. 

The estimated expenditure incurred year-wise is shown below:-

Year Expenditure 

1956-57 

1957-58 

1958-59 

19fi9-60 

Rs. 

4,000 

5,500 

5,700 

13,900 
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Pondicherry 

One urban clinic was opened in the General Hospital by the Pondicherry 
Administration on 8th August, 19~7. The clinic opened covers a population 
of 60,000. Th~ number of persons actually given advice was 855. 

The estimated expenditure incurred year-wise is shown below:-

Year 

1957-58 

1958-59 

1959-60 

.. 

Expenditure 

Rs. 

2,000 

5,000 

6,300 



APPENDIX XXIV 

ScHEME REcOMMENDED BY THE INDIAN MEDICAL AssociATION, 

The following scheme is recommended for the participation of the members 
of the Medical Association in the work. 

(1) Clinics will be organised under the auspices of State Branches of the 
Association in area~ which are not_ served by departmental clinics and are 
otherwise suitable from the point of view of population· and ·availability· of 
private practitioners. · 

(2) These clinics will be of the two types: 
(a) General. 
(b) Special. 

(3) The main objectives of the clinics will be:-
( a) to conduct education programme impressing the necessity ancl 

need for family planning ; 
(b) to advise the public about the technique of using various contracep­

tives and to explain their relative values; 
(c) to distribute contraceptives; free of cost to the deserving poor and at 

cost price to those who can pay; and 
(d) to do sterilization ·~erations; vasectomy and tubal ligation; in 

properly equipped centres; 
(4) Staff: Each clinic will have:-

(a) Medical Practitioner (1 to 3 number). 
It will be advantageous to associate as many medical practitipners 
as are willing, with the clinic, subject to a m,axilllum of 3. This will 
bring more families to the clinic and will be conducive to greater 
efficiency. 

Honorarium-Rs. 50 per month for 3 hours work, 
one day every week. 

Where there are only two doctors, each may be paid Rs. 75 for 2 
hours work, two days every week; 

And where there is only a single doctor Rs. 100 for 3 hours work, 
twice a week. 

(b) 'Full-time Social Worker with training in midwifery-Rs. 125. 
(5) Special Clinics-These, in addition to the above, will have facilities for 

vasectomy and tubal ligation. 

The clinic will be paid a minimum of Rs. 20 per case of vasectomy and a 
minimum of Rs. 50 per case of tubal ligation for indigent patients. 

(6) Management-The clinics; in each State, will be under the State Bran­
ches of the Indian Medical Association. The financial grant will be placed at the 
disposal of the Central Office, Delhi, who will disburse it to the S~ate Branches 
whose proposals are accepted. 
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The clinics will maintain day-to-day record of work, quarteriy reports m 
prescribed forms will be sent to the State Branches with a copy to the Central 
Office. The State Branches will prepare consolidated quarterly reports for the 
whole State and send them not later than 20th of the month following to the 
Central Office with their comments, if any. Copies of the consolidated report will 
also be sent to the Director of Health Services of the State. The Central Offic~ will 
consolidate all the reports and send them not later than the 30th of the mouth 
to the Director of Family Planning in New Delhi. 

The clinics will be openr:d to the inspection of the Director of Health Service 
and his representatives, ,who will send copies of their inspection notes t<J the 
State branches of the Indian 1\ledical Association. 

(7) Finance-The average expenditure per clinic is estimated to be about 
Rs. 4,500 annually, distributed as follows :-

Honorarium for :Medical Practitioners 50 X 3X 12 .. 
Whole-time social worker cum midwife 125x 12 .. 

Total on staff per annum 

Value of contraceptives to poor patient~ (this may be 

ns. 
1,~ 

1/)()() 

3,:300' 

supplied in kind) 1,000 
Stationery and other expenses . . 200 

Total 

In the first instance the Association should organise 100 clinics mul•!r its 
State Branches. The total annual expenditure on this williJe :- -

Hs. 4,5(i() X 100 
Grant for sterilisation operations 
Initial equipment grant@ 400 for clinic wherever uecef.sary 

Total 

Rs. 

4,.'10,000 
l,f:O.OOO 

:!0,000 

6,:!Q,OOO 

This gra.nt may be made available to the Indian l\ledical Association in 
advance in quarterly instalments. 

The Indianl\Iedical Association will constitute a Central Family Planning 
Committee (there is·one already) and the State Branches will also constitute 
State Committees-The Director of Health Services or his nominee will be a 
member of the State Committee. 

In the light of one year's experience the scheme can be amplified or 
amended. 
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(8] Part time service in clini,()S run by government or other agencies-One 
handicap to the extension of family planning, especially in rural areas has 
been the shortage of doctors. The members of the Indian Medical Associa­
tion who live within a radius of five miles from such clinics will be available for 
part time work, both in departmental clinics and in clinics run by private 
agencies. They will have to be paid Rs. 60 per month for 3 hours a day, once 
a week and Rs. 100 for two days of 3 hours a weeksince these clinics will not be 
under the Indian Medical Association, the Medical Association will have no 
responsibility except to make the services ofits members avi:Lilable t~ the 
management. When part time !'lervice of doctors i~. required, the management 
may be directed to con~ct the State Branch of the Indian Medical Association. 
The State Branch ' will keep a record of all ~uch part time workers and an 
&nnual statement about their number will be sent to ti;Le Central Ollie~. 

(9) Training-Arrangements should be made for short-term train~g in 
ramily planning to members who are pre~red to start .cl~nics ot;, do_ part 
time work. Arrangements should be made for ,imparting training at any centre 
where there are reasonable number of doctors (not less than 10) willing to avail 
of it. · 

{lO) General---{i) 'fhe Secretary andfor the President or his nominee .of 
every State Branch shoul~ be included in every State Family Planning .Board. 
The Secretary andfor the President of, local branches sho~ld be included in 
the District Committees. The inclusion of prominent doctors who have shown 
con1-1picuous interest in family ~tanning in the State and District Boards for 
family planning will certainly ~ an advantage but that should not b!} a reason 
for omitting official representatives of the Association. 

(ii) Family Planning werks ·should be organized at District· and Taluk 
levels in which the Health Department, the Indian Medical Association and the 
Education Department should co-operate. 

(iii) The medical personnel' of these clinics should be fully protected 
against any legal liabilities from any quarters. 

(iv) Health propaganda-The Indian Medical as>ociation places, its lay 
journals "YOUR HEALTH" (English) and "APKA SWASTHYA" (Hindi) for 
propaganda and publicity of family planning. 
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RECOMMENDATIONS OF CHAIRMAN CENTRAL SociAL WELFARE BoARD ON 
CooRDINATION oF FUNCTIONS oF SociAL WELFARE BoARD CEN'fRES AND 

FAMILy PLANNIN(} CLINICS 

It was considered desirable that the rural family planning clinics set up by 
the Family Planning Board should be linked with the (Samaj Kalyan) Welfare 
Extension Project Centres of ,the Central Social Welfare Board in order that 
they may effectively fulfil their purpose and to avoid duplication and bring 
about greater co-ordination between the Central Social Welfare Board and the 
Family Planning Board. The Second Plan target for 2,000 rural family plann­
ing clinics but during the three years ending with M:arch 1958 less than a 
quarter of that number only were actually started. 

W.E.P. (C.D.) Number and Coverage-There are 444 projects of the original 
pattern and nearly 200 projects of the C.D. pattern with a. total of 4,000 active 
centres throughout the country Working under the CSWB. Most of the projects 
of the old pattern would also be converted into the C.D. type sooner or later. 
There are 5 centres per project of the old pattern each covering a group of 6 
villages and 10 centres per project of the C.D. pattern covering a group of 10 
villages each. · 

Budget-The standard five year budget for each project of the C.D. type 
provides for a total expenditure of Rs. 2,08,000; Rs. 1,84,000 is shared in the 
proportion of 5 ; 12 ; 6 by the Block budget, CSWB and the State Government 
respectively and the balance of Rs. 24,000 is paid directly by the B.D.O. as 
salaries to one Mukhyasevika and 2 gramsevikas. Voluntary contributions 
would be in addition. 

Staff-There is contingent of 26 specially trained workers, mostly residing 
at one or the other of the centres. They are :-

2 Mukhyasevikas (one of the CSWB and one of the ~Iinistry of CD) 
(85 per cent graduate trained). 

8 gramsevikas (6 of the CSWB and two of the Ministry of CD). 

4: Dais 
2 craft instructors. 
6 Balwadi teachers (part-time) 
1 accountant 
1 clerk 
1 peon 
1 driver 

CSWB 

In addition there are 4 midwives attached to each primary health 
centre located in each block, whose. services would also be available. There is 
one jeep in each project to provide for the mobility of the staff within each 
block. 

l58 
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Project Implementing Committee-For each Project there is a project Im nle­
menting Committee consisting of 15 members, mostly non-official women 
workers of the area. The members are nominated partly by the C.D. Organi­
sation and partly by the C.B. Organisation. Among the nominees of the 
Central Board on the l?ICs effort is made to include one or two Lady doctors 
whenever available; or the PICs enlist other lady doctors who are prepared to 
render honorary services at our centres, and the project provides the trans­
port to them. 

Programme-Thus there is a ready made set up into which the family 
planning clinics can ea~ily be fitted. You will Bf;le that each of ~ur centres 
serves a population of about 66,000 people in a compact area. There is at each 
centre a building, the construction of nearly _700 being completed by the PICa 
and the others taken on rent in which the multipurpose activities at each 
centre are carried on. The workers also resid& in one part of the building. 
There is a balwadi run at the each centre, milk distribution is arranged. In 
addition to maternity and child welfare services, there are a number of activi­
ties for adult women, social education, adult literacy classes, recreational and 
cultural p~ogra.mmes are. arranged .. Craft training is provided. and all these 
attract a number of women wh1 regularly attend the centres. There are also 
small production units attached which provide work and wages for them. 

Coordination-! would welcome a coordination of the work of the FPB 
with that of the CSWB in rural areas which would advance the FP movement. 
The FPB has a scheme under whtch it is proposed to establish one family plan­
ning centre and 5 sub-centres in each block (area served by a primary health 
centre). Each centre serves a population of about 10,000. Primary health centres 
have not been established in. all the. blocks, nor are there women doctors 
attached to all the primary health centres established. The Family Pla:rinin'g 
Boa.rd can take advantage of the Samaj Kalyan centres and post one family 
welfare social worker at each of our centres, and we can extend all the facilities 
~!ready available at our centres to her also. She will have the advantage of the 
presence within easy reach of qualified women doctors,-under whose supervision 
she can work. The project transport can be made available to her; and clerk and 
accountant can be used for keeping accounts. She will have th~ advantage of 
living with the workers employed in the project centres. The arrangement now 
proposed will help the Family Planning Board to . reach the target of 
2,000 rural family planning clinics within the Second Plan period. Not 
only that, the family planning clinic will be one among several activities at the 
centre and the women attending the centre will, the more readily, avail them­
selves of the clinic which they would not do if it were isolated. One of the recom­
mendations of the Study Team on Social Welfare is to introduce mother craft 
and family planning orientation into the gramsevika training syllabus and they 
can also help in preparing the people to receive this new service~ It should also be 
possible to take a representative of the Family Planning Board on each of our 
PIC~s. 

1J1 ethod of Coordination-:-I would like certain things to be clea~ly understood 
even at the outset. 
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The Family Welfare Social Worker should work under the general supervi­
sion of the PIC, though her salary may be paid hy t~e Family PlanniniY Board 
·and she may be under their administrative control. Such an arrangement ~I ready 
exists with reference to the 2 gramsevikas and one mukhyasevika provided by 
the C.D. Organisation in the WEPs(CD). 

2. The proviflion of Rs. 6,000 for building for each clinic made by the 
Family Planning Board should be placed at the disposal of the PIC, who would 
put up a couple of rooms, as an adjunct to an existing centre building, one for 
the residence of the FWSW and the other for the location of the clinics. 

3. The provision for purchase of equipment and medicines should also be 
placed at the disposal of the PIC and earmarked for this programme. 

4. The work of the FWSW and the· family planning clinics may be 
inspected by the State and District Family Planning officers. 

5. The Family Planning Board may provide an honorarium to the doctors, 
who are already working in the WEPS and whose s3rvices may be required 
in the family planning clinics. 

Training-It is necessary to train a member of family welfare social 
workers. Such training should as far as possible be entmsted to voluntary 
organisations. While the Central or State Governments may arrange for the 
training of new m<'dical personnel .or for the Family Planning Orientation of 
the existing medical personnel, it must be remembered that the FWSW's train­
ing has a large welfare content, which can best be imparted by voluntary orga­
nisations only. 

2. Three such organisations have been sanctioned grants so far. There is no 
provision for hostel accommodation in the scheme. The Ministry of Health 
should give grants for the construction of hostels for trainees to the extent of 75 
per cent of the approved expenditure. The University Grants Commission gives 
grants on that basis for Girl's hostels. 

3. The grants for training courses should be released well befure the dates of 
commencement of training to enable the institutions to complete the arrange­
ment in time. It is suggested, budget estimates may be invited by the end of 
January and releases may be made by the end of March for the whole course, 
though it mayfall in two financial years. 

4. Arrangements should be made for conducting the examination of train­
ees by outside bodies. 

5. Institutions must be authvrised to give certificates, which should be 
recognised. 

6. Uniform standards must be prescribed for FWSW's training. At present 
many clinics are awarding certificates after short periods of employment in the 
clinics without reference to their educational qualificaticns or the content, 
quality or duration of training. A Committee should be set up to prescribP 
minimum standards and the duration of training. 

7. There should be 4 more Regional Family Planning Training institutions 
in the Third Plan. 

8. The present training institutes might be allowed to admit a greater 
number of trainees for the succeeding batches if they can undertake it. 
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ExTRAC'T3 F&Olf Sm.ntARY RECORD oF THE. SEco~o MEETING oF THE 

DEMOO&umc AoVISORY Co11MI'ITF.R HELD ON 24TH NovEMBER, 1959, AT 10-33 
A.M. -~T THE IxsTITUTE FOR RESEARCH IN Ecoxmuc A~ll SociAL GROWTH 

Ul\"'IVF.RSITY OF DELIII 

1. The following members were present-Dr. V. K. R. V. Rao-Citairman,. 
Professor P. C. Mahalanobis-Member. Shri Ashok Mitra-.Member. 
Lt. Col. B. L. Raina-.Memher Secretary. 

2. The following were also present 'by ·special invitation:-Dr •. C. 
Cha.ndrasckaran, Shri Rajeshwari Parsad, Dr .. B. L. Ganguli. Shri R. · B. 
Jai, Shri K. R. Nair, Dr. S. N. Agarwala, and Shri S. J. Pothi. 

3. The Committee noted th·' recommendations of the Sub-Committee 
on Demographic Research and Training during the next 6 years and suggested 
tlu:• following programme-

( i) Continuous survey of population situation in India including estimated 
projections of population and population structure. 

(The Committee noted that short-term projectjons had been made by the 
Re~istrar General's Office in co-operation with the working group of vital 
statistics set up by the Planning Commission; also that several.long-term 
projections had been worked out L'y various persons. The short-term project.ions 
for 10 years or so could comparatively be made with greater precision and were 
neces.<;ary for purposes of working out the Third and future Five Year Plans. 

The Committee also wished that recommendations to be made for long te~ 
projections should be examined carefully. Each Demographic .Research Centre 
should be asked to prepare a short paper on this subject to be examined in 
detail by Dr. V. K. R. V. Rao and Shri Ashok Mitra)_. 

(ii) Studies in internal migration with special reference to industrializa­
tion and urbanization. 

(iii) Ad lwc field studies on regional basis on attitudes and motivation 
affecting family size, on methods of communication and on base line 
data on attitudes towards family size and knowledge and practices 
of family planning methods, and evaluation of family. planning 
programmes. 

( il') Studi<'s on inter-relationship between social economic· and popula­
tion changes, fertility and mortality patterns in different regions, 
national income and per capita income and vital statistics. 

If a sa.mple survey relating to Demographic Studies is to be carried out 
a question may be included to indicate caste and sub-caste of the family or 
person interviewed or investigated. 

(t·) Development of existing Training and Research and Demographic 
Training Centres in universities. 
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(vi) Dissemination of information on population problems and coordi­
nation in the field of demography. 

4. Further development of the Demographic Research and Traininq Centres­
The Committee recommended that the ' Chairman and Shri Ashok 
Mitra may visit different Demographic Training and Research Centres P.nd 
suggest details of the development programmes. It was felt that expenditure 
incurred on different items should be uniform as far as possible and should be 
within reasonable limits. 

5. Dissemination of information-(i) A pamphlet on demographic situation 
in India may be published and Dr. C. Chandrasekaran may be requested to 
prepare a draft for the same and an ad hoc grant of Rs. 1,000 may be made for 
this purpose. 

(ii) University extension lectures may be arranged as indicated in the 
enclosure; 

(iii) Short term orientation courses may be arranged by the demogra­
phic training and research centres wherever po8sible. 

(it·) Two to three semmars may' be held in different parts of India. Bef,Jre 
such a seminar is held, th~re should be three good working papers pre­
pared by the sponsors of the seminars and should be examined by a panel of 

·experts. The Demographic Research Centres and .Universities in India may be 
requested · to consider the proposal: 

6. The Committee agreed that no separate journal of demography may 
be published, and the Indian Population Bulletin proposed to be issued by the 
Registrar General's Office could, at this stage serve most ·of the objectives of 
the journal of demography. In view of the ~der coverage of articles, which 
would now be included iri the bulletin, it was felt that the bulletin should be 
published by an Editorial Committee, consisting of Dr. V. K. R. V. Rao, Shri 
Ashok Mitra, Dr. C. Chandrasekaran and Lt. Col. B. L. Raina. 

7. Evaluation-The Committee suggested that a Sub-Committee consisting 
of Dr. Ganguli, Dr. Sriruvas, Shri Nair and Lt.: Col. B. L. Raina may be 
set ·up to go into the question of evaluation of the fa~ily planning programme. 
They may give their fin~ngs to the Chairman who :may be authorised to make 
recommendation to -the· Government. 

8. Financial Consideration-The Committee recommended that an 
ad hoc provision of Rs; 50 lakhs may be made for demographic training and 
research durin a the Third Five Year Plan· for t'he present. 

b ' 
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FAMILY PLANNING EDUCATIONAL PERSONNEL, THEIR RESPONSIBILITIES AND TRAINING 

Personnel Reeponaibilitiea Training 

1. Local Workere (Gram Sewak) To utilize existing working pattern and methods for providing (1) Information aa to family planning. 
(Part-time). information and motivating regarding need lor family plann-

2. Block level Mukhiya Sevika 
(Part-time). 

3. Tehsil-

(1) One F. P. Educationist 

(2) One Mukhiya Sevika 

(3) Two Gram Sewake 

.. 

ing practices. · ·- (2) A.asiste.noe on reorganizing and making best use of 

To follow up families and encourage them. to continue the 
practice. 

To assist and guide Gram Sevikas to carry on family planning 
education efficiently. 

To integrate family planning education in her day-to-day 
duties. 

(1) To Btimulate greater attention to family planning prac­
tice. 

present opportunities. · 

Information about family planning. ways and · 
means of utilislrig opportunities to promote family 
planning. · 

(2) To supervise the work ofthe locahte.tl'and provide material Generalized health education training with special 
and other auiste.nce. application to these responsibilities. 

(3) To work with community leaders 



Personnel 

APPENDIX XXVII-contd. 

Responsibilities Training 

(4) To follow-up opportunities provided by local workel'll 
for group meetings, etc. Additional training in fa~ily planning consultation. 

(5) To provide help to family planning service workers in 
. ceveloping effective educational activities. 

(6) To channel research findings to localstaft· and guide them 
in their application. 

(7) To provide specific in-service experience as needed to 
groups i 1 districts. 

(8) To provide continuous analysis of programme 

'· District 
Officer. 

.Health Education 'l'o provide guidance, support to Tehsil Family Planning Edu. General Health Education training with special Far-
cators. vice work on family planning. 

To stock and provide materials. 

To plan and co-ordinate family planning activitiPs in the 
district. 



4a. District A.V. Team 

5. Division Voluntary Leaders 

6. State Touring Tt-am 

! 

6a. State Materials Methods 

' 

'!'raining 

To work with lt-aders-conference, meetings, etc. 

To integrate family planning in overall public hE-alth evalua. 
tion. · 

To provide short refresher co\ll'8es for field workers. 

Supervise area-wise education programme including use of 
A.V.Teams and exhibits. · 

• 
To mo"Qilise and integrate the work of voluntary organisations 

in the district to promote family planning. 

Provide services to support district and local workers as needed Training in operation and use of educational media. 
-under supervision of district health educatol'$>. 

Work with District Health Education Officer to support F. P. Special services, etc. 
Programme with special emphasis on gaining general support 
of policy through direct contacts with c~munity leaders 
and voluntary agencies. 

•• To provide necessary training and experience involving F. P. Special training in regarding these responsibilities. 
content under general coordination of Health Educator or 
Tr. Officer as necessary to support programme. 

State Health Education Bureau Specialists in education writer, artists, etc. 
Educa.tionist assigned to F. P. Board-Provide leadership 
· for educational p~ases of State F. P. Programme and assist 

in planning the service programme. 

-Request desired material. 

Work throughAsstt.Health Educators 

Poordinate S_tate research programme in Health Education. 

Assign~ to F. P. Programme. 

Develop necessary experience for 11-workera. 

Trained Health Educators with speeial emphasis on. 
family planning. 

Coordinate work of touring teams .. ·• Trained Health Educators. 



Personnel Responsibilities 

'1. Regional Family Planning Edu- To assist the Regional Deputy Directors of Family Planning. 
cators. 

8. National F. P, Directorate and To formulate general educational policies. 
C.H.E.B. 

To coordinate educational work including training and re­
search. 

To develop and standardise training programmes, 

To encourage and conduct research. 

Training 
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FAMILY Pu.l'JSING SEcrtoN-OBGAl'IsAnoN & ExPENDITURE .lT DIFI'EBENT LEvu.s 

.A. Local Family Pla11ning Edvcalor (Part-time) 

Gram Sewak 

llukhiya Sewak 

Contingency for local media like puppet shows, 
katha, group meetings, etc. 

Contingency for local media like puppet shows, 
katha, group meetings. village dramas, festi­
vals, fairs, etc. 

B. TtMil Family Planning Edvcmicm Uai,_ 

1. Family Planning Educator (Rs. 300 per month) 
2. Accounts clerk (one) (Rs. 100 per month) 
3. Servant (One) (Rs. 50 per month) •• 

RS. 100 per year per 
Gram Sewak. 

Rs. 150 per year per 
Mukhiya Sewak._ 

Rs. 3,600 per year 
Ra. 1,200 •• ., 
Ra. 600 .... 

4. Contingency including rent, postage, stationery (Rs. 50 per 
month) Rs. 600 , " 

Rs. 6,000 Jl ••. 

Non-recurring Rs. 1,000 (Furniture, equipment), Transport-Vehicl"ee of 
Primary Health Centre and Community Development Block. -

C. Di8tri« HeaUI& Edi!.CUtioa Uai,_ 

1. District Health Education Officer (One) (Rs. 275-20--:-475) -
(Ra. 375 per morith) • • . . • • . • '-

2. Clerk-typist (One) (Rs. 125 per month) 
3. Servant (One) (Rs. 75 per month) •• 
4. Local Media 
5. Contingency (Rs. 75 per month) 

Rs. 4,500 per year 
Rs.l,500 .. .. 
Rs. 900 .. .. 
Rs. 1,800 .. .. 
Rs. 900 .... 

Ra. 9,600 
" " 

Non-recurring .................. Rs. 2,000 (equipment and furniture) at District Health 
Education Unit at .the Divisional Headquarters will have a Mobile Audio-visual and Exhibition 
l:nit.. 

Recw:ring 
Non-Recurring 

D. Divi8iortal Headquarters-

Honorary Health Education leaders (One per Division) •• 

E. Stale Family Planning Edvcaticm Unit-

Rs. 5,000 
Ra. 4:0,000 

• • Ra. 5,000 per year 

1. Ht>alth Educator, Family Planning (One) (Ra. 300-25-600) Ra. 4:,500 per year 
2. Editor (One) Ra. 2,4:00 ,. 
3. Artist-photographer Rs.l,800 ,. 
4. Proof-reader (One) Ra.1,200 .. 
5. Clerk-typist (One) Rs. 1,4:40 .. 
6. Attendants (Two) Ra. 1,800 .. 

Rs. 13,4:40 •• 
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~laterials- and exhibits 
Flims 
Conference, seminar and training 
Travel 
Contingency, rent 

Total recurring oost 
Non-recurring cost 

16S 

F. [{egio11al Family Planning Education-S 

G. Central Family Plrmning Education Section. 

Recu"ing­

~talf 

l\lateriale •• 
Training, conferences and seminars, etc. 

J"or Five Years Rs. 15 lakhs. 
Non-recurring-Rs. 0·5 lakhs. 

Total about 

Rs. 15,000 
Rs. 12,500 
Rs. 5,000 
Rs. 2,000 
Rs. 2,000 

Rs. 36,500 

Rs. 0·5 lakhs 
Rs. 0·05 lakhs 

Rs. 1· 07 lakhs 
Rs. 1·00 lakhs 
Rs. l•OOllakhs 

Rs. :Jiakhs 
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LIST OF Pll:l\SONS WHO RESPONDED TO QeESl'IO!IlU.III& 

Abhyankar, R.P. 
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Achyut, Ranade •• 
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A~garwal. S.X. 
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A. John 
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Amin, R.K. 
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Ba~chi, N.C. 
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Ban<'rjC'e, H.K. 
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Bar;;at Narain 
Benjamin, E. 
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Rhajan Kaur 
Bhaskar, Karula .• 
Bhandary, S.S. 
Bharama'1, R. 
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Rhatnagar, Praka>h Vatti, 
B Jat:a. S.P. 

Birt>ndrakumar Singh, X ... 
Bost>, .\larishs('yca 
Bose, S.C. 

Borrl1a. N.L. 
Boparai, lll.S. 
Brahma, R.X. 

F.P. Centre, Ratnagiri. 
Retired Civil Surgeon, President, I.M:A., Pt ri Br!Ulcb.. 
Bony. Secy., Navajeevan Mandal, 110 A, P&rbha\ 
Road, Poona. 

B.J. Medical College, Poona. 

MunicjpaiBorough, Dhulia. 
Demographic ·Rt>Search Centre, Delhi. University. 
Member, F.P. Assqciation, Manipur. 
Hony .. Secy., Red Cross, Kottyam Branch. Kerala, 
Manipnr Social Welfare Advisory Board. IJDphal;. · 
National Couricil of Women m. India, Ahmedabad. 
Journalis~ Udipi. 
Honorary Secretary, I.M.A., Vengurla .. 
Andhra Mahila Sabha Nursing Home and Free Dispen· 
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