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CHAPTER 1.1

OVERVIEW

1.1.1 The Tenth Five Year Plan has been
formulated in the context of the Prime Minister's
vision of doubling per capita income in the country
within the next ten years, and also of creating 100
million employment opportunities during the same
period. These are certainly ambitious targets,
especially in view of the fact that GDP growth has
decelerated to below 6 per cent at present and the
pace of work creation has slowed down to 1.1 per
cent per annum during the latter half of the 1990s.
Nevertheless, it is believed that the Indian economy
does possess the potential to realise these targets,
provided that appropriate policy and programmatic
interventions are carried out within the specified time
frames.

1.1.2 The Approach Paper had proposed that
the Tenth Plan should aim at an indicative target of
8 per cent average GDP growth for the period
2002-07 as the first step towards achieving the
ultimate aim of doubling per capita income by 2012.
This will require the growth rate to accelerate further
to 9.3 per cent per year during the Eleventh Plan
period. The National Development Council (NDC)
affirmed its faith in the latent potentialities of the
Indian economy by approving the 8 per cent growth
target for the Tenth Plan period.

1.1.3 The Approach Paper also recognised that
economic growth cannot be the only objective of
national planning, and development objectives
should be specified in the broader sense of
enhancement of human well-being. To reflect the
importance of these dimensions in development
planning, the NDC has approved that, in addition
to the 8 per cent growth target, certain additional
quantifiable targets relating to poverty, employment,
social and environmental indicators should also be
considered as being central to the attainment of the
objectives of the Plan.

1.1.4 It is important to emphasise that these
human development-related targets of the Plan,
which are extremely important and are being
introduced for the first time in Indian planning, are
intimately linked to the growth objective, and
attainment of one may not be possible without the
attainment of the others. For example, high rates
of growth are essential if we want to provide a
sufficient expansion of sustainable gainful
employment opportunities to our expanding labour
force and to ensure a sufficient increase in incomes
of the poor and the disadvantaged. It is equally true
that high growth rates may not be sustainable if
they are not accompanied by a dispersion of
purchasing power which can provide the demand
needed to support the increase in output. Similarly,
improvements in social and environmental indica-
tors are essential for the sustainability of the growth
process; while the latter provides the resources for
undertaking the necessary investments for the
former.

1.1.5 Furthermore, there are cross-linkages that
exist within the set of social and environmental
indicators, which need to be given due recognition.
For instance, environmental degradation can have
serious consequences on the health status of the
population; while environmental protection and
rejuvenation will be difficult without the awareness
that is brought about through education.

1.1.6 The essence of planning is to weave all
these seemingly disparate strands into a cohesive
and well-knit strategy so that the various cross-
linkages operate in a synergistic manner in order
to attain the ultimate objective of all development
initiatives — namely human development. Concep-
tually, the aggregative objectives and targets that
are set for the nation can be thought as being
comprised of two sets of sub-targets — across
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sectors and across regions — which are consistent
with the aggregates. Thus, there are at least three
broad dimensions in which a Plan needs to be
presented — the national aggregates, the sectoral
requirements, and the state-wise distributions.
Furthermore, the conduct of policies and design of
programmes for attaining the targets must also
reflect this tri-dimensionality.

1.1.7 For the reasons enumerated above, the
Tenth Five Year Plan is being presented in three
volumes. The first volume covers the broad
perspective and strategy of development, the
macroeconomic and economy-wide issues relating
to growth, investment and employment, and certain
general observations on institutional design,
governance and implementation methodologies.
Although state-wise break-ups are provided for a
few critical areas in Volume-I in order to motivate
the consistency requirement, the detailed analysis
of state-level issues is taken up in Volume-lIl.
Similarly, certain broad sectoral targets and
requirements are also provided in Volume-| for
consistency purposes, but the detailed description
of each of the key sectors of the economy forms
the substance of this volume.

1.1.8 Volume-ll, therefore, gives the details of
the sectoral policies and programmes that are
necessary to attain the Plan objectives. The
individual sectoral chapters review the existing
policies and programmes, identify shortcomings and
suggest new policy and programmatic initiatives to
overcome the shortcomings and accelerate the
pace of progress. Although each of the chapters
gives a fair degree of detail regarding the specific
programmes, projects and schemes, it should not
be thought that these are cast in stone. All planning
is based on an a-priori appraisal of emerging trends
and the initial programme content reflects the
strategy to address these. During the course of the
Plan, however, as new developments occur, suitable
changes can and should be made in the content
and design of the plan programmes.

1.1.9 The purpose of this chapter is not to
summarise the contents of the various chapters
of this volume nor is it an executive summary. Its

principal objective is to give a flavour of how the
sectoral initiatives fit into the realisation of the
planning themes enumerated in Volume-l. An
effort is also made to highlight certain cross-
cutting issues, such as gender equity,
decentralisation, governance and institutional
reforms, which may get obscured in the details
provided in the individual chapters. The
presentation is structured around three broad
themes — (a) Growth, Poverty and Employment;
(b) Social Development and Quality of Life; and
(c) Sustainability of Growth and Development.

Growth, Poverty and Employment

1.1.10 Volume-| of the Plan addresses the issue
of growth, its sectoral structure and resource
requirements in considerable detail. However, it
must be borne in mind that the sectoral growth rates
proposed in Volume-l, and which add up to the
aggregate growth rate of the economy, are unlikely
to be achieved only through macroeconomic
measures. In practically all cases, sector-specific
interventions are essential to achieve the desired
results.

1.1.11  Furthermore, although growth has strong
employment generation and direct poverty reducing
effects, the frictions and rigidities in the Indian
economy can make these processes less effective.
The Tenth Plan is therefore formulated in a manner
which explicitly addresses the need to ensure equity
and social justice through a sector-specific focus.
There are three main dimensions to this strategy:

(i)  Agricultural development to be viewed as
a core element of the Plan since growth
in this sector is likely to lead to the widest
spread of benefits, especially to the rural
poor.

(i)  Ensuring rapid growth of those sectors
which are most likely to create gainful
employment opportunities and dealing
with the policy constraints which dis-
courage growth of employment. Particular
attention is to be paid to the policy
environment influencing a range of sectors
which have a large employment potential.
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These include sectors such as agriculture
in its extended sense, construction,
tourism, transport, SSI, retailing, IT- and
communication-enabled services, and a
range of other new services.

(iii)  Continuing need to supplement the impact
of growth with special programmes aimed
at special target groups which may not
benefit sufficiently from the normal growth
process. Such programmes have long
been part of our development strategy and
they will be continued in the Tenth Plan.

1.1.12 In so far as agriculture is concerned, the
first, and possibly the most important, area of focus
must be to raise the cropping intensity of our existing
agricultural land. Climatically India is fortunate in
that it is possible to have multiple crops practically
all over the country. The critical problem here is
water. However, water resources are also under
severe strain. Despite large investments in irrigation
in the past, only about 40 per cent of the agricultural
area is irrigated. Moreover, capacities of existing
projects are also getting eroded due to insufficient
expenditure on maintenance and upgradation.
Bringing wasteland and degraded lands into
productive use is also an important component of
accelerating agricultural growth. The initiatives that
need to be taken in these two aspects are discussed
along with other sustainability issues.

1.1.13 The second priority must be the deve-
lopment of other rural infrastructure that supports
not only agriculture, but all rural economic activities.
Of all forms of rural infrastructure, the impact of
rural roads in widening the opportunities and
alternatives available to our people has a dominant
effect. This activity is labour intensive and its direct
contribution to employment creation can be
considerable. However, while constructing rural
roads, connectivity of public health centres,
schools, market centres, backward areas, tribal
areas and areas of economic importance should
be given priority. Acceleration in the rural
electrification programme is also essential for
improving irrigation and for giving a boost to non-
farm economic activities.

1.1.14 The third area that needs attention is the
development and dissemination of agricultural
technologies. Research on bio-technology to
develop high potential varieties/materials, achieving
breakthrough in pulses and oilseeds, control of
diseases in plants and animals, development of
marine fish resources and exploitation of deep sea
fishing potential are areas of focus. The extension
system is to be reformed comprehensively, and
support provided to greater private initiatives
through agri-clinics. Extensive use will also be made
of IT and print media to disseminate agricultural
technologies. In order to encourage agricultural
diversification and minimisation of wastage,
considerable focus will be placed on post-harvest
technologies and marketing infrastructure.

1.1.15 However, none of this will be possible
without reconsideration of the various rules and
regulations that govern agricultural trade, which
frequently act against the interests of the farmers
and distort their incentive structure. Some of the
measures necessary are:

o Encouragement to contract farming

o Removing restrictions placed by the
Agricultural Produce Marketing Act on
agricultural markets in private and
cooperative sectors and on direct
marketing by farmers

J Adoption of the Multi-State Cooperative
Act 1984 by all States for functional and
financial autonomy of cooperatives

o Amendment of the Essential Commodities
Act, 1955 making it enforceable only for
emergencies, for specified periods and
specific products

. Increasing credit flow by making Kisan
Credit Cards available to all farmers

1.1.16  Although rapid and sustained agricultural
growth will in itself create the conditions for steady
reduction in poverty, it will be necessary to continue
pursuing direct employment and poverty alleviation
programmes for the foreseeable future. However,
itis also necessary to reorient the poverty alleviation
programmes in a manner that they contribute more
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efficiently to the creation of rural assets, both private
and community. It is therefore proposed that the
various poverty alleviation schemes be rationalised
into three main initiatives:

o Self-employment through the Swarna-
jayanti Gram Swarozgar Yojana (SGSY),
which would adopt a process oriented
approach involving micro-finance and
micro-credit flows through social mobili-
sation and group formation. This scheme
should also contribute significantly to the
objective of gender equity since the
participation of women in self-help groups
has been most encouraging.

o Wage employment through the Sam-
poorna Grameen Rozgar Yojana (SGRY),
which will focus on the creation of rural
infrastructure and on calamity relief.

. Guaranteed employment in the most
distressed districts of the country through

the Jai Prakash Rozgar Guarantee Yojana
(JPRGY).

1.1.17 It should be noted, however, that the
success of these schemes, particularly the latter
two, depends critically upon the effectiveness of the
public works structures that exist at the state level.
Unfortunately, most of the State public works
departments (PWDs) have deteriorated in recent
years, and efforts will have to be made to restore
the original mandate for which they were
established.

1.1.18 The industrial sector will have to grow at
around 10 per cent to achieve the Tenth Plan target
of 8 per cent growth for GDP. This represents a
major acceleration from its past performance. The
Tenth Plan must therefore focus on creating an
industrial policy environment in which private sector
companies, including erstwhile public sector
companies, can become efficient and competitive.
An important policy issue relates to the need to
extend industrial liberalization, which has been
extensively implemented at the Central level, to the
state level also. Industry circles frequently complain
that the administration of regulation at the state level
is extremely cumbersome and subjects entre-

preneurs to frequent harassment. The transactions
cost imposed by this system, including costs on
account of corruption spawned by excessive
regulation, are very large. What is more, they are
especially burdensome for small-scale units.
Radical changes are needed in these areas.

1.1.19 Small scale industry has a vital role to play
in the process of industrialization and in achieving
a broader regional spread of industry by providing
a vehicle for entrepreneurship to flourish and a
valuable entry point for new entrepreneurs. Since
SSls are generally more employment intensive per
unit of capital than large scale industry they are also
a source of much-needed employment. Khadi and
village industries in particular have an important role
to play, especially in promoting non-farm employ-
ment in rural areas. The policy of reservation of
certain products for SSI also needs to be
reconsidered. While doing so, however, the effect
on employment should be carefully considered,
since the present employment situation is not
comfortable. There is also a need for preferential
opportunity to extend investment limits for SSI units
with immediate effect, while restricting entry of new
large units until later.

1.1.20 There must also be recognition that the
relationship between the large and the small units
is not always adversarial, and that quite often there
is a strong complementarity between the two. There
are, however, a number of policy distortions which
obscures or even prevents the operation of such
complementarities. The extent of ancillarisation in
India, although increasing in recent years, is well
below the potential. Policies which impede this
relationship must be identified and removed. Equally
important is the need to ensure that adequate credit
is made available to SSI units

1.1.21 An important source of growth and
employment is the construction industry, particularly
in housing which is also important for improving the
quality of life. The potential of this sector has been
repressed by a number of policy restrictions, which
need to be addressed. The principal measures that
need to be taken are:

o Urban Land Ceiling Act to be repealed in
all states
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. Repeal of Rent Control Act for all new
tenants and adoption of Model Rent
Control Act for existing tenants

o Revision of outdated municipal laws and
regulations restricting land use

o Rationalisation of property tax and stamp
duty rates

o Simplify and modernise the system of
land/property registration

1.1.22 In so far as the services sector is
concerned, the two largest — trade and transport —
are at present driven primarily by developments in
the production sectors of agriculture and industry,
and will no doubt keep pace with them. However,
considerable additional dynamism to a number of
services sectors can be imparted through the proper
development of tourism in the country. At present,
although the total tourism activity is quite large, it is
nowhere near its potential, especially with regard
to international tourism. Development of this sector
requires an integrated, inter-sectoral approach,
which is unfortunately missing today. It is, therefore,
not only necessary to remove the existing barriers
to private investment in this sector, but also to take
a private-public partnership approach to developing
world class tourist circuits.

1.1.23 The other sevices sector which is
performing strongly at present is Information,
Communication and Entertainment (ICE), which is
expected to continue to do well in the future in view
of our inherent strengths. However, care has to be
taken to ensure not only that the infrastructural
needs of this sector are met, but also that its human
resource development and skill requirements are
satisfied by the training and educational system.
The other imperative is to see that the access to
and benefits of this sector, which is presently mainly
in urban areas, is spread to the rural areas as well.

1.1.24 Most of the other services sectors are
addressed in the section on Social Development,
but it should be mentioned that these sectors are
expected to provide a significant proportion of
growth and employment in the coming years, and
their investment and infrastructural requirements will
have to be consciously addressed.

1.1.25 The energy-transport infrastructure will be
a major constraint on any effort to achieve a
significant acceleration on the growth of GDP in the
Tenth Plan period. Since these are non-tradable
services, the necessary expansion in supply must
come from increased domestic production.
Furthermore, in a globally competitive environment,
the quality of these services in terms of both price
and reliability are as important as availability, and it
is well known that we face serious problems on both
counts.

1.1.26 In order to improve matters, the govern-
ment invited private investors in power generation
in the hope that private investment would fill the
gap. However, it soon became evident that
significant volumes of private investment cannot be
attracted in an environment where the independent
power producer is expected to sell power to a public
sector distributor which may not be in a position to
pay for the power purchased. The result has been
that the inflow of private investment has been much
below the targeted level. Since the financial
problems of the State Electricity Boards have
worsened over the Ninth Plan period, even this
volume cannot be expected to continue unless State
Governments undertake serious reforms in the
power sector, including, especially distribution, to
make the sector financially viable. Fortunately,
consensus is beginning to emerge on what needs
to be done in this area and a handful of States have
started the process of reform. The Centre will have
to assist this process through legislative changes
and financial support to the investment
requirements. In particular, the Electricity Bill, 2001
and the Coal Mines (Nationalisation) Amendment
Bill, 2000 need to be enacted expeditiously.

1.1.27 The optimum mix of power generation in
terms of primary energy sources is an important
issue for long term planning of the power sector.
Over the years, the balance between thermal and
hydro-electricity has shifted steadily against hydro-
electricity which now accounts for only 24 per cent
of total power generation whereas an ideal level
would be much higher. Special efforts need to be
made to restore the balance. Hydro-electricity not
only avoids carbon emissions, it is also particularly
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well suited to dealing with situations where there
are large peaking deficits. India has large untapped
hydro resources and although there are
environmental constraints in tapping these
resources, a concerted effort at exploiting this
potential-while at the same time protecting against
environmental damage and ensuring fair
resettlement compensation—is definitely needed.

1.1.28 Atomic energy is another important source
of electric power which has environmental advant-
ages and is also likely to be economical in the longer
run. At present, nuclear energy accounts for only
2.4 per cent of total electricity generation. This is
far too low. It is desirable to plan for a significant
expansion in nuclear power generation capacity. An
expanded programme would also make it possible
to reduce costs of construction.

1.1.29 Considering India’s continental size,
geography and resource endowment, it is natural
that Railways should have a lead role in the transport
sector - not to mention other considerations such
as greater energy efficiency, eco-friendliness and
relative safety. However, Indian Railways has
experienced a continuous decline in its position
relative to the road transport system. Some
reduction in share in favour of road transport was
to be expected and is in line with trends elsewhere,
but there is reason to believe that in India this has
been excessive. This has happened primarily
because of policy distortions, which need to be
corrected urgently.

1.1.30 The mostimportant policy distortion is the
skewed tariff policy which overcharges freight
movement in order to subsidise ordinary passenger
traffic. The heavy cross subsidization of passenger
fares cannot fully be justified on either economic or
social grounds since the beneficiaries of the subsidy
are not necessarily the poor. This is accompanied
by an investment strategy which has placed
excessive emphasis on opening new lines for
passenger traffic and not enough emphasis on
expanding capacity in areas where there is potential
commercial traffic. The net result has been an
alarming deterioration in the financial condition of
the Railways and an inability to undertake the

investment needed to improve Railway transport
services. The major initiatives in this sector are:

o Setting up of a Rail Tariff Regulatory
Authority

o Increase capacity of high density corridors
before expanding the network

o Focus on the core activity of providing
transport services and hived off all
peripheral activities

1.1.31 The Indian road network is not up to the
requirement of rapid growth in an internationally
competitive environment in which Indian industry
must compete actively with other developing
countries. Improvement in the national highway
network is therefore given high priority in the Tenth
Plan. Completion of the ongoing work on the Golden
Quadrilateral and the related North-South and East-
West corridor projects have top priority, but it is
necessary to plan and take preliminary action for
expressways to be built in future on those sections
where they can be commercially justified.

1.1.32 There are a number of areas of concern
which affect the efficiency of road transport
operations. These include the need for reform of
state road transport corporations to make them
more efficient, rationalisation of road transport
taxation structure which will support cost-effective
road transport systems, restraining of overloading
of trucks, control of encroachments and unplanned
ribbon development, and promoting road safety.
Particular emphasis needs to be given to removing
all unnecessary policy and procedural hindrances
to greater private participation in road transport
operations, especially in rural areas, without
compromising on road safety considerations.

1.1.33 The civil aviation sector also needs to be
given careful consideration. As the economy moves
towards higher value-added products, particularly
in agriculture, an increasing proportion of the
produce will have to move by air, both within the
country and abroad. In addition, the more remote
and inaccessible regions of the country, such as
the North-east, can realise their true potential when
such a transition becomes possible. The aviation




OVERVIEW

policy and planning must, therefore, be reassessed
in order to make it consistent with the emerging
needs of the economy.

1.1.34 Telecommunications is a critical part of
infrastructure and one that is becoming increasingly
important, given the trend of globalisation and the
shift to a knowledge-based economy. Telecommu-
nications policy in the Tenth Plan must, therefore,
provide the IT and related sectors with world class
telecommunications at reasonable rates. With its
technological and cost advantages, Internet
telephony should be opened up. Tariff rebalancing
with the objective of cost based pricing,
transparency and better targeting of subsidies
should be the guiding principles for tariffs. Conver-
gence of data, voice and image transmission and
use of wide bandwidth and high speed Internet
connectivity have added new dimensions which
need to be taken into account in the policy regime.
Such convergence of services and single licence
regime is needed to optimise the utilization of
resources with least cost of provision and to
encourage competition across the country in
services and among the service providers.

Social Development and Quality of Life

1.1.35 Most of the monitorable targets of the
Tenth Plan relate to significant improvements in
social indicators, particularly in the areas of
education, health and family welfare. These are not
only important in themselves, but they also have
an important bearing on the achievement of the
growth and employment targets. These sectors are
highly employment intensive and are also perceived
to be particularly suitable for providing employment
to women. In most of these areas, public investment
will continue to be critical for some time to come,
but efforts have to be made to improve the quality
of the services.

1.1.36 There has been less than adequate
decentralisation of the functions of Government, to
the detriment of the delivery of a number of key
services. The spirit of the 73 and 74" Constitutional
Amendments has not been observed in many of
the states. It is believed that little improvement will

be possible until such decentralisation becomes
effective, both in terms of functions and resources.
But decentralisation cannot stop at the level of
Panchayati Raj Institutions (PRIs) and urban local
bodies (ULBs). The potential of civil society orga-
nisations, such as health and education committees
to name only a few, to improve delivery of services
is vast, and advantage must be taken of these
possibilities through appropriate devolution of
functions and authority.

1.1.37 Performance in the field of education is
one of the most disappointing aspects of India’s
developmental strategy. Out of approximately 200
million children in the age group of 6-14 years, only
120 million are in schools and net attendance in
the primary level is only 66 per cent of enrolment.
This is completely unacceptable and the Tenth Plan
aims at a radical transformation in this situation.
Education for all is one of the primary objectives of
the Tenth Plan. The principal vehicle for this is the
Sarva Siksha Abhiyan, which is being launched in
cooperation with State Governments, and which
aims at providing universal elementary education
by the end of the Plan.

1.1.38 ltis alsoimportant to ensure that provision
is made for the eventual out-turn from the
elementary stream so that the transition from the
school to the work place can be made with the least
disruption. For this, it is necessary to expand the
secondary stream with particular emphasis on
vocational training. Since most of the public
resources during the Tenth Plan period will be
devoted to elementary education, encouragement
must be given to private sector, charitable trusts
and religious bodies to step into this area. Plans
must, however, be made for expanding the
secondary stream in public schools for the Eleventh
Plan period.

1.1.39 Mere establishment of schools and hiring
of teachers will not lead to an improvement in
education if teachers remain absent as happens in
many parts of the country, especially in rural areas.
It is therefore essential that control over schools
and teachers should be transferred to local bodies
which have a direct interest in teacher performance.
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Planning, supervision and management of educa-
tion would have to be through local bodies at district,
block and village levels. Efforts should also be made
for social mobilization of local communities for adult
literacy campaigns and for promotion of primary
education.

1.1.40 The university and higher education
sector also needs attention. Although the number
of universities has expanded, and many of the
universities continue to maintain high standards of
education, it is a matter of serious concern that the
expansion in quantity has been accompanied by a
fall in quality. Modernization of syllabi, examination
reforms and greater attention to issues of gover-
nance of universities and colleges, all require urgent
attention. Part of the problem facing universities is
the inadequate provision of budgetary resources
from the Government. Since budget resources are
limited, and such resources as are available need
to be allocated to expanding primary education, it
is important to recognize that the universities must
make greater efforts to supplement resources from
the Government. Nevertheless, external funding can
be accessed for quality improvement in the Indian
Institute of Technology (IITs), other engineering
colleges and Polytechnics.

1141 Improvement in the health status of the
population has been one of the major thrust areas in
social development programmes of the country. This
was to be achieved through improving the access to
and utilization of Health, Family Welfare and Nutrition
Services with special focus on under-served and
under-privileged segments of population.
Technological improvements and increased access
to health care have resulted in steep fall in mortality,
but the disease burden due to communicable
diseases, non-communicable diseases,
environmental pollution and nutritional problems
continue to be high. In spite of the fact that norms for
creation of infrastructure and manpower are similar
throughout the country, there remain substantial
variations between States and districts within a State
in the availability and utilization of health care services
and health indices of the population.

1.1.42 There will be a continued commitment to
provide essential primary health care, emergency

life saving services, services under the national
disease control programmes and the National
Family Welfare Programme free of cost to
individuals based on their needs and not on their
ability to pay. At the same time, suitable strategies
will have to be evolved, tested and implemented
for levying and collecting charges and utilizing the
funds obtained for health care services from people
above poverty line.

1.1.43 The major innovations during the Tenth
Plan period in the field of health care will be:

o Exploring alternative systems of health
care financing

o District-based differential strategy for
health care provision

o Mainstreaming Indian Systems of

Medicine & Homeopathy (ISM&H)
practitioners in the system

1.1.44 One of the major factors responsible for
poor performance in hospitals is the absence of
personnel of all categories who are posted there. It
is essential that there is appropriate delegation of
powers to Panchayati Raj Institutions (PRIs) so that
there is local accountability of the public health care
providers, and problems relating to poor perfor-
mance can be sorted out locally.

1.1.45 A relatively neglected issue involving the
quality of life is the state of the urban areas in the
country. Although some attention has been paid in
the past to mega-cities and to small towns, the larger
towns and smaller cities have been bypassed.
During the Tenth Plan, specific measures are
proposed to address some of these problems:

. Urban Reforms Incentive Fund

J City Challenge Fund to meet infrastructure
requirements

o Pooled Finance Development Facility for

smaller local bodies to access market
resources

o Rejuvenation of culturally significant cities

1.1.46  While planning for the social development
of the country as a whole, cognizance needs to be
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taken of the fact that there are segments of our
population which may not be able to take full
advantage of the facilities or who may have special
needs. Women and children and disadvantaged
sections have requirements which have to be
addressed specifically.

1.1.47 In particular, the intra-household dis-
advantages faced by women and children need to
be recognised and redressed. It is proposed that
during the Tenth Plan, the following measures be
taken:

o National Plan of Action to operationalise
the Women’s Empowerment Policy

. National Policy and Charter for Children

J National Commission for Children to
ensure protection of their rights

. National Nutrition Mission

. Pilot project for providing food-grains to
under-nourished pregnant and lactating
mothers and to adolescent girls

1.1.48 For socially disadvantaged groups,
including tribals, who have their own special needs,
the following action is proposed during the Tenth
Plan:

. Institute a National Charter for Social
Justice

o Eradicate manual scavenging by 2007

o National Policy and Plan of Action for
empowering Tribals

o National Plan for protection and develop-
ment of primitive tribal groups.

1.1.49 In addition to the above, a special compo-
nent plan is proposed for the disabled and a national
programme for demand reduction for substance
abusers. Furthermore, appropriate legislation will
have to be passed for protection of the aged.

Sustainability of Growth and Development

1.1.50 Agricultural development is not only
central to the attainment of the growth objective, it
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is also critical for the sustainability of the develop-
ment process. In recognition of this, the Plan
proposes that emphasis should be placed on
sustainable development of our natural resources,
particularly land and water. Public investment in
irrigation has fallen significantly over successive
Plan periods. This is largely due to resource
constraints faced by governments both at the Centre
and the States. However, resources are not the only
problem. Potential irrigation projects are located in
areas which are either more difficult or environ-
mentally more sensitive, which makes it difficult to
implement new irrigation projects. The Tenth Plan
aims at a revival of major and medium irrigation
capacity and on water management. Greater
attention will also be paid to rain water harvesting
and increasing the irrigation potential through
scientific watershed development and minor
irrigation. There is also considerable scope to
improve the efficiency of the existing irrigation
infrastructure through better and more participative
management practices.

1.1.51  Some of the measures which are expected
to lead to the desired results are:

o Development of a Perspective Plan for
rain-fed and degraded areas

o Rain water harvesting and conservation

o Efficient use of water, including judicious
utilisation of ground water potential

o Organic farming

. Thrust on utilisation of wastelands and
degraded lands

o Diversification of cropping systems

1.1.52 In so far as governance issues are con-
cerned, the Tenth Plan emphasises people’s
participation in land and water management. Two
major initiatives to foster this are:

o Lok Nayak Jai Prakash Narayan Land and
Watershed Mission for holistic develop-
ment of degraded and wastelands with
emphasis on integration of conservation
and production systems.
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A new scheme on greening of wastelands
through people’s participation.

1.1.53 Forests are natural assets and provide a
variety of benefits to the economy. Recorded forest
area is about 23 per cent of the geographical area
of the country but 41 per cent of these are degraded,
and hence unable to play an important role in
environ-mental sustainability and in meeting the
forest produce needs of the people, industry and
other sectors.

1.1.54 The problems and constraints in forestry
development include lack of awareness about
multiple roles and benefits of forests; no linkage
between management and livelihood security of
the people; low level of technology; inadequate
research and extension, weak planning capability,
wastage in harvesting and processing, market
imperfections, overemphasis on government
involvement and control, low level of people’s
participation and NGOs involvement, lack of private
sector participation, unwanted restrictions on felling,
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transport and marketing of forest produce grown
by the people, lack of inter-sectoral coordination and
weakness and conflicting roles of public forest
administration.

1.1.55 The importance of tourism in generating
growth and employment impulses has already been
mentioned, but care has to be taken to ensure that
increased tourist activities do not lead to unnece-
ssary social and environmental problems. Thus,
legislation for sustainable development of tourism
and a regulatory framework for the protection of
the tourism industry, the consumer and the
environment will have to be put in place.

1.1.56 The broader issue of sustainability has a
number of other dimensions relating to air and water
pollution by the different production sectors of the
economy. These have been addressed by various
laws and regulations, and the need of the hour is to
obtain better enforcement through improved
governance.




CHAPTER 2.1

SECTORAL OVERVIEW

211  The process of development in any society
should ideally be viewed and assessed in terms of
what it does for the average individual. The decade
of the 1990s saw a visible shift in the focus of
development planning from the mere expansion
of the production of goods and services and the
consequent growth of per capita income to planning
for enhancement of human well-being. It is now
realized that Human development is about much
more than the rise or fall of national incomes. It is
about the quality of life, the level of human well-
being and the access to basic social services.

2.1.2 There has been, in recent years, a
conceptual broadening of the notions of human well-
being and deprivation. The notion of well-being has
shifted away from just material attainments, or the
means for development, to outcomes that are either
desirable in themselves or desirable become they
support better opportunities for people. There is
today a broad-based consensus to view human
development in terms of three critical dimensions
of well-being. These are related to longevity — the
ability to live a long and healthy life; education-the
ability to read, write and acquire knowledge and
command over resources — the ability to enjoy a
decent standard of living and have a socially
meaningful life. Similarly, poverty is viewed not only
in terms of lack of adequate income but as a state
of deprivation that prevents people from effective
participation in the development process. Good
education, health, nutrition and low fertility help
reduce poverty by increasing the opportunities to
generate incomes.

213 In view of the above, there has been a
renewed focus on development indicators in the
area of education and health attainments — which
are critical for capacity building — and other social
and environmental consequences that have a direct
bearing on the state of well-being. Progress in these
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social sectors is both a vital yardstick and a key
element in the reduction of poverty.

2.1.4 India has shown substantial improvement in
the fields of education and health. Nonetheless,
indicators continue to suggest low levels of literacy
and school enrolments, high levels of infant mortality,
maternal mortality and malnutrition. Despite mounting
of food grains with government agencies, food and
nutritional security at the household level continues to
be a major problem for a substantial section of
population. Moreover, within India, the inter-State and
intra-State disparities are still large. Rural urban
differences are also wide. The poor, rural women,
disabled persons and people belonging to scheduled
castes (SCs) and scheduled tribes (STs) continue to
stand out as the most vulnerable sections of society.

FOOD AND NUTRITIONAL SECURITY

2.1.5 Itis well over a decade since the country
attained self-sufficiency in food production.
Unfortunately, the food security at the national level
has not resulted in nutritional security of individuals
especially those from the vulnerable groups from
the poorer segment of population.

2.1.6  Despite the food grain production going up
from 175 million tonnes in the 1980s to 206 million
tonnes in the 1990s, the growth rate in the per capita
availability of food grains has come down. Further,
food consumption of the poor in India has gone
down in the last 10 years. While lack of purchasing
power is the major factor for continuing food and
nutrition insecurity, the contribution of inequitable
distribution of food stuffs between different
segments of population and within the households
remains an important cause of under-nutrition. This
is a very serious matter in view of the huge public
stock of food grains. There is a strong case for using
these stocks for reducing widespread malnutrition
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among the vulnerable sections of the society
without adversely affecting food security.

2.1.7 Universal screening of the vulnerable
segments of the population to identify families/
individuals who are undernourished and providing
them with subsidized foodgrains from available
foodstocks will reduce prevalence of severe grades
of under-nutrition.

2.1.8 Unfortunately, despite hefty increases in
the annual food subsidy, all is not well with the Public
Distribution System (PDS) with 36 per cent diversion
of wheat, 31 per cent diversion of rice and 23 per
cent diversion of sugar on an all India basis being
reported during the last review held in 2001.

219 There is need for several legal and policy
changes, including a Central legislasion to ban
controls and restrictions on all kinds of trade in
agricultural commodities within the country.
Common markets are coming into vogue all over
the world. The entire country should be treated as
one big market. This will remove market distortions.
The Food Corporation of India should be allowed
to intervene in the market for food-grains within a
predetermined price band with a view to moderate
prices as well as to facilitate management of its
surplus food stocks.

2.1.10 The Government is taking steps to
increase the off-take of food grains from the Central
Pool under welfare schemes along with the Public
Distribution Schemes. These welfare schemes are
mainly Annapurna, Sampoorna Gramin Rozgar
Yojana (SGRY), Food For Work programme,
Integrated Child Development Services (ICDS),
Mid-Day Meal Programme for school children, SC/
ST Hostels scheme, World Food Programme etc.
As per the data of the Department of Food and
Public Distribution (April, 2002) the off-take of wheat
and rice from the Central Pool under the above-
mentioned welfare schemes between April, 2001
and March, 2002 was 71846 lakh tonnes.

HEALTH & FAMILY WELFARE ANDNUTRITION
2111 For a society, a transition from high

incidence of morbidity and mortality to a state where
people generally enjoy a long and disease free life
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is considered a desirable and valued social change.
Improvement in the health and nutritional status of
the population has been one of the major thrust
areas for the social development programmes of
the country. This has been achieved through
improving the access to and utilization of health,
family welfare and nutrition services with special
focus on the under-served and under-privileged
segments of the population. Over the past five
decades, India has built up a vast health infrastructure
and manpower at the primary, secondary and tertiary
care levels in the Government, voluntary and private
sectors manned by professionals and para-medicals
trained in the country. During this period, the country
has increased investment in medical education, which
has ensured that India has a large manpower from
the super-specialists to the auxiliary nurse midwife
(ANM). Technological advances and improvement
in access to health care technologies, which are
relatively inexpensive and easy to implement, has
resulted in a steep decline in mortality. As a result
there was substantial improvement in the health
indices of the population.

2.1.12 For an average Indian the life expectancy
at birth has nearly doubled in the last five decades
from 32.1 years in 1951 to 62.4 years in 1997.

Year Life Expectancy at birth(years)
1951 32.1

1997 62.4*

*refers to 1996

2.1.13 However, there are significant inter-state,
inter-district and rural-urban differences in life
expectancy at birth. In Kerala a person at birth is
expected to live for over 73 years, Punjab comes
second with life expectancy estimated at 67.4 years.
On the other hand, the life expectancy at birth in Bihar,
Assam, Madhya Pradesh and Uttar Pradesh has been
in the range of 55-60 years. The rural urban difference
in the life expectancy at birth is less than a year in
Kerala whereas in Assam, Bihar, Madhya Pradesh
and Oirissa, this difference is around 8 to 10 years.

2.1.14 The Infant Mortality rate (IMR) is another
indicator of health. As per the 1981 census, the
IMR was estimated at 115 per 1000 live births (122
for males and 108 for females). The IMR declined




SECTORAL OVERVIEW

to 70 infants per 1000 live births in 1999 (Sample
Registeration System). India is in the middle of its
demographic transition. For the country as a whole,
the crude death rates have been declining since
1921, but the decline in crude birth rates has
happened with a considerable lag and is remarkably
slow, beginning only after 1941. The gap between
fertility and mortality has resulted in the rapid growth
of India’s population over the last five decades. The
country’s population as per the latest census is
1.027 billion as on march 1, 2001.

2.1.15 The annual average growth in population
has been declining since 1971. It was 2.26 per cent
in the period 1971-81, 2.13 per cent in the period
1981-91 and has declined to 1.95 per cent in 1991-
2001. Though there is a visible reduction in the
population growth rate and it now seems to be on a
secular decline, the future pace of deceleration in
fertility and mortality is by no means certain. Much
of this uncertainty comes from the fact that there
are considerable differences in fertility across
States. While there are States that have already
attained replacement level of fertility or are close to
attaining it, five States namely, Bihar, Uttar Pradesh,
Madhya Pradesh, Rajasthan and Orissa, accounting
for nearly 40 per cent of country’s population in
2001, will contribute well over 50 per cent of the
population growth in the next decade. The
performance of these States will determine the time
and the magnitude at which the country’s population
stabilizes.

FAMILY WELFARE

2.1.16 The current high population growth rate
continues to be so due to:

® The large size of the population in the
reproductive age-group (estimated
contribution 60 per cent);

Higher fertility due to unmet need for
contraception (estimated contribution 20 per
cent); and

High wanted fertility due to prevailing high IMR
(estimated contribution about 20 per cent).

2.1.17 While the population growth contributed
by the large population in the reproductive age
group will continue in the foreseeable future, the
remaining 40 per cent of the growth can be
substantially reduced by meeting the unmet
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needs for contraception (estimated to be 16 per
cent) and felt needs for maternal and child health
to reduce IMR.

2.1.18 Reductioninfertility, mortality and population
growth rate are major objectives of the Tenth Plan.
These objectives will be achieved through meeting
all thefelt needs for health care of womenand children
. Three ofthe eleven monitorable targets forthe Tenth
Plan are demographic indices; reduction in IMR to
45 per 1000 live births by 2007 and 28 per 1000 live
births by 2012, reduction in maternal mortality ratio

All felt needs for FW services will be met
through :

restructuring the existing infrastructure
ensuring skill upgradation of the personnel
providing good quality integrated
reproductive and child health services
improving the logistics of supply
operationalising the referral system
involvement of the PRI in planning,
monitoring and midcourse correction of the
programme at local level

effective Intersectoral coordination
between concerned sectors.

effective Information, Education, Communi-
cation & Motivation

KKK KKXX

X

X

to two per 1000 live births by 2007 and one per 1000
live births by 2012 and reduction in decadal growth
rate of the population between 2001-20111t016.2. The
steep reduction in mortality and fertility envisaged are
technically feasible with in the existing infrastructure
and manpower as has been demonstrated in several
States/districts. All efforts are being made to provide
essential supplies, improve efficiency and ensure
accountability especially in the states where
performance is currently sub- optimal so that there is
incremental improvement in the performance. Itis
imperative that the goals set are achieved within the
time-frame asthese goals are essential prerequisites
for improving the quality of life and human
development. In view of the massive differences in
the availability and utilisation of health services and
in the health indices of the population, a differential
strategy is envisaged so that there is incremental
improvementin all districts. This, inturn, are expected
to result in substantial improvement in state and
national indices and enable the country to achieve the
goals set for the Tenth Plan.
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NUTRITION

2.1.19 Over half the children under the age of five
years in India are moderately or severely
malnourished, 30 per cent of new born children are
significantly underweight and nearly 60 per cent of
pregnant women are anemic. Thissituation prevails
despite the country having attained self-sufficiency
in food production for well over a decade. The
prevalence of under nutrition - a condition resulting
from inadequate intake of food or essential nutrients
resulting in deterioration of physical growth and health
— is widespread. Protein/energy malnutrition is the
most common form of malnutrition among children
in the age group of 0-4 years. Iron deficiency anemia
is quite common in children as well as women
particularly pregnant women. Under-nutrition in
pregnant women and low birth weight rate has not
shown any decline. A critical consequence of the
widespread incidence of malnourishment is the
impact it has on cognitive development and learning
achievements, reducing the capacity to work and
productivity among adults and enhancing mortality
and morbidity among children. However, nutritional
deficiency diseases viz., Kwashiorkor, marasmus,
pellagra, lathyrism, beriberi and blindness due to
severe Vitamin-A deficiency, have become rare.

2.1.20 In the Tenth Plan there will be focus on
nutrition education. Research efforts will be directed
towards defining the nutritional requirements for
Indians. Due to major alterations in life styles and
dietary intake, there is a consequent increase in
the prevalence of obesity and non-communicable
diseases. Nutrition monitoring and surveillance will
be given high priority so that it will be possible to
closely monitor the impact of on-going demographic,
developmental, economic transition and ecological
and life style changes on nutritional and health
status of the population. Based on the data, it will
be possible to identify beneficial and adverse trends
and initiate appropriate interventions to fully exploit
the beneficial circumstances and effectively tackle
emerging problems.

CONCLUSION

2.1.21  With the 1990s, the country has entered an
era of dual disease burden. On the one hand, there
are communicable diseases which have become
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more difficult to combat due to insecticide resistance
among vectors, resistance to antibiotics in many
bacteria and the emergence of new diseases such
as HIV. On the other hand, increasing longevity and
changing life style have resulted the in increasing
prevalence of non-communicable diseases.

2.1.22 Thus India’s post-independence achieve-
ment in longevity and health is a story of mixed
success. With all the resources, trained manpower
and even a reasonable health infrastructure at its
command, a large part of the country continues to
suffer from disease burden, morbidity as well as
high mortality. The pace of improvement in health
services does not compare favorably with most
developing countries in East Asia and Latin America
where life expectancy is approaching levels of the
developed world. India’s approach to Health Sector
development has not been sufficiently integrated
with the over all process of development. This is
reflected, in the absence of an adequate policy
framework that conceives and exploits inter and
intra-sectoral synergies between development
processes directed at improving the availability of
drinking water, sanitation, public hygiene, access to
elementary education, nutrition and poverty
alleviation, on the one hand, with awareness and
access to public health and medical services on the
other. In States where inter-sectoral linkages that
influence health attainments of people, have existed
for historical reasons, or have been consciously
forged as a part of planned effort, the results relating
to health attainments have been impressive.

2.1.23 The major focus in the Tenth Plan will be
to improve the efficiency of the existing health care
system, quality of care, logistics of supplies of drugs
and diagnostics and promotion of the rational use
of drugs. The focus will also be on evolving,
implementing and evaluating systems of health
care financing so that essential health care based
on need is available to all at affordable cost.

ACCESS TO SAFE DRINKING WATER AND
SANITATION

2.1.24 Millions of people in the country suffer from
water borne diseases on account of lack of access
to safe drinking water. As per the Census of India,
if a household has access to drinking water supplied
from a tap, hand-pump/tube well within or outside
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the premises, itis considered having access to safe
drinking water. The 1991 Census reported that 62
per cent of households in India have access to safe
drinking water. This is a considerable improvement
over the corresponding level of 38 per cent in 1981.
The accessibility to safe drinking water was quite
low in Kerala and in parts of the North East. (Much
of Kerala’s drinking water requirements are met from
wells). Despite good monsoons for the last 12 years
and high priority on the part of the Government on
the programme of augmenting the supply of drinking
water by way of funds and attention, the problem of
potable drinking water has remained unresolved and
is in fact, becoming more serious every year.
Independent studies and reports show scarcity of
drinking water in about half of the villages in India.
What is even more distressing is the fact that this
gap has been increasing over the years despite
heavy investment.

2.1.25 As per the 1991 Census, less than one-
fourth of households in the country had a toilet facility
within the premises of the residence. The proportion
was less than 10 per cent for rural households and
around 64 per cent among the urban households.
Apart from the availability of safe drinking water, the
lack of sanitation particularly sewage and disposals
of solid waste has been observed as the main
reason for prevailing ill health and morbidity levels
in the country. There are inter-State variations as
well. At one end is Kerala with 51 per cent of the
households having access to toilet facilities, at the
other end is Orissa with less than 10 per cent of
households with similar access.

EDUCATION

2.1.26 The 1990s could be called the watershed
decade as far as basic education is concerned.
Provisional results of the 2001 Census show the
highest jump of 13.17 per cent in the literacy rate
since 1951, with the average literacy rate going up
from 52.21 per cent in 1991 to 65.38 per cent in 2001.
(The male literacy rate is 75.85 per cent and female
literacy rate is 54.16 per cent.)

Year Literacy rate
(per cent)

1951 16.67

2001 65.38
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2.1.27 However, India’s educational development
is a mixed bag of remarkable successes and glaring
gaps. Out of 200 million children in the age group of
6-14 years, 42 million children do not attend schools.
There are problems relating to high drop out rates,
low-levels of learning achievement and low
participation of girls. Coupled with this are various
systemic issues like inadequate school infra-
structure, high teacher absenteeism, large-scale
teacher vacancies, inadequate equipment like
teaching-learning material etc. The policy focus and
public intervention in provisioning of educational
services has not been given the attention it deserves.
Even after 50 years of planned effort in this sector
nearly one-third of population or close to 300 million
persons in the age group 7 years and above are
illiterate. The literacy rates for the SC and ST
population is much lower than the rest of the
population. As against the overall literacy rate of 52.2
per cent in 1991, the literacy rate for SCs and STs
was only 37.4 per centand 29.6 per cent respectively.
There is also rural urban variation in the literacy rates.
(59 per cent in rural areas as compared to 80 per
centin urban areas as per 2001census). In addition,
inter-State variation in literacy rates also persist.

21.28 The Govt. of India is committed to
universalizing elementary education. As per the
Sixth All India Educational Survey, 1993, 94 per cent
of the total rural population was served by primary
schools. Concerted efforts towards Universalisation
of Elementory Eduction (UEE) have resulted in the
manifold increase in institutions, teachers and
students. During the period 1950-51 to 1999-2000,
the number of primary schools increased by more
than three times from 2,10,000 in 1950-51 to
6,42,000 in 1999-2000 whereas the number of upper
primary schools increased 15 times from 13,600 in
1950-51 to 1,98,000 in 1999-2000.

2.1.29 Various incentive schemes like provision
of mid-day meals, free uniforms, textbooks,
scholarships etc. are being implemented by Central
and State Governments to increase enrolment/
retention and reduce dropouts. The main scheme,
viz., the Centrally-sponsored programme of
Nutritional Support to Primary Education, commonly
known as the Mid-day Meal Scheme was launched
in 1995 for increasing enrolment, retention and
attendance and simultaneously improving the
nutrition status of the children. The scheme
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envisages provision of 100 gms of raw wheat/rice
per child per school day throughout the country. At
present, only 6 States and Union Territories are
providing cooked meals to children. Efforts are
being made to extend it to the remaining States
and Union Territories. At the school stage, both at
elementary and secondary level schemes are being
implemented for education of the disabled children.

2.1.30 To fill the gaps in elementary education
mentioned above, the Government of India launched
the Sarva Siksha Abhiyan (SSA), in the year 2000-
2001, a key programme through which goals of
elementary education sector are going to be met. It
is a significant step towards providing elementary
education to all children in the age group of 6-14
years by 2010. The Sarva Siksha Abhiyan is a time
bound initiative of the Central Government, in
partnership with the States, the local Government
and the community for achieving the goal of
Universalisation of Elementary Education (UEE). The
Abhiyan seeks to bring about convergence of the
existing institutional effort for elementary education
at the State and district level. The programme seeks
functional decentralization right down to the school
level in order to improve community participation. The
programme would cover the entire country. The
duration of the programme in every district will depend
upon the District Elementary Education Plan (DEEP)
reflecting the specific needs of each District.

ADULT LITERACY/NATIONAL LITERACY
MISSION

2.1.31 The National Literacy Mission (NLM) is
engaged in the task in providing functional literacy
to the non-literates in the 15-35 age group. The
NLM was set up in May 1988. Over 561 districts
(fully or partially) took up the literacy programme.
More than 10 million volunteers were mobilized and
91.53 million people in the above age group were
made literates upto December 2001 since the
launching of the NLM. The goal of the NLM is to
attain full literacy, i.e. a sustainable threshold level
of 75 per cent by 2005. Functional literacy implies
imbibing values of national integration,
conservation of environment, women’s equality,
observance of small family norms, etc. The
purposeful and effective education under the
literacy campaign gives rich dividends in increased
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productivity, improvement in health care, family
stabilization and general betterment of social and
political life of the community. The District Literacy
Societies (Zilla Saksharta Samiti) is the nodal
agency for adult education. It involves voluntary
agencies, professionals from the region, members
of the community, Mahila Mandals, Small-Scale
Industries and PRIs in the literacy campaigns.

2.1.32 The Constitution of India envisages
provision of free and compulsory education for
children. The Central Government has introduced
the 93¢ Constitution Amendment Bill, 2001 for
enacting the Fundamental Right to Free and
Compulsory Education for children in the age group
of 6-14 years. Both Houses of Parliament have
passed the Bill. Till this initiative, there was no
Central Act on compulsory education, though,
fourteen States and four Union Territories had
passed laws making elementary education
compulsory in their entire State or in certain notified
areas. The enactment of a Central legislation would
result in adequate provisioning of public resources
for improving the accessibility of children to schools,
quality up-gradation, and mitigating the costs of
school attendance. This would increase school
enrolment and retention over successive classes
by acting as a deterrent to parents from pre-mature
withdrawal of the children from schools and would
go a long way in bringing about attitudinal changes
among parents towards their children’s education.

2.1.33 While school education is an important and
a critical factor, we have to go beyond elementary
and secondary education. In view of the growing
problem of unemployment, vocationalisation of
curriculum is necessary to ensure that a disjunction
does not take place between the educational system
and the workplace. Vocational Education and skill
development will be given importance at all levels
of education, especially at the secondary school
stage. The Tenth Plan will focus on detailed
vocational surveys, proper identification of
marketable trades, strengthening vocational
institutes of various Ministries and Departments and
better institute-industry linkages. Steps will be taken
for better networking and pooling in resources
among Industrial Training Institute (1.T.Is),
Polytechnics and Apprenticeship Schools, Boards
of Technical Education and Engineering Colleges.
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2.1.34 The University and Higher Education
Sector also needs attention. Although the number
of universities has expanded and many of the
universities continue to maintain high standards of
education, itis a matter of serious concern thatthere
hasbeenafallinacademicstandards. The academic
results have not risen consistently in relation to
increase in numbers of universities/colleges.
Modernization of syllabi, examination reforms and
greater attention to issues of governance of
universities and colleges all require urgent attention.

2.1.35 The modern economy, which is the
knowledge-economy, requires highly educated
people. We need high quality scientists, engineers
and managers. For running a knowledge society
and a technology intensive economy, we need
renewed efforts to build institutions of higher
education of the highest quality, upgrade and
modernize our Indian Institutes of Technology (lITs)
and Indian Institutes of Management (IIMs) and
other professional colleges. There is a need to step
up our capabilities and capacities in new technology
areas like biotechnology, nano-technology, bio-
informatics, etc. This is likely to lead trained
manpower demand for more than 3 million
knowledge workers by 2010. Higher education,
general and technical education must have links
with all industrial and societal endeavours. Towards
this end, a large number of centers of excellence
to turn out quality manpower in areas relevant to
industry and society need to be established with a
triangular partnership of academia, industry and
government. Education through technology-based
learning making full use of developments in
Information & Communication Technologies (ICT)
such as video-conferencing, web-based learning will
accelerate the pace of learning.

EMPOWERMENT OF WOMEN, CHILDREN AND
SOCIALLY DISADVANTAGED GROUPS

2.1.36 Societies and cultures and nations have
often been evaluated on the basis of how they have
been treating their women, children, disabled persons
and the deprived in the course of their development.
In multi-cultural and multi-religious, linguistically and
ethnically pluralistic societies an additional consi-
deration has been the well-being of the minorities
and the excluded. The Government is committed to
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empowerment of women; development of children;
empowerment of socially disadvantaged groups
which include the SCs and STs, Other Backward
Classes (OBCs) and the Minorities; and
empowerment of persons with disabilities.

2.1.37 In pursuance of the avowed objective of
empowering thewomen as agents of socio-economic
change, the National Policy on Empowerment of
Women was adopted in April, 2001. On this basis,
the National Plan of Action, is being implemented
whichincludes the following strategies, (a) create an
enabling environment for women to exercise their
rights both within and outside their homes; (b) to
reserve one-third of seats forwomeninthe Lok Sabha
and State Legislative Assemblies (c) to adopt a
special strategy for the Women Component Plan to
ensure that at least 30% of funds and benefits flow
to women from all development sectors (d) to
organize women into self-help groups as a mark of
the beginning of empowering them (e)to accord high
priority and ensure easy access to maternaland child
health services (f) to initiate steps for eliminating
gender bias in all educational programmes; and to
institute plans for free education of girls upto college
levels including professional levels (g) to equip
women with necessary skills in modern upcoming
trades which would make them economically
independent and self-reliant (h) toincrease women’s
access to credit through setting up of Development
Bank for women entrepreneurs in the small and tiny
sectors.

2.1.38 The Government is committed to the
development of children by placing the young child
at the top of the country’s development agenda.
Time and again, it has reaffirmed its priority for
development of early childhood services as an
investment in country’s human resource
development. To achieve the above objective, the
following strategies have been adopted: (a) a
National Charter for Children ensuring that no child
remains illiterate, hungry or lacks medical care will
be instituted (b) to universalize ICDS as the
mainstay of development strategy (c) to bring down
the Infant Mortality Rate to less than 60 per 1000
and the child mortality rate to below 10 per 1000
(d) to universalize supplementary feeding
programme (e) to view girl’s education as a major
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intervention for breaking the vicious inter-
generational cycle of gender and socio-economic
disadvantages and (f) to strengthen and expand
the schemes for adolescent girls.

2.1.39 The socially disadvantaged groups are
being empowered by adopting a three-pronged
strategy for social empowerment, economic
empowerment and grant of social justice. Education
being the most important and effective instrument
for socio-economic empowerment, high priority is
being accorded to improve the educational status
of SCs and STs. The gap between literacy rates of
SC/STs and that of the general population,
unfortunately Continues to persist. The female
literacy rate of these communities continues to be
very low. Various incentives are being provided to
students belonging to SCs/STs, OBCs and
Minorities for increasing their participation in
education. These include construction of hostels
for SC/ST boys and girls, Ashram schools for STs,
Coaching/tuition facilities, book banks, merit
scholarships (pre-matric and post-matric),
modernization of madarasas / maktaps and the
implementation of the area-intensive programme
of the Ministry of Human Resources Development
for education of minorities in 41 minority
concentrated districts.  Special thrust has been
given for employment and income generation
programmes to make the socially disadvantaged
groups economically independent and self-reliant.
These include promoting entre-preneurship and
technical support, grant of loans and credit facilities.
To eliminate exploitation/ suppression and provide
protection, various legislative measures have been
introduced like the Protection of Civil Rights Act,
1955 and the Prevention of Atrocities Act, 1989.
So far 19 States have appointed special Cells/
Squads to ensure effective implementation of these
Laws. The three special strategies of Special
Component Plan (SCP) for SCs: Tribal Sub-Plan,
(TSP) for STs and the Special Central Assistance
(SCA) to SCP and TSP have been receiving
attention right from their initiation in the Seventies;
they are the most effective mechanism to ensure
flow of funds and benefits for SCs and STs from
the development sector/programmes.
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2.1.40 Inthe context of tribal communities, certain
issues have remained largely unattended: (i) land
alienation and non-restoration (ii) indebtedness (iii)
tribal forest rights (iv) involuntary displacement due
to development projects and lack of proper
rehabilitation (v) survival protection and
development of primitive tribal groups. There is a
proposal to formulate a comprehensive National
Policy for Empowering Tribals, which will lay down
responsibilities and accountabilities of the different
wings of the Government.

2.1.41 Keeping in view the special issues/
problems being faced by the disabled in the Tenth
Plan, the focus will be on effective implementation
of the Persons with Disabilities Act, 1995 to
ensure social justice to disabled with equitable
terms. Strengthening and consolidation of the
reach-out and extension programmes through the
National Programme for Rehabilitation of Persons
with Disabilities (NPRPD) will also be given
attention.

CONCLUSION

2.1.42 In addition to the attainments in the above-
mentioned social sectors, a critical factor that
ensures human well-being and sustained deve-
lopment, is good governance. There is a general
acceptance that human deprivation and inequalities
are not merely due to social and economic reasons
but are on account of political factors rooted in poor
governance. There are States in the country that
have seized governance initiatives in the recent
past to register important gains in human
development, while others have squandered
opportunities despite their natural advantage and
favourable initial conditions. Poor governance
which is manifested in (a) poor management of
economies/persisting fiscal imbalances/disparities
in the pace and level of development across
regions and districts; (b) threat to life and personal
security in face of inadequate State control on law
and order; (c) lack of sensitivity, transparency,
accountability in State machinery; and (d) lack of
credibility etc. has contributed to gaps between
inherent potentialities of people and actual
realization.




CHAPTER 2.2

ELEMENTARY EDUCATION

2.2.1 Education is a critical input in human
resource development and is essential for the
country’s economic growth. Though the major
indicators of socio-economic development viz., the
growth rate of the economy, birth rate, death rate,
infant mortality rate (IMR) and literacy rate, are all
interconnected, the literacy rate has been the major
determinant of the rise or fall in the other indicators.
There is enough evidence even in India to show
that a high literacy rate, especially in the case of
women, correlates with low birth rate, low IMR and
increase in the rate of life expectancy. The
recognition of this fact has created awareness on
the need to focus upon literacy and elementary
education programmes, not simply as a matter of
social justice but more to foster economic growth,
social well-being and social stability

REVIEW OF PAST PERFORMANCE

22.2 Article 45 of the Constitution stipulates that
the ‘State shall endeavour to provide, within a period
of 10 years from the commencement of the
Constitution, for free and compulsory education for
all children until they complete the age of 14 years.’
However, the task of providing basic education for
all, with concrete plans of action, gained greater
momentum only after the National Policy of
Education (NPE), 1986 (revised in 1992). With the
World Declaration on Education for All (EFA)
adopted in Jomtein in 1990, basic education in all
its facets (Early Child Care Education (ECCE),
elementary education, education for adolescents,
adult education, gender equality and quality
improvement) has been the focus of international
attention. These international developments,
together with several positive developments within
the country, brought the need for recognising basic
education as a fundamental right of every citizen to
the centre stage. With the launching of the National
Policy on Education in 1986, the Government
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initiated a move to start a number of missions. The
National Literacy Mission, started in 1988, was one
such mission. It had the following aims:

> Increase motivation, which is the central
issue in literacy;

»  secure participation by creating a positive
environment and through mass mobili-

sation;

increase the involvement of voluntary
agencies and enhance the quality of
existing programmes with improved
techno-pedagogic inputs;

launch a mass movement for expanding
the Mass Functional Literacy Programme
(MFLP), hitherto confined to university,
college and secondary/higher secondary
schools, to include different sections of
society;

ensure the availability of quality learning
materials, aligned to mission goals;

universalise the outreach of literacy
learning facilities to all parts of the country
by 1990; and

establish a Mission Management System
for monitoring and for corrective action.

223 The central government, in partnership
with state governments, has initiated a number of
programmes to fulfill the Constitutional obligation
and national aspirations.

Growth of Literacy

224 Over the decades, literacy rates have
shown substantial improvement. The total literacy
rate, which was only 16.67 per cent in 1951 rose to
52.21 per cent in 1991. The provisional results of
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the 2001 Census indicate that the literacy rate has
gone up t0 65.37 per cent - 75.85 per cent for males
and 54.16 per cent for females. For the first time,
the number of illiterates has, in absolute terms,
decreased by 31.9 million. The number of literates,
on the other hand, has increased by 203.6 million
between 1991 and 2001. During the period, the
female literacy rate increased by 14.87 per cent as
against 11.72 per cent in the case of males, thus
reducing the male-female literacy gap to 21.7 per
cent from 24.84 per cent in 1991. All states have,
without exception, registered an increase in literacy
rates of both males and females during the last
decade. Table 2.2.1 gives the literacy rates over
the decades:

Table 2.2.1
Literacy Rates 1951 —-2001
Male Female Total
1951 24.95 7.93 16.67
1961 34.44 12.95 24.02
1971 39.45 18.69 29.45
1981 56.50 29.85 43.67
1991 64.13 39.29 52.21
2001(provisional)  75.85 54.16 65.37

Enrolment Trends

225 Enrolment at the primary level (grades |
to V) increased from 19.16 million in 1950-51 to
113.61 million in 1999-2000. In comparison, the
growth in enrolment at the upper primary level
(grades VI to VIIl) has been much more impressive,
although it is still not adequate to attain the
Constitutional goal of universal enrolment of children
up to the age of 14. From 3.12 million in 1950-51,
enrolment at the upper primary level increased to
42.06 million in 1999-2000, indicating a 13.5 times
increase as against six times at the primary level.
The percentage share of girls in total enrolment,
both at the primary and upper primary levels, has
increased consistently between 1950-51 (28.1 per
cent) and 1999-2000 (43.6 per cent). However, girls’
share in total enrolment at the upper primary level
(40.4 per cent) continues to be lower than their share
at the primary level in 1999-2000.
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Enrolment Ratios

2.2.6 The Gross Enrolment Ratio (GER) at the
primary and upper primary levels improved
significantly between 1950-51 and 1999-2000,from
42.6 to 94.9 in the case of primary levels and from
12.7 to 58.79 for upper primary levels. The gap
between boys and girls in GER at the primary and
upper primary levels has declined significantly from
28.5 and 29.6 percentage points respectively in
1990-91 to 19 and18 in 1999-2000.

227 The Net Enrolment Ratios (NER),
obtained by subtracting the number of underage
and overage children enrolled in grades |-V and
VI-VIII, were significantly lower than GER in the case
of both boys and girls. The NER for boys and girls
was 78 per cent and 64 per cent respectively at the
primary level in 1997-98. The overall NER at the
primary level was 71 per cent, which suggests that
atleast 29 per cent of children in the 6-10 age group
continued to remain out of school in 1997-98.
Educationally backward states, and, within them,
backward districts, have lower NER than the all-
India average.

Educational facilities

2.2.8  The availability of schooling facilities is
measured by a set of indicators concerning access.
Existing norms stipulate that a habitation (cluster
of households) is entitled to have a primary school,
if it has a population of 300 and more and has no
school within a distance of one km. Upper primary
schools are to be located at a distance of three km
from habitations with a population of 500 and more.
These norms are often relaxed in case of hilly and
tribal areas, difficult terrains and border districts.

229 During the period 1950-51 to 1999-2000,
the number of primary schools has increased by
more than three times from 2,10,000 in 1950-51 to
6,42,000 in 1999-2000 whereas the number of
upper primary schools increased by about 15 times
from 13,600 in 1950-51 to 1,98,000 in 1999-2000.
The ratio of upper primary school to primary schools
came down from 1:15 in 1950-51 to 1:3.2 in 1999-
2000.
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2.2.10 The total number of teachers increased
from 6,24,000 in 1950-51 to 3.2 million in 1999-
2000, an increase of more than five times. The
number of female teachers increased from 95,000
in 1950-51 to 11,52,000 in 1999-2000, an increase
of more than 12 times. The percentage of female
teachers to total teachers, which was 15.2 per cent
at the primary level and 15.1 per cent at upper
primary level in 1950-51 has increased to 35.6 and
36.1 per cent respectively in 1999-2000. However,
the teacher-pupil ratio (TPR) has worsened over
the years. During 1950-51, the TPR in primary
schools was 1:24, and 1:20 in middle schools. In
1999-2000, this ratio has increased to 1:43 in
primary schools and 1:38 in upper primary schools.

2211 Despite an increase in the number of
habitations and population, the coverage of both
primary and upper primary schools, in line with the
norms, has increased significantly. Of the one
million rural habitations in the country, 5,28,000 had
a primary school within the habitation itself in 1993-
94. About 83.4 per cent habitations had a primary
school/section within a one km distance. Presently,
about 1,00,000 habitations remain unserved as per
prescribed norms. The alternative and innovative
programme envisages opening of non-formal
education (NFE) centres in habitations where
opening of a full-fledged school is not economically
feasible or academically viable. Over a period of
time, infrastructure and other facilities in schools
have also improved significantly although a large
number of primary and upper primary schools
continue to suffer from deficiencies, making it
difficult for them to function smoothly and preventing
them from providing optimal conditions for teaching
and learning.

REVIEW OF NINTH PLAN

2.2.12 The Ninth Plan regarded education as the
most crucial investment in human development.
The Prime Minister's Special Action Plan gave
emphasis to the total eradication of illiteracy, equal
access to and opportunity of education up to the
school-leaving stage, improvement in the quality of
education at all levels, and the need for expansion
and improvement of infrastructural facilities. The
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thrust areas in the Ninth Plan included UEE, full
adult literacy, raising the quality of education at all
levels and improving learner achievement. The Plan
also emphasised improvement of the educational
status of disadvantaged groups, including
scheduled castes (SC) and scheduled tribes (ST),
girls and disabled children and the removal of
regional disparities. In addition, it stressed the
vocationalisation of education, revision of the
curriculum to meet emerging challenges in
information technology and support for development
of centres of excellence at the tertiary level.

2.2.13 Elementary education was given the
highest priority in sub-sectoral allocations within the
education sector, indicating a strong reiteration of
the country’s resolve to achieve the goal of EFA
during the Plan period. The goal was sought to be
achieved through several measures, which
included:

»  Amendment of the Constitution to make

elementary education a fundamental right;

»  decentralisation of planning, supervision
and management of education through
local bodies at the district, block and village

levels;

social mobilisation of local communities
for adult literacy through campaigns and
for promotion of primary education;

convergence of different schemes for
UEE;

stronger partnership with non-government
organisations (NGOs) and voluntary
organisations;

A\

advocacy and media campaign for UEE;

provision of opportunities for non-formal
and alternative education for out-of-school
children in the most backward areas and
for unreached segments of the population
in response to local needs and demands;
and

universal participation and retention rather
than universal enrolment. The goal of UEE
was enlarged to include provision of
education of a satisfactory quality to all
children.
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Achievements of Ninth Plan

2.2.14 As a result of the various intervention
strategies, the progress in terms of access was
impressive. According to the Sixth All-India
Education Survey (1993), 94 per cent of the rural
population living in 8.84 lakh habitations now has a
school within a walking distance of one km. and 85
per cent have an upper primary school within a
walking distance of three km. The situation has
improved significantly thereafter. During the first
three years of the Ninth Plan (1997-2000), over
43,000 new schools were opened and 1,30,000 new
teachers recruited at the primary level, while more
than 21,000 new schools and 1,02,000 teachers
added in the upper primary schools. The GER at
the primary level increased from 90.6 per cent in
1996-97 to 94.9 per cent in 1999-2000, while it
declined from 62.4 per cent to 58.8 per cent at the
upper primary level during the same period. The
dropout rate at the primary level declined from 42.4
per cent in 1998-99 to 40.3 percent in 1999-2000,
while in the upper primary stage it fell from 56.8 per
cent to 54.5 per cent.

2.2.15 Despite the significant improvement in
access to elementary education in the Ninth Plan,
the achievement is short of target as the Plan had
envisaged additional enrolment of 25 million children
in the primary stage and 16 million children in the
upper primary stage. It had also targeted the
construction of 75,000 school buildings/additional
classrooms at the elementary stage and the
appointment of 2,36,000 teachers at the primary
level and 1,75,000 teachers at the upper primary
level.

PROGRAMMES/SCHEMES

Operation Blackboard

2.2.16 The Operation Blackboard scheme,
started in 1987-88, which aimed at improving the
classroom environment by providing
infrastructural facilities, additional teachers and
teaching-learning material to primary schools and
by provision of a third teacher to schools where
enrolment exceeded 100, has been extended to
upper primary schools. A total of 5,23,000 primary

26

schools and 1,27,000 upper primary schools have
been provided funds for the development of
academic infrastructure (teaching-learning
material). Besides, 1,50,000 posts of additional
teachers for single teacher primary schools, 76,000
posts of additional teachers at the upper primary
stage and 83,000 posts of third teachers have been
sanctioned so far.

Restructuring and Reorganisation of Teacher
Education

2217 The scheme of Restructuring and
Reorganisation of Teacher Education, started
in1987, aims to strengthen the institutional base of
teacher training by taking up special programmes
for training of teachers in specified areas and other
non-institutional training programmes. Other objec-
tives of the scheme are: setting up District Institutes
of Education and Training (DIETs) to provide
academic and resource support to elementary
school teachers and non-formal and adult education
instructors; and establishment of Colleges of
Teacher Education (CTEs) and Institutes of
Advanced Studies in Education (IASEs) for pre-
service and in-service training for secondary school
teachers. The scheme also envisages strengthening
State Councils of Educational Research and
Training (SCERT); orienting teachers in the use of
Operation Black-board material; and implemen-
tation of the Minimum Levels of Learning (MLL)
strategy.

2.2.18 Under this scheme, 471 DIETSs, 86 CTEs,
38 IASEs have been sanctioned so far. More than
1.9 million teachers have been trained under the
Special Orientation Programme of School Teachers
in the use of Operation Blackboard material and
implementation of the MLL strategy. The scheme
has recently been revamped with greater thrust on
improving the quality of teacher training institutions
in partnership with states. The revised scheme
provides for more assistance to states; memoran-
dums of understanding (MoU) with states to improve
the efficiency of key resource institutes; widening
the scope of the Special Orientation Programme
for school teachers; and enhancing the capacities
of existing personnel for the management of teacher
education programmes.
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District Primary Education Programme
(DPEP)

2.2.19 The District Primary Education Progra-
mme (DPEP), launched in 1994, is assisted by the
World Bank, European Commission, Department
for International Development (DFID) of the United
Kingdom, the Netherlands and the United Nations
International Children’s Emergency Fund (UNICEF).
It aims at operationalising the strategies for
achieving UPE/UEE through district-specific
planning and disaggregated target setting in low
female literacy districts and builds on the successful
Total Literacy Campaign (TLC) which has created
a favourable climate for universalisation. Eighty-
five per cent of the funds for the project come from
external agencies through the central budget and
the remaining 15 per cent is given by the concerned
state governments. The programme components
include construction of classrooms and new
schools, opening of the non-formal/alternative
schooling centres, appointment of new teachers,
and setting up of early childhood education (ECE)
centres, strengthening of SCERTs and DIETs, and
setting up of block resource centres/cluster resource
centres. It also comprises teacher training,
interventions, development of teaching-learning
material, research and a thrust on education of girls,
SC/ST etc. A new initiative of providing integrated
education to disabled children and distance
education for teacher training has also been
incorporated in the DPEP scheme.

2.2.20 Under DPEP, 21,000 new formal schools
and over 67,000 new alternative schools have been
opened, covering 2.5 million children, and 20,000
bridge courses conducted. The programme has
set up over 10,000 ECE centres and strengthened
more than 50,000 pre-primary centres of angan-
wadis. DPEP has provided training to over three
million community members and about one million
teachers. About 27,700 school buildings, 37,000
classrooms and 11,100 resource centres have been
completed or are in progress in DPEP districts. The
programme now covers about 50 per cent of the
children in the primary stage in over 271 districts in
18 states.
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Shiksha Karmi Project and Lok Jumbish Project
in Rajasthan

2.2.21 Two externally-aided projects for basic
education are the Shiksha Karmi and Lok Jumbish
projects in Rajasthan. Both are innovative projects
aimed at the universalisation of elementary
education together with a qualitative improvement
in remote and socially backward villages with a
primary focus on gender. The projects address
some of the major obstacles in achieving UEE,
namely, teacher absenteeism, high drop-out rate,
working children, uninteresting teaching methods,
lack of contextual learning materials, low motivation
and competence of teachers, a centralised and
inflexible approach etc. There is a special emphasis
on community participation in these projects. The
Village Education Committees (VECs) have
contributed a great deal to the improvement of the
school environment, augmentation of infrastructure
and facilities, larger enrolment of children through
school mapping and micro-planning in the Shiksha
Karmi schools. The Shiksha Karmi project covers
2,708 villages in 147 blocks spread over 31 districts
and has been responsible for a seven-fold increase
in the enrolment of children in schools taken over
by the project.

2.2.22 The Lok Jumbish project has been able
to set up innovative management structures
incorporating the principles of decentralisation and
delegation of authority as well as building
partnerships with local communities and the
voluntary sector. The project has also made a
positive contribution to quality improvement through
the development of improved MLL-based textbooks
for Classes I-IV, which are also being used in all
schools in Rajasthan. It has conducted school
mapping in 8,921 villages, opened 2,560 Sahaj
Shiksha Centres covering 47,000 children and
started 529 new primary schools and 268 upper
primary schools. The programme has also
strengthened 239 pre-school centres of anganwadis
and formed over 7,600 Mahila Groups.

Mahila Samakhya

2.2.23 Another externally-assisted programme
with a specific focus on gender is Mahila Samakhya,
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started in 1989 in five States. It aims to promote
women’s education and empowerment of women
in rural areas, particularly women in socially and
economically marginalised groups. It endeavours
to create a learning environment where women can
collectively affirm their potential, gain and strength
to demand information and knowledge, and move
forward to change and take charge of their lives.
Mahila Samakhya has reached the poor and
marginal women who have been able to overcome
social barriers and are addressing issues such as
child marriage, child labour, and violence against
women. A pool of aware women has been created
through the Mahila Shikshan Kendras and there is
an ever-increasing demand for literacy and
education for their daughters and granddaughters.
This has had a beneficial social impact like delaying
the age of marriage of girls. The programme is
currently implemented in over 9,000 villages in 53
districts spread over ten states.

Mid-Day Meal Scheme

2.2.24 The National Programme of Nutritional
Support to Primary Education commonly known as
the Mid-day Meal programme was launched in 1995.
It aims to give a boost to universalisation of primary
education by increasing enrolment, retention and
attendance and simultaneously improving the

nutritional status of students in primary classes.
Under the scheme, cooked meals are served with
calorie value equivalent to 100 gm of wheat or rice
per student per school day. The honour of starting
the Mid-day Meal scheme in elementary schools in
the country goes to Tamil Nadu (See Box 2.2.1).

2.2.25 The number of children covered under the
programme has risen from 33.4 million in about
3,22,000 schools in 1995-96 to 105.1 million
students in 7,92,000 schools spread over 576
districts in 2000-01. It is targeted to cover 107.2
million children in 578 districts during 2001-02. Over
15 lakh tonnes of food grains were lifted for the
scheme during 2000-01 compared to 14 lakh tonnes
in 1999-2000. Currently, only six states - Gujarat,
Kerala, Orissa, Tamil Nadu, Chhattisgarh (174 tribal
blocks) and Madhya Pradesh - and the Union
Territory of Pondicherry are providing hot cooked
meals under the programme. In Delhi, ready-to-
eat food is being distributed. The remaining states/
Union Territories are distributing food grains (wheat/
rice). States like Himachal Pradesh, Kerala, Madhya
Pradesh and Karnataka were able to lift 95.7 per
cent, 92.9 per cent, 87.8 per cent and 86.6 per cent
of food grains respectively under the scheme in
2000-01 while some others such as Arunachal
Pradesh, Gujarat, Jharkhand and Delhi lifted only
12.78 per cent, 25.17 per cent, 30.33 per cent and
33.98 per cent food grains respectively.

Box 2.2.1
Mid-day Meal Scheme in Tamil Nadu

The Mid-day Meal scheme in Tamil Nadu was started on a humble scale way back in 1925-26 by the
Corporation of Madras with the aim to improve school attendance. Subsequently, philanthropists and
voluntary organisations were urged to start free school lunch centres in villages and towns all over the
state. In July 1956, the school lunch programme was launched as a ‘people’s movement’ for organised
charity as part of the ‘School Improvement Efforts’. Impressed by the public response, the Government
of Tamil Nadu (erstwhile Madras) took up the school lunch programme in 1957 and issued detailed
rules for running the programme, which have been revised several times since then. In year 1961, the
state started receiving CARE (Cooperative for American Relief Everywhere) food commodities for
feeding 500,000 children through the school lunch programme. In 1978, 1.86 million children in 32,000
schools were covered and this number increased to 2.03 million in 33,306 schools in 1980-81.

The state achieved another milestone in 1982 with the launch of Nutritious Meal Programme for
schoolchildren in classes Ist to Xth. This programme is being implemented through Nutritious Meal
Centres located in schools and all children who are willing to enroll are fed. During 2001-02, 5.80
million children were enrolled for the Mid-day Meal Scheme.
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2.2.26 The Mid-day Meal scheme has been
evaluated by different agencies at different points
of time. The Operations Research Group, evaluated
the scheme in July 1999 in ten states with the
support of UNICEF and found that the scheme has
attracted SC/ST children and children belonging to
lower income groups to school. The Planning
Commission also commissioned two studies in April
2000 to measure the impact of the scheme and
found that a cooked meal programme was
preferable not only from the health point of view
but also because it attracted more children to
schools. Similarly, other studies conducted by the
National Council of Educational Research and
Training (NCERT) and Public Report on Basic
Education (PROBE) have also upheld the view that
the scheme has had a positive impact in the
direction of universalisation of primary education.

2.2.27 Despite the fact that the scheme has
increased enrolment as well as retention of
students, it has not been successful in achieving its
ambitious targets for nation-wide coverage. Some
of the weaknesses of the programme are:

>
>

Non-provision of a cooked meal.

Enrolment data, which is to be provided
by the states each year and on the basis
of which food grains are allocated for ten
academic months, is not available. This
is evident in the fact that there is a
mismatch between the allocation and
lifting of food grains.

Inability of states to arrange the timely
delivery of food grains. A major reason
for this is the non-availability of funds with
the implementing agencies to meet the
initial expenditure on transportation
charges, which is later reimbursed by the
central government. This particularly
affects schools in far-flung areas.

Community participation in the implemen-
tation of the programme is lacking
because of poor awareness and advocacy,
among other things.

Since the initial arrangement for Manage-
ment Information System (MIS) through
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the National Informatics Centre NET
(NICNET) did not take off, close moni-
toring and supervision of the programme
was negligible, resulting in furnishing of
erratic reports on utilisation as well as
beneficiaries covered under the scheme.

Non-Formal Education (NFE) and EGS & AIE

2.2.28 The scheme of non-formal education
(NFE), introduced in 1977-78 on a pilot basis and
expanded in subsequent years, focused on out-of-
school children in the 6-14 age group who have
remained outside the formal system due to socio-
economic and cultural reasons. The scheme was
initially limited to ten educationally backward states,
covering urban slums, hilly, tribal and desert areas.
The scheme has many lacunae — lack of enthusiasm
of teachers, poor quality of training, ambiguity in
curriculum and text-books, lack of community
participation, weak management system, insuffi-
cient outlay, a lack of emphasis on mainstreaming
etc. Moreover, most NFE centres were in
habitations already served by formal schools.

2.2.29 The programme was revised and renamed
the Education Guarantee Scheme and Alternative
and Innovative Education (EGS & AIE) in 2000. It
provided for opening EGS schools in habitations
where there are no schools within a radius of one
km. The EGS&AIE scheme will support diversified
strategies for out-of-school children including bridge
courses, back-to-school camps, seasonal hostels,
summer camps, mobile teachers and remedial
coaching. The investment cost per child per year
has been increased from Rs. 375to Rs. 845 at the
primary level centre and from Rs. 580 to Rs. 1,200
at the upper primary level.

Janshala (GOI-UN) Programme

2.2.30 The Janshala (GOI-UN) Programme is a
collaborative effort of the Government of India (GOI)
and five United Nations (UN) agencies — UN
Development Programme (UNDP), UNICEF, UN
Economic and Social Commission (UNESCO),
International Labour Organisation (ILO) and
UNFPA. It provides programme support to the on-
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going efforts towards achieving UEE. UNDP,
UNICEF and UNFPA have committed to contribute
$ 20 million for the programme while UNESCO and
ILO have offered technical know-how. Janshala is
a community-based primary education programme
that aims to make primary education more
accessible and effective, especially for girls and
children in deprived communities, marginalised
groups, SCs/STs, minorities, working children and
children with special needs. The programme covers
139 blocks in nine states — Andhra Pradesh,
Jharkhand, Karnataka, Madhya Pradesh, Chhattis-
garh, Maharashtra, Orissa, Rajasthan and Uttar
Pradesh — with a total project outlay of Rs. 103.29
crore. The programme is to run for five years, from
1998 to 2002. At the state level, the programme is
implemented through existing structures of
educational administration. Janshala has started a
large number of alternative schools in small and
remote habitations in the programme areas, besides
evolving strategies and setting up schools with
community participation in the urban slums of Jaipur,
Hyderabad, Ajmer, Bharatpur, Puri and Lucknow.
Other major areas of achievement are in teacher
training, multi-grade teaching, intervention for
education of the disabled, setting up of block and
cluster resources centres and strengthening
capacities at the state, district and block level.

Sarva Shiksha Abhiyan

2.2.31 The Sarva Shiksha Abhiyan was launched
towards the end of the Ninth Plan to achieve the
goal of UEE through a time-bound integrated
approach, in partnership with states. The medium-
term goals for the scheme are given in Box 2.2.2.
The programme, which aims to provide elementary
education to all children in the 6-14 age group by
2010, is an effort to improve the performance of
the school system and provide community-owned
quality elementary education in the mission mode.
It also envisages bridging of gender and social
disparities at the elementary level. The Sarva
Shiksha Abhiyan has a special focus on the
educational needs of girls, SCs and STs and other
children in difficult circumstances.

2.2.32 Under the programme, habitation plans,
prepared after micro-planning, household surveys,
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Box 2.2.2
Objectives of Sarva Shiksha Abhiyan

All children to be in schools, Education
Guarantee Scheme centres, alternate
schools, back-to-school camps by 2003;

all children to complete five years of
primary schooling by 2007;

all children to complete eight years of
schooling by 2010;

focus on elementary education of
satisfactory quality with emphasis on
education for life;

bridge all gender and social disparities at
the primary stage by 2007 and at the upper
primary level by 2010; and

>

universal retention by 2010.

school mapping and diagnostic studies, form the
basis for the District Elementary Education Plans
(DEEP). Funds released to states would be
channelised to registered societies at the state level.
The Sarva Shiksha Abhiyan is expected to accord
the highest priority to community monitoring,
transparency in programme planning and imple-
mentation of capacity building at all levels as also
to the adoption of a mission approach by the
mainstream Education Department functionaries.
A National Mission for Sarva Shiksha Abhiyan was
constituted in November 2000 with the Prime
Minister as the Chairman and the Minister for
Human Resource Development as Vice-Chairman.

2.2.33 The schemeis expected to absorb most
of the existing programmes, including externally-
aided programmes, within its overall framework with
the district as the unit of programme
implementation. To make the approach totally
holistic and convergent, efforts would be made to
dovetail programme implementation at the district
level with all other departments. This would include
programmes for children in the 0-6 age group under
the Department of Women and Child Development,
sports-related interventions of the Ministry of Sports
and Youth Affairs, establishment of public libraries
under the Department of Culture and nutrition and
health programmes of the Ministry of Health.
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Box 2.2.3
INNOVATIVE PROGRAMMES IN EDUCATION IN DIFFERENT STATES

Several state governments have designed innovative programmes to improve the quality of
education in schools.

HEAD START

The Rajiv Gandhi State Mission in Madhya Pradesh has introduced a project on a pilot basis for
using computers to improve the quality of teaching in rural elementary schools through indigenous
customised educational software. The idea is to integrate the use of computers with classroom
activities to improve the child’s comprehension of difficult parts of each subject as well as to instill
computer literacy. A syllabus mapping the difficult areas of learning has been developed and educational
software on this for all subjects is being prepared for use in the academic year 2002-03.

Started in November 2000, 648 Head Start centres were operationalised in middle schools that
have a primary section and serve as Jan Shiksha Kendras or school cluster resource centres for
primary schools in a radius of eight km. A total of 2,358 teachers have been given training in computer-
enabled education.

GYANKALASH

The District Primary Education Programme in Himachal Pradesh, in collaboration with All India
Radio, Shimla, has started a 15-minute bi-weekly programme called Gyankalash to provide academic
support to primary teachers. The programme helps in improving the teachers’ access to the knowledge,
especially those in the remote areas as it is impossible to reach them through conventional means.

In the first phase of Gyankalash, topics were identified and radio scripts developed in workshops
organised for the purpose. Resource persons, teacher educators from state and district level, practising
teachers in secondary and primary schools participated in the workshops.

In the next phase, teachers and students from government primary schools were involved in the
production and broadcast of the spots.

In order to motivate teachers, certificates were given to teachers on the successful completion of
the training under different phases of Gyankalash.

NALI KALI

The Nali Kali programme in Karnataka was introduced in privately managed schools in 1999.
Under the programme, learning takes place in an interactive situation in accordance with age-wise
competency. Children are divided into groups and they master one level of competency, then move
to another group to learn the next level of competency. Children learn at their own pace and the move
from one level of competency to another is not dependent on the whole group’s learning achievement.
All teaching-learning processes involve songs, games, survey, story telling and use of educational
toys. This method effectively eliminates the formal system of roll calls, examination, promotions,
ranking — all these now deemed unhealthy — at least between the of 5 and 14.
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Table 2.2.2
Financial Performance during Ninth Five Year Plan
(Rs. crore)
S. Sub-sector Eighth Plan Ninth Plan Expenditure Total
No. (Expenditure) (outlay) Ninth Plan Anticipated
Expenditure
Ninth Plan
Rs. % Rs. %  1997-98 1998-99 1999-00 2000-01 2001-02
crore age crore age
1. Elementary
Education  4,006.55 47.0 16,369.59 65.7 2,234.94 2,749.83 2,851.97 3,117.39 3,569.16 14,523.29
2. Adult
Education. 7,18.14 84 630.39 25 78.85 72.29 87.08 108.16 174.00 520.38
(Note : percentage expenditure under Elementary Education and Adult Education during the Eighth Plan is expenditure
under these sub-sectors expressed as percentage of total expenditure in the education sector. Similarly %age outlay
under these sub-sectors during the Ninth Plan is outlays for these sub-sectors expressed as percentage of total
outlay of the education sector).
Source : Report of the Mid-Term Appraisal of the Ninth Five Year Plan, Planning Commission

Department of Elementary Education and Literacy

2.2.34 The financial performance of the elemen-
tary education sector during the Ninth Plan is
summarised in Table 2.2.2.

GOALS, TARGETS AND STRATEGIES FOR THE
TENTH PLAN

Goals and Targets

2.2.35 In the elementary education sector, the
Sarva Shiksha Abhiyan is in place with clear focus
and medium-term goals as specified in Box 2.2.2.
The Tenth Plan targets in respect to elementary
education are:

Universal Access

All children in the 6-14 age group should
have access to primary schools, upper
primary schools or their alternatives within
a walking distance of one km and three
km respectively.

All children in the 3-6 age group must have
universal access to early childhood care
and education centres.

Need-based expansion of upper primary
education facilities, particularly for the
disadvantaged sections. There should be
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one upper primary school for every two
primary schools.

All schools should have buildings, toilets,
drinking water, electricity, playgrounds,
blackboards and other basic facilities.
There must be provision of one classroom
for every teacher at the elementary stage.

Universal Enrolment

Enrolment of all children in schools or
alternative arrangements by 2003.

All children to complete five years of
primary schooling by 2007.

Universal Retention

Universal retention in the primary stage
by 2007.

Dropout rate to be reduced to less than
10 per cent for grades VI-VIII by 2007.

Universal Achievement

Improve the quality of education in all
respects (content and process) to ensure
reasonable learning outcomes at the
elementary level, especially in literacy,
numerics and in life skills.
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Equity
Bridge all gender and social gaps in

enrolment, retention and learning
achievement in the primary stage by 2007
and reduce the gap to 5 per cent in the
upper primary stage by 2007.

Special interventions and strategies to

include girls, SC/ST children, working
children, children with special needs,
urban deprived children, children from
minority groups, children below the poverty
line, migratory children and children in the
hardest-to-reach groups.

STRATEGIES FOR UNIVERSALISATION OF
ELEMENTARY EDUCATION

growth rate for boys and girls taken together should
be 2.51 per cent at the primary and 6.08 per cent at
the upper primary levels. The year-wise estimated
additional enrolment during the Plan period are
given in Table 2.2.3.

2.2.38 Present Challenges: Achieving the goal
of UEE poses three main challenges: (i) access to
basic education for the unreached segments and
social groups; (ii) qualitative improvement in content
and processes so as to raise learning achievements;
and (iii) tackling high drop-out and low retention
rates in primary and upper primary schools.

2.2.39 Administrative and Policy Framework:
The administrative and policy framework needs to
be guided by the following concerns.

_ _ _ _ »  The national resolve to provide free and
2236 The strfategl_es and mtervenhons durl_ng compulsory education of satisfactory
the Tgnth P_Ian v§/|II mainly b(_a guided by three major quality to all children up to the age of 14
considerations: (a) magnitude of the task; (b) years, as stipulated in the National Policy
present challenges; and (c) the existing adminis- on Education:
trative and policy framework and the one that will T )
be in place during the Plan period. »  The 93" Constitutionalamendmentmaking
the right to elementary education a
2.2.37 Magnitude of the Task: The Working fundamental right and enforcing it through
Group on Elementary and Adult Education for the necessary statutory measures; and
Tenth Five-Year Plan has estimated that in order to »  The spirit of the 73 and 74'" Constitutional
achieve the goal of UEE by 201 0, enrolment at the amendments Setting the Stage for greater
primary level needs to grow at an average annual decentralisation of power and a
growth rate of 1.12 per cent for boys and 4.16 per significantly enhanced role for local
cent for girls during the Plan period. At the upper bodies, community organisations as well
primary level, the growth rate must be 4.62 per cent as voluntary agencies in the efforts
for boys and 8.03 per cent for girls. The average towards UEE.
Table 2.2.3
Year-wise Estimated Additional Enrolment
(in million)
Year Additional Enrolment
Primary (Gradel-V) Upper Primary (Grades VI-VIII)
Boys Girls Total Boys Girls Total
2002-03 0.67 2.01 2.68 1.14 1.44 2.58
2003-04 0.67 2.10 2.77 1.19 1.54 2.73
2004-05 0.67 2.18 2.85 1.25 1.67 2.92
2005-06 0.69 2.27 2.96 1.31 1.81 3.12
2006-07 0.69 2.37 3.06 1.37 1.95 3.32
Total 3.39 10.93 14.32 6.26 8.41 14.67
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2.2.40 Given this backdrop, the Tenth Plan
strategy for achieving UEE must have the following
salient features:

2.2.41 Holistic and Convergent Approach: As
the existing policies and programmes are either for
specific target groups/regions, there is need for an
all-comprehensive programme covering the entire
country. The Sarva Shiksha Abhiyan is such a
programme and will be the main vehicle for
achieving the goals of UEE.

2.242 Community Participation in UEE Pro-
grammes : The involvement of the community will
be made more systematic by involving the
panchayati raj institutions (PRIs) and urban local
bodies. Further down the hierarchy, VECs, Mother-
Teacher Associations (MTA) and Parent-Teacher
Associations (PTA) would have a formal role in the
management of schools in the village.

2.243 Target-Groups Oriented Strategy : The
Tenth Plan will lay emphasis on identifying the
problem areas and formulating a separate strategy
for each area, under the overall umbrella of the
Sarva Shiksha Abhiyan. There will be special focus
on children who have never enrolled or those who
have dropped out without completing eight years
of elementary schooling. Specific strategies would
be devised for the difficult-to-reach groups in order
to ascertain the reasons for their staying away from
school system and to take steps to provide them
quality elementary education.

Programmes for Achieving UEE

2.2.44 The following schemes would be the
instruments by which these strategies would be
translated into action during the Tenth Plan.
Scheme-wise break-up of the Tenth Plan outlay is
given in the Appendix.

2245 Sarva Shiksha Abhiyan :Out of the
approximately 207.76 million children in the 6-14
age group in 2000, the number of children not
attending the schools is 40 million. Those outside
the school system are mostly girls, SCs/STs
children, working children, urban deprived children,
disabled children and children in difficult circum-
stances. Providing access and motivation to these
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difficult to reach groups, without compromising on
the quality of education, would be the challenge that
the Sarva Shiksha Abhiyan would tackle in the Tenth
Plan.

2.246 The Sarva Shiksha Abhiyan will totally
subsume all existing programmes, barring the Mid-
day Meals scheme, and the scheme of
Restructuring and Reorganisation of Teachers’
Education. All legal agreements regarding
externally-aided projects such as Mahila Samakhya,
DPEP, Lok Jumbish, Shiksha Karmi, etc, will
continue to apply unless specific modi-fications have
been made in consultation with the funding
agencies. In order to achieve a holistic and
convergent approach, efforts would be made to
dovetail programme implementation at the district
level with all other programmes. This would include
programmes for children in the 0-6 age group under
the Department of Women and Child Development,
sports-related interventions of the Department of
Sports and Youth Affairs, establishment of public
libraries under the Department of Culture, nutrition
and school health programmes of the Ministry of
Health and the employment generation / poverty
alleviation programmes of Ministry of Rural
Development. This dovetailing exercise would be
undertaken while formulating the DEEPs.

2.247 Gender-Specific Programmes : The
Tenth Plan would also rely on some women-centric
programmes such as the existing Mahila Samakhya,
and two new schemes, the Kasturba Gandhi
Swantantra Vidyalaya (KGSV) and the National
Programme for the Education of Girls at the
Elementary Level (NPEGEL). Mahila Samakhya
will be expanded both in terms of geographical
reach and activities like the Mahila Shikshan
Kendras. However, it will retain its objectives,
identity and non-negotiable principles.

2.248 The KGSV and the NPEGEL are proposed
to be taken up during the Tenth Plan, with the follo-
wing features:

»  Focus on educationally backward areas
in girls’ education;
»  focus on girls from the disadvantaged

sections like those belonging to SC/ST,
minorities, etc;
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tackling gender-specific issues that
prevent girls and women from having
access to education;

providing women and adolescent girls with
the necessary support structure, and an
informal learning environment to create
opportunities for education;

creating circumstances for larger partici-
pation of women and girls in formal and
non-formal education programmes; and

helping girls to overcome socio-cultural
and economic factors inhibiting their
access to elementary education.

2.249 Mid-day Meal Scheme : A Supreme
Court order in 2001 makes it obligatory for states
to provide cooked meals instead of dry rations within
the stipulated time-frame, under the Mid-day Meals
scheme. Further, in order to achieve the goals set
in the Sarva Shiksha Abhiyan programme,
modifications would be made in the scheme in the
light of feedback received from evaluation studies,
the experience gained from the working of the
scheme, and the opinions of experts. The
modifications would include the following :

»  Expanding the programme to cover the
children of the EGS & AIE scheme.

Ending the present practice of distributing
food grains and providing hot cooked
meals or ready-to-eat food based on
sound nutritional principles.

Allowing adequate flexibility in the
management of the programme by the
local bodies/community through VECs,
School Management Committees (SMCs),
PTAs etc. Also, fostering stronger comm-
unity participation in the implementation
of the programme and encouraging the
participation of credible NGOs, wherever
possible.

Decentralising the management of the
programme to enable reduction in leak-
ages and mismanagement etc.
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Providing funds in advance to the imple-
menting agencies through their state nodal
officer for the transportation of food grains.

Limiting teachers’ involvement in the
programme to supervision activities.

Extensive use of the computerised MIS
(CMIS) net for monitoring purposes.
External agencies are to be involved in
monitoring and supervision to ensure
greater accountability. Elected represen-
tatives will also be involved in
supervision.

Linkage with poverty alleviation progra-
mmes in rural and urban areas,
adequate support of the Union Ministry
of Health and the state Health
Departments for a school health
programme and support from the
Department of Women and Child Deve-
lopment for nutrition education.

A memorandum of understanding be
entered into with the key stakeholders
(state governments, local bodies, etc.) on
the key parameters of the programme.

Strategies for Quality Improvement

2.2.50 While the goals of universal literacy and
enrolment are laudable in themselves, the
achievements in these areas would remain hollow
without ensuring quality education. A qualitative
improvement in the content and processes of
basic education, in order to make them more
responsive to the learning needs of individuals
and the development needs of different socio-
economic sectors, continues to be a major
challenge. The challenge for providing quality
education at the elementary level involves
improvements in the preparation, motivation and
deployment of teachers, the quality of textbooks
and of infrastructural facilities. It also involves
making education relevant to society’s needs and
strengthening the management and institutional
capacity of educational institutions especially at
the state, district and local levels.
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2.2.51 Improving the quality of textbooks is
crucial as they are the main instructional aids in
elementary schools, and are the only reading
material for most students.

2.2.52 The quality of infrastructural facilities
(particularly toilets for girls), equipment and support
services, also has a significantimpact on enrolment
and retention. In this context, the main challenge
is to provide a classroom for every teacher in the
primary and upper primary schools and a separate
room for the headmaster in upper primary schools
along with playground facilities and clean toilets.
Although one-third of the expenditure approved
under DEEP is earmarked for the construction of
buildings etc., there are still a substantial number
of primary schools without these facilities. The main
thrust in the Tenth Plan should be to ascertain that
all the primary schools have pucca buildings with
all supporting infrastructural facilities.

Teachers Education

2.2.53 Improving the performance of teachers is
the most important challenge in elementary
education as they are the principal instruments of
education. Besides, teachers’ salary claims the
major share of the state education budget. Although
a lot has already been done to improve the quality
of teachers, historical deficiencies in teachers’
education and training has resulted in many of them
having little understanding of the material they
teach, poor teaching skills and poor motivation
levels.

2.2.54 Besides addressing the issue of quality,
the Tenth Plan would also place an exclusive
emphasis on teacher education. Some of the broad
strategies, which would be followed, are:

Development and strengthening of teacher
education institutes

2.2.55 The focus of teacher education would be
on the development of the following institutions :

» District Institute of Education and
Training (DIETs) : Each state would be
encouraged to rethink the structure of its
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DIETs as per needs of the district and
effectiveness of the institution. Each DIET
would be encouraged to draw up a deve-
lopment plan for itself, defining its role and
setting goals for itself. Special attention
will be paid to the development of libraries
in DIETSs, as well as providing computer
facilities (including computer literacy
training), exposure visits, networking and
sharing among DIETs and other academic
institutions on professional issues and the
establishment of district resource groups.
Further, new DIETs would be set up only
in those states where the existing ones
are functional and steps are taken to
improve sub-standard DIETs.

College of Teacher Education (CTES)
and Institutes of Advanced Studies in
Education (IASEs) : The need for CTEs
and IASEs in each state would be
ascertained in terms of the needs for
secondary teacher education and identi-
fied institutions would be strengthened.
The identified CTEs/ IASEs would need
to prepare their individual plan of
development, mentioning the areas in
which they need to be strengthened and
make a need assessment survey in the
areas of their jurisdiction. They must also
develop schedules and materials of in-
service teacher training to cover
secondary teachers and implement the
National Council of Teacher Education
(NCTE) project on imparting information
technology (IT) literacy to the teachers.
IASEs would be encouraged to play a
greater role in elementary education and
education of teacher educators.

Strengthening of State Councils for
Educational Research and Training
(SCERTS) : The SCERT is identified as a
key area for teacher education in the Tenth
Plan. The state governments need to fulfill
some essential conditions for being eligi-
ble for funds for strengthening of SCERTS,
such as recruitment of appropriate faculty,
linkage to DIETs, resource centres and
schools, autonomy of SCERTSs and proper
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maintenance of buildings etc. Only then
would the central government fund
capacity building and training of SCERT
faculty, development of infrastructure,
computers and IT literacy programmes
and hostels for residential training progra-
mmes, etc. SCERTSs should be equipped
to plan for computer education curricula,
teacher training etc. at the school level,
strengthening of cells for teaching of
English language at the elementary level,
strengthening of pre-service education
etc, pre-service as well as In-service
Training of Teachers, including Para-
Teachers.

Professional Development of Teachers

2.2.56 The focus in the Tenth Plan would be on:

» Ensuring pre-service training to all
elementary school teachers so that all
untrained teachers can be trained within
a period of three years, including through
the distance learning mode.

Enhancing pre-service training facilities in
selected districts where the present
capacity is not adequate.

Improving the quality of elementary
teacher pre-service education.

Extending the provision of pre-primary
teacher training by strengthening existing
institutions that provide, or are willing to
provide, pre-service education for the pre-
primary stage.

Developing specialised correspondence
courses, of two months to one year’s
duration, for elementary teachers in colla-
boration with open universities, higher
education institutions, good IASEs, NGOs
with experience in quality education, and
other professional organisations.

Development of courses for in-service
education of teachers that will carry credits
and linking these to promotions and
benefits.
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Strengthening of Block Resource Centres
(BRCs) and Cluster Resource Centres (CRCs)

2.2.57 With an emphasis on providing academic
support to the teachers locally, depending on
context-specific needs, DIETs would have close
linkage with BRCs and CRCs whose personnel get
academic support from them.

Professional development of practitioners, i.e.
teacher educators, managers and others

2.2.58 New courses for teacher educators and
curriculum developers would be developed and tried
out on a pilot basis. Innovations and pilot projects
in pre-service and in-service teacher education will
be supported. Another major focus area would be
networking of teacher education institutions and
strengthening of teacher education by expanding
access to digital resources. The networked
institutions would then be able to use the Information
and Communication Technologies (ICT) for online
sharing of resources and for breaking the isolation
of institutions.

Systematic learner evaluation

2.2.59 A mechanism for regular learner assess-
ment will be designed and put in place to evaluate
the impact and efficacy of measures taken for
improvement in school quality.

Strategy for Drop-outs

2.2.60 A large number of children drop out of
school because of reasons relating to the school
environment. These include attitude of teachers,
irrelevant curriculum, sub-standard and uninteres-
ting teaching, teacher absenteeism, corporal
punishment, poor school infrastructure, inability to
cope with the pace of learning, lack of parental
support in the case of first generation learners,
maladjustment, etc. Girls form the majority of the
dropouts in all categories. The National Family
Health Survey-Il (NFHS-II), conducted in 1998-99,
also observed that the main reasons for students
dropping out include their not being interested in
studies, the high private cost of education and the
need for them to work, whether in their own farms,
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business/households or outside. These reasons
held true for 75 per cent of dropouts.

2.2.61 The main challenge for education
authorities at the central, state and district levels is
to (a) improve the supply, quality and retention
power of education, particularly in rural primary
schools and in the unreached segments; and (b)
introduce innovative methods of providing education
to identified disadvantaged and difficult groups to
suit their timing and interests. The focus in the Tenth
Plan would, therefore, be on pedagogic improve-
ment and adoption of child-centered methods, which
have been developed in programmes like DPEP;
and building a positive environment that would
include more attractive classroom designs, local
contextual curriculum and more friendly evaluation
techniques. Apart from a number of steps under-
taken under the Sarva Shiksha Abhiyan to reduce
the private cost of education, an incentive scheme
linked to attendance has been suggested for girls,
SCs/STs and poor children.

2.2.62 Where the children are dropping out
because of the need to work, the emphasis would
be on involving the community in motivating the
parents to bring their children back to school so
that they are in a position to complete eight years
of elementary education. For those children who
have already dropped out, suitable alternative
education systems such as bridge courses,
remedial teaching, back to school camps, etc.,
would be provided so that they can be main-
streamed into the formal system.

Strategy for Early Childhood Care and
Education (ECCE)

2.2.63 Early childhood development is globally
acknowledged as a significant input for lifelong
development and successful completion of primary
education. The Tenth Plan acknowledges ECCE
as the first step in the education ladder. The major
provider of ECCE is the Integrated Child Deve-
lopment Services (ICDS) scheme which covers 15.8
million children (17.8 per cent of the child population
of 3-6 years) through about 5,20,000 anganwadis
in 35 states and Union Territories. Early Childhood
Education or Pre-School Education is among the
six components of the ICDS scheme and is one of
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its weakest. The Sarva Shiksha Abhiyan aims to
support (i) strengthening the pre-school component
in ICDS by need-based training of anganwadi
sevikas, provision of learning materials, etc,; (ii)
setting up balwadis as pre-school centres in
uncovered areas; (iii) building advocacy on the
importance of early child development; (iv)
organising training programmes for community
leaders; (v) providing for intensive planning for
ECCE; (vi) development of materials; and (vii)
promoting convergence between the school system
and the ECCE.

Community Participation In Elementary
Education

2.2.64 Decentralisation provides a clear corre-
lation between the needs of people and the steps
taken by the Government to meet these demands.
Planning from below and contextualised resource
allocation for basic services would not only be more
cost effective and produce better results but will also
ensure that the quality of the services is directly
proportional to the degree of community control and
supervision. People’s participation in the provision
of basic services can, as mentioned in the Mid-Term
Appraisal of the Ninth Five-Year Plan, contribute to
the achievement of four main objectives, i.e.,
effectiveness, efficiency, empowerment and equity.

2.2.65 The thrust on decentralised planning and
management came as early as in 1986, in the
National Policy of Education, which had proposed
decentralisation as a fundamental requirement for
improving the efficiency and effectiveness of educa-
tional planning and management and for evolving
a meaningful framework for accountability. The
Approach Paper to the Tenth Five-Year Plan has
also reiterated that the mere establishment of
schools and hiring of teachers will not lead to an
improvement in education if teachers remain
absent, as is common, especially in the rural areas.
It is, therefore, essential that control over schools
and teachers should be transferred to local bodies,
which have a direct interest in teacher performance.
Planning, supervision and management of educa-
tion would have to be through local bodies at the
district, block and village levels. Efforts should also
be made for the social mobilisation of local
communities for adult literacy campaigns and for
the promotion of primary education.
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2.2.66 While the decentralisation of governance,
through the 73 and 74" Constitutional amend-
ments, has facilitated the transfer of the manage-
ment of schools to panchayats/local bodies, the real
challenge now is to create an enabling environment
for the qualitative participation of all groups. The
qualitative participation should mean that the
community is able to have a voice and exercise its
choice. It also involves the development of human,
organisational and management capacity to solve
problems and sustain the improvements.

2.2.67 Recognising the fact that community
participation is the surest way to ensure UEE and
improve the quality of education, several state
governments have already initiated the process of
decentralising the management of elementary
education by involving the community. Other states
would also be encouraged to transfer the
management of primary schools to panchayat/local
bodies with special emphasis on :

»  Encouraging community participation in
promoting enrolment, retention and other
aspects of education. PRIs and grassroot
level organisations like VECs, PTAs, MTAs
etc. should become the vehicles of comm-
unity mobilisation;

Evolving a community-based monitoring
system evolved with full transparency;

Making community mobilisation through
intensive micro-planning and school
mapping mandatory; and

Participatory implementation of goals and
strategies.

2.2.68 This shift in planning and management
strategy will also require a massive effort to train
and continually support educational bodies set up
under the PRIs/urban local bodies. There is an
urgent need to reorient the outlook of government
functionaries and their perception of their roles.
Efforts will be made to reorient the programmes of
various resource institutions at the national and state
levels to meet these requirements. Towards this
end, the local level institutions in education and
allied sectors will be strengthened adequately.
Besides, it is envisaged that distance education
mechanisms will be suitably strengthened and
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reoriented to play a significant role in the task of
building capacities among local-level functionaries.

2.2.69 Pursuing the goal of decentralisation,
along with partnership between the Centre and the
states, demands careful orchestration of polices and
programmes, particularly in the area of elementary
education. As envisaged in the National Policy on
Education, and subsequently reiterated by several
bodies, the central government and its institutions
will continue to play a major role both for
coordination and capacity building. It will continue
to monitor the progress of attaining national goals
in the field of elementary education.

Synergetic Partnership with the Private
Sector

2.2.70 The task of providing basic education in a
country with diverse conditions is so stupendous
that it is difficult to expect the government sector
alone to do this effectively. Even though private
initiatives have always been a part of the school
education endeavour, it has neither been large nor
of a sizeable magnitude in the efforts to universalise
elementary education. The private sector can
contribute not only in monetary and material terms,
but also in the form of expertise for improving quality
through effective management of the system and
the development of locally relevant teaching-
learning materials. Some efforts in this direction
have already been made by many states including
Karnataka, which has a school adoption scheme.
More collaborative efforts at the institutional level
as well as in programme implementation will be
designed to expand the role of private initiatives in
elementary education. A synergetic public-private
partnership would be built up during the Tenth Plan
to achieve the objective of UEE. Specifically, the
following measures would be encouraged:

»  More collaborative efforts with the private

sector and expansion of the role of private
initiatives.
Improve the functioning of government
schools in partnership with the private
sector, within the broad parameters of
state policy.

Provide support to initiatives introduced
by private schools for deprived children.
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» Encourage the opening of private
schools, without compromising on quality.
> Provide computer education to children,

utilising the expertise and resources of the
private sector.

Convergence as a Strategy for Optimum
Utilisation of Resources

2.2.71 Cost effectiveness and efficiency in the
delivery of services under various educational
programmes, which are mostly affected by the
socio-economic and political conditions, can have
a far-reaching impact on the most important
determinant of development, i.e., human capital
formation. Effectiveness of the delivery of services
in the social sector also needs a high degree of
integration and convergence in the planning and
implementation of programmes of related social
sectors. Services like literacy, elementary educa-
tion, primary health care, nutrition, mother and child
care, family welfare and rural development have
strong linkages and can only be strengthened
through an appropriate integrated approach which
will optimise public expenditure and reinforce the
effective delivery system. All efforts would be made
in the Tenth Plan to achieve convergence both in
the formulation of schemes/programmes as well as
in their implementation through effective
coordination at the national/state level and lower
levels of administration.

THE PATH AHEAD

2.2.72 Education has an intrinsic value for the
development of the society and helps in the
achievement of a better social order. Greater lite-
racy and basic education help individuals to make
better use of available economic opportunities. The
Government has decided to make free and
compulsory elementary education a fundamental
right.

2.2.73 The Government has taken a major initia-
tive by launching the Sarva Shiksha Abhiyan, which
aims at universalisation of elementary education
within a given time frame, in partnership with states.
However, it will have to be ensured that there is no
compromise on quality. In fact, the lessons learnt
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from all the successful programmes on literacy
should be made an integral part of the Sarva
Shiksha Abhiyan on a continuous basis.

2.2.74 The implementation of the Sarva Shiksha
Abhiyan will result in a significant increase in the
number of children completing elementary educa-
tion. This will simultaneously increase the demand
for secondary education. This aspect has to be
dovetailed in the planning for education and steps
have to be taken to gradually strengthen the
secondary schools along with other facilities to keep
pace with the increased demand.

2.2.75 ltis important that the Centre make ade-
quate provision of funds for the fulfillment of the
objectives of the Sarva Shiksha Abhiyan and this
has to be backed by a complementary on the part
of the states. Needless to say, the programme
cannot succeed without proper utilisation of the
available funds. Effective methods have to be
evolved to transfer responsibility for funds and
personnel to PRIs so as to assign greater role to
them as envisaged in the Constitution.

2.2.76  Systematic mobilisation of the community
and creation of an effective system of decentralised
decision-making are essential pre-requisites for the
achievement of the objectives of the Sarva Shiksha
Abhiyan. This involves the cooperation of all stake-
holders — the central government, the states, local
government bodies, teachers, parents, NGOs,
academic institutions and the children themselves.
There is also a need for capacity building at all levels
to make the programme self-sustainable. The
implementation of the Sarva Shiksha Abhiyan with
the involvement of all the stakeholders must
ultimately result in a transparent and broad-based
system of education.

2.2.77 Finally, the need to impart value-based
education to the children at the early stages of
schooling can hardly be overemphasised. The
essential elements of such education should be
based on the development of concern towards the
needs of society and the nation among the children.
In this contemporary world, the value should also
be based on the functional utility of education and
should highlight the dignity of labour. The idea of
creation of wealth should be incorporated into the
education system.




CHAPTER 2.3

SECONDARY EDUCATION

2.3.1 Secondary education serves as a bridge
between elementary and higher education and
prepares young persons between the age group of
14-18 for entry into higher education.

2.3.2 The population of children in the 14-18 age
group (the age for secondary and senior secondary
level education) has been estimated at 96.6 million,
as projected by the National Sample Survey
Organisation in 1996-97. However, enrolment
figures show that only 27 million children were
attending secondary schools, which means that two-
thirds of the eligible population remains out of the
secondary school system.

2.3.3  The number of secondary schools in India
increased from 7,416 in 1950-51 to 1,16,820 in
1999-2000. However, this number is not adequate
to accommodate the out-of-school children and the
growing number of upper primary school pass-outs.
The impact of recent initiatives undertaken for the
Universalisation of Elementary Education is
resulting in an increased demand for the expansion
of secondary education. (Table 2.3.1)

2.3.4  There has been no fundamental change
in the structure and organisation of the secondary
and higher secondary education system during the
Ninth Plan period since the initiation of the National
Policy on Education (NPE), 1986. In the wake of
the Policy, several centrally-sponsored schemes
were launched and national level institutions for
school education were established/strengthened.
Ten centrally-sponsored schemes are in operation
in the secondary education sector. The experience
of the implementation of the programmes as well
as various reviews and evaluation studies have
highlighted the need to modify and strengthen these
schemes. Against a budgetary allocation of Rs.
2,603.49 crore for the sector in the Ninth Plan, the
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expenditure incurred has been to the tune of Rs.
2,322.68 crore.

23,5 The focus in the Ninth Plan was on
reducing disparities, renewal of curricula with
emphasis on vocationalisation and employment-
oriented courses, expansion and diversification of
the open learning system, reorganisation of teacher
training and the greater use of information and
communication technology. Hostel facilities for girls,
integrated education for the disabled, free education
for girls etc. have also received attention. During
this period the various Central institutes/organi-
sations like National Council of Educational
Research & Training (NCERT), National Open
School (NOS), Kendriya Vidyalayas and Navodaya
Vidyalayas were further strengthened.

2.3.6  The Table 2.3.1 below gives details of the
growth of the Secondary Education Sector over the
Plan periods.

Table 2.3.1

Number of High/Higher Secondary institutions,
Students and Teachers (1950-2000)

Year High/Higher  Students  Teachers
Secondary (in lakh) (in lakh)
Schools/Inter/
Pre-degree/
Junior Colleges
1950-51 7416 15.0 1.27
1990-91 79796 191.0 13.34
1995-96 90134 249.0 14.93
1998-99 112438 277.6 17.47
1999-2000 116820 282.1 17.20

Source: Selected Educational Statistics, MHRD, 1999-2000

2.3.7 While, in terms of absolute numbers, state
financing of secondary education continued to grow
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Table 2.3.2
Expenditure on Education in the Five Year Plans

(Rs. lakh)
Five Year Elementary (%) Secondary (%) Higher (%) Total
Plans Expenditure
| 85(56) 20(13) 14(9) 15,300
Il 95(35) 51(19) 48(18) 27,300
] 201(34) 103(18) 87(15) 58,900
vV 239(30) 140(18) 195(25) 78,600
\Y 317(35) 156(17) 205(22) 91,200
VI 803(30) 736(25) 530(18) 2,04,300
VII 2,849(34) 1,829(22) 1,201(14) 8,50,000
VIII 4,006.6(47) 1,538(18) 1,055.8(12.4) 8,52,190
IX 16,364.88(65.7) 2,603.5(10.5) 2500.0(10.0) 24,90,850

Note: The figures in parenthesis indicate % to total allocation.
Source: Five-Year Plans, Annual Plans and MHRD Reports.

(though itis still inadequate), financing of secondary
and higher education has shown a declining trend
in terms of percentage spending on education from
the Sixth Plan onwards (Table 2.3.2). The share of
elementary education in total spending has been
increasing, reflecting the priority to implement free
and compulsory elementary education.

2.3.8 Participation of the private sector (inclu-
ding non-governmental organisations or NGOs) in
the management of secondary schools with official
recognition and, in many cases, with financial assis-
tance, has also increased. Private organisations
currently manage around 51 per cent of secondary
schools and 58 per of higher secondary schools.
In order to meet the educational needs of those
who have not been able to enroll themselves in the
formal system, opportunities have been provided
through the National and State Open Schools,
utilising contact centres and multi-media packages.
Distance education in the school sector also got a
fillip with the National Open School was started in
1989, identifying new vocational areas and providing
on-demand examination. Improvements in the con-
tent, process and quality of education, particularly
environment education, science, mathematics and
computer literacy have been emphasised with
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central financial support available for schemes
related to this. New initiatives taken after the
National Policy on Education was revised in 1992
include the revision of the curriculum, setting up of
resource centres for value education and a National
Centre for Computer-aided Education etc. Several
measures taken to enrich the school curriculum are
being continued with added thrust. However, the
scheme of vocationalisation of education has not
appealed to the stakeholders because lack of
industry-institute linkages, manpower demand
surveys and various academic constraints. At
present, only 10 per cent of the students are opting
for the vocational stream, against a target of 25 per
cent by 2000.

2.3.9 Educational development of children with
special needs received an impetus with the
enactment of the Persons with Disabilities (Equal
Opportunities, Protection of Rights and Full Partici-
pation) Act, 1995. The Act entrusts the appropriate
governments and the local authorities to provide
children with disabilities access to education,
employment, preferential allotment of land for
certain purposes, non-discrimination in transport,
financial incentives to Universities to enable them
to undertake research etc. Programmes for
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attitudinal changes, capacity building among
teachers and training institutions to educate children
with special needs have been taken up.

2.3.10 Along with providing opportunities for
equal access and ensuring a minimum level of
learning achievement for all, it is equally important
to nurture talented children especially those from
the rural areas and those belonging to lower income
group. There are several programmes for the
development of talent. Residential Jawahar
Navodaya Vidyalayas from Class VI to Xll are esta-
blished in the Seventh Plan as model schools and
to provide quality education to talented children from
rural areas selected on the basis of a common
admission test. Each district is supposed to have
one such school. Currently, there are 462 Jawahar
Navodaya Vidyalayas with about 1,25,000 students
on their rolls.

2.3.11  The National Council of Educational
Research & Training (NCERT), New Delhi, conducts
a National Talent Search Examination to identify
talent. International Chemistry, Mathematics and
Physics Olympiads are held every year to identify
talentin these subjects. India has been participating
regularly in these Olympiads.

2.3.12 Talented students from rural areas are
provided scholarships at the secondary stage in
order to develop their potential by providing them
access to good schools. A total of 38,000 scholar-
ships have been awarded to students.

2.3.13 Internal compulsions and international
commitments are forcing the secondary education
system to gear up to meet the ever-increasing

demand for education. Initiatives such as the
externally-aided District Primary Education
Programme (DPEP), the Sarva Shiksha Abhiyan,
increasing number of schools in the private sector
and the drive for elimination of the gender gap in
line with the Dakar Declaration on Education for All
in 2000. Concerted efforts, backed by national
consensus, are called for to meet these daunting
challenges.

2.3.14 The major thrust in the Tenth Plan, thus,
is to meet the increased demand for secondary
education. The Government has to play a greater
role to the encourage opening of new secondary
schools, expansion of capacity of the existing
schools including double shifts, upgrading of upper
primary schools in backward, unserved and under-
served areas, as also expansion and diversification
of open schooling and distance education system.
One of the many options being considered during
the Tenth Plan is for the Kendriya Vidyalaya
Sangathan to establish schools in partnership with
voluntary agencies. It is proposed to set up 150
Kendriya Vidyalayas (fully funded by the Govern-
ment) in addition to the present network of 854
schools. Another option is to provide a one-time
grant/ seed money to societies, trusts and not-for-
profit organisations like the R.K. Mission, the
Jesuits, the DAV Trust, which already run reputed
schools to encourage them to set up more schools.

2.3.15 ltis proposed to establish more Navodaya
Vidyalayas to cover the districts which do not have
one right now and also to strengthen these existing
schools by providing them facilities for cultural
activities, computers and sports facilities. Itis also
proposed to help the Central Tibetan School

Box 2.3.1
Tenth Plan — Objectives, Key Issues and Focus

The key issues during the Tenth Plan would be a greater focus on improving access and reducing
disparities by emphasising the Common School System in which it is mandatory for schools in a
particular area to take students from low-income families in the neighbourhood. The Plan will also
focus on revision of curricula with emphasis on vocationalisation and employment-oriented courses,
expansion and diversification of the open learning system, reorganisation of teacher training and
greater use of new information and communication technologies, particularly computers.
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Administration (CTSA), which runs about 70 schools
for children of Tibetan refugees, to set up more
schools.

2.3.16  During the Tenth Plan, the National Open
School (NOS) would intensify efforts to ensure that
the open school system is to the under-privileged
groups. A scheme to reimburse to the NOS the fees
incurred on scheduled castes/scheduled tribe (SC/
ST) students, girls and physically challenged
students is also on the anvil. The NOS will also be
restructured to affiliate regular schools/centres,
which offer NOS curriculum as an alternative to the
curricula of other school Boards. The nearly 1,200
study centres are proposed to be increased by
around 15 per cent per year. New admissions,
which are around 200,000 students a year, is likely
to increase at 20 per cent per year. The NOS
proposes to implement the schemes of ‘On-Demand
Admissions’ and ‘On-Demand Examinations’, which
give flexibility to the students to take admissions
and examinations during mid-session.

2.3.17 The scheme of providing boarding and
hostel facilities for girls, initiated in 1993, has already
been revised in order to increase the enrolment of
girls at the secondary level. The scheme provides
for financial assistance to eligible voluntary organi-
sations to improve the enrolment of adolescent girls
belonging to the rural areas and weaker sections.

2.3.18 In order to make secondary education
more relevant in the current context, the NCERT
will continue to emphasise modernisation and
revision of curriculum, updating of courses and
vocationalisation of education. The Council would
operationalise the fifth Regional Institute of
Education for the North-Eastern Region at Shillong.
The NCERT is starting the nation-wide Seventh All
India Educational Survey in order to strengthen the
database during the Plan period.

2.3.19 The Central Board of Secondary Edu-
cation (CBSE) and the Council for the Indian School
Certificate Examination (CISCE) conduct public
examinations at the end of Classes X and XII. Both
are self-financing bodies, which do not receive any
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assistance from the government. A total of 5,850
schools are affiliated to the CBSE as on 15 April
2001 and 1,119 schools to the CISCE as on 31
August 2001. The NOS is the third national-level
body conducting equivalent examination at the
secondary and senior secondary level.

2.3.20 As part of the zero-based budgeting
exercise and in order to bring in greater effective-
ness in the implementation of the central sector and
the centrally sponsored schemes, the schemes of
secondary sector have been grouped under
following four broad heads :

2.3.21 Quality Improvement in Schools: This
comprises the centrally sponsored schemes of
Promotion of Sciences Laboratories, Environmental
Orientation to School Education, Promotion of Yoga,
as well as the central sector schemes of Population
Education Project, International Mathematics/
Science Olympiad. The state governments would
develop training modules for in-service training of
teachers and provide infrastructure and research
inputs for quality improvement in schools.

2.3.22 Information and Communication Tech-
nologies (ICT): This will include the reworked
centrally sponsored schemes — Computer
Education and Literacy in Schools (CLASS) and
Educational Technology (ET) — which seek to
familiarise students with IT. Keeping in view the
current demand for IT, a major thrust is to be given
to this scheme. State governments would prepare
Computer Education Plans (CEP) for computer
literacy and education. The components of the
merged scheme ICT in Schools would include (a)
funding support for CEPs; (b) strengthening and
reorientation of the staff of the State Institutes of
Education and Training (SIETSs); (c) Digitalisation
of SIETs’ video and audio cassettes in partnership
with NGOs; (d) web/internet-based education to be
managed by the SIETs.

2.3.23 Access and Equity: This scheme will
comprise, among other components yet to be
designed, the ongoing scheme of Strengthening of
Hostel/Boarding Facilities for Girl students.
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2.3.24 Integrated Education for Disabled
Children (IEDC): In the Tenth Plan, greater efforts
will be made to expand inclusive education to cater
to the needs of mentally and physically challenged
students. The scheme will continue as a separate
centrally sponsored scheme and will be redesigned.
It will now focus on the following elements:
convergence with the Integrated Child Development
Services (ICDS) scheme for early interventions; with
the DPEP and Sarva Shiksha Abhiyan for education
of the mentally and physically challenged up to the
elementary level; with the special schools under the
Ministry of Social Justice and Empowerment. Other
components of the scheme will be inclusive
pedagogy and curriculum, training of teachers and
preparation of teaching learning material; research
and development (R&D), advocacy and evaluation;
and funding through the PTAs/VECs/ management
committees of the schools.

THE PATH AHEAD

2.3.25 Theimpact of recent initiatives undertaken
for the universalisation of elementary education is
resulting in increased demand for expansion of
secondary education. Unless steps are taken to
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expand the secondary education system, it would
be difficult to accommodate the increasing number
of upper primary pass-outs. While there has been
an increase in the number of secondary schools,
the spread has been uneven; there are regional
disparities and variations in the socio-economic
status of various states and Union Territories. The
significant gender gap also has to be narrowed
down.

2.3.26 The key theme in the Tenth Plan is
imparting quality education at all stages of education
and the pursuit of excellence. The on-going efforts
in revision of curricula at the secondary education
level, so as to make it more relevant, would continue
in the Tenth Plan. The convergence of centrally-
sponsored schemes will help in imparting science,
mathematics and, computer education as well as
environmental and value education in a more
focused manner. There is a line of thinking which
believes that subsidising students through a
‘voucher systen?’, as is the practice in some of the
Latin American countries, is more effective than
‘subsidising’ institutions. The students will enroll
themselves in reputed schools, letting the market
forces weed out the inefficient and poor quality
institutions.
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CHAPTER 2.4

VOCATIONAL EDUCATION

241 Secondary and higher secondary educa-
tion are important terminal stages in the system of
general education because it is at these points that
the youth decide on whether to pursue higher
education, opt for technical training or join the
workforce. Educationists and experts have
consistently recommended that education at these
stages should be given a vocational bias to link it
with the world of employment. The D.C. Kothari
Commission, the recommendations of which form
the basis of the 1968 National Policy on Education,
felt that it should be possible to divert at least 50
per cent of the students completing Class X to the
vocational stream, reducing the pressure on the
universities and also preparing students for gainful
employment. The vocational education scheme at
the 10 + 2 stage came into existence in the late
1970s. However, only a handful of states and Union
Territories took the lead in imparting vocational
education.

24.2  The National Working Group on Voca-
tionalisation Education (also known as the V.C.
Kulandaiswamy Committee, 1985) reviewed the
Vocational Education Programme (VEP) extensively
and developed guidelines for the expansion of the
programme. Its recommendations led to the
initiation of the centrally sponsored scheme on
Vocationalisation of Secondary Education in
February 1988.

243 The scheme is being implemented
through the state governments/ Union Territory
Administrations in the formal sector and non-
government organisations (NGOs) in the non-formal
sector. The main objectives of the scheme are to
enhance individual employability, reduce the
mismatch between demand and supply of skilled
manpower and provide an alternative for those
pursuing higher education without particular interest
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or purpose. During Ninth Plan, a Plan outlay of
Rs. 100 crore was provided under the scheme.

244 In the formal sector, the state governments
implement the scheme at the +2 stage through
approximately 6,700 schools. More than 150
courses are offered in six major disciplines: agri-
culture, business and commerce, engineering and
technology, health and para medical services, home
sciences and humanities. The ministry of human
resource development (HRD) has taken up with the
Department of Economic Affairs, in the Ministry of
Finance the issue of nationalised banks and finance
companies providing soft loans to help those who
have completed vocational education to set up their
own enterprises.

24.5 In the non-formal sector, the scheme
provides assistance to NGOs for taking up
innovative programmes for promotion of vocational-
isation of education on a project basis. A total of
168 NGOs have been financially assisted since the
initiation of the scheme for taking up these projects
which help rural unemployed youth and school drop
outs.

246 Funding of the various programmes in the
scheme is shared by the Centre and the states.
The central government gives 100 per cent assis-
tance for 11 components. These include apprenti-
ceship training, district vocational surveys, textbook
development workshops, instructional material
subsidy, resource persons training, workshop/
laboratory building, equipment to schools, teacher
training courses, curriculum development workshop,
etc. Fifty per cent assistance is given to the states
for five components. These are vocational wings
at state Directorates of Education, SCERT voca-
tional wings, district vocational wings, provision of
raw material/contingency funds and field visits by
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students. The Centre provides 75 per cent of the
expenditure on vocational school staff while the state
governments fund the remaining 25 per cent. The
states have to completely finance the expendi-ture
on conducting examinations and providing
vocational guidance.

247  The Pandit Sundarlal Sharma Central
Institute of Vocational Education (PSSCIVE),
Bhopal, under the NCERT, provides research and
development support and training to key stake-
holders from states/Union Territories. The Institute
draws up the curriculum in the major areas of
agriculture, business and commerce, engineering
and technology, health and para-medical services,
home science etc for courses of one to two years’
duration for adoption by the SCERTS.

Issues of concern in vocational education

2.4.8 The vocationalisation of education at the
secondary stage of schooling has achieved only
partial success. The students prefer general
courses — like science, arts or commerce at the
+2 level and later in tertiary sector of education.
They constitute the bulk of the 60 million
educated unemployed youth in the country. On
the other hand, the country requires technical and
skilled manpower particularly in view of the
liberalisation of the economy in recent years.
There are immense opportunities for trained
manpower in a developing economy like India’s,
especially in the agriculture, manufacturing and
social services sector. A properly planned and
effectively implemented vocational education
system will enable the unemployed youth to take
up some useful employment.

24.9 The scheme was evaluated by Operation
Research Group (ORG) in 1996 and also by the
NCERT in 1998. Some of the important findings of
the ORG evaluation are: -

(a) States are according low priority to
vocational education;

(b) The Directorate of School Education, by
and large, are found to be working in
isolation with little interaction with other

relevant departments;
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(c) State governments are reluctant to appoint
full-time teachers because they are
worried about taking on a long-term
committed liability, in case the scheme is
discontinued.

2410 Some of the important recommendations
of the NCERT Evaluation of 1998 are: -

(@) The vocational courses should be
provided in general schools in active
partnership with industry and in close
collaboration with the block level voca-
tional institutions (BLVI) that may be
established in rural areas.

The vocational stream should be treated
like the arts, science and commerce
streams and students passing out from
this stream at the +2 stage should have
direct access to the tertiary stage in a
related discipline.

(b)

The National Curriculum Framework of the
NCERT should be restructured to give due
emphasis to work experience, pre-
vocational and generic vocational compe-
tencies at various levels of school
education.

(c)

(d) Full time teachers must be appointed on
a regular and permanent basis as in the

case of the academic stream.

All vocational courses at the +2 level must
be covered under the Apprenticeship Act,
1961.

The large infrastructure in polytechnics
and the +2 vocational wings in the higher
secondary schools, besides those of
various departments and NGOs should be
reviewed for optimal utilisation of facilities
in the existing vocational education
programme.

(e)

(f)

2411 Keeping in view the growing problem of
unemployment, the Planning Commission consti-
tuted a separate Working Group on Vocational
Education for the Tenth Plan in 2000. In line with
the recommendations of the working group, the
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centrally sponsored scheme is proposed to be
recast in the Tenth Plan with the following features.
» The vocational courses in schools should
be competency-based and in modular
form with a credit transfer system and
provisions for multi-point entry/exit.

There is a need to establish linkage
between vocational courses at the +2 level
and courses at the university level. The
present admission criteria for entry into
vocational courses at the graduation level
also needs to be changed.

The existing scheme should be strength-
ened by involving industries through
memorandums of understanding, in
designing of the course, development of
the curriculum, training of faculty/students
and certification of the courses.

In order to sustain the scheme, schools
may consider charging fees and the
courses may be designed on a self-
financing basis.

The apprenticeship training facility needs
to be utilised fully and made compulsory.
To achieve this, the placement of those
who have completed vocational studies for
apprenticeship and training should be
decided by the Board of Apprenticeship
Training immediately after the results of
the +2 examinations are declared.

Before vocational courses are started in
schools, local business and industry
should be closely involved in studying the
need and for conducting district vocational
surveys.

Facilities for running vocational courses
should become mandatory for the
Kendriya Vidyalaya and Navodaya
Vidayalaya school systems.

Persons with disabilities should be given
special treatment while designing
vocational courses and their needs and
integration into courses should receive
appropriate attention.
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» Financial assistance may be provided
under the scheme for creating testing and
certification systems in states in co-oper-
ation with user bodies and professional
associations.

The All India Council for Technical
Education’s (AICTE) vocational education
board needs to be reactivated for providing
technical support to the school system and
for establishing linkages with other
technical institutions.

2412 The Steering Committee on Secondary,
Higher and Technical Education set up for the Tenth
Five-Year Plan recommended that the vocational
education at the secondary school level, polytechnic
education and Industrial Training Institutes (ITls)
should come under one department of the state
government for better networking, linkages, focused
targeting and optimal utilisation of resources.

2.413 Anoutlay of Rs. 350 crore has been allo-
cated for the Centrally-sponsored scheme of
Vocationalisation of Secondary Education in the
Tenth Plan.

INDUSTRIAL TRAINING INSTITUTES

2.4.14 At the national level, the Directorate
General of Employment & Training (DGE&T) in the
Ministry of Labour is the nodal department for
formulating policies, laying down standards,
conducting trade testing and certification, etc. in
the field of vocational training. Vocational training
being a concurrent subject, the responsibility is
shared by the central and state governments. At
the state level, the concerned State Government
departments are responsible for vocational training
programmes.

2415 Starting from 54 ITls in 1953, the number
of functioning ITls institutes has gone up to 4,274
(1,654 in the government sector and the remaining
2,620 in the private sector). The seating capacity
has progressively risen from 10,000 to 6,28,000 at
present. The Apprentice Act, 1961, was amended
from time to time to regulate the programme of
training of apprentices. The Central Apprenticeship
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Council advises the Government on policies, norms
and standards in respect of the apprenticeship-
training scheme.

2416 The Apprentices Act serves a dual pur-
pose — firstly, to regulate the programme of training
apprentices in industry to ensure that it conforms
to the syllabi, period of training etc. prescribed by
the Central Apprenticeship Council; and secondly,
to utilise fully the facilities available in industry for
workers. As on 31 March 2001, over 17,800 public/
private sector establishments were covered under
the Apprenticeship Act and the number of seats
allocated were 2.20 lakh, out of which about 1.58
lakh seats were utilised.

2417 The Craftsmen Training programme
relates to theoretical training on any area of crafts-
manship with little exposure to practical training.
This training is being imparted in 43 engineering
and 24 non-engineering trades in order to reduce
unemployment among the educated youth by
equipping them with suitable skills for industrial
employment.

2418 Skill development and employment
services, as in the past, continue to be provided to
vulnerable sections with special needs like women,
SCs/STs, and persons with disabilities, including
disabled ex-servicemen. To provide training faci-
lities to women so as to enhance their participation
in industry as skilled workers and/or to help them in
acquiring skills for taking up self-employment,
income-generating activities, training programmes,
exclusively for women, are being provided through
the National Vocational Training Institute (NVTI) and
10 Regional Vocational Training Institutes for
Women (RVTI). The present training capacity of
these Institutes is 2,068 seats. In the state sector,
there is a network of 231 ITls. exclusively for
women, besides 534 Special Wings for Women in
general ITls with 46,750 seats, offering craftsmen
training in various engineering and non-engineering
trades.

2.4.19 In spite of the available infrastructure and
facilities, skill development and training in the
country is highly inadequate. Every year 5.5 million
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students pass out of Class X, of which 3.3 million
go to Class Xl, leaving 2.2 million out of the
education stream. There are, besides, those who
drop out after Class VIII, who number 19 million.
These are the people who look for vocational
training and self-employment avenues. Therefore,
attention has to be paid to this 21 million-target
group. As against this, available formal training
capacity of the country is only 2.3 million students,
which leaves a gap of18.7 million. The ITI system
needs to be revamped to fill up this gap. Further,
there is an urgent need to look into training of
trainers as only 40 per cent of the 55,000 instructors
have undergone a full instructor-training course.

2.4.20 Besides these initiatives of the Ministries
of Labour and Human Resource Development,
there are several other programmes and activities
under the purview of different Departments/
Ministries. These include Ministry of Rural Deve-
lopment, Department of Women and Child
Development, Ministry of Industries, Khadi & Village
Industry Commission, etc. All these programmes
largely cater to the needs of the informal sector in a
limited manner and need to be expanded to meet
the emerging needs.

THE PATH AHEAD

2.4.21 The growing problem of unemployment
among the youth requires a recasting of the entire
vocational education scheme. Future policies on
vocational courses must revolve around the
following issues:

. There is a need to sensitise state
governments and Union Territory
Administrations on the importance of skill
training/vocational education in the context
of the problem of unemployment.

There is an urgent need to cater to the
Class VIII pass-outs whose numbers will
swell with success of the Universalisation
of Elementary Education and the Sarva
Shiksha Abhiyan initiatives.

There is need for careful assessment of
the stage at which the trades of Fitter,
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Turner, Blacksmithy, as also courses like
Accountancy, Typing, Book-keeping and
Secretarial practices are to be introduced.

The duration of various vocational
courses also needs to be carefully
assessed.

There is also a need for vertical mobility
in the vocational stream. Students who
complete +2 in a particular stream should
be able to specialise and obtain diplomas
and degree certificates so as to get value-
added jobs and better employment
opportunities.

The vocational courses should be
demand and need-based, keeping in
mind the constantly changing
requirements of technologies/industries.
Vocational courses must have an in-built
flexibility to allow students to switch
courses with changes in demand
patterns.

The existing scheme should be
strengthened by involving industries
through MoUs in the designing and
certification of courses and training of
students and faculty.

At present, most of the vocational courses
are in the manufacturing sector. Given
the slow growth in this sector and the
exploding opportunities in the services
sector, vocational courses should
concentrate more on the latter.

There should be focus on convergence
of schemes like the Sarva Shiksha
Abhiyan, Adult Education, and Vocational
Education Programme at schools, ITls,
polytechnics, community colleges etc.

There is a need to have a re-look at the
voca-tional education scheme given the

51

fact that a number of districts in Uttar
Pradesh, Bihar, Haryana, Rajasthan and
Madhya Pradesh have a poor industrial
base.

The syllabi of vocational subjects should
be updated on a regular basis to keep
pace with changes in technology. This is
specially relevant in trades like food
processing, dairy technology, leather and
tanning technology, etc.

Vocational institutes should also be
networked with professional institutes like
the Central Food and Technology
Research Institute (CFTRI), Mysore,
Central Leather Research Institute
(CLRI), Chennai etc. to keep abreast with
technological developments.

The vocational education scheme should
focus on the capacity of the local industry
to absorb students of a particular trade.
Excess supply of students of a particular
trade needs to be avoided. In this context,
there is need for diver-sification even
within a trade.

Urgent attention needs to be given to
training vocational education teachers.

There should be regular exchange of
ideas/skills among vocational education
teachers, master craftsmen and trainees.

The apex industry associations like the
Fede-ration of Indian Chambers of
Commerce and Industry (FICCI),
Associated Chambers of Commerce and
Industry (ASSOCHAM) and
Confederation of Indian Industry (CII)
need to be involved to a greater extent in
the imple-mentation of vocational
education programmes and imparting of
skills.
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CHAPTER 2.5

HIGHER AND TECHNICAL EDUCATION

HIGHER EDUCATION

2.5.1 The importance of education, especially
higher education, has been constantly growing and
knowledge-based industries are now occupying the
centre stage in development. Though the modern
higher education system in India is almost 135
years old, its growth has been much faster after
India became independent.

252 Over the past 50 years, there has been a
significant growth in the number of new universities
and institutions of higher learning in specialised
areas. There are now 273 universities/deemed to
be universities (including 18 medical universities and
40 agricultural universities) and 12,300 colleges
(of which 4,683 are in the rural areas) (Table 2.5.1).

2.5.3 The Ninth Plan reiterates the objectives/
policy directions of the National Policy for Education,
1986, and its Programme of Action, 1992. Broadly,
the Ninth Plan emphasises on the following
strategies to improve the higher education system:

b) Development of autonomous colleges
and departments.
c) Redesigning of courses.
d) Training of teachers.
e) Strengthening of research.
f) Improvements in efficiency.
g) Review and monitoring etc.
254 During the Ninth Plan, an outlay of

Rs. 2,520.06 crore was allocated for the university
and higher education sub-sector against which an
expenditure of Rs. 2,270.92 crore was incurred.
(Annexure 2.5.1).

2.5.5  The Ninth Plan period saw the emergence
of separate universities for science and technology
and health sciences, autonomous colleges with the
freedom to design curricula, evolve new methods
of teaching and research, frame admission rules
and conduct examinations as well as Centres of
Excellence and the National Assessment & Accredi-
tation Council (NAAC). There are also institutions
of higher learning recognised as deemed to be

a) Consolidation and expansion of institu-  universities with their own sources of funding in
tions. addition to Government grants. The major
TABLE 2.5.1
Number of Institutions of Higher Education, Enrolment and Faculty
Year Number of Number of Students Teachers
colleges universities* (In 000) (In 000)
1950-51 750 30 2,63,000 24,000
1990-91 7,346 177 49,25,000 2,72,000
1996-97 9,703 214 67,55,000 3,21,000
1998-99 11,089 238 74,17,000 3,42,000

Note : * includes institutions that are deemed to be Universities, but excludes other institutions.
Source : UGC Annual Report 1996-97 & 1998-99 and Selected Educational Statistics, Ministry of HRD
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emphasis in strategies relating to higher education
during this period has been on an integrated
approach, with an emphasis on excellence and
equity, relevance, promotion of value education,
and strengthening the management systems.
Autonomous centres have been set up within the
university system to provide common facilities,
services and progra-mmes to universities and for
the promotion of quality.

2.5.6 It is increasingly recognised that in the
context of major economic and technological
changes, the system of higher education should
equip students with adequate skills to enable their
full participation in the emerging social, economic
and cultural environment. Universities are thus
witnessing a sea change in their outlook and
perspective. Also, information and communication
technologies are leading to fundamental changes
in the structure, management and mode of delivery
of the entire educational system.

257 Many universities have already recognised
the strategic significance of open and distance
learning and offer correspondence courses. Atthe
beginning of the decade, there were 64 universities
offering courses through correspondence. The
developments in the field of information communi-
cation technology and expansion of infrastructure
for communication all over the country have created
an unprecedented opportunity to serve the needs
of continuing education and also to meet the
demands for equal opportunity for higher education.

258 The Indira Gandhi National Open Univer-
sity (IGNOU) established in 1985, has 1.2 million
students on its rolls and offers 72 programmes. The
University has created a countrywide network of
student support structures, with 46 regional centres
and 765 study centres. It has also created a media
network and teleconferencing system to electrnically
link all distance-teaching institutions in the country.
Many departments of correspondence courses in
various universities were converted into indepen-
dent open universities during the Ninth Plan period.
There are, at present, nine open universities in the
country, all started by different states during the
nineties.
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Box 2.5.1

Tenth Plan — Objectives, Key Issues and Focus

The main objective in the Tenth Plan is to raise
the enrolment in higher education of the 18-23
year age group from the present 6 per cent to 10
per cent by the end of the Plan period. The
strategies would focus on increasing access,
quality, adoption of state-specific strategies and
the liberalisation of the higher education system.
Emphasis would also be laid on the relevance of
the curriculum, vocationalisation, and networking
on the use of information technology. The Plan
would focus on distance education, convergence
of formal, non-formal, distance and IT education
institutions, increased private participation in the
management of colleges and deemed to be
universities; research in frontier areas of
knowledge and meeting challenges in the area
of Internationalisation of Indian education.

2.5.9 The issues of access and equity are
central to the university/higher education system.
Only about six per cent of the estimated population
in the 18-23 age group is currently in the university
system. Measures to increase enrolment, including
that of the disadvantaged sections, will thus be given
attention during the Plan.

Quality Improvement/Academic Re-forms/
Relevance of Curriculum

2510 The basic issue of quality improvement
would be addressed through the modernisation of
syllabi, increased research, networking of
universities and departments and increased
allocation of funds. Networking through local area
network (LAN), wide area network (WAN),
Information and Library Network (INFLIBNET)
would also lead to increased academic activities
and research. The university system would be
expected to utilise the autonomy it enjoys for
innovations in teaching and for pursuing high quality
research. The emphasis would be on conferring
autonomous status on more colleges, provision of
the means to interact across geographical bound-
aries of institutions, improving the infrastructure,
more rationalised funding of research, integration
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of teaching, research and evaluation, and mutual
collaboration and cooperation among universities
for optimum utilisation of available resources. There
is a pressing need to improve the management and
governance of universities to better enforce financial
and administrative discipline. Decentralisation of
the university system, greater powers to faculty/
departments and nomination of students to univer-
sity bodies on the basis of merit/excellence are,
therefore, issues which would receive attention. The
accreditation process should be made more
transparent, time-bound and be progressively freed
of Government regulations and control leading to a
situation when the whole procedure would be based
on a system of public appraisal/acceptance.

2.5.11  Financing of higher education is another
critical issue. The fee structure in the universities
is abysmally low and has remained static for more
than three decades. The universities should,
therefore, make efforts to rationalise the fees and
attempt greater generation of internal resources.
The extent to which universities can hike fees needs
to be studied, including avenues for receipt of
contributions, donations, gifts, and sponsorships
from the alumni, trusts, private sector and industries.
However, utmost care needs to be taken to ensure
that the social obligation — ensuring that the poorer
students are given adequate opportunity to pursue
higher education — is not lost sight of.

University Grants Commission (UGC)

2.5.12 The UGC, the apex body responsible for
the development of higher education in the country,
has been providing financial assistance to all eligible
central, state and deemed universities, both under
Plan and non-Plan heads, for improving infra-
structure and basic facilities. The grants-in-aid
would be used for setting up central universities
especially in states that do not have one, more
autonomous colleges and providing support to
private colleges. Attempt would be made to ensure
that the socially, economically and geographically
disadvantaged sections are able to access higher
education. To encourage more women to pursue
higher studies, the number of counselling/study
centres, day care centres for children and hostels

55

will be increased during the Tenth Plan. Similar
steps will be taken for scheduled caste/scheduled
tribes (SCs/STs) students and minorities. Besides,
the activities of distance/open universities will be
supported to increase access for the northeastern
and backward areas.

2513 The UGC proposes to promote quality and
relevance in higher education in the Tenth Plan by
initiating complementary skill-oriented courses. The
career development of students will be promoted
through courses with a professional focus. A major
programme of vocationalisation of education has
already been initiated in 35 subjects at the under-
graduate level. In the Tenth Plan, new courses,
including vocational courses, relating emerging
areas such as information technology, biotech-
nology, biomedicine, genetic engineering, applied
psychology, tourism and travel, physical education
and sports would be introduced in more and more
universities. The UGC has been continuously
updating curriculum and the process has been
completed in 30 subjects in different disciplines. The
Administrative Staff Colleges (ASCs) have proved
to be good instruments for teacher training and
orientation. Efforts will be made to widen and
enhance the range and scope of ASCs and set up
more ASCs to achieve a uniform regional spread.
Steps have been taken from time to time for making
accreditation of institutions mandatory. State
Governments would be required to play a pro-active
role in the accreditation process and help NAAC in
its efforts to sensitise the stakeholders.

2.5.14 The UGC conducts a National Level Test
(NET) to ensure minimum standards for those
joining the teaching profession and taking up
research in humanities including languages, social
sciences, computer applications and electronic
sciences. The Government and the UGC will
continue to support NET and increase the number
of research fellowships. Universities and colleges
are to be provided with Intranet and Internet
connectivity to develop an IT orientation in higher
education and will also be encouraged to set up
LAN and WAN so as to enable connectivity within
the campus and among colleges/universities.
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2.5.15 Under the ongoing scheme of strength-
ening scientific research, the UGC would continue
to assist university departments, which have
achieved excellence in research in different
disciplines of science, especially in the emerging
areas of biotechnology, biomedicine, genetic
engineering, nuclear medicine, social science,
humanities etc.

2.5.16 In view of the resource crunch faced by
the UGC and the higher education system, it is
proposed to give incentives to universities/colleges,
which make efforts to increase/raise internal
resources.

Distance Education and IGNOU

2.517 The non-formal system (distance and
open learning) accounts for only a 13 per cent of
the total enrolment in higher education. Out of
7.7 million students enrolled in university and
colleges, the distance education/correspondence
courses covered only one million students. The
distance and open learning system provides
flexibility in terms of combination of courses, age
of entry, pace of learning and methods of
evaluation. The coverage of open universities
would, therefore, need to be extended to the
backward regions, remote inaccessible tribal
areas of the northeast and some of the eastern
states. At present, there are nine state open
universities and 64 Institutes of Correspondence
Courses and Directorates of Distance Education
in conventional universities. The enrolment of
distance learners in open and distance education
System is expected to rise significantly in the
Tenth Plan period. IGNOU has expanded its
regional centres and network of study centres in
the Ninth Plan period. It now has 46 regional
centres and 691 study centres. It has been
vested with the twin responsibilities of acting as
an Open University and offering need-based
education, training and extension programmes,
with special focus on the disadvantaged sections
of the society and acting as the national nodal
agency to determine and maintain standards in
distance education.
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2.5.18 IGNOU has established the Distance
Education Council (DEC) to act as the nodal agency
for distance education system at the tertiary level.
The university has adopted an integrated
multimedia instructions strategy consisting of print
material and audio-video programmes, supported
by counselling sessions at study centres. It
manages a dedicated 24-hour satellite TV channel,
Gyan Darshan, which beams educational progra-
mmes from school to tertiary level 24 hours a day.
Preparations are on to launch 40 FM educational
radio channels (known as Gyan Vani) under a
Memorandum of Understanding with Prasar
Bharati. During the Tenth Plan, IGNOU would set
up open universities in states where none exist at
present expand the activities of Gyan Darshan and
Gyan Vani. The targetis to extend the coverage of
the open learning system to the backward regions,
remote inaccessible areas of the northeast and low
female literacy blocks in some of the eastern states.

2.5.19 The Government, in April 2002, constitu-
ted the Committee on Promotion of Indian Education
Abroad (COPIEA) under the chairmanship of
Secretary, Department of Secondary & Higher
Education. With the globalisation of the Indian
economy, student mobility across national bound-
aries has increased phenomenally in the higher,
technical and management sectors. A large number
of foreign educational institutes have also started
establishing their presence in India and there is
immense potential for Indian educational institutions
to set up campuses abroad. The COPIEA will
monitor all activities aimed at promoting Indian
education abroad and will regulate the operation of
foreign educational institutions to safeguard the
interests of the students and the larger national
interest as well. To this end, a system of registration
will be introduced under which institutions will have
to furnish information on operations and adhere to
certain guidelines relating to publicity, maintenance
of standards, charging of fees, granting of degrees
etc. The COPIEA would, over a period of time,
develop a sectoral policy on foreign direct
investment in the education sector.
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Social Science Research Outside the University
System

2.5.20 The higher education system includes
research institutions that are outside the university
system. These are the Indian Council of Social
Science Research (ICSSR), Indian Council of
Philosophical Research (ICPR), Indian Council of
Historical Research (ICHR), and Indian Institute for
Advanced Studies (lIAS) and the National Council
of Rural Institutes (NCRI). As these institutes have
been doing valueable research on current political,
social and economic issues, which are of great
relevance, the Tenth Plan would be increase funding
for them. They would also be subjected to external
evaluations, including peer review, to increase their
effectiveness.

TECHNICAL AND MANAGEMENT EDUCATION

2.5.21 The technical and management education
sector has made immense contribution to the
country’s economic and industrial development. It
has produced high quality skilled, technical and
managerial manpower. Technical / management
education is provided through the Indian Institutes
of Technology (lITs), Indian Institutes of Manage-
ment (IIMs) and 17 Regional Engineering Colleges
(RECs). Other institutions in the central sector are:
Indian Institute of Science (1ISc), Bangalore, Indian
Institute of Information Technology and Manage-
ment (IITM), Gwalior, Indian Institute of Information
Technology (IlIT), Allahabad, Indian School of Mines
(ISM), Dhanbad, School of Planning and Architec-
ture (SPA), New Delhi, National Institute of Foundry
and Forge Technology (NIFFT), Ranchi, National
Institute of Training and Industrial Engineering
(NITIE), Mumbai, Technical Teachers’ Training
Institutes (TTTIs), North Eastern Regional Institute
of Science and Technology (NERIST) and Sant
Longowal Institute of Engineering and Technology
(SLIET). In addition, there are various polytechnics
and engineering colleges in the states and in the
private sector.

2522 The number of institutes has grown
phenomenally. In 1947, there were only 46 enginee-
ring colleges and 53 polytechnics with an annual
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intake of 6,240 students. Due to initiatives taken
during successive Plan periods, and particularly
because of large-scale private sector participation,
the number of All India Council of Technical Educa-
tion (AICTE)- approved technical and management
institutions has risen to 4,791 in 2001-02 with an
annual intake of 6.7 million students.

2.5.23 The Ninth Plan period saw a phenomenal
increase in the number of institutions in the technical
and management education sector in the country
with the AICTE granting approval for the setting up
of 1,715 institutions across the country mainly
through private initiatives. These cover courses/
programmes in engineering, technology, manage-
ment, architecture, town planning, pharmacy,
applied arts and crafts etc. There has also been a
corresponding increase in the enrolment of students
to meet the growing demand for quality technical/
managerial manpower, especially in the field of
information technology (IT) and IT related fields.
Networking facilities have also been upgraded.

2.5.24 There is greater use of technology in the
teaching-learning process in the lITs in transforming
pedagogy etc. The community polytechnics
scheme started in 1978-79 made substantial
contributions towards transfer of advanced techno-
logies at low cost to the rural population and cost-
effective strategies to upgrade skills.

2.5.25 A large number of central, state and
accredited technical institutions in the private sector
have benefited under the schemes of Modernisation
and Removal of Obsolescence, Research and
Development, initiated in the Seventh Plan and
Thrust Areas in Technical Education started in the
Ninth Plan. Infrastructure facilities for research and
development (R&D) have been upgraded under
these schemes. Special emphasis has been given
to strengthening the infrastructure facilities in the
premier institutes viz., lITs, 1IMs, 1ISc, RECs, etc.
Besides, the IITs and IISc have implemented
Technology Development Missions in the areas of
food processing engineering, material technology,
genetic engineering, bio-technology etc. The
Technology Development Missions, started in the
Eighth Plan, succeeded in establishing strong
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industry-institute linkages. Technologies developed
in projects carried out under different programmes
have been successfully transferred to industry.

2.5.26 Technician Education has been strength-
ened and the quality of students passing out of
Polytechnics has improved through the World Bank-
assisted state sector project which covered 279
polytechnics in nine states in the first phase and
249 polytechnics in ten states in the second phase.
The Technical Education Project lll effectively began
from January 2001 and is aimed at assisting
polytechnics in the backward areas of the northeast,
Jammu and Kashmir and the Andaman and Nicobar
Islands.

2.5.27 A National Programme of Human Re-
source Development (HRD) in IT targeting mainly

Box 2.5.2

Recommendations of the Task Force on
HRD in IT (2001)

Creating information on IT manpower.
Promoting initiatives in HRD in IT with focus
on bridging the digital divide, innovation in
pedagogy etc.

Monitoring the intake and out-turn of IT
professionals by institutes with the objective
to double intake by 2001-02 and triple it by
2003.

Setting up of exclusive IT institutes,
improving their quality, infrastructure and
promoting networking.

Launching an IT faculty development
initiative.

Evolving curriculum and courseware of IT
institutes.

Promoting technology-mediated IT educa-
tion using a web-based and multimedia
approach.

Improving connectivity.

Promoting postgraduate education and
research.

Facilitating interface with the IT industry.
Sharing investments between the central/
state governments and industry.
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IT education at the degree level and beyond, was
launched in January 2000 in pursuance of the
recommendations made by the Task Force on HRD
in IT. The components of this programme, include
upgrading of computing facilities and connectivity;
promotion of technology-enhanced IT education;
faculty development initiatives; curriculum and
course initiatives; and promotion of interface with
industry. Further, a Task Force constituted by the
Planning Commission to suggest strategies for
India’s transformation into a knowledge superpower,
has highlighted how advances in IT, biotechnology
and other emerging areas could be harnessed for
India’s economic and social development.

2.5.28 Although there is enormous growth in
capacity expansion and the turnout of world-class
technical manpower, the technical education sector
is still beset with some problems. These include
lack of adequate training programmes and highly
qualified faculty for the knowledge industries;
shortage of funds/resources for technical institu-
tions; inadequate linkages between the IITs, RECs
and other engineering institutions; etc.

Box 2.5.3

Tenth Plan — Objectives, Key Issues
and Focus

The key issues in technical and management
education during the Tenth Plan would be a
continuing focus on increasing intake; quality of
education, including research in technology.
Other issues include: faculty development;
optimal utilisation of resources through net-
working; development of information technology
education; modernisation of the curriculum;
international benchmarking; developing capacity
in new and emerging technology areas; strategic
planning and management of the technical
education system and developing the informal

sector.

2.5.29 The thrust on knowledge-based industries
calls for strengthening the existing infrastructure,
modernisation of laboratories, workshops, libraries,
computer facilities and research and development.
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2.5.30 Industry-oriented and practical progra-
mmes will be offered in selected polytechnics,
developed into centres of excellence i.e., Indian
Polytechnic Institutes (IPls) to meet the specialised
demand for middle level supervisory technical
personnel of manufacturing industries. In addition
to giving an opportunity for diploma holders to obtain
higher qualifications, this programme will also
provide the much-needed multi-skilled manpower
to industry. Such polytechnics, besides playing a
leading role in strengthening the diploma-level
education, would, also, act as model institutions.

2.5.31 Inline with the report of the R A. Mashelkar
Committee the RECs, which have great potential,
will be expanded/modernised/upgraded into
National Institutes of Technology and be conferred
the status of deemed to be universities with greater
academic and administrative autonomy.

2.5.32 Appropriate schemes will be formulated
and implemented in the Tenth Plan to enhance the
productivity of the informal sector, improve the skills
of workers and facilitate the adaptation of better
technologies. The Community Polytechnic scheme
will be restructured/expanded by including all the
AICTE-approved institutions under its ambit by the
end of the Tenth Plan. Emphasis will be given to
components relating to transfer of technology,
manpower development and technical and support
services when implementing the scheme.

2.5.33 Pharmaceutical institutions, institutions
offering courses in architecture and planning and
hotel management and catering will be supported
for starting advance level courses, R&D and
continuing education programmes.

2.5.34 The IITs and the 1ISc will continue their
work in implementing the Technology Development
Missions in various areas and providing strong
support to industry-institute-linkages.

2.5.35 The recommendation of the Rama Rao
Committee on enhancing the quality of post
graduate education and research capability through
doctoral and fellowship programmes will be
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implemented in the Tenth Plan. The Committee
recommended the enhancement of the scholarship/
fellowship rates to encourage postgraduate
education, and better networking among institutions.

2.5.36 The Tenth Plan will take up several initia-
tives for strategic planning and management of
technical education. These include an electronic
management information system (EMIS) scheme
to be supported by the AICTE at the national level
to plan the coordinated development of the technical
education system and to be implemented in selected
lead institutions. The information collected through
the EMIS will be available on-line and provide an
effective real time decision support system to central
and state governments for effective planning,
development and monitoring. It would also support
other stakeholders in taking informed decisions and
choices.

2.5.37 The National Technical Manpower Infor-
mation System (NTMIS), which gives a complete
technical manpower profile, will be strengthened
and expanded to other areas of technical education,
namely, management, pharmacy, hotel manage-
ment and catering, and applied arts. This would
assist central and state governments and the AICTE
to monitor the mismatch between supply and
demand of technical manpower and facilitate
planning and development of technical education
in the country.

2.5.38 Two schemes will be launched to optimise
resources and to make the system cost effective. One
will involve networking of similar institutions in the
areas of faculty and student exchange, joint acade-
mic and research programmes, faculty mentors, joint
consultancy, continuing education and distance
learning programmes, designing and updating
curricula, preparation of instructional material, staff
development and data and information sharing etc.
The second will attempt to avoid duplication of efforts
and wastage of scarce resources, establish common
laboratory facilities in specialised areas which will also
be shared by other institutions and used by industry
on cost-sharing basis.
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New Schemes for the Tenth Plan

2.5.39 Several new schemes are proposed in the
Tenth Plan to upgrade the quality of technical educa-
tion. With a view to making the education system
flexible and enabling students to learn at their own
time and pace, distance and web-based learning is
planned in the various engineering and manage-
ment institutions. Educational Technology Centres
will be established/strengthened at [ITs, RECs,
selected engineering colleges, management institu-
tions and TTTIls. These centres will take up
preparation of course material and use multi-media
software to put them online.

2540 Full fledged departments of bio-techno-
logy will be established at IITs, RECs, 1ISc,
Bangalore with undergraduate, postgraduate and
doctoral programmes and for the development of
new and emerging technology areas like advanced
new material technology, bio-technology, nano-
technology, bio-informatics, robotics etc. This will
provide a competitive edge to the country in the
long-term development of biotechnology potential.

LANGUAGES, BOOK PROMOTION, COPYRIGHT
ACTIVITIES AND SCHOLARSHIPS

Languages

2.5.41 India has a rich heritage of languages.
The strategies for their development find an
important place both in the National Policy on
Education, and the Programme of Action. Efforts
to promote and develop all the 18 languages listed
in the Eighth Schedule of the Constitution continued
through various ongoing central initiatives during
the Ninth Plan. The programmes include: the
appointment of teachers in Hindi, modern Indian
languages and Urdu; preparation of bilingual,
trilingual and multilingual dictionaries, teaching of
Hindi by the Central Hindi Directorate, Delhi, through
correspondence courses; development of Hindi
teaching methodologies and training of Hindi
teachers from non-Hindi speaking areas, compara-
tive linguistic studies etc., by the Kendriya Hindi
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Shikshan Mandal. Besides, there are schemes for
training of teachers in the modern Indian languages,
research in language analysis, pedagogy and
technology by the Central Institute of Indian
Languages, Mysore. Emphasis is also given to
minority languages with schemes for the deve-
lopment, promotion and propagation of Sindhi and
Urdu languages by the National Councils for
promotion of the two languages. Development of
Sanskrit through a number of interventions and
programmes of the Rashtriya Sanskrit Sansthan,
Delhi, and Maharshi Sandipani Rashtriya Veda
Vidya Prathisthan, Ujjain. Significant progress has
been made in the development of languages during
the Plan period.

Box 2.5.4

Tenth Plan —Objectives, Key Issues
and focus

The key issues during the Tenth Plan would be
using technology for the development of Indian
languages like the digitalisation of manuscripts;
upgrading pedagogical skills; preservation of
manuscripts and contemporary writing; promoting
educational development/mainstreaming of

minorities; education in human values.

2.5.42 The Tenth Plan will emphasise the follow-
ing in its approach to language development:

Development of Modern Indian languages

2.543 Taking into account the rich cultural diver-
sity of India, the development of Indian literature
will get prime attention in the Tenth Plan. Five major
projects, which lay stress on digitalisation of
manuscripts and documents, research analysis,
translation, the preservation of manuscripts and
accessibility to information, will be taken up. The
Central institute of Indian Languages and the
National Book Trust, Delhi, will play lead roles in
undertaking translation of literature into all
languages and making them available to the people
at affordable prices. The National Council for Indian
Languages will provide the necessary impetus and
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guidance for the development of Indian languages
in the Plan period. Further, special efforts will be
made to document the endangered languages.

Hindi Language and Modern Technology

2.5.44 Hindi is proposed to be developed both
as the national language (Rajyabhasha) as well as
the link language in the country. New centres of
the Kendriya Hindi Sansthan are proposed to be
opened to train Hindi teachers, and new schemes
formulated to promote the language within India and
abroad, using modern technology and through
short-term Hindi learning courses.

Promotion and Development of Sanskrit

2545 Sanskrit has a pre-eminent position
among all languages as its knowledge helps access
the vast treasures of wisdom contained in our
ancient scriptures. The Government is committed
to the development of Sanskrit, which will be done
with the help of modern technology. It is proposed
to digitalise Sanskrit classics and books in the Tenth
Plan and teach Sanskrit through self-teaching CDs
and through Internet.

2.5.46 Further, programmes will also concentrate
on the identification, collation and preservation of
ancient manuscripts. Particular attention will be paid
on promoting links between Sanskrit and science.
There is a vast treasure house of scientific know-
ledge in the ancient texts that needs to be made
available to and popularised by promoting
partnership between Sanskrit scholars and the
scientific community. Efforts will also be made
during the Plan to expedite the Sanskrit Ency-
clopedic dictionary project.

Area Intensive and Madarasa Modernisation
Programme (AIMMP)

2.5.47 The National Policy on Education accords
priority to mainstreaming of the educationally
backward and disadvantaged sections of the
society. Two centrally sponsored schemes, the Area
Intensive Programme for Educationally Backward
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Minorities (AIPEBM), and the Modernisation of
Madarsa Education (MME) have been under way
since 1993 and are meant to foster the educational
development of minorities. Since they were initiated,
1,423 schools/hostels for girls/class rooms and
other facilities have been established for the
educationally backward minorities. Modern subjects
—English, mathematics, Science and Social studies
— have been introduced in the madarsas under the
modernisation scheme. Grants are also provided
to establish and upgrade the library facilities.
Besides, the National Council for Promotion of Urdu
language has established 110 Urdu desktop publi-
shing (DTP) centres to cater to the minorities. In
the Tenth Plan, the AIPEBM and MME will be
merged to form one umbrella scheme, the Area
Intensive and Madarasa Modernisation Programme
(AIMMP) to give more focused attention to the
educational development of the minorities.
Education in Human Values (EHV)

2.5.48 The Strengthening of Culture and Values
in Education scheme, initiated in 1987, is being
implemented in line with the policy of making
education a forceful tool for inculcation of social and
moral values. It was renamed as Education in
Human Values in 1992. The scheme will sensitise
students, parents, teachers and the community and
inculcate universal and eternal values oriented
towards the unity and integrity of the country. It
envisages the elimination of obscurantism, religious
fanaticism violence, superstition and fatalism. Value
Education Centres have been set up in NCERT,
National Institute of Educational Planning and
Administration (NIEPA), the National Open School
(NOS), ICPR, IGNOU, IIT Delhi, IIM Lucknow and
UGC. Special arrangements have been made for
training of teachers in value education. It is
proposed to make the scheme more broad-based
and increase its scope by involving educational
institutions and teacher training institutes in the
states and Union Territories to seek their active
participation in the programme.

Scholarships

2.549 The various scholarship schemes are
proposed to be modified keeping in view the
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problems faced in their implementation during the
Ninth Plan, the changing educational scenario and
the need to improve the quality of education. The
schemes are to be reviewed and revised to make
them uniform and will be fully financed by the central
government.

Book Promotion

2.5.50 Book promotion activities are carried out
mostly through the National Book Trust. During the
Ninth Plan, the Trust organised three World Book
Fairs, six National and 25 Regional Book Fairs to
inculcate reading habit among the people. With
more children going to school and increased adult
literacy, there is a need to promote the availability
of books in the country.

Box 2.5.5

Tenth Plan — Objectives, Key Issues
and focus

The vision of ‘Books for All’ coincides with the
vision of ‘Education for AlIl'. This calls for the
promotion of the reading habit amongst the people
and making books available at affordable prices.
Production of quality books for children, including
textbooks and workbooks, will be a priority.

2.5.51 ‘Books for All' is the proclaimed goal for
the Tenth Plan, in line with the vision of ‘Education
for AIl'. This calls for making books available at
affordable prices. Efforts will be made to secure
easy accessibility to books for all segments of the
population. Steps will also be taken to improve the
quality of books, encourage creative writing and
protect the copyright of authors and preserve the
age-old wisdom.

2.5.52 During the Tenth Plan, the National Book
Trust will continue its efforts to increase the produc-
tion of quality books and expand the distribution
system.

Copyright

2.5.53 India is a major producer and exporter of
copyright material, namely, books, computer
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software, films and music. The major copyright
industries have registered significant growth over
the last few years. The exports of books and other
printed material has grown from Rs. 26 crore in
1986-87 to Rs. 215 crore (estimated) in 1998-99.

Box 2.5.6

Tenth Plan — Objectives, Key Issues
and focus

The phenomenal growth in the exports of copy-
right material, viz. books, computer software,
films and music, requires measures for the
enforcement of copyright. The focus during the
Tenth Plan will be on creating greater awareness
of copyright laws among the enforcement
personnel and general public, setting up separate
cells in state police headquarters, and
encouraging research in the higher education
system.

2.5.54 Several measures have been taken to
strengthen the enforcement of copyright. These
include amendment of the Copyright Rules in 1995;
the Copyright Act in 1999, and promulgation of the
International Copyright Order in 1999. Other
measures included the setting up of the Copyright
Enforcement Advisory Council, seminars/work-
shops to create greater awareness about copyright
laws among the enforcement personnel and general
public and creation of separate cells in state police
headquarters, etc. The thrust areas in copyright
and related rights in the Tenth Plan are strength-
ening of the enforcement machinery.

General Agreement on Trade in Services (GATS)

2.5.55 The GATS covers the education sector
and is listed for negotiations in the World Trade
Organisation. The process of consultation amongst
various agencies to firm up the country’s position
in this regard has been intensified and will be fully
addressed during the Tenth Plan.

PLANNING, MONITORING AND STATISTICS

2.5.56 The Ninth Plan gave priority to the review
of the implementation of the National Policy on
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Education and its Programme of Action and
consultations with the state governments/Union
Territories. Lack of timely and reliable data, which
is so vital to educational planning, has been an area
of concern.

During the latter half of the Ninth Plan, increased
attention has been given to encouraging Indian
education abroad and measures for implementing
Educational Exchange Programmes.

Box 2.5.7

Tenth Plan — Objectives, Key Issues
and focus

The key issues during the Tenth Plan would be
review of the implementation of the National
Policy on Education and undertaking research
in education planning and administration. The
Plan would also focus on providing training and
consultancy services; strengthening the
statistical machinery at the Centre, states and
Union Territories; equalisation of educational
opportunities for the disadvantaged; and educa-
tional development of the northeastern region.

Box 2.5.8

Tenth Plan — Objectives, Key Issues
and focus

India’s interface with UNESCO, international
cooperation in the field of education,
operationalisation of Educational Exchange
Programmes, encouraging Indian education
abroad, and development of the Auroville
Foundation would get increased attention
during the Tenth Plan.

2.5.57 During the Tenth Plan, efforts would be
made for continuous and effective review of the
implementation of the National Policy on Education
and the institutional mechanisms for implementing
it would be revived. NIEPA would assume a
proactive role in policy research to bring structural
changes in educational administration and in
imparting training to the administrators. The institute
would undertake and coordinate research in
education planning and administration; and provide
training and consultancy services. The statistical
machinery both at the Centre and in the states/Union
Territories is poised for a major overhaul so that
reliable and validated data is made available to
planners and administrators. Removal of dispari-
ties and equalisation of educational opportunities
to the disadvantaged and neglected regions would
also continue to receive priority attention.

Indian National Commission for Cooperation
with UNESCO

2.5.58 India has been playing an active role in
promoting UNESCO’s ideals and objectives, and
fulfilling bilateral/multilateral obligations and
international cooperation in the field of education.
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2.5.59 The Indian National Commission for
Cooperation with UNESCO (INCCU) has been
handling UNESCO work, particularly in the
formulation and implementation of its programmes
including the participation programme and review
of Education for All initiatives at the international
level. All the ongoing activities of the Commission
are proposed to be continued during the Tenth Plan.

2.5.60 A proposal to enter into separate bilateral
agreements with foreign countries independent of
the cultural exchange programmes, to strengthen
international cooperation in the field of education
will be actively pursued. The proposed exchange
programmes will include programmes for exchange
of academics, educationists, scientists, scholars and
technologists. It is also proposed to continue the
on-going schemes for strengthening of external
academic relations with enhanced provisions for
outgoing delegations.

2.5.61 The Government would continue funding
the Auroville Foundation for its maintenance and
developmental activities. The Sri Aurobindo Inter-
national Institute of Educational Research (SAIIER)
is also proposed to be funded for undertaking
research activities.
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Recommendations of Expenditure Reforms
Commission:

2.5.62 The Expenditure Reforms Commission’s
recommendations relating to the downsizing of the
Ministry of Human Resource Development and its
autonomous bodies, merger of activities etc., are
receiving attention and follow up action will be
undertaken during the Tenth Plan.

THE PATH AHEAD

2.5.63 Higher education, whether in the general
or the technical stream, must have links with all
national goals and endeavours. To this end, a large
number of centres for excellence to turn out quality
manpower in areas relevant to industry and society
need to be established with the triangular
partnership of academia, industry and government.
These institutes of excellence are essential to make
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India a knowledge superpower and would help in
retaining our competitive edge in the global
economy.

2.5.64 To ensure the quality of education, it is
necessary to make our accreditation process more
transparent, time-bound and free from the regime
of controls. Institutions like the NAAC and AICTE
should make public the benchmarks as well as other
normative standards, which are absolute minimum
requirements for starting colleges and institutes of
technical education. There is a need to enforce
these minimum standards without any dilution or
compromise. Modernisation of syllabi, examination
reforms and greater attention to issues of
governance of universities and colleges, all require
urgent attention.

2.5.65 Schemewise break-up of the Tenth Plan
outlay of Department of Secondary and Higher
Education is given in the Appendix.
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Annexure - 2.5.1

Department of Secondary and Higher Education
Ninth Plan outlay/expenditure and Tenth Plan (2002-07) approved outlay

(Rs. crore)

Sl. Name of the Scheme Ninth Plan Ninth Plan Tenth Plan
No. Allocation Anticipated approved

Expenditure Outlay

1.  Secondary Education 2,603.49 2,322.68 4,325.00
2. University and Higher Education 2,520.06 2,270.92 4,176.50
3.  Technical Education 2,373.51 2,109.54 4,700.00
4, Language Development 324 .45 298.40 434.00
5. Scholarships 25.32 3.23 52.00
6. Book Promotion 16.25 26.06 67.00
7. Planning and Administration. 65.38 21.46 70.50
Total 7,908.40 7,052.29 13,825.00
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CHAPTER 2.6

ADULT LITERACY & CONTINUING EDUCATION

2.6.1 There was a considerable degree of
awareness of the importance of adult education in
the pre-independence period though efforts at adult
education during this period were modest. This led
to the gradual emergence of the view at the policy
level that the State must shoulder the primary
responsibility in this regard. The strategy followed
immediately after Independence and in successive
Five-Year Plans to provide education to the masses
made a distinction between Universalisation of
Elementary Education (UEE) and Adult Education.
Overriding priority was given to primary education
on the assumption that the expansion of primary
education would automatically take care of problems
of illiteracy. It was only in 1977-78 that the govern-
ment decided to accord due weightage to adult
education along with the programme of UEE, and
the National Adult Education Programme (NAEP)
launched on 2 October 1978. For the first time,
Adult Education was put on the educational agenda
of the nation and thereby made central to the
development approach that was pursued. However,
the NAEP was not very successful because it was
traditional, honorarium-based, hierarchical and
government—-funded and controlled.

REVIEW OF NINTH PLAN

2.6.2  The emphasis during the Ninth Plan was
on restoring the lost momentum of the adult
education programme and making it more effective
by clarifying the administrative and financing roles
of the Centre, the states, Zilla Saksharata Samities
(ZSS), Panchayati Raj Institutions (PRIs), other local
bodies and non-government organisations (NGOSs).
Therefore, the focus was on decentralised and
disaggregated planning and implementation of
literacy, post-literacy and continuing education
programmes. The proposed measures to do this
were devolution of power from the National Literacy
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Mission Authority (NLMA) to the State Literacy
Mission Authority (SLMA) for financial sanction to
projects under the Total Literacy Campaign (TLC)
and Post Literacy Campaign (PLC) and empower-
ment of PRIs and urban local bodies to achieve
universal literacy. Other steps included increasing
the range and depth of NGOs involvement in literacy
campaigns; meeting the special needs of Scheduled
Castes/Scheduled Tribes (SCs/STs) and reducing
rural-urban and male-female disparities in literacy
through the campaign mode.

2.6.3  The element of local initiative was clearly
visible in the zilla saksharta samiti, in which the local
administration, voluntary agencies, opinion leaders,
professionals from the region as well as members
of the community were involved in the process of
imparting functional literacy. After activities relating
to building an environment for education (in which
the community is informed, sensitised, motivated
and mobilised through kala jathas, rallies, wall
writings, posters, melas and the use of locally
relevant traditional folk forms), the identification of
learners and volunteers is undertaken.

2.6.4  The NLM programme was revamped in
1999 to remove some lacunae. While increasing
the scope of the programme, the parameters and
norms of financial assistance of schemes under
NLM were substantially enhanced. The main
features of the revised scheme were.

An integrated Literacy Campaign amalga-
mating all the features of earlier TLC/PLC
phases.

Full freedom to zilla saksharta samitis to
attempt synergies with those of local youth
clubs, mahila mandals, voluntary agencies,
PRIs, small-scale industries, cooperative
societies, etc.
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The Continuing Education scheme
encompassing removal of residual
illiteracy, programmes catering to
individual interest and aptitude, skill
development, rural libraries, etc., would
allow for opening of Continuing Education
Centres (CECs) in every major village.

Maijor role for NGOs.

Strengthening of State Resource Centres
(SRCs).

Enlarging the activities of the Jan Shikshan
Sansthans to enable them to function as
the repositories of vocational/technical
skills both in urban and rural areas.

26.5 The NLM has covered 96.64 million
persons under various adult literacy schemes up to
December 2001. At present, out of 593 districts in
the country, 160 districts are covered under TLC,
264 under PLC (including 30 under the Rural
Functional Literacy Programme) and 152 under the
Continuing Education Programme. NLM is now
engaged in the task of imparting functional literacy
to persons in the 15-35 age group and has set the
following medium-term goal for itself (Box 2.6.1).

Box 2.6.1
Goals for Literacy

» To achieve a sustainable threshold literacy
level of 75 per cent by 2005.

Programmes/Schemes in Adult Education

Literacy Campaigns and Operation Restoration

2.6.6 Under the revised NLM scheme, an integ-
rated approach to literacy is being followed since
April 2000. The new approach envisages the
integration of the activities of basic teaching-learning
with post-literacy activities to ensure a smooth
transition from TLC to Post-Literacy Programmes
(PLP). Now, itis possible to take up TLC and PLP
activities concurrently as the two operational stages
of the learning continuum draw their financial
sustenance from a single budgetary provision. In
cases where TLC has stagnated, for reasons
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beyond the control of the local zilla saksharta samiti
like natural calamities, absence of political will,
transfer of the collector, lack of grassroot mobili-
sation etc., itis possible, under the revised scheme,
to formulate strategies for restoration of these
campaigns.

2.6.7 The funding pattern of literacy
campaigns is 2:1 shared between the Centre and
the state government for normal districts. In the
case of districts under the Tribal Sub-Plan (TSP)
the ratio is 4:1. The per learner cost for one year
for a TLC and PLP has been revised upward to
Rs. 90-180 for the TLC, and Rs. 90-130 for the
PLP with effect from 1 April 2000. The normal
time span of a TLC is set at 18 months and that
for PLP 12 months. The districts would thus
complete the basic literacy and post-literacy
activities within a period of 30 months and
establish the necessary infrastructure. The Rural
Functional Literacy Projects scheme is absorbed
into the scheme of Literacy Campaigns and
Operation Restoration, which caters to people
who have relapsed to illiteracy.

Scheme of Continuing Education

2.6.8 The Continuing Education scheme pro-
vides a learning continuum to the efforts of TLCs
and PLPs and has been sanctioned for 152 districts
till 31 March 2002. Under the scheme, the main
thrust is given to setting up CECs and Nodal
Continuing Education Centres (NCECs) which
function as focal points for providing learning
opportunities and facilities such as library, reading
room, learning centres, sports centres, cultural
centres and other programmes catering to individual
aptitude. In line with the existing guidelines, each
CEC serves a population of 2,000-2,500 with the
norm being relaxed in sparsely-populated areas.
One NCEC is set up for a cluster of eight to ten
CECs to oversee and monitor their activities.

2.6.9 The norms of financial assistance under
this scheme have been revised upwards from 1 April
2000. Accordingly, the NCEC and the CEC are
provided non-recurring one-time assistance of Rs.
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45,000 and Rs 25,000 respectively once in five
years. In addition they get a recurring grant of the
same amount each year, 10 per cent of which is
provided as administrative cost for each centre.

Support to Non-Governmental Organisations

2.6.10 Under the scheme, initiated in 1988, funds
are released by the Centre to the SRCs, which are
managed by NGOs or universities. The SRCs are
expected to provide academic and technical
resource support to the programmes of adult
education. The scheme was revised for the Ninth
Plan and the following major changes were
incorporated:

(i) Financial support to SRCs has been
enhanced from Rs. 30 lakh to Rs. 60 lakh
in case of category A SRCs and from Rs.
25 lakh to Rs. 40 lakh in case of category
B SRCs. Category C was abolished.

Provision has been made for a one-time
grant to the SRCs for infrastructural
facilities

Provision has been made for NGOs to
undertake area-specific continuing educa-
tion projects as well.

2.6.11  Under the scheme of support to NGOs,
voluntary agencies are encouraged and financial
assistance is provided for various activities such
as:

Running post-literacy and continuing
education programmes with the objective
of total eradication of illiteracy in well-
defined areas;

undertaking resource development
activities through the establishment of
SRCs;

organising vocational and technical
education programmes for neo-literates;

promoting innovation, experimentation and
action research;

conducting evaluation and impact studies;
and
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organising symposia and conferences,
publication of relevant books and
periodicals and production of mass media
support aids.

Jan Shikshan Sansthan

2.6.12 The Jan Shikshan Sansthan scheme,
which started in 1988, is meant to promote
educational, vocational and occupational develop-
ment of literates, neo-literates, semi-literates and
un-lettered persons. These act as Resource
Support Agencies especially in regard to organising
vocational training and skill development progra-
mmes. During the Ninth Plan, the scheme has been
strengthened with enhanced funding and a wider
scope and area of operation. The focus of the
scheme is now shifting from industrial workers in
urban areas to the socio-economically backward
and educationally disadvantaged groups in urban
and rural areas, such as neo-literates, semi-
literates, SCs/STs, women and girls, slum dwellers,
migrant workers etc. A total of 108 Jan Shikshan
Sansthans have been set up in the country, of which
50 were set up in the Ninth Plan period.

2.6.13 The financial performance of the adult
education sector during Ninth Plan is given in Table
2.2.2 of Chapter 2.2. Scheme-wise break-up of the
Tenth Plan outlay is given in the Appendix.

Box 2.6.2
PADNA BADNA ANDOLAN

A programme for adult literacy in
Madhya Pradesh

To achieve the aim of total literacy, the Madhya
Pradesh government launched a new programme
called Padna Badna Andolan in 1998. Under the
scheme, illiterate adults who are interested
becoming literate form a group in a village and
propose the name of a person who could teach
them and make them literate as per National
Literacy Mission’s norms. The teacher, called
Guruiji, is entitled to get Rs. 100 per person as
guru dakshana, the cost of which is borne by the
state government. The other learning costs are
met under TLC/PLC programme.
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GOALS, TARGETS AND STRATEGIES FOR THE
TENTH PLAN

2.6.14 Inthe field of adult education, the National
Literacy Mission is in place with clear focus and
medium-term goals. The Tenth Plan targets for adult
education are:

e To achieve full literacy, i.e., a sustainable
threshold level of 75 per cent by 2005.

e To cover all left-over districts by 2003-
2004.

e  Toremove residualiilliteracy in the existing
districts by 2004-05.

e  Tocomplete Post Literacy Campaign in all
districts.

e To launch Continuing Education
Programmes in 100 districts by the end of
the Plan period.

2.6.15 llliteracy is largely a problem of social
groups among whom literacy rates are low and who
also suffer from other handicaps which make it
difficult for them to participate in the adult education
programme. It is, therefore, most important to
ensure greater participation of these groups in future
adult education programmes. This requires a
focused attention to their needs and problems and
to the adoption of specific measures to suit their
requirements. The focus in the Tenth Plan would
shift to residual illiteracy and catering to difficult
segments of the population. This means that all
the left-over districts and the left-over harder-to-
reach groups would need to be targeted specifically.
The schemewise break-up of Tenth Plan outlay for
Adult Litcracy is in Annexure.

Initiatives Proposed for Tenth Plan

2.6.16 Some of the specific initiatives proposed
for the Tenth Plan include:

e  Totackle residualilliteracy in districts which
have entered the post-literacy and
continuing education phase, basic literacy
programmes would be taken up along with
Continuing Education.
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Flexibility would be built into the operation
of the scheme and innovative programmes
designed to meet specific requirements of
tribal pockets, areas with low literacy,
including pockets with low female literacy.

Exchange visits between different districts
for sharing of experiences and educating
voluntary instructors of new districts would
be encouraged.

Cooperation would be sought from all
sections like educational, social, cultural,
religious and other institutions to make the
adult education programme self-reliant in
terms of finance, implementation and
monitoring.

Institutional linkages with other
departments like those of Youth Affairs and
Sports, Rural Development, Health and
Family Welfare would be developed so that
infrastructural and manpower
requirements are complemented.

NLM would integrate literacy with
vocational and technical skills and with
income generation activities and
programmes to improve the quality of life,
all of which have a significant impact on
generating demand for literacy. To achieve
this, strategic plans would be drawn up in
a time-bound manner so that the require-
ments and sensitivities of the target group
are taken into account. For the
development of innovative programmes,
the assistance of NGOs, SRCs, Jan
Shikshan Sansthans, PRIs and other local
bodies would be taken.

There would be greater decentralisation of
administrative and managerial activities of
NLM to SLMAs. The latter would be
required to frame policy guidelines based
on district-specific requirements. The
decentralisation would be carried further
to the panchayat level and action plans
would be prepared based on the demand
coming from the people themselves.

The Adult Education programme and the
Sarva Shiksha Abhiyan would go hand in
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hand to facilitate a wider process of
community development and
empowerment.

Programmes/Schemes in Adult Education

Literacy Campaigns and Operation Restoration

2.6.17 The focus in the Tenth Plan would be to
consolidate the already-sanctioned TLC projects
in order to ensure their successful completion.
Under the revised scheme, it is envisaged that
basic teaching learning activities would be
integrated with the post-literacy activities to
ensure a smooth transition from TLC to PLP.
Special focus has to be given to problems of
disadvantaged groups like SCs/STs and women.
Regional disparities and special problems of low
literacy states like Uttar Pradesh, Bihar,
Rajasthan, Madhya Pradesh, Andhra Pradesh,
Jammu and Kashmir, Jharkhand and Chattisgarh
have to be given greater attention. Priority must
be given to the states where the literacy rate is
below the national average and low female
literacy districts.

Continuing Education Programme

2.6.18 Under this programme, priority would
continue to be given to the identification and
setting up of CECs and NCEC:s, identification and
training of reading rooms and libraries and the
acquisition of audio-visual material and other
infrastructural facilities. The NCECs/CECs would
be developed at various levels. These would act
as (a) centres of convergence of all development
programmes in the village/community; (b) centres
of learner’s participation, providing relevant
teaching-learning material, and of regular
monitoring of programmes; (c) data banks
containing an inventory of traditional and
contemporary art and crafts, existing resource/
raw material and infrastructural facilities; and (d)
centres for designing and implementing the
various target-specific programmes which require
identification of areas which would require
collaboration with other agencies.
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Jan Shikshan Sansthans

2.6.19 With the rapid expansion of TLCs and
PLPs, the demand for skill development has
increased. Therefore, the Jan Shikshan Sansthans
scheme would aim at improving the effective skills
and the quality of life of its beneficiaries. During
the Tenth Plan, this will be done by the following
measures:

The scheme will concentrate on rural
areas primarily targeting neo-literates,
semi-literates, women and the SCs/ STs;

at least 30 per cent of the beneficiaries of
the scheme must be neo-literates;

the literacy contents in Jan Shikshan
Sansthan courses will be increased. A non-
literate or neo-literate joining a vocational
training course should get an opportunity
to strengthen his or her literacy skills
through the Jan Shikshan Sansthans;

the teaching-learning material for vocational
training and skill development progra-
mmes will be planned in consultation with
the SRCs and zilla saksharta samitis;

the Jan Shikshan Sansthans would take
up vocational programmes which have
employment potential in consultation with
the zilla saksharta samitis;

it will provide academic support to the Zilla
Saksharta Samitis in organising vocational
programmes in the Continuing Education
scheme

the Jan Shikshan Sansthans will be
encouraged to undertake innovative
programmes; and

the Jan Shikshan Sansthans will have to
run 10 to 15 CECs and atleast one NCEC
directly under it in consultation with the
Zilla Saksharta Samiti.

Supportto NGOs

2.6.20 It is expected that the NGOs would take
up more innovative projects, which would serve as
examples for making policy changes by the NLM.
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The SRCs will, over the time, have to develop more
expertise in training and implementation of
Continuing Education schemes, which would start
in most districts by the end of the Tenth Plan. The
functions of the SRCs in the Tenth Plan period are
envisaged as:

Development of literacy materials (primers
for TLC/PLP), neo-literate material (books,
booklets etc.) and other forms of literature;

development of training manuals for
different levels of functionaries;

imparting training for key resource
persons, preraks, voluntary instructors,
master trainers and district coordinators;

development of audio-visual aids for adult
education programmes;

coordination with the media (both
electronic and print media);
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monitoring and evaluation of literacy
programmes being implemented by Zilla
Saksharta Samitis, NGOs etc.;

conduct research studies for the improve-
ment of strategies for adult education
programmes; and

innovations in the field of adult education.

THE PATH AHEAD

2.6.21 A firm view needs to be taken on the
content and the reach of the Adult Literacy
Programme. Through the schemes of continuing
education and distance education it has to be
ensured that all the neo-literates do not lapse into
illiteracy. Equally important will be the need to
enhance the opportunities for their vocational
training to enable them to earn a living after they
have achieved literacy.




CHAPTER 2.7

YOUTH AND SPORTS

YOUTHAFFAIRS

271 While the role and contribution of youth is
of vital importance in all countries, it is particularly
significant in a country like India where the propor-
tion of the youth in the country’s overall social and
demographic profile is continuously increasing.
According to the 2001 Census, there were approxi-
mately 355 million people in the 15 to 35 age group,
74 per cent of whom lived in rural areas. The
number is expected to rise to approximately 510
million by 2016. Both central and state governments
need to harness the energies of this large group,
providing them with adequate infrastructure of world
standards for excellence in sports at national and
international levels.

Achievements since Independence

2.7.2  Theimportance of youth in national deve-
lopment has been a recurring theme in all Five-Year
Plans. The National Discipline Scheme was
introduced in the Second Plan and continued in the
Third Plan. The Fourth Plan gave special emphasis
to the needs of the youth and to leadership training.
Support was provided to voluntary organisations to
participate in youth development programmes.
Community service was developed as an integral
part of the educational curriculum. The Fifth Plan
laid emphasis on the expansion and strengthening
of the National Service Scheme (NSS) and the
Nehru Yuva Kendras (NYK). The National Service
Volunteer Scheme (NSVS) was launched during this
Plan period. In the Sixth Plan, an effort was made
to have effective coordination of different
programmes.

2.7.3  The sector received a major boost in the
Seventh Plan, when a National Youth Policy was
framed and a Plan of Action formulated in 1992.
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Plan allocations saw an eight-fold increase, from
Rs. 26.54 crore in Sixth Plan to Rs. 306.35 crore.
The Ministry of Youth Affairs and Sports made major
strides during the Eighth Plan period. The number
of NYKs went up from 398 to 500, the number of
youth clubs affiliated to the Nehru Yuva Kendra
Sangathan (NYKS) touched 1.79 lakh and 1.3
million volunteers were enrolled under the NSS by
the end of the Plan period. The Eighth Plan and
the National Youth Policy laid stress on organising
the youth for promoting national and cultural
integration by fostering interaction between young
people from different parts of the country, especially
those from the isolated border and tribal areas. It
also emphasised awareness building and involve-
ment of the youth in social programmes relating to
literacy, environment, health and family welfare and
community development. The allocation for youth
and sports programmes was increased to Rs. 349
crore and then to Rs. 826.09 crore in the Ninth
Plan.

Thrust in Ninth Plan

274 The thrust in the Ninth Plan was on
harnessing yuva shakti (youth power). The National
Youth Policy emphasises:

1. Involving young persons in various
community-based nation building activities
and a new scheme called National
Reconstruction Corps (NRC) to involve
youth volunteers in such activities.

2. Youth empowerment and gender justice
through an inter-sectoral approach.
3.  Providing special attention to education,

training and employment, health, environ-
ment, sports, recreation and leisure, art
and culture, science and technology, etc.
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4. Developing the interest of youth in deve-

lopment-oriented programmes.

Review of Performance in Ninth Plan

2.7.5  During the Ninth Plan, the NYKS was able
to extend its activities to a larger number of villages
and it now has offices in almost 500 districts. The
NYKS took up several new initiatives to involve the
rural youth - by motivating them to organise
themselves into youth clubs and self-help groups.
Schemes like the NSVS, Financial Assistance to
Youth Clubs, Award to Outstanding Youth Clubs and
Youth Development Centre have been successful
in encouraging young people to take up
development-oriented programmes. The NYKS also
took up major programmes under the Swarnajayanti
Gram Swarozgar Yojana (SGSY), being
implemented in collaboration with Ministry of Rural
Development. The objective of the programme is
to bring selected below poverty line (BPL) youth
above the poverty line in three years. Watershed
management programmes are also being
implemented by the NYKS. In addition, the NYKS
have also undertaken assistance to disabled
persons for providing aids and appliances, running
of 100 old age day care centres, 30 Gandhi
Millennium Youth Peace Centres, wildlife watch
centres, National Youth Cooperatives, and United
Nations Development Programme (UNDP)-NYKS
Youth Volunteers Against Poverty Awards Progra-
mmes. The coverage under NSS increased to more
than 1.7 million students.

Approach for the Tenth Plan

2.7.6  Adolescent youth in the 10-19 years age
group numbered 230 million, accounting for 22.8
per cent of the population. It is proposed to target
this segment of the youth population through
specific intervention strategies that will focus on
youth and power, gender justice, youth health and
responsible living.

2.7.7  The major thrust will be on involving the
youth in the process of national planning and
development and making them the focal point of
development strategy by providing proper
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educational and training opportunities, access to
information on employment opportunities including
entrepreneurial guidance and financial credit, proper
platforms for developing qualities of leadership,
tolerance and open mindedness, patriotism, etc.

2.7.8  The Ministry of Youth Affairs and Sports
will play a pro-active and catalytic role in exploring
and identifying employment opportunities for the
youth in coordination with other ministries and
departments so as to optimally utilise the
investments in various youth-related schemes. The
Ministry will also play an active advocacy role in
promoting gender justice by sensitising the youth
towards gender issues.

279 Youth activities will focus on providing
quality health services and will ensure that the youth
have access to information relating to reproduction,
health issues, managing alcoholism, drug addiction,
etc. Itis necessary to address the problem of youth
with special needs.

2.7.10 Value-based education will be imparted
which will focus on respect for elders, tolerance for
others’ beliefs and religions, compassion towards
the poor and needy. The youth will be involved in
the protection and preservation of nature. Steps
will be taken to increase their awareness of India’s
cultural heritage and history.

2.7.11 Adolescents need particular attention and
concentrated efforts are required to build a relatively
stable place in society for them and help them
overcome the barriers to healthy development.

2.7.12 Efforts will be made for networking
between government and non-government organi-
sations (NGOs) in youth development.

Action Plan for the Tenth Plan

2.7.13 Major expansion of the NYK and NSS with
emphasis on vocational training and employment
promotion will be the lynchpin of youth programmes
in the Tenth Plan. The Ministry of Youth Affairs and
Sports will establish effective linkages with all
departments and agencies involved in youth
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development work at the Centre and in the states.
Expansion of NYKS to cover all the districts and
mobilising and empowering the youth by
strengthening the youth club movement to cover at
least 50 per cent of the six lakh villages will also be
undertaken. However, a thorough evaluation of the
activities of NYKS would be necessary before doing
this. Such evaluation can substantially improve the
efficiency of the organisation and utility of the
scheme which it operates.

2.7.14 The Youth Development Centres (YDCs)
will be expanded to achieve the ultimate objective
of one youth development centre in each of the
country’s 5,000 blocks. The YDCs are to be made
centres of information for youth and eventually
information technology (IT) centres. The value of
such centres will be enhanced by associating and
collaborating with the Department of Information
Technology.

2.7.15 More youth clubs, which have been the
focal point of youth activities, will be established so
as to provide a platform for young people to raise
issues concerning them.

2.7.16 All categories of youths, including rural
youth, should get an opportunity to participate in
various schemes like the National Cadet Corps
(NCC), NSS, Scouts and Guides and NRC. The
activities of the NSS network will be expanded to
cover all degree colleges and +2 schools while the
NRC will extend its reach to 500 districts by the end
of the Tenth Plan period.

2.7.17 With a view to making the Rajiv Gandhi
National Institute for Youth Development (RGNIYD)
a truly national centre for information, docu-
mentation, research and training concerning youth
matters, the Institute will be provided additional
resources in terms of both manpower and
equipment.

Programmes for Adolescents

2.7.18 Adolescents have very special and distinct
needs. ltis essential to invest in them, as they are
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the future of the country. The mostimportantissues
regarding the adolescents are: health, nutrition,
education, both formal and non formal, vocation,
recreation and sports, child labour, children in
difficult situations, alcohol and drug abuse.

2.7.19 All adolescents must be made aware of
issues like safe motherhood, reproductive health
rights, sexuality and sexual responsibility, age of
marriage, and first pregnancy, family size, health
care, hygiene, immunisation, HIV/AIDS prevention,
the importance of education, particularly of girls,
drug and alcohol abuse. They should also have
some legal literacy and be made aware of vocational
opportunities and career planning.

2.7.20 A scheme for adolescents is proposed to
be launched in the Tenth Plan. The establishment
of a National Youth Centre and State Youth Centres
with outright capital grants by the Centre has also
been proposed. These centres will provide a forum
for the youth to debate issues concerning them and
the nation at large, give expression to their abundant
creative energies and exhibit their talents.

2.7.21 There are certain sections of youth who
suffer from physical and mental disabilities. The
Department of Youth Affairs should become the
nodal agency for coordinating and monitoring the
various facilities and services meant for them.

2.7.22 While designing the content of progra-
mmes for adolescents it would be highly beneficial
to obtain the views and suggestions of the Ministry
of Social Justice and Empowerment, Department
of Women and Child Development as well as those
of the Ministry of Rural Development.

SPORTS

Achievement Since Independence

2.7.23 The importance of physical education,
games, sports and yoga for health and physical
fitness with a view to increasing individual produc-
tivity cannot be ignored. The value of sports as a
means of promoting social harmony and discipline
is well recognised the world over.
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2.7.24 Successive Plans have laid emphasis on
sports and physical education and the sector got
additional importance in 1984 when a separate
department for sports was created, which was later
made a separate ministry in 1999. The National
College of Physical Education and National Institute
of Sports were established during the Second Plan
and sports facilities like stadia, swimming pools and
open-air theatres were constructed. The National
Coaching Scheme was launched during the Third
Plan, while allocations for physical education,
games and sports were increased during the Fourth
Plan. Coaching facilities were expanded in the Fifth
Plan period. The Sixth Plan laid emphasis on
spotting and nurturing young talent in different sports
and set up facilities in different institutions for
promising sports persons. Adventure sports were
promoted during the Seventh Plan along with
emphasis on the development of sports infra-
structure at the grassroot level and laying of
synthetic tracks. A National Sports Policy was
formulated on the basis of which a Plan of Action
was formulated in 1992. Many rural schools were
assisted in developing playgrounds and buying
sports equipment. Talented school children in the
9-12 age group were identified and special training
was imparted to sportspersons under the Special
Area Games (SAG) and Sports Project
Development Area Centres (SPDA) schemes.

Ninth Plan Review and Achievements

2.7.25 Then Ninth Plan also attempted to develop
excellence in sports, provide more scientific
facilities, foster the establishment of sound princi-
ples of sports physiology and medicine with the
requisite quality of manpower relevant to the training
needs of sportspersons. In addition, it addressed
the following issues:

° enhancement of the competence and
skills of coaches.

° promotion of sports and physical educa-
tion among girls and people in the rural
areas.

o participation of state governments in
developing a comprehensive plan for the
development of sports.

o creation of sports infrastructure, including
synthetic playing surfaces, and making
these available to the public.

° promotion of people’s participation in
various sports activities; and

o financial assistance, including scholar-
ships, to national federations of different
sports and promising sportspersons as
well as for the promotion of rural sports.
Ninth Plan targets, both physical and
financial, have largely been met.

Approach for the Tenth Plan

2.7.26 There is an immediate need to create a
network of basic sports infrastructure throughout
the country and higher level of infrastructure at the
district, state, and regional centres of the Sports
Authority of India (SAl). It is even more important
to provide access to these facilities. Modern
equipment and training facilities at par with those
available in developed countries would be provided
to sportspersons to enable them to compete in
international events. Efforts will be made to improve
coaching skills and raise them to international
standards and to the training and development of
sports scientists, judges, referees and umpires.
Emphasis will be laid on basic as well as applied
research in sports-related fields. A drug-free
environment will be created by designing effective
checks to eliminate drug abuse. Except for a few
popular sports, which attract private sponsorship,
the majority of sports activities are devoid of any
career opportunities for sportspersons. Hence,
there is a need to have definite incentives for
sportspersons in the form of job reservation and
awards.

2.7.27 A multi-sectoral approach will be adopted
for resource generation by tapping private and
public sector resource to promote and develop
sports activities. Corporate houses will be asked
to adopt particular disciplines as well as sports-
persons for long-term development. A National
Sports Development Fund has been created with
100 per cent income tax exemption for donors.
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2.7.28 While the central government would focus
its attention on achieving excellence at the national
and international level, state governments will focus
on broad-basing of sports. High priority will be given
to the promotion of sports in schools and rural areas,
and panchayats and youth and sports clubs will be
mobilised to promote sports. Sports disciplines will
be prioritised on the basis of proven potential,
popularity and performance and greater emphasis
will be given to junior and sub-junior levels. The
mass media will be mobilised for fostering a sports
culture in the country.

2.7.29 An annual sports calendar of national
championships at various levels will be prepared
and participation in international events by various
federations will be encouraged. The working of
federations/associations has to be more trans-
parent, democratic, professional and accountable.
The central government will formulate a model
organisational structure as well as a set of guidelines
and, if necessary, enact a suitable legislation.

2.7.30 A decision has also been taken to bring
all the sports-related schemes under the following
six categories; (i) schemes relating to infrastructure;
(i) schemes relating to talent search and training;
(iii) schemes relating to events including the holding
of national/international sports events; (iv) schemes
relating to awards; (v) schemes relating to
institutions; and (vi) incentives for the promotion of
sports activities. New programmes such as setting
up sports state academies, recreational sports and
adventure sports will be taken up. A drug free
environment is to be created by way of designing
effective checks to eliminate drug abuse in Sports.

Action Plan for the Tenth Plan

2.7.31 Adequate sports infrastructure will be
created in schools and colleges. All urban bodies
should earmark open spaces for playgrounds
whenever new colonies are being developed. Con-
version of playing fields into housing/commercial
complexes must be prohibited. The establishment
and development of sports infrastructure should be
taken up as an activity under the NSS/NYK as well
as through schemes of the Ministry of Rural
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Development, with local bodies also being involved.
State governments should be responsible for the
creation of sports infrastructure at the district and
tehsil levels, while regional centres of the SAl must
take up development of higher level of sports
infrastructure at the district and state headquarters.
A tie-up with sports hostels and state-level training
centres may be worked out to ensure better
utilisation of these facilities.

2.7.32 State governments should provide funds
for broad basing of sports with financial assistance
from the central government.

2.7.33 Sports activities should be selected for
promotion keeping in mind the facilities available,
particularly in rural areas. As far as possible, disci-
plines which do not require much equipment such
as kho-kho, kabaddi, volleyball, track events and
long jump in athletics should be selected. The
Ministry of Rural Development should play an active
role in the promotion of sports in rural areas. The
Ministry should extend assistance to the panchayats
for the creation and maintenance of play fields and
for providing sports equipment.

2.7.34 Routine sports programmes in village
schools should be entrusted to the physical
education teacher or any other classroom teacher.
The physical and mental fitness of students will
improve through participation in sports and this, in
turn, will contribute to an improvement in their overall
performance. This will also make the parents realise
the importance of their children participating in
sports.

2.7.35 Municipalities and municipal corporations
should also contribute to the development of sports
by ensuring the maintenance of playgrounds, stadia
and swimming pools and by involving a larger
number of youth in sports activities, besides
supplying the required quality of sports equipment.
They must also organise competitions for all the
Asian Games disciplines, particularly those which
are popular at the local and state level. Town
Planning rules should not merely provide for play
fields, sports fields, vayayamshalas / gyms etc in
new areas at the planning stage but should actively
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protect and maintain the existing sports
infrastructure from encroachment.

2.7.36 The central and state governments should
review the status of the physical education colleges
and take appropriate measures to improve the
curriculum, the quality of teaching staff and the
infrastructure.

2.7.37 In each state, Kendriya Vidyalayas and
Navodaya Vidyalayas identified as sports schools
may be allotted two to three disciplines to avoid
overlapping and to cover all the Asian Games
disciplines. This competition will help us make a
mark in the international sports arena. These pace
setting schools should have the basic minimum
sports infrastructure and facilities.

2.7.38 Though inter-university competitions in
various disciplines are held each year, inter-college
programmes need to be strengthened. It should be
obligatory for all the colleges to organise inter college
competitions and to participate in university-level
competitions. The inter-university programme should
be made more attractive in order to encour-age
students to participate in various competitions at the
college and university levels. The strength-ening of
the university sports programme would contribute to
improving the performance of national teams.

2.7.39 Inorderto provide talented sportspersons
with good quality equipment, the domestic sports
industry should be given incentives for manufact-
uring equipment of international standards. Till that
time, good quality equipment needs to be imported.

2.7.40 The procedures relating to identification
of disciplines, selection and preparation of sports
persons/teams, identification of national coaches,
selection of sportspersons for coaching camps,
selection of venues of camps, designing of physical
fitness/medical/skill tests and the need for additional
facilities for substantive coaching camps would all
be taken into account when preparing a practicable
Plan for building up the wining capabilities of
sportspersons.

2.7.41 Sports federations, state governments as
well as private and public sector organisations would
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have to be fully involved in the formulation and
implementation of the Plan. However, such a short-
term Plan must have a long-term perspective of
broad-basing the sports with a view to achieving
physical fitness for all and promoting excellence
through spotting and nurturing talent. The elements
of this long-term Plan are:

Creation of a sports climate in the country
and generating a consciousness in every
citizen of the need to be physically fit and
to participate in games and sports. This
requires setting up of infrastructure in a
planned manner and more efficient use
of available infrastructure and coaching
facilities with promotional activities like
‘Bhartiyam’, a programme on national
integration.

Establishment of a pyramidical structure
for sports promotion beginning with
primary and secondary schools and going
up to college level. In order to develop
these resources centres, an adequate
number of physical education teachers are
required. Besides playgrounds in schools
and creating the necessary ‘encouraging’
environment for students, there is need
to provide adequate support to the SAG
and National Sports Talent Contest
(NSTC) schemes, which provide oppor-
tunities to potential sportspersons in tribal,
remote and rural areas. There is also a
need to have separate infrastructure for
sports institutions.

For excellence in sports, a backup of
improved technology is necessary.

Specific efforts should be made to tap
indigenous potential for swimming in
coastal areas, and archery in tribal areas.

Sports schools should be set up in states
in collaboration with the private sector by
providing them attractive incentives.

Sports and physical education should be
integrated in the educational curriculum.

A policy needs to be evolved for promoting
the participation of NGOs and industrial
houses in sports.
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The Ministry of Youth Affairs and Sports
should formulate a special scheme for the
promotion of sports and games for
disabled persons.

THE PATH AHEAD

Programmes for Adolescents:

2.742 Anewscheme foradolescentsis pro-posed
to be launched in the Tenth Plan. This is aimed at
sensitising them on issues like safe motherhood,
reproductive health rights, sexuality and sexual
responsibility, age of marriage and first pregnancy,
health care, hygiene, immunisation, HIV/AIDS
prevention, the importance of education, particularly
of girls, drug and alcohol abuse etc. It will also provide
them legal literacy and make them aware of vocational
opportunities and career planning.

Setting up of State Sports Academy

2.7.43 The objective of this new scheme is to
select best talent in sports in the 10-13 age group

and groom them to achieve excellence at the
national and international level. It is proposed to
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set up a State Sports Academy in every state in
partnership with the corporate sector.

Scheme of Dope Test

2.7.44 The scheme aims at the prevention of drug
abuse in sports by providing adequate facilities for
dope tests, creating awareness of the issue
amongst athletes, parents, coaches, doctors, scien-
tists, and sports governing bodies. It will provide
for educational programmes, establishment of
accredited dope control laboratories and provisions
for dealing with offenders.

2.7.45 While creation of adequate sports infra-
structure in schools and colleges will continue to
receive attention, the SAI will take up the develop-
ment of higher level of sports infrastructure at the
district and state headquarters.

2.7.46 Scheme-wise break-up of the Tenth Plan
outlay of Ministry of Youth Affairs and sports is given
in the Appendix.
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CHAPTER 2.8

HEALTH

Introduction

2.8.1 Improvement in the health and nutritional
status of the population has been one of the major
thrust areas for the social development program-
mes of the country. This was to be achieved through
improving the access to and utilization of Health,
Family Welfare and Nutrition services with special
focus on under served and under privileged
segments of the population. Over the last five
decades, India has built up a vast health infra-
structure and manpower at primary, secondary and
tertiary care in government, voluntary and private

sectors. These institutions are manned by professio-
nals and paraprofessionals trained in the medical
colleges in modern medicine and ISM&H and
paraprofessional training institutions. The population
has become aware of the benefits of health related
technologies for prevention, early diagnosis and
effective treatment for a wide variety of illnesses
and accessed available services. Technological
advances and improvement in access to health care
technologies, which were relatively inexpensive and
easy to implement, had resulted in substantial
improvement in health indices of the population and
a steep decline in mortality (Table 2.8.1).

Table 2.8.1: Time Trends (1951-2000) in Health Care

1951 1981 2000

SC/PHC/CHC 725 57,363 1,63,181(99-RHS)
Dispensaries & Hospitals (all) 9209 23,555 43,322 (95-96-CBHI)
Beds (Pvt. & Public) 117,198 569,495 8,70,161 (95-96-CBHI)
Doctors (Modern System) 61,800 2,68,700 5,03,900 (98-99-MClI)
Nursing Personnel 18,054 1,43,887 7,37,000 (98-99-INC)
Malaria (cases in million) 75 2.7 2.2
Leprosy (cases/ 10,000 population) 38.1 57.3 3.74
Small Pox (no. of cases) >44,887 Eradicated

Guineaworm (no. of cases) >39,792 Eradicated
Polio (no. of cases) 29709 265
Life Expectancy (Years) 36.7 54 64.6 (RGI)
Crude Birth Rate 40.8 33.9 (SRS) 26.1 (99 SRS)
Crude Death Rate 25 12.5 (SRS) 8.7 (99 SRS)
IMR 146 110 70 (99 SRS)

Source : National Health Policy - 2002
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2.8.2 The extent of access to and utilization of
health care varied substantially between states,
districts and different segments of society; this to a
large extent, is responsible for substantial
differences between states in health indices of the
population.

2.8.3  During the 1990s, the mortality rates
reached a plateau and the country entered an
era of dual disease burden. Communicable
diseases have become more difficult to combat
because of development of insecticide resistant
strains of vectors, antibiotics resistant strains of
bacteria and emergence of HIV infection for which
there is no therapy. Longevity and changing life
style have resulted in the increasing prevalence
of non-communicable diseases. Under nutrition,
micro nutrient deficiencies and associated health
problems coexist with obesity and non-communi-
cable diseases. The existing health system
suffers from inequitable distribution of institutions
and manpower. Even though the country
produces every year over 17,000 doctors in
modern system of medicine and similar number
of ISM&H practitioners and paraprofessionals,
there are huge gaps in critical manpower in
institutions providing primary healthcare,
especially in the remote rural and tribal areas
where health care needs are the greatest. Some
of the factors responsible for the poor functional
status of the system are:

and

< mismatch between

infrastructure;

personnel

<4 lack of Continuing Medical Education (CME)
programmes for orientation and skill

upgradation of the personnel;

X

lack of appropriate functional referral system;

absence of well established linkages between
different components of the system.

284 In order to address these problems the
centre and the states have embarked on structural
and functional health sector reforms. However, the
content and quality of reforms are sub-optimal and
the pace of implementation is slow.
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2.8.5 As the country undergoes demographic
and epidemiological transition, it is likely that larger
investments in health will be needed even to
maintain the current health status because tackling
resistant infections and non-communicable
diseases will inevitably lead to escalating health care
costs. Last two decades have witnessed explosive
expansion in expensive health care related tech-
nologies, broadening diagnostic and therapeutic
avenues. Increasing awareness and rising
expectations to access these have widened the
gap between what is possible and what is affordable
for the individual or the country. Policy makers and
programme managers realise that in order to
address the increasingly complex situation
regarding access to good quality care at affordable
costs, it is essential to build up an integrated health
system with appropriate screening, regulating
access at different levels and efficient referral
linkages. However, both health care providers and
health care seekers still feel more comfortable with
the one to one relationship with each other than
with the health system approach.

2.8.6  Another problem is the popular
perception that curative and preventive care
compete for available resources, with the former
getting preference in funding. Efforts to convince
the public that preventive and curative care are
both part of the entire spectrum of health care
ranging from health promotion, specific
protection, early diagnosis and prompt treatment,
disability limitation and rehabilitation and that to
improve the health status of the population both
are equally essential have not been very
successful. Traditionally health service (both
government and private) was perceived as a
social responsibility albeit a paid one. Growing
commercialisation of health care and medical
education over the last two decades has eroded
this commitment, adversely affecting the quality
of care, trust and the rapport between health care
seekers and providers.

APPROACH DURING THE TENTH PLAN

2.8.7 In view of the importance of health as a
critical input for human development there will be
continued commitment to provide:
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< essential primary health care, emergency life
saving services, services under the National
Disease Control Programmes and the National
Family Welfare Progra-mme totally free of cost
to all individuals and

D4 essential health care service to people below
poverty line based on their need and not on
their ability to pay for the services.

2.8.8  Appropriate interventions to ease the
existing funding constraints at all levels of health
system and to promote the complete and timely
utilization of allocated funds will be taken up.
Different models of health care financing at the
individual, family, institution and state level will be
evolved, implemented and evaluated. Models found
most suitable for providing essential health care to
all will be replicated.

The focus during the Tenth Plan will be on

>4 reorganisation and restructuring the existing
government health care system including the
ISM&H infrastructure at the primary,
secondary and tertiary care levels with
appro-priate referral linkages. These
institutions will have the responsibility of
taking care of all the health problems
(communicable, non-communicable
diseases) and deliver reproductive and child
health (RCH) services for people residing in
a well-defined geographic urban and rural
area,

< development of appropriate two-way referral
systems utilising information technology (IT)
tools to improve communication, consultation
and referral right from primary care to tertiary
care level;

>4 building up an efficient and effective logistics
system for the supply of drugs, vaccines and
consumables based on need and utilisation;

>4 horizontal integration of all aspects of the
current vertical programmes including supplies,
monitoring, information education
communication and motivation (IECM),
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training, administrative arrangements and
implementation so that they are integral
components of health care; there will be
progressive convergence of funding,
implementation and monitoring of all health and
family welfare programmes under a single field
of administration beginning at and below district
level;

improvement in the quality of care at all levels
and settings by evolving and implementing a
whole range of compre-hensive norms for
service delivery, prescribing minimum
requirements of qualified staff, conditions for
carrying out specialised interventions and a set
of established procedures for quality
assurance;

evolving treatment protocols for the
management of common illnesses and
diseases; promotion of the rational use of
diagnostics and drugs;

evolving, implementing and monitoring
transparent norms for quality and cost of care
in different health care settings;

exploring alternative systems of health care
financing including health insurance so that
essential, need based and affordable health
care is available to all;

improving content and quality of education of
health professionals and para professionals so
that all health personnel have the necessary
knowledge, attitude, skills, programme and
people orientation to effectively take care of
the health problems, and improve the health
status of the people;

skill upgradation of all health care providers
through CME and reorientation and if
necessary redeployment of the existing health
manpower, so that they can take care of the
existing and emerging health problems at
primary, secondary and tertiary care levels;

research and development to solve major
health problems confronting the country
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including basic and clinical research on drugs
needed for the management of emerging
diseases and operational research to improve
efficiency of service delivery;

building up a fully functional, accurate Health
Management Information System (HMIS)
utilising currently available IT tools; this real
time communication link will send data on
births, deaths, diseases, request for drugs,
diagnostics and equipment and status of
ongoing programmes through service channels
within existing infra-structure and manpower
and funding; it will also facilitate decentralized
district based planning, implementation and
monitoring;

building up an effective system of disease
surveillance and response at the district, state
and national level as a part of existing health
services;

strengthening and sustaining Civil Regi-
stration, Sample Registration System;
improving medical certification of death so that
information on specific causes of death
throughout the country are available; use these
data in district based planning and monitoring;
when sustained over the next two decades, this
system will provide valuable insights into inter-
district, inter-state, regional variations and time
trends so that district health system could be
modified to cope with the changing disease
burden;

improving the efficiency of the existing health
care system in the government, private and
voluntary sectors and building up appropriate
linkages between them;

mainstreaming ISM&H practitioners, so that in
addition to practising their system of care, they
can help in improving the coverage of the
National Disease Control Programmes and
Family Welfare Programme;

increasing the involvement of voluntary and
private organisations, self-help groups and
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X

social marketing organisation in improving
access to health care;

improving inter sectoral coordination;

devolution of responsibilities and funds to
panchayati raj institutions (PRIs); besides
participating in area-specific planning and
monitoring, PRIs can help in improving the
accountability of the public health care
providers, sort out problems such as
absenteeism, improve inter-sectoral co-
ordination and convergence of services;

strengthening programmes for the
prevention, detection and management of
health consequences of the continuing
deterioration of the ecosystems; improving
the linkage between data from ongoing
environmental monitoring and that on health
status of the people residing in the area;
making health impact assessment a part of
environmental impact assess-ment in
developmental projects;

improving the safety of the work environment
in organized and unorgani-sed industrial and
agricultural sectors especially among
vulnerable groups of the population;

developing capabilities at all levels, for
emergency and disaster prevention and
management; evolving appropriate
management systems for emergency, disaster,
accident and trauma care at all levels of health
care;

effective implementation of the provisions for
food and drug safety; strengthening the food
and drug administration both at the centre and
in the states;

screening for common nutritional deficiencies
especially in vulnerable groups and initiating
appropriate remedial measures; evolving and
effectively implementing programmes for
improving nutritional status, including
micronutrient nutritional status of the
population.
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HEALTH CARE SYSTEM

2.8.9 The Health care system consists of:
> primary, secondary and tertiary care
institutions, manned by medical and

paramedical personnel;

medical colleges and paraprofessional training
institutions to train the needed manpower and
give the required academic input;

programme managers managing ongoing
programmes at central, state and district levels;
and

health management information system
consisting of a two-way system of data
collection, collation, analysis and response.

2.8.10 So far the interaction between these
components of the system had been sub-optimal.
In spite of the plethora of primary, secondary and
tertiary care institutions and medical college
hospitals there are no well organised referral
linkages between the primary, secondary and
tertiary care institutions in the same locality. The
programme managers and teachers in medical
colleges do not link with institutions in any of the
three tiers; essential linkages between structure and
function are notin place (Annexure - 2.8.1). Logistics
of supply and HMIS are not operational in most
states. During the Tenth Plan period, efforts will be
made to reorganise health system, build up
essential linkages between different components
of the system so that there will be substantial
improvement in functional status (Annexure - 2.8.2).

Primary Health Care Services

2.8.11 The primary health care infrastructure
provides the first level of contact between the
population and health care providers. Realising its
importance in the delivery of health services, the
centre, states and several government related
agencies simultaneously started creating primary
health care infrastructure and manpower. This has
resulted in substantial amount of duplication of the
infrastructure and manpower.
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2.8.12 The government funded primary health care
institutions include:

< the rural, modern medicine primary health care
infrastructure created by the states (Figure
2.8.1) consisting of:

R Subcentres 137271 (1/ 4579)

X Primary Health 22975 (1/27364)
centres

X Community 2935 (1/214000)

Health centers

P4 subdivisional/Taluk hospitals/speciality hospi-

tals (estimated to be about 2000);

5435 rural family welfare centres, 871 urban
health posts, 1083 urban family welfare
centres, 550 district post partum centres and
1012 sub-district postpartum centres funded
by the Department of Family Welfare;

><

Figure 2.8.1 - Growth of Sub-centres, Primary
Health Centres and Community Health Centres
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23,028 dispensaries, 2,991 hospitals under the
Dept of ISM&H;

urban health services provided by municipali-
ties;
healths care for central government employees

provided by Central Government Health
Scheme (CGHS);

hospitals and dispensaries of railways, defence
and similar large departments providing the
health care to their staff;

medical infrastructure of PSUs and large
industries;
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< Employee’s State Insurance Scheme (ESIS)
hospitals and dispensaries providing health
care to employees of industries;

all hospitals - even those providing secondary
or tertiary care also provide primary health care
services to rural and urban population;

Over three-fourths of the medical practitioners
work in the private sector and majority of them
cater to the primary health care needs of the
population.

2.8.13 The state-wise information regarding
institutions listed under hospitals and dispensaries
in modern system of medicine and ISM&H, rural
primary health care infrastructure as well as post-
partum centres is given in Annexure-2.8.3. Health
manpower in government primary health care
institutions is given in Annexure-2.8.4. The vast
infrastructure and manpower catering to the primary
health care needs of the population is not evenly
distributed. The segments of the population whose
health care needs are greatest have very poor
access to health care.

Sub-Centre

2.8.14 The Sub-centre(SC) is the most peripheral
health institution available to the rural population.
Even though the sub-centre/population norm at the
national level has been met, there are wide inter-
state variations. States with poor health indices do
not have the required number of sub-centres
especially in remote areas. In order to ensure that
lack of funds does not hamper the filling up of
vacancies in the posts of auxiliary nurse midwife
(ANM), the Department of Family Welfare has taken
up funding of sub-centre ANMs (1.37 lakh) from 1st
April 2002. The States will, in return take over the
funding of the staff of the rural family welfare and
post partum centres, who have for the last two
decades functioned as a part of the respective
institutions in the state. There are a large number
of vacancies in the posts of male multi-purpose
workers (MMPW) whose salaries are borne by the
state government (Annexure-2.8.4). Even where
they are present, their contribution to the ongoing
national disease control programmes, disease
surveillance and water quality monitoring is
negligible. There are a large number of male uni-
purpose workers with insufficient workload in various
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centrally sponsored disease control programmes.
With appropriate skill up gradation these uni-
purpose male workers and contractual staff will be
able to perform the task of MMPW in improving the
coverage and quality of all health programmes.

Primary Health Centres (PHCs)

2.8.15 PHC is a referral unit for six sub-centres.
All PHCs provide outpatient services; a majority
have four to six in-patient beds. According to the
norms they have one medical officer, 14 para-
medical and other supporting staff. At the national
level there are more than an adequate number of
PHCs and doctors posted at PHCs but their
distribution across states is uneven; there are no
functional PHCs in many remote areas in dire need
of health care.

2.8.16 The number of SCs, PHCs and CHCs in
their own building is shown in Figure 2.8.1a.

Fig 2.8.1a. Construction of Buildings
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2.8.17 Facility Survey undertaken by the
Depart-ment of Family Welfare in 1999 showed
that a majority of the PHCs lack essential
infrastructure and inputs (Figure-2.8.1b). Only 77
per cent had an infant weighing machine, 65 per
cent had a deep freezer, 16 per cent had a
refrigerator, and 60 per cent had an autoclave
and steam sterilizer drum. Less than 20 per cent
had facility for medical termination of pregnancy
(MTP).

2.8.18 Essential drugs for the treatment of
common ailments were not available in a majority
of the PHCs. Only around one-thirds of the PHCs
had stock of iron and folic acid (IFA) tablets, 56
per cent had stocks of contraceptives and 61 per
cent had vaccines. No more than a third of the
PHCs provided delivery care; in them on an
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percent

Figure-2.8.1b Percentage Distribution of PHCs having all Critical Inputs
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average of 26 deliveries occurred in the last three
months before the survey. It is obvious, therefore
that PHCs are functioning sub-optimally and are
not providing the expected health and family
welfare services.

Community Health Centres/First Referral Units

2.8.19 Community Health Centre(CHC) is the first
referral unit( FRU) for four PHCs offering specialist
care. According to the norms each CHC should have
at least 30 beds, one operation theatre, X-ray
machine, labour room and laboratory facilities and
should be staffed at least by four specialists i.e. a
surgeon, a physician, a gynecologist and a
pediatrician supported by 21 para-medical and other
staff.

2.8.20 The reported gap in the number of
CHCs (about 2000) is more apparent than real.
Currently there are over 2000 functioning sub-
divisional, taluka and other speciality hospitals
below the district hospital. From the Seventh Plan
onwards, it has been emphasized that these
should be reorganised and brought into the
mainstream, given the status of CHC and the
responsibility of being the referral centre for well
defined PHCs and SCs. Many CHCs/FRUs have
sub-district post partum centers located within
their premises or in the vicinity, but they are not
functioning as a part of CHC.

2.8.21 The Facility Survey carried out by the
Dept. of Family Welfare showed that though more
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than 90 per cent of the CHCs have an out patient
and in patient facilities and operation theatre, only
about one-third had adequate equipments. A
majority of the CHCs do not function as the FRUs
because they either do not have any specialist or
the posted specialists are not from the four specified
specialties.

Tribal Health

2.8.22 In order to ensure adequate access to
health care services for the tribal population,
20,769 SCs, 3286 PHCs, 541 CHCs, 142
hospitals, 78 mobile clinics and 2305
dispensaries have been established in tribal
areas. In addition, 16845 SCs, 5987 PHCs, 373
CHCs and 2750 dispensaries are located in

Experiments for improving access to primary
health care among tribals:

* Andhra Pradesh — Committed government
functionaries are running health facilities in
tribal areas

Orissa — Additional central assistance is
provided for mobile health units with a fixed
tour schedule. However, this is expensive
and difficult to replicate.

Karnataka, Maharashtra — NGO have
‘adopted’ and are running PHCs in tribal areas

The success of all these experiments is mainly
due to the commitment of individuals and
credibility of NGOs, which is difficult to replicate.
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villages with 20 per cent or more scheduled caste
population. Most of the centrally sponsored
disease control programmes have a focus on the
tribal areas. Under the National Anti Malaria
Programme (NAMP) 100 identified predo-
minantly tribal districts in Andhra Pradesh, Bihar,
Gujarat, Madhya Pradesh, Maharashtra, Orissa
and Rajasthan are covered. In spite of all these,
the access to and utilisation of health care remain
suboptimal and health and nutrition indices in the

tribal population continue to be poor
(Table-2.8.2).
Table:2.8.2
Health indices of various social groups
IMR US5MR %Under
nutrition
SC 83.0 119.3 53.5
ST 84.2 126.6 55.9
Other disadv 76.0 103.1 47.3
Others 61.8 82.6 41.1
India 70 94.9 47

Source : NHP, 2002

Health System Reforms at Primary Health Care
Level during Ninth Plan

2.8.23 Faced with the problems of sub-optimal
functioning and difficulties in providing adequate
investments for improving health care facilities in
the public sector, almost all state governments have
initiated health system reforms with public sector
institutions playing lead role. The structural reforms
relate to reorganisation and restructuring of all the
elements of health care so that they function as
integral components of the health system. The
functional reforms are aimed at improving efficiency
by creating a health system with well-defined
hierarchy and functional referral linkages in which
the health personnel would work as a multi-
professional team and perform duties according to
their position, skills and level of care. The
community-based link worker who acts as a liaison
between people and health care functionaries and
ensures optimal utilization of available facilities will
provide the last link. The PRIs will participate in
planning programmes and assist in implementation
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and monitoring. Almost all the states have attempted
introduction of user charges for diagnostic and
therapeutic procedures in government hospitals
from people above the poverty line and use the
funds so generated to improve the quality of care
in the respective institutions.

2.8.24 Some of the ongoing health system
reforms to improve health services include:

< strengthening and appropriately relocating sub-
centres/PHCs e.g. Tamil Nadu, Guijarat;

< merger, restructuring, relocating of taluk, sub-
divisional and rural hospitals, dispensaries and
block level PHCs; integrating them with the
existing infrastructure to fill the gap in CHCs

e.g. Himachal Pradesh;

utilizing funds from Basic Minimum Services
(BMS), Additional Central Assistance (ACA),
Pradhan Mantri Gramodaya Yojana (PMGY)
and externally aided projects to fill critical gaps
in manpower and facilities; this is being done
in all states;

district-level walk-in-interviews for the
appointment of doctors in PHCs; this had
limited success — e.g. Madhya Pradesh and
Guijarat;

use of mobile health clinics; this is very
expensive and had limited success e.g. Orissa,
Maharashtra (for Tribal areas), Delhi (for urban
slums);

handing over of PHCs to NGOs — Karnataka,
Orissa; only Karnataka reported success;

training MBBS doctors in certain specialties
(obstetrics, anaesthesia, radiology ) in a
teaching institution for three to six months and
posting them to fill the gap in specialists in
FRUs e.g. Tamil Nadu and West Bengal;
however, professional associations do not
support this because quality of care may be
suboptimal; and

< improving the logistics of supply of drugs and

consumables — e.g. Tamil Nadu, Orissa.

2.8.25 Several states have obtained external
assistance to augment their own resources so that
the pace of reforms can be accelerated. Funds were
provided under PMGY for improving functional
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status of rural primary health care institutions. Fifty
per cent of the outlay was to be used for procure-
ment of drugs and essential consumables and repair
of essential equipments. The other 50 per cent was
to be used for repair and maintenance of infra-
structure in sub-centres, PHCs and CHCs. Under
the RCH Programme, funds are provided for minor
repair and maintenance of buildings, especially for
operation theatres and labour rooms and for
improving water and electric supply. Review of the
health sector reforms during the Ninth Plan period
indicates that on the whole, the content and
coverage are poor; pace of implementation is very
slow and uneven across the states.

Urban Primary Health Care Services

2.8.26 Nearly 30 per cent of India’s population
lives in the urban areas. Majority of the hospitals
(Figure-2.8.2 & 2.8.3), doctors and para-
professionals are in urban areas. Urban population

Table-2.8.3
Urban/rural health indicators

BPL(%) IMR US5MR % Children
Under-nourished
Urban 23.6 44 63.1 38.4
Rural 271 75 103.7 49.6
Total 261 70 94.9 47.0

Source : NFHS-2

Figure: 2.8.2- Rural & Urban
Distribution of Hospital Beds:
Public and Private
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Figure-2.8.3- Rural & Urban Distribution
of Hospitals: Public and Private
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is aware and has ready access to health care. Data
from SRS, NFHS and other surveys indicate that
health indices of the urban population are better
than those of the rural population (Table-2.8.3).
However, urban migration has resulted in rapid
growth of urban slums; The slum population face
greater health hazards due to over-crowding, poor
sanitation, lack of access to safe drinking water and
environmental pollution. Small scale research
studies have shown that health indices of urban
slum dwellers in some areas are worse than those
of rural population.

2.8.27 Realising that the available infrastructure
is insufficient to meet the health care needs of
growing urban population, the municipalities, state
governments and the central government have tried
to build up urban health care facilities. These urban
health facilities especially the tertiary care
institutions cater to both the urban and rural popula-
tion. Unlike the rural health services there have been
no efforts to provide well-planned and organized
primary, secondary and tertiary care services in
geographically delineated urban areas. As a result,
in many areas primary health care facilities are not
available; some of the existing institutions are under
utilised while there is over-crowding in most of the
secondary and tertiary care centres. As there is no
screening and referral system, the available
equipment and expertise in secondary hospitals are
under utilised; inappropriate use of available
diagnostic and therapeutic facilities result in
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escalating cost of health care without commen-
surate health benefits.

2.8.28 The Ninth Plan envisaged the develop-
ment of a well structured net work of urban primary
health care institutions providing health and family
welfare services to the population within one to three
km of their dwellings by re-organizing the existing
institutions. In addition to funds provided by
corporations/municipalities, state government and
the central government, externally assisted projects
were taken up to achieve the goal. The Planning
Commission also provided additional central
assistance to some states for undertaking such
restructuring. Though there are several small
success stories, hardly any progress has been
achieved in the overall task of restructuring the
urban primary health care, linked to secondary and
tertiary care and appropriate retraining and
redeployment of personnel. One of the major factors
responsible for the tardy progress is the multiplicity
of agencies funding these institutions.

Role of Panchayati Raj Institutions

2.8.29 According to Article 243 G of the 73rd
Constitutional Amendment Act, states are required
to devolve adequate powers and responsibility to
the PRIs in order to make them effective institutions
of local self government. Funds and personnel have
to be made available to the PRIs for planning and
implementation of schemes pertaining to various
sectors. The PRIs can play a critical role in ensuring
area specific microplanning, monitoring of the
implementation of the national, state level and
district specific programmes, ensuring account-
ability and improving inter-sectoral coordination.
However, in many states, there have been no
concrete steps to involve PRIs in the planning and
implementation of state sector or centrally
sponsored schemes.

Initiatives during the Tenth Plan

2.8.30 During the Tenth Plan every effort will be
made to implement the recommendations of the
Seventh, Eighth, and Ninth Plan that all hospitals
and dispensaries below district level should be
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mainstreamed, reorganised, restructured and
integrated into the three tier rural primary health
care system so that these institutions serve the
population in a well defined area and have appro-
priate referral linkages with each other. The village
under each sub-centre, sub-centres under each
PHC, PHCs under each CHC/FRU will be defined
using Geographical information System (GIS)
mapping, taking into account distances, road
linkages and other factors that will improve access.
All sub-district institutions with specialists will be
recategorised as CHC/FRU and all hospitals and
dispensaries without specialists will be merged or
recategorised as PHCs. By the end of Seventh Plan
most of the states have completed setting up
required number of Subcentres and PHCs required
to meet the norms for 1991 population (Figure
2.8.1). As many of them are located in their own
building and cannot be shifted out (Figure 2.8.1a).
Population under each of these primary health care
institutions has grown; but it will be difficult to locate
new institutions to cater to the additional population
in appropriate locations. Therefore the Tenth Plan
goals for primary health care institutions for each
state will be number of the primary health care
institutions required to meet the health care needs
of the 1991 population as per the norms (Annexure
2.8.3). Opening new centers and construction of
new centres will be undertaken only under
exceptional circumstances.

2.8.31 Ninth Plan recommendations regarding
re-organisation of urban primary health care
institutions making them responsible for the health
care of a population living in a defined geographic
area and linking them to existing secondary and
tertiary care institutions will be fully implemented
during the Tenth Plan.

2.8.32 In order to cope with the growing
population/changing needs for health care, the
staffing pattern of both urban and rural primary
health care institutions may be suitably modified
taking into account the population, their health care
needs, the work load, difficulties in delivery of
services and distances to be covered. Most of the
gaps in critical manpower will be met by re-
orientation, skill up gradation and redeployment of
the existing manpower. For instance vacancies in
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the posts of specialists in FRUs will be reduced by
integrating the staff of the post partum centres with
the FRU staff. As and when required part time or
contractual staff including those provided under the
national disease control programmes and family
welfare programme could be utilised to fill the gaps
in manpower. Release of grants under the centrally
sponsored schemes will be conditional on filling
the vacancies in staff who are critical forimproving
performance under the national programmes.
Mismatch between the equipment and personnel
will be corrected by shifting equipment to centres
which have the personnel to operate it or vice versa

2.8.33 Available funds will be utilized to make all
the existing institutions fully functional by providing
needed equipment, consumables, diagnostics and
drugs. In addition to funds from the centre, state,
externally aided projects, locally generated funds
from user charges and donations will be used for
maintenance and repair to ensure optimal functional
status and improve quality of services.

Secondary Health Care

2.8.34 The secondary health care infrastructure
at the district hospitals and urban hospitals is
currently also taking care of the primary health care
needs of the population in the city/town in which
they are located. This inevitably leads to over-
crowding and under utilisation of the specialized
services. Strengthening secondary health care
services was an identified priority in the Ninth Plan.
In addition to the funds they get from the state plan,
seven states have taken World Bank loans to initiate
projects to build up FRUs/district hospitals. The aim
of these projects is to :

D4 strengthen FRUs to take care of referrals from
PHCs/SCs;

strengthen district hospitals so that they can
effectively take care of referrals;

strengthen the referral system and rationalize
care at each level to:

><

X enable patients to get care near their
residence;
X ensure optimal utilisation of facilities at

PHCs/ CHCs; and
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R reduce overcrowding at the district and

tertiary care level.

2.8.35 The states have initiated construction
works and procurement of equipments. They have
reported increased availability of ambulances and
drugs, improvement in quality of services following
training to health care providers, reduction in
vacancies and mismatches in health personnel/
infrastructure and improvement in hospital waste
management, disease surveillance and response
systems. All these states have attempted to levy
user charges for diagnostic and therapeutic services
from people above the poverty line. Some states
have been unable to ensure that the collected
charges are retained for use in the same institution
and this problem need be speedily resolved.

2.8.36 During the Tenth Plan priority will be
accorded to the evaluation of the ongoing World
Bank funded secondary health care systems
projects in these seven states regarding:

< progress in strengthening of physical infra-
structure;

functional improvement in terms of patient care,
organization of referral linkages between
CHCs, district hospitals and tertiary care
institutions;

improvement in different components of care -
hospital waste management, disease
surveillance and response, HMIS etc;

operationlisation of cost recovery through user
charges from people above poverty line while
ensuring that people below the poverty line do
have access to health services free of cost;

efforts currently underway to make the
programme sustainable so that it remains fully
functional after project period.

>4

2.8.37 During the Tenth Plan strengthening of the
secondary health system and building up referral
services will be taken up in other states using the
lessons learnt from these seven states.

Tertiary Health Care

2.8.38 Over the last two decades a majority of
the tertiary care institutions in the governmental
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sector have been facing a resource crunch and have
not been able to obtain funds for equipment
maintenance, replacement of obsolete equipments,
supply of consumables and upgrading the
infrastructure to meet the rapidly growing demand
for increasingly complex diagnostic and therapeutic
modalities. There is a need to optimise facilities
available in tertiary care institutions, enhance the
quality of services and strengthen linkages with
secondary care institutions. Overcrowding in tertiary
care hospitals and underutilization of expert care
due to the lack of a two way referral system with
primary and secondary care levels requires
correction. To meet some of the recurring costs and
to improve the quality of services in tertiary health
care institutions the Ninth Plan suggested levying
user charges and establishing pay clinics/pay
cabins.

2.8.39 Some states have provided land, water
and electricity at a lower cost to private entre-
preneurs setting up tertiary care/superspeciality
institutions on the condition that they provide
outpatient and inpatient care free of cost for people
below the poverty line. In an effort to augment the
availability of tertiary care, several states (e.g.
Rajasthan and Himachal Pradesh) are trying out
innovative schemes to give greater autonomy to
government institutions, allowing them to generate
resources and utilise them locally. Most states have
not yet fully documented the extent and impact of
their efforts in this direction. Available data suggest
that Kerala, Punjab and Haryana have cost recovery
ratios of around 10 per cent and more than 80 per
cent of the fees for public facility care were paid by
the richest 40 per cent of the population both in the
urban and rural areas. This may be because this
section uses the services more or the quality of care
provided to those who pay may be better than to
those who are exempt from paying. A review of the
existing cost recovery system in states has shown
that:

< an appropriate institutional framework for
reviewing user charges has not yet been
established,;

< the level of cost recovery is minimal due to the
low structure of fees and inadequate collection

mechanisms;
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mechanisms for identifying and exempting the
poor from user charges are ill defined; and

funds collected are not retained at the point of
collection in many states.

2.8.40 During the Tenth Plan, the ongoing efforts
at cost recovery from people above the poverty line
will be encouraged and evaluated; models which
improve the access of all segments of the population
to appropriate care at an affordable cost will be
replicated. One of the major recommendations of
the Ninth Plan was that a Technical Appraisal
Committee should be constituted in all major
government institutions to assess and prioritise the
essential requirements for strengthening and up
grading of facilities keeping in mind the funds
available. Every effort will be made in the Tenth Plan
to implement this recommendation, improve
autonomy and encourage decentralised planning.

Development and Use of Appropriate
Technologies

2.8.41 The development and utilisation of
appropriate technologies for diagnosis and
management of patients is an essential pre-requisite
for an improvement in the quality of health services
without unnecessary escalation in cost of health
care. Realising the need for an in-depth review of
the requirement for supportive and diagnostic
services at primary, secondary and tertiary care a
separate Working Group on this subject was
constituted prior to the formulation of the Ninth Plan.

2.8.42 The Working Group’s recommendations
regarding diagnostic and supportive services
appropriate for the primary and secondary levels
and their maintenance were, to some extent
implemented by some states. Efforts for the
development and testing of inexpensive technolo-
gies for weighing, measurement of blood pressure,
haemoglobin (Hb) estimation, hand held data entry
machines to improve HMIS continue to receive
support. Efforts to set up a national mechanism for
the appraisal of the quality of new technologies will
continue.
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Public — Private Participation in Health Care

2.8.43 The private health sector has played a
significant role in health service delivery right
from the pre-independence days. At the time of
independence public-private participation was in
the form of government doctors being allowed
private practice, an arrangement that continues
even today in majority of states. To cope with the
lack of medical teachers in the 1950s and 1960s
many medical colleges appointed private
practitioners as honorary teachers and honorary
physician in teaching hospital but the number of
such teachers declined with the increasing
availability of full-time paid government teachers.

Figure 2.8.4 - Number Of Hospitals And
Dispensaries
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2.8.44 At present, there is no uniform
nationwide system of registering either
practitioners or institutions providing health care
in the private/voluntary sectors nor is there a
mechanism for obtaining and analyzing
information on health care infrastructure and
manpower in these sectors at the district level.
During the Ninth Plan a Standing Technical
Advisory Committee headed by the Director
General of Health Services was set up and and
the Central Bureau of Health Intelligence (CBHI)
was given the task of compiling data on health
care infrastructure and manpower at all levels in
the private, voluntary, industrial, governmental
and other sectors. So far, very little progress
has been reported in this direction. This task will
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Figure 2.8.5 - Number of Hospital and
Dispensary Beds
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be taken up and completed on a priority basis
during the Tenth Plan.

2.8.45 Available data on infrastructure and
manpower in the hospitals and dispensaries
(excluding PHCs and CHCs) in private and public
sector from both rural and urban area computed
from CBHI reports is shown in Figure 2.8.4 & 2.8.5.
While information on the government sector
institutions is reliable, data on the private sector is
incomplete and is based on information provided
by the state medical councils and state govern-
ments. Data from Andhra Pradesh indicate that
there may be massive differences between the data
reported by CBHI and the actual census conducted
by the state government (Figure 2.8.6).

Figure 2.8.6 - Number of Hospitals and Beds in
Private Sector
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2.8.46 Available data from National Sample
Survey Organisation (NSSO) carried out by
independent investigators and studies funded by
the Department of Health suggest that a majority
of the physicians in both the modern system of
medicine and ISM&H work in the private sector.
The growth and share of private sector hospitals
and beds over the years is shown in Figure 2.8.7.
The growth and share of government sector
hospitals and beds appear low because the CBHI
does not include the PHCs (there are 22975
PHCs; majority have six beds) and CHCs (2985
each with atleast 30 beds) under hospitals and
dispensaries. While there has been a substantial
increase in the number of hospitals under the
private sector during the 1990s, the rise in the
number of beds has been modest. ( Figure 2.8.7)

Figure 2.8.7 - Growth and Share of Private Sector
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2.8.47 Currently private sector health services
range from those provided by large corporate
hospitals, smaller hospitals/nursing homes to
clinics/ dispensaries run by qualified personnel
and services provided by unqualified
practitioners. A majority of the private sector
hospitals are small establishments with 85 per
cent of them having less than 25 beds with an
average bed strength of 10 beds. Private tertiary
care institutions provi-ding specialty and super-
specialty care account for only 1 to 2 per cent of
the total number of institutions while corporate
hospitals constitute less than 1 per cent. There
are wide inter-state differences in the distribution
of private sector hospitals and beds. The private
sector prefers to set up facilities in the more
prosperous districts/ states (Figure 2.8.8). The
private sector accounts for 82 per cent of all
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Figure 2.8.8 - Number of Hospitals and Beds
in the Pvt. Sector
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outpatient visits and 52 per cent of hospitalisation
at the all-India level (Figure 2.8.9), with no
significant variations across income group.

2.8.48 A majority of government and private
sector hospitals and beds are located in urban
areas. Qualified and registered private sector
doctors or private sector institutions are not
readily available in remote rural and tribal areas
because people do not have ability to pay and
there is a lack of social infrastructure. Thus, the
population in these areas where health care
needs are the greatest have very poor access to
functioning government health services or private
facilities. In spite of the abundant supply of
registered physicians in modern system of
medicine and ISM&H, unqualified persons still
provide health care especially to the poorer
segments of the population living in urban slums,
remote rural and tribal areas.

Figure 2.8.9 - Share of Private Sector of
Outpatient & Inpatient Care
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2.8.49 Majority of private sector institutions are
single doctor dispensaries with very little
infrastructure or paramedical support. They
provide symptomatic treatment for common
ailments and because they are conveniently
located and easily accessible, patients from even
below the poverty line utilize them and pay for
their services. These private practitioners do not
have access to updated standard protocols for
the management of common ailments; hence the
guality of care they provide is often sub-optimal.
Some private hospitals have also been found to
be using inappropriate, unnecessary and
expensive diagnostic tests and therapeutic
procedures as well as inappropriate and unethical
treatment practices. Other problems reported in
private sector include use of unqualified service
providers, overuse of diagnostic and therapeutic
measures leading to exorbitant costs. There is
no attempt to screen patients for complications
and refer them to the appropriate level of care,
rationalise drug use or contain the costs of
treatment. These problems have to be addressed
through appropriate interventions, including CME
to update the knowledge and skills of
practitioners, evolving and implementing
standards for quality of care and
operationalisation of an appropriate grievance
redressal mechanism.

Figure 2.8.10 - Public and Private Sector Shares In Service Delivery
For Those Above and Below Poverty Line. All India, 1995-96
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Figure 2.8.11 - Average Hospital Charge per Inpatient
Day by Public and Private Hospitals
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2.8.50 Data from 52nd round of NSSO 1995-
96, National Family Health Survey (NFHS-2) and
a National Council of Applied Economic Research
(NCAER) study shows that there were distinct
patterns for the utilisation of out patient and
inpatient services. A majority of the population
both from below and from above the poverty line,
approached the private sector for outpatient
curative care for minor ailments. However, when
it came to obtaining immunization or antenatal
care, most people, irrespective of their income
status went to government institutions. For
inpatient care for all ailments 60 per cent of the
below poverty line (BPL) families tend to use
government hospitals and while an equal
proportion of above poverty line (APL) families
prefer private hospitals (Figure 2.8.10).

2.8.51 The average cost of hospital stay per day
in government hospitals is low and there are no
significant inter-state variations in this respect. The
cost of inpatient treatment in the private sector is
much higher (Figure 2.8.11). This has been cited
as the major reason for poorer sections seeking
inpatient care in government institutions. There are
wide inter-state variations in the cost of private
sector inpatient care, ranging from Rs.51 per day
in Himachal Pradesh to Rs. 297 in Tamil Nadu. Part
of the difference might be due to differences in
diagnostic and therapeutic services available in
these hospitals.




TENTH FIVE YEAR PLAN 2002-07

Figure 2.8.12 - Distribution of Inpatients between
Public and Private Hospitals
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2.8.52 The state-wise distribution of in-patients
in public and private hospitals is given in
Figure 2.8.12. In spite of good government sector
infra-strucure, a majority of patients in Punjab,
Haryana, and Maharashtra went to private hospitals.
In Himachal Pradesh, Rajasthan, West Bengal and
the north eastern states a majority of the patients
seek admission in government hospitals in spite of
inadequacies in infra-structure. In Bihar, poor
government infrastructure might be responsible for
over 60 per cent of patients seeking admission in
private hospitals. Obviously the choice between
public and private sector facilities depends on
several factors including the functional status of
government infrastructure, the price differential
between the public and private sector, the person’s
ability to pay and the preferences of the community.

NGO and Voluntary Sector

2.8.53 Apart from purely private providers of
health care, the NGOs and the voluntary sector
have been providing health care services to the
community. It is estimated that more than 7000
voluntary agencies are involved in health-related
activities. Wide inter-state differentials exists in
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the coverage of villages by NGOs (Figure-2.8.13).
NGOs providing a variety of services are
relatively few, unevenly distributed across and
within states and have limited area of operation.
Some implement government programmes of the
departments of family welfare and health. Others
run integrated or basic health services
programme or provide special care/ rehabilitation
to people suffering from some specific diseases
e.g., leprosy patients. Health care activities are
also carried out by agencies like the Red Cross,
industrial establishments, Lion’s Club, Helpage
India etc.

2.8.54 Some of the problems faced by NGOs in
delivery of health care include:

< limited interaction between the government and

NGOs;

limited financial management, technical and
managerial capacity of the NGO;

paucity of funds; and

delays in transfer of funds from the
government.
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Figure-2.8.13 - Percentage of Villages with NGOs, 1994
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Ongoing Efforts in Public - Private Collaboration
in Health Care

2.8.55 There have been very few studies
documenting the geographic distribution of
outpatient/inpatient facilities, existing
collaborations between private sector and public
sector institutions and the role each of them play
in outpatient/ inpatient health care in different
districts/states. The Ninth Plan had recommended
thatthese will be documented and the information
utilised for decentralized district -based planning.
This has not yet been done and may have to be
taken up on a priority basis during the Tenth Plan.
During the Ninth Plan period, the Centre as well
as the states initiated a wide variety of public-
private collaborations. Some of the ongoing colla-
borations include:

< in most of the states government doctors are
allowed private practice. The doctor benefits
monetarily; patients also gain because they are
being treated by doctors who had updated their
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knowledge and skills through in-service
training;

contractual appointment of the health care
personnel and hiring of private practitioners for
providing services in the PHCs have been
attempted in order to fill the gaps. However,
the response has been poor; these practi-
tioners need orientation training to fulfill the role
expected of PHC doctors;

part time hiring of general practitioners and
specialists to visit and provide health care in
PHCs/CHCs in under-served areas. Limited
success has been reported in this experiment;

state and central governments, PSUs
reimburse cost of medical care provided by
recognized private health care providers/
institutions;

involving NGOs/private sector practitioners in
the national programmes e.g. utilizing the
services of NGOs, and not for profit institutions
in the leprosy eradication programme,
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involvement of private practitioners/institutions
in the blindness control programme and the
NGOs in HIV/AIDS control programme;

private sector individuals/institutions/industry
e.g. Tata Steel Company provide health care
to the population living in a defined area;

private super-specialty, tertiary/secondary care
hospitals are given land, water and electricity
etc. at a concessional rate and permission for
duty-free import of equipment with the under-
standing that they will provide in-patient/out-
patient services to poor patients free of charge.
The experience in this has been varied; several
problems being reported;

private practitioners provide information for
disease surveillance in some districts in Kerala.

2.8.56 The impact of all these on improving
access to and affordability of health care and on
the coverage under disease control programmes
have not yet been evaluated. However, available
information suggest that these schemes succeeded
in places where there were well-defined committed
groups and clear-cut memorandums of under-
standing (MOUSs) and the MOUs were implemented
properly. During the Tenth Plan attempts will be
made to improve area-specific public-private
collaborations, taking into account the health care
needs of the population, the presence of each of
these sectors, their strengths and weaknesses.
Feasibility of GIS mapping to identify under-served
areas and providing suitable incentives to
encourage private sector to set up health facilities
in such areas will be explored. Monitoring the
implementation of these programmes along with the
PRIs and local leaders will go a long way in ensuring
accountability.

2.8.57 Since private practitioners provide most
of the curative care in the country, it is important
that they are given ready access to updated
proto-cols for the management of common
illnesses and current regimens used in the
national disease control programmes and family
welfare programme. They must be allowed to
have easy access to drugs, devices, and vaccines
provided through the national programmes. If this
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is done, private practi-tioners can play an
important role in increasing the coverage as well
as containing the cost of care.

2.8.58 One essential pre-requisite for improving
the quality of care will be the development of
standard treatment protocols appropriate for each
level of care. The medical colleges and research
institutions should play a key role in preparing these
documents quickly. The existing government
institutions at each level will have to take up the
responsibility of testing these management
protocols and suggest necessary modifications.
These protocols will be made available to all
practitioners through CME programme for skill
upgradation and training. Available IT tools have to
be fully utilised by CME programmes to ensure easy
access to the materials for updating skills and
knowledge. Online consultation services between
paraprofessionals and doctors and among doctors
may improve the quality of services and reduce the
problem of transporting patients to hospitals for
diagnosis and advice regarding management.
Government institutions in the states, which will be
‘model institutions’, will evolve appropriate norms
for the cost of care at different levels of institutions
and monitor both the cost and the quality of care in
their own institutions. The district health officials will
monitor the performance of both public and the
private sector institutions in the district and assist
them inimproving the quality of care and containing
cost of care.

2.8.59 During the Tenth Plan appropriate policy
initiatives will be taken to define the role of gover-
nment, private and voluntary sectors in meeting the
growing health care needs of the population at an
affordable cost. The public sector will develop
institutional capability at the central, state and locall
levels to:

< evolve policies and strategies for providing
healthcare and monitor their implementation;

< increase public-private-voluntary sector
collaborations to meet the health care needs
of the poor and vulnerable segments of

population;
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draw up standards for appropriate quality and
cost of care and establish accreditation
systems for individuals/institutions;

monitor and enforce
contractual obligations;

regulations and

promote excellence and ethics among
professionals, identify and punish professional
misconduct;

set up an appropriate and speedy grievance
redressal mechanism.

Quality and Accountability in Health Care

2.8.60 Assessment of the quality of health care
is often thought to be a value judgement but there
are determinants and ingredients of quality, which
can be measured. These include assessment of
infrastructure and manpower, processes such as
diagnosis and treatment or outcome such as case
fatality, disability and patient satisfaction. Health
care quality evaluation includes safety,
effectiveness and timeliness of interventions. It
must also include assessment of the performance
of the system in terms of meeting the changing
needs of the population to stay healthy and learn
to live with illness and disability. In recent years,
there has been increasing public concern over
the quality of health care both because of
increasing awareness of the population and the

Introduction of Quality Control System in
India will:

D4 prevent overuse, under-use, abuse

and misuse of facilities;

improve effectiveness and efficiency;
help to make positive outcomes more
likely;

help in effective and responsible use of
resources;

minimise barriers to appropriate care at
different levels by matching the levels of
care to the level of need,;

bring accountability into the health
system; and

ensure that optimum use is made of
every rupee invested.
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mushrooming of health care institutions
particularly in the private sector.

2.8.61 During 1990s, some initiatives were taken
to address issues relating to quality of care e.g.
inclusion of health sector under the Consumer
Protection Act. Some states have attempted to
provide a legal framework for the functioning of
private health care institutions on the lines of the
Bombay Nursing Home Registration Act 1949.
These legislative measures have so far not been
effectively implemented partly because of the lack
of objective criteria for defining ‘quality of care’ and
the fear that enforcing such regulations may
increase the cost of care.

2.8.62 During the Tenth Plan quality control
concepts and tools will be introduced into every
aspect of health care in order to ensure that:

< the population and the system benefit from
defined and institutionalised norms, account-
ability and responsibility;

< the Tenth Plan goals are achieved and health

indices of the population improve; and

>< health care is made affordable for individuals

and the country as a whole.

HUMAN RESOURCE DEVELOPMENT FOR
HEALTH

2.8.63 The outcome and impact of any health
programme depends on the competencies and skills
of the personnel who implement it. At the time of
Independence, the country had a population of 300
million. Famine, starvation and epidemics took a
massive toll of human life; infant and maternal
mortality rates were among the highest in the world
and life expectancy was about 33 years. There were
about 50,000 medical graduates and 25,000 nurses
in the modern system of medicine to provide health
care to the population.

2.8.64 The country then embarked on a massive
expansion of medical and para-professional training
so that the manpower needs for the proposed
expansion of the health system are met . Five
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Ninth Plan Priorities for Human Resources
Development for Health

D4 creation of a district data base on requirement,
demand and availability for health manpower
in the government, private and voluntary
sectors;

periodic updating of information on :

X requirement and availability and of
different categories of health manpower;

R health manpower production based on the
needs;

improvement in quality of undergraduate/

postgraduate education;

promotion of equitable and appropriate

distribution of health manpower;

continuing medical education for knowledge

and skill upgradation;

appropriate people and programme orienta-

tion; and

continuing multiprofessional education for

promoting team work & intersectoral co-

ordination.
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decades later there are 181 medical colleges in the
modern system of medicine and over 400 ISM&H
colleges. The country produces over 17,000 doctors
in modern system of medicine annually and a similar
number of ISM&H practitioners, nurses/ANMs as
well as para professionals. A vast health care
infrastructure in the government, voluntary and
private sector has been created and

have made rural service compulsory for health
professionals and preference is given for those
opting for rural services in post-graduate courses.
The sustainability and impact of these measures
are yet to be evaluated.

2.8.65 During the Tenth Plan medical education
will have newer opportunities and challenges. The
country has to train adequate number of health
professionals with appropriate knowledge, skill and
attitude to meet the health care needs of the growing
population and dual disease burden. In this era of
globalization, India with its excellent teachers and
abundant clinical material can become a key player
in medical education. The health care institutions
can transform India into a major medical tourism
destination. Appropriate investment in research and
development and quality control can result in a
massive expansion of the pharmaceutical sector.
The next two decades will show whether the country
has successfully used these opportunities to train
and provide gainful employment to the highly skilled
medical manpower.

Health Manpower Planning

2.8.66 Unlike health services planning, health
manpower planning in India has not received
adequate attention. Sir Joseph Bhore Committee,
1946 recommended a population-based norm for
medical (one doctor/population of 1500) and nursing
personnel (one nurse/ population of 500). This was

is manned by people trained in the
country. Personnel costs form a major

Figure 2.8.14 - Health Care Provider-population Ratio
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subsequently modified taking into account the
changes over the last five decades. The Bajaj
Committee suggested that assessment of health
manpower requirement should be based on multiple
parameters including functionary to population ratio,
inter-professional ratio and manpower-mix. Health
manpower requirements vary from region to region
depending upon stage of epidemiological transition,
the availability of institutions, income-elasticity and
public and private expenditure on health. Available
information on the health care provider-population
ratio over the last two decades is given in Figure
2.8.14.

2.8.67 The Ninth Plan envisaged that health
manpower planning will be based on the district-
specific assessment of available manpower and
facilities and the needs and demands of health
services. Fine tuning will be done taking into account
the manpower needed for implementing national
programmes and the manpower requirements in the
voluntary and private sector. In order to realistically
assess the health manpower availability, the CBHI
initiated efforts to obtain reliable and accurate
district-wise data on the number of medical, dental,
ISM&H professionals, nursing and para
professionals and institutions (centre, state, defence
services, railways, private sector or voluntary
sector). There has been very little progress in this
effort; attempts to match the supply of health
manpower with the requirement have not even
begun. During the Tenth Plan, this database will be
created so that decentralised district-based health
manpower planning to meet the needs would
become possible.

Health Manpower Production

2.8.68 AsonJune 2001, there were 181 medical
colleges out of which 155 (46 of them private) were
recognised and 26 (19 of them private) were
permitted under section 10A of the Indian Medical
Council Act, 1956. A total of 5,39,00 MBBS doctors
were registered with the Medical Council of India
(MCI) till 2000. At the national level, the number of
physicians and specialists available is more than
the estimated requirements. The current doctor
population ratio is 1:1800 if only the modern system
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is considered and 1:800 if ISM&H doctors are also
taken into account.

2.8.69 There are massive interstate differences
in health indices, health care institutions and health
manpower production. Just four states (Karnataka,
Andhra Pradesh, Tamil Nadu and Maharashtra)
have 81 out of 181 medical colleges. On the other
hand populous states like Bihar and Uttar Pradesh
with poor health indices and large gaps in health
manpower have very few medical colleges. The
medical education curricula have not kept pace with
the changing requirements of the population or skills
required for implementing health and family welfare
programmes. The current system of medical
education does not appear to enable the students
to develop clinical and analytical skills required for
functioning effectively in the primary health care
settings. The number of family physicians with
clinical skills, appropriate people orientation and
commitment to improvement of the health status of
the community appears to be dwindling. There has
been a decline in candidates opting for public health
and paraclinical subjects and increasing competition
for potentially lucrative clinical and diagnostic
specialties. These trends which may have an
adverse impact on public health programmes have
to be reversed.

2.8.70  During the Tenth Plan under graduate and
post graduate training will have to be reoriented to
enable students to become competent professionals
who can effectively implement programmes aimed at
improving the health status of the population. The
curriculum may be periodically reviewed and revised
in keeping with changing health care needs. Several
states have established University of Health Sciences
(UHS) to which all medical colleges, dental colleges,
para professional and nursing colleges are affiliated.
The University ensures uniformity in admission criteria,
curriculum and evaluation system and co-ordinates
activities aimed at improving the quality of education.
During the Tenth Plan all states will be encouraged to
establish a UHS.

2.8.71 Initially, most medical colleges were
funded either by the central or state government.
Over the last two decades, several private medical
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colleges have been set up. There have been wide
disparities among medical colleges regarding the
adequacy of infrastructure, quality of teaching,
criteria for admission and fee structure. Concerned
about the mushrooming growth and poor quality of
medical colleges, the Indian Medical Council Act
was amended in 1993 making the permission of
the central government mandatory for establishing
a medical college, starting a new or higher course
of study or training and increase in admission
capacity. However, this did not stop the increase in
the number of medical colleges. Judicial intervention
has to some extent, moderated the differences in
the criteria for admission and fee structure between
private and government funded institutions.

2.8.72 Medical educationists feel that over years
there has been a decline in quality of medical
education. This might partly be due to the problems
both teachers and students have in coping with the
explosive expansion in medical knowledge and
technology during the last two decades. The
mushrooming of medical colleges and para-
professional institutes with inadequate staff and
infrastructural facilities has also undoubtedly
contributed to the decline in the quality of teaching
and training. Implementation of the of the Ninth Plan
recommendation regarding setting up a commission
on the pattern of University Grants Commission
(UGC) to provide financial assistance to medical
colleges to improve quality of education may help
in arresting the deterioration in quality of medical
education. Implementation of another Ninth Plan
recommendation that inspections by MCI would be
necessary not only for initial recognition but also
for continued recognition as medical colleges and
admission of students, may go a long way in
improving the quality of medical education.

Dental Manpower

2.8.73 At present, there are 142 (113 private)
recognised/approved dental colleges in the country
with 8900 BDS admissions a year. There are 48
institutions with 869 seats providing postgraduate
training. As in the case of medical colleges, there
are regional imbalances in the distribution of dental
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colleges. The needs of dental paraprofessionals has
not been assessed and met. During the Tenth Plan
efforts will be made to assess state-wise demand
for dental professionals and district-wise need for
dental paraprofessionals and take steps to meet
the requirements.

Nursing Manpower

2.8.74 Around 7.37 lakh nurses have been regi-
stered in the various state nursing councils in the
country; it is estimated that only about 40% are in
active service. About 1.5 lakh nurses are employed
in the government sector. Out of the 654 general
nursing-midwives training schools in the country,
465 are run by private/voluntary organizations /
missionary institutions. Around 20,000 trained
nurses become available annually; the current
production capacity is sufficient for filling up
vacancies in the Government sector. There is a
growing demand for nurses with specialized training,
which has to be met. There are over 4 lakh ANMs
of whom nearly 1.5 lakh work in the government
sector. In some states where there is a shortfall in
required number of ANMs, the ANM training schools
are being reopened in the government sector.

Paramedical Staff

2.8.75 Adequate paraprofessional support is
essential for an efficient and effective functioning
health system. Lack of critical para-professional
manpower, especially laboratory technicians and
male multipurpose workers has been cited as a
major factor responsible for poor performance of
the tuberculosis and malaria control programmes.
The need for different categories of para-medical
persons vary between districts and over time. The
current needs have to be assessed at district level,
and critical gaps filled by skill upgradation and
training of unipurpose workers and laboratory
technicians working under the disease control
programmes.

2.8.76 During the Tenth Plan the changing require-
ments for para-professionals will be assessed
preferably at the district level and necessary steps
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taken to meet the requirement through all available
training channels. Preference should be given to
the 10+2 vocational training courses because

< it would improve career prospects of the
persons trained;

< the problem of trained para professionals not
staying in the place of posting will be reduced
if training is done in the districts after assessing

the need.

2.8.77 The UHS will ensure that appropriate
curricula are evolved and followed. The state
governments will amend the recruitment rules for
these posts so that those who qualify through
vocational courses and open university system
become eligible for the jobs in the government,
voluntary and private sectors. Efforts to set up
paraprofessional council and utilise the UHS to
improve the standard of education and training of
paraprofessionals will continue during the Tenth
Plan period

Continuing Medical Education (CME)

2.8.78 Continuing education and skill upgradation
are essential for all health professionals. Currently,
in-service training courses are being carried out as
a part of all national programmes. CME progra-
mmes are being carried out in various institutions,
such as the National Academy of Medical Sciences,
National Board of Examinations, and various
professional bodies and associations. However their
outreach, quality and content are sub-optimal. CME
efforts will receive greater impetus if the proposal
that all medical practitioners have to under go
knowledge and skill up gradation and re-certification
every five years is implemented. Critical thrust areas
such as the ongoing and new national programmes,
rational use of drugs, protocol for management of
common ailments, quality control in clinical practice,
infection control and waste management in health
care settings require focused attention. The National
Academy of Medical Sciences has proposed that
they will hold intramural CME in these topics where
eminent professionals will participate and the
proceedings will be put on the website and made
accessible to all. These efforts will continue to
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receive support during the Tenth Plan. Open
Universities will be expected to play a major role in
periodically updating the knowledge of various
categories of health personnel in a cost effective
and efficient manner.

Bio-informatics, Telematics and Distance
Education

2.8.79 Information Technology is now one of the
major components of the technological infra-
structure for health management. All sub-sectors
dealing with the generation, transmission and
utilisation of demographic and epidemiological data
such as bio-informatics, bio-statistics, HMIS and the
decision support systems (DSS) are finding increas-
ing use in health planning and management. The
nationwide network of NICNET provides rapid
reporting mechanism for health information,
MEDLARS Biomedical Informatics Programmes
provides ready access to medical databases to post
graduates and research workers as well as
practising physicians. Planning Commission has
provided additional central assistance to the UHSs
in Karnataka, Andhra Pradesh, Tamil Nadu, Punjab
and Maharashtra for strengthening of libraries and
networking them through IT. This effort has to be
augmented and all medical colleges need to be
brought into the network.

2.8.80 Telemedicine programmes bring experts
together to assist local doctors in the management
of complicated cases. A pilot project on telemedicine
in primary health care is currently ongoing in
Maharashtra. Some of the major hospitals have
taken up online consultation service with other
specialists within the country as well as abroad.
Efforts are underway to link tertiary care institutions
especially in the north-eastern states with major
super-speciality institutions in other regions so that
patients could benefit from tele-consultations.

PREVENTION AND MANAGEMENT OF
COMMUNICABLE DISEASES

2.8.81 The control of communicable diseases
has received priority attention right from indepen-
dence. Effective antibiotic therapy for infections and
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Ninth Plan strategies for improving
communicable disease control
programmes

Rectification of identified defects in design and
delivery of diseases control programme.

Filling critical gaps in infrastructure and
manpower.

Making service delivery responsive to user’s
needs.

Ensuring that health care providers have the
necessary skills and support, including referral
facilities and supplies.

Improving community awareness, participation
and effective utilisation of available services.

Use of PRIs in improving community
participation and monitoring implementation
of programmes.

vaccines for the prevention of infections were the
major factors responsible for the steep decline in
crude death rate from 25.1 in 1951 to 8.7 in 1999.
However, morbidity due to communicable diseases
continues to be high. Deteriorating urban and rural
sanitation, poor liquid and solid waste management
and overcrowding have contributed to the increasing
prevalence of communicable diseases. Treatment
of infections has become more difficult and
expensive because of the emergence of antibiotic
resistance; increasing attention is urgently needed
for prevention of hospital acquired infections
through effective implementation of infection control
measures. Even though health is a state subject,
the central government has provided additional
funds through centrally sponsored schemes for
disease control and this has paid rich dividends.
Smallpox and guinea worm infections have been
eradicated. There has been a substantial reduction
in leprosy and polio cases and elimination of these
two disease is likely to be achieved in the next few
years. However malaria, tuberculosis and HIV
infection have not shown any reduction and require
continued vigorous attempts at containment and
control.

2.8.82 The strategies and programmes initiated
in the Ninth Plan for control of communicable
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diseases, will continue in the Tenth Plan.
Modalities to improve delivery of services
pertaining to these programmes through the
existing health services will be worked out. Efforts
will be made to improve states ownership of the
programmes, participation of the community,
private sector and NGOs. Local accountability
and intersectoral co-ordination will be improved
through the involvement of PRIs. Evaluation and
operational research to rectify problems in
implementation and improving efficiency will
receive attention.

National Vector Borne Disease Control
Programme

2.8.83 The National Malaria Control Programme,
the first centrally sponsored programme, was
initiated in 1953. The National Anti Malaria Progra-
mme currently deals with malaria, filaria, kala-azar,
japanese encephalitis and dengue. During the Tenth
Plan the programme will be implemented as
National Vector Borne Disease Control Programme.

Malaria

2.8.84 Inthe early 1950s, malaria was not only a
major cause of morbidity and mortality but also one
of the major constraints in the ongoing
developmental efforts. The National Malaria Control
Programme had spectacular success initially in
bringing down incidence of malaria from 75 million
cases with 0.8 million deaths to 0.1 million cases
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with no death by 1965 even though there was no
well-established health care infrastructure in the
rural areas. However, there was a resurgence of
malaria subsequently. In 1976, over 6.7 million
cases were reported. From 1977, the National
Malaria Eradication Programme started
implementing a modified plan of operation for
control of malaria. In spite of these efforts, the
number of reported cases of malaria have remained
around two million in the 1990s (Figure 2.8.15).

2.8.85 In view of the high incidence of malaria
(particularly of falciparum malaria) and high
mortality, 100 per cent central assistance under the

Ninth Plan strategy

D4 early diagnosis and prompt treatment

D4 selective vector control and personal
protection

D4 prediction, early detection and effective
response to outbreaks

D4 IEC

Target for 2002

<1 ABER of over 10 per cent
D41 API of less than 0.5 per cent

D4 25 per cent reduction in morbidity and
mortality due to malaria

Strategies for vector control include:

< Indoor spraying with appropriate insecticide
in areas where APl is over 2

<@ Anti-larval measures Strategies for vector
control in urban areas include:

< |ntroduction of medicated mosquito nets

< Use of larvivorous fishes and biolarvicides

state governments require. The state governments
meet the operational cost, including the salaries.

2.8.86 The percentage distribution of malaria
cases in various states is given in Figure 2.8.16.
The performance during the Ninth Plan period is
shown in Figure 2.8.17. The decline in cases was
not commensurate with the substantial increase in
the funding for the activities. The rising proportion
of P. falciparum malaria, increasing vector resis-
tance to insecticides and the growing parasite
resisitance to chloroquin will render malaria
containment and control more difficult in the Tenth
Plan period. The Ninth Plan goal for reduction in
API and morbidity has not been achieved (Figure
2.8.17). The programme review by the Government
of India and the World Bank showed that progress

NAMP is being provided to the north-eastern states
since 1994. Financial assistance was also obtained
from the World Bank for the Enhanced Malaria
Control Programme (EMCP) to cover 100
predominantly P. falciparum malaria endemic and
tribal-dominated districts in Andhra Pradesh, Bihar/
Jharkhand, Gujarat, Madhya Pradesh/Chattisgarh,
Maharashtra, Orissa and Rajasthan and 19 cities.
The project also has the flexibility to divert resources
to any area in case of malaria outbreak. In other
areas, the NAMP continues to be implemented as
a centrally sponsored scheme on a 50:50 cost-
sharing basis between the Centre and states in
urban and rural areas. The central government
provides drugs, insecticides and larvicides and also
technical assistance/guidance as and when the
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Figure 2.8.16 - Percentage Distribution
of Malaria Cases - 2001
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Figure 2.8.17 - National Anti Malaria Programme
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in capability building for malaria surveillance and
response at the district level, early detection and
treatment of cases, monitoring drug and insecticide
resistance and insecticide spraying was slow. The
utilisation of funds under the programme has been
sub-optimal (Table 2.8. 4)

Table 2.8.4
NAMP-Outlays and Expenditure
Rs. Lakhs

YEAR OUTLAY EXPD./RE
9TH PLAN 103000.00

1997-98 20000.00 14276.00
1998-99 29700.00 16371.00
1999-00 25000.00 17601.00
2000-01 25500.00 18832.00
2001-02 22500.00 23400.00*

Source : Department of Health * Anticipated Expd.

Kala Azar

2.8.87 Kala azar is endemic in 33 districts of
Bihar, 11 districts of West Bengal and three districts
in Jharkand and sporadic cases have been reported
in Uttar Pradesh. After a reported increase in the
number of cases and deaths due to kala-azar
between 1989-91 period, an intensive programme
for containment of kala azar was launched in 1992.

2.8.88 The strategy for control of infection
includes interruption of transmission through
insectidical spraying with DDT and early diagnosis
and treatment of kala azar cases. The Central
Government provides the insecticides and anti kala
azar drugs while the state governments meet the
expenses involved in the diagnosis and treatment
of cases and insecticide spraying operations. The
number of reported cases and deaths ( Table 2.8.5)
have not shown significant decline during the Ninth
Plan period. This is due to inadequate insecticide
spraying operations and poor outreach of diagnostic
and curative services. Increase in drug resistance
to sodium stibogluconate has been reported in the
Muzffarpur and Darbhanga districts of Bihar.
Though sand fly is usually sensitive to DDT, pockets
of insecticide resistance have been reported from
Bihar.

Dengue/Japanese Encephalitis (JE)

2.8.89 Periodic dengue outbreaks occur in many
parts of India, in both rural and urban areas. Mortality
is usually low but may be high in cases of dengue

Table 2.8.5
Cases and Deaths due to Kala-Azar
Year Bihar West Bengal Country
Cases Deaths Cases Deaths Cases Deaths
1996 25056 674 NA NA 27049 687
1997 15948 251 1450 3 17429 255
1998 12229 211 1113 6 13577 226
1999 11627 277 1091 6 12869 297
2000 (P) 12039 124 950 8 14239 132

Source: Report of the Working Group on Communicable Diseases for the Tenth Plan. P-Provisional
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shock syndrome and dengue haemorrhagic fever
(DHF). Diagnostic tests for dengue are not readily
available. Japanese encephalitis outbreaks have
been reported mainly in Andhra Pradesh,
Karnataka, Uttar Pradesh and West Bengal.
Diagnostic tests and case management facilities for
Japanese encephalitis are not readily available in
many parts of the country. In endemic states, efforts
are being made to improve early diagnosis, proper
management and rehabilitation of those with
residual disabilities. Innovative strategies for vector
control are being investigated. The reported total
cases and deaths due to dengue/Japanese
encephalitis during the Ninth Plan are given in
Table 2.8.6.

Table 2.8.6
Cases and Deaths due to Japanese
Encephalitis and Dengue/DHF

JE DENGUE/DHF
Year Cases Deaths Cases Deaths
1997 2516 632 1177 36
1998 2120 507 707 18
1999 3428 680 944 17
2000 (P) 2313 535 605 7

Source : Department of Health, 2001.

Filariasis

2.8.90 Filariasis is endemic in 19 states/union
territories. Estimates based on surveys by Filariasis
Survey Units suggested that:

< about 454 million people (120 million in urban
areas) are living in known endemic areas.

D<A there are 29 million filariasis cases in the

country and 22 million micro-filaria carriers.

2.8.91 Currently there are 206 filaria control units;
199 filaria clinics; and 27 filaria survey units. A total
of 48 million people in urban areas are being
protected through anti-larval measures. The Indian
Council for Medical Research (ICMR) is conducting
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a feasibility and efficacy study on a mass annual
single dose administration of DEC and albendazole
drugs for the control of filariasis. Kerala has initiated
a pilot project for monitoring and management of
mosquitoes, in three filariasis endemic districts
(Kottayam, Alappuzha and Ernakulam) for the
control of vector-borne diseases. The progress of
such innovative initiatives will be evaluated and, if
found feasible, they will be replicated. The Govern-
ment of India is a signatory to the UN resolution to
eliminate lymphatic filariasis by 2020. The National
Health Policy (NHP), 2002 envisages the elimination
of lymphatic filariasis by 2015.

Tenth Plan Initiatives

2.8.92  During the Tenth Plan, the National Vector-
Borne Disease Control Programme will be
implemented through the existing health care
infrastructure. The programme will focus on:

>4 training of health personnel in the diagnosis of
vector-borne diseases and appropriate
treatment including referral,

improving reporting, recording and monitoring
of vector-borne diseases, including cases
treated in the private sector, so that reliable
estimates of the prevalence of vector borne
disease is available;

X

monitoring drug and insecticide resistance;

using standardised protocol for the diagnosis
and management of these diseases;

involvement of PRIs to:

X chalk out the malaria worker’s schedule;

X inform the community and the gram sabha
of the spraying operations and seek their

cooperation;

ensure that insecticide spraying is started
well in advance;

identify villages, which are at the risk of
epidemic outbreak;
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R ensure the availability of staff as well as
consumables for diagnosis and drugs for
treatment;

ensure that the malaria worker/male multi-
purpose worker identify fever cases, take
blood smears and ensure that the
community follows treatment advice.

ensure that smear positive cases are given
radical treatment and monitor implemen-
tation of the programme;

improvement in IEC at patient, family and
community levels;

involvement of NGOs and the private sector in
diagnosis and treatment of malaria cases;

encourage the pharmaceutical industry,
manufacturers of insecticides and bednets to
produce low cost products for local use; back
up these efforts through IEC and social
marketing.

evaluate community acceptance of insecticide-
treated bed nets/curtains for personal
protection;

research studies on

X vector bionomics and behaviour

X bio-environmental methods of vector

control;

screening and development of new anti-
malarial drugs especially herbal
products;

R evaluation of new drugs and insecticides;
include malariagenic potential as a parameter
for health impact assessment of developmental
projects.

exploring the cost effectiveness of the use of
remote sensing for mapping the breeding
habitats of mosquitoes and prediction of
densities of vector species, especially in remote
hilly and tribal areas.
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Goals for Tenth Plan
Malaria:

X ABER over 10 per cent

R APl 1.3 or less

R 25 per cent reduction in morbidity and
mortality due to malaria by 2007 and 50

per cent by 2010 (NHP 2002)

Kala azar

X Prevention of deaths due to kala azar
by 2004 with annual reduction of at least
25 per cent

Zero level incidence by 2007 with annual
reduction of at least 20 per cent using
2001 as the base year

Elimination of kala azar by 2010 (NHP
2002)

Revised National Tuberculosis Control
Programme (RNTCP)

2.8.93 Tuberculosis (TB) is a major public
health problem in India, with an estimated 40 per
cent of the population suffering from the infection.
India accounts for nearly one-third of the global
incidence of tuberculosis. The estimated
prevalence of tuberculosis is 1.4 per cent, and
sputum positive TB prevalence is estimated to
be in the range of 4/1000 to 5/1000. A national
sample survey to assess the current
epidemiological situation of tuberculosis in
different zones is currently under way. Some
studies indicate that since 1980s there has been
a progressive increase in primary and acquired
multi-drug resistant cases of tuberculosis.

2.8.94 The aim of the fight against tuberculosis
at the individual level is to cure the disease, to
preserve and quickly restore the individual’s work
capacity, allow the person to be with the family
and maintain their socio-economic status. At the
community level, the aim is to reduce the risk of
infection through effective case finding and
appro-priate management of sputum positive
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case. The National Tuberculosis Control
Programme was initiated in 1962 as a centrally
sponsored scheme. The programme was aimed
at early case detection in symptomatic patients
seeking health care, through sputum microscopy
and X-ray and effective domiciliary treatment with
chemotherapy. BCG vaccination at birth for
protection against tuberculosis infection was
incorporated into the immunisation programme.
Introduction of the short course chemotherapy,
which shortened the duration of treatment to nine
months, was begun in selected districts in 1983.
In spite of the availability of effective
chemotherapy, there has not been any decline in
the morbidity or mortality due to TB because of
low case detection, case holding and cure rates.
The programme was reviewed in 1992 and a
Revised National Tuberculosis Control
Programme (RNTCP) was drawn up with
emphasis on:

< diagnosis through sputum microscopy;

< uninterrupted supply of drugs for short course

chemotherapy;

direct observation of treatment with short
course chemotherapy (DOTS) to improve
compliance; and

systematic monitoring, evaluation and
supervision at all levels.

2.8.95 There were delays in the initiation of the
RNTCP but a rapid scale-up of the programme
began in late 1998. According to programme
reports:

D4 state and district societies have been formed
and provided with funds.

><1  more than 1,50,000 health workers and 1,400

supervisors have been trained.

D41 diagnostic facilities have been established in

more than 3,000 laboratories.

< the coverage of population under the progra-
mme increased from 89 million in 1998-99 to

around 365 million in 2000-01.
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< in the DOTS districts, the proportion of TB
sputum positive cases detected and treatment

completion rates have improved.

an attempt to improve coverage, increased
participation of NGOs and private practitioners is
envisaged. The programme is being closely
monitored.

2.8.96 The performance under RNTCP during
the Ninth Plan is given in Figure 2.8.18. A joint
programme review by the Government of India and
the World Bank in February 2000 showed that there
was improvement in diagnosis, drug supply and
proportion of patients cured in DOTS districts. The
major problems in RNTCP continued to be:

Figure 2.8. 18 - Tuberculosis Detection and
Treatment in India
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1999

<l poor coverage due to gaps in primary health

care infrastructure and manpower;

X

poor quality of sputum examination;

X

diagnosis not based on evolved criteria;

X

use of non standard treatment regimens,
especially by private practitioners;

poor record keeping, lack of follow up care;
lack of involvement of health care providers;

poor coordination; and

X X X KX

patient’s difficulties in compliance with DOTS
regimen.
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2.8.97 Itis now recognized that there are inherent
problems in ensuring compliance with long-term
drug therapy for any chronic disease. Itis essential
that the utility, acceptability and sustainability of the
DOTS strategy is evaluated and if necessary mid-
course corrections carried out. Utilisation of funds
has been sub-optimal in the first three years of the
Ninth Plan (Table-2.8.7).

Table 2.8.7
RNTCP- Outlays/Expenditure

(Rs. in Lakhs)

YEAR OUTLAY Expd./RE
9TH PLAN 45000.00

1997-98 9000.00 3131.00
1998-99 12500.00 6888.00
1999-00 10500.00 8754.00
2000-01 12500.00 10875.00
2001-02 13600.00 13200.00*

Source: Department of Health
* Anticipated Expd.

During the Tenth Plan, the Focus will be on:

D41 expansion of the RNTCP to cover population
of over 800 million by 2004 and the entire

country by the end of the Tenth Plan;

Table 2

involvement of medical colleges, TB hospitals,
hospitals run by the armed forces, railways,
corporate sector, NGOs and private
practitioners in the pro-gramme;

involvement of PRIs to ensure the availability
of requisite staff;

guality assurance of sputum microscopy and
quality control of drugs;

provision of sufficient stock of drugs and
consumables in the PHCs/CHCs;

X

facilitate referral;

inform the community of time schedule for
availing treatment;

evaluation of RNTCP and operational research
to improve performance; and

research and development efforts to develop
newer drugs to tackle drug resistance, testing
of new generation of TB vaccines;

2.8.98 The NHP envisages a 50 per cent
reduction in mortality due to tuberculosis by 2010.
Goals for the tenth plan are indicated in
Table 2.8.8.

.8.8

Goals for the Tenth Plan

INDICATOR 2002 2003 2004 2005 2006 2007
Coverage under RNTCP (Population in Million) 550 650 800 900 1000 1070
Number of patients to be examined (Million) 2.08 2.50 3.04 3.42 3.80 4.07
Total Number of patients to be put on treatment under
RNTCP (Million) 0.52 0.61 0.75 0.85 0.94 1.00
New smear positive patients to be put on treatment
under RNTCP (Million) 0.21 0.24 0.29 0.33 0.37 0.40
Cure rate in new smear positive patients in RNTCP (%) 83 84 >85 >85 >85 >85

Source : Department of Health
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National Leprosy Eradication Programme
(NLEP)

2.8.99 Leprosy has been a major public health
problem in India. In 1984 it was estimated that
there were nearly four million cases of leprosy in
the country, 15 per cent of whom were children.
Recognising that leprosy is a major cause of
disability and the infected persons face social
ostracism, several NGOs and social service/
voluntary agencies had taken up treatment and
rehabilitation of leprosy patients in the pre-
Independence period itself. However, the
outreach of these services was very limited. With
the availability of multi-drug therapy (MDT), it
became possible to cure leprosy cases within a
relatively short period of six to 24 months. The
NLEP was launched in 1983 as a 100 per cent
funded centrally sponsored scheme with the goal
of arresting disease transmission and bringing
down the prevalence of leprosy to one in 10,000
by 2000. The strategy adopted to achieve this
was:

< early detection of leprosy cases through active
community based case detection by trained
health workers;

regular treatment of cases with MDT adminis-
tered by leprosy workers in endemic districts
and mobile leprosy treatment units and primary
health care workers in moderate to low
endemic areas/districts;

intensified health education and public
awareness campaigns to remove the social
stigma attached to the disease; and

appropriate medical rehabilitation and ulcer
care services.

2.8.100 Over the years there has been a sub-
stantial decline in the prevalence of leprosy from
57/10,000 in 1981 to 5/10,000 in the year 2000
(Figure 2.8.19). The focus during the Ninth Plan
was on:

>4 intensifying case detection and MDT coverage
in states with a high prevalence of leprosy and
areas that are difficult to access;

111

Figure 2.8.19 - Prevalence of Leprosy Cases (1988-2000)
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D4 preparing for and initiating horizontal integration
of the leprosy programme into primary health
care;

strengthening laboratory services in PHCs/
CHCs for detection of leprosy cases;

establishing a surveillance system for
monitoring time trends in prevalence of leprosy;

providing greater emphasis on disability
prevention and treatment; and

X X X KX

implementation of the Modified Leprosy
Elimination Campaign (launched in 1997).

2.8.101 The performance of the NLEP during the
Ninth Plan is shown in Figure 2.8.20. The depart-
ment of health has initiated steps for the phased
integration of the vertical programme within the
general health services by training health care
personnel in the detection and management of
leprosy cases, making MDT available at all health
facilities, improving disability and ulcer care and
strengthening of monitoring and supervision.

Figure 2.8.20 - National Leprosy Eradication Programme
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Outlays and utilisation of funds during the Ninth Plan
period is shown in Table 2.8.9.

Table 2.8.9
NLEP — QOutlays and expenditure

(Rs in crore)

YEAR OUTLAY EXPD./RE
9TH PLAN 301.00

1997-98 75.00 79.56
1998-99 79.00 78.03
1999-00 85.00 82.05
2000-01 74.00 73.86
2001-02 75.00 75.00*

Source: Department of Health, 2001
* Anticipated Expd.

2.8.102 During 1997-98, the duration of treatment
with MDT was reduced from 24 months to 12
months for multi-bacillary patients and from 12
months to six months for pauci-bacillary patients.
Single dose rifampicin, ofloxocin and minocycline
(ROM) treatment for single lesion patients was
introduced. Prior to the initiation of the fixed dose
treatment, treatment was continued until clinical
inactivity. With fixed dose treatment, patients are
released from treatment once the duration of
treatment is completed. Under the programme,
smear examination is optional, it is, therefore,
difficult to determine cure rates and relapse rates.
It is important that surveillance is strengthened so
that relapses are detected early.

2.8.103 Asof 2001, the estimated prevalence rate
of leprosy is 4.3 in 10,000. Elimination level (PR <
1/10,000) has been achieved in Nagaland,
Haryana, Punjab, Mizoram, Tripura, Himachal

Pradesh, Meghalaya, Sikkim, Jammu and Kashmir,
Rajasthan, Manipur and Assam. States that are
close to achieving elimination (1-2/ 10,000) include
Gujarat, Kerala, Arunachal Pradesh, Lakshadweep.
Leprosy is now endemic mainly in the states of
Bihar, Uttar Pradesh, Orissa, West Bengal, Madhya
Pradesh, Jharkhand and Chattisgarh. These states
account for 64 per cent of the country’s case load,
with Bihar alone contributing 24 per cent.

2.8.104 The Modified Leprosy Elimination
Campaign (MLEC), aimed at the detection of
unidentified cases, was taken up first in Tamil Nadu
in 1997 and then extended to Maharashtra, Orissa,
Guijarat, the Jammu division of Jammu and Kashmir
and Daman and Diu during 1997-98. It was
subsequently extended to all districts during 1998-
99. Performance under MLEC is shown in
Table 2.8.10.

2.8.105 Some of the evaluation studies indicate
that during the MLEC there was both over diagnosis
and under diagnosis in some districts as the
detection was done by a large number of newly-
trained persons. However, this campaign provided
a mechanism for involving the entire health services
and paved the way for the progressive integration
of leprosy care within the health service infra-
structure.

2.8.106 The NLEP has been successful in
reducing the number of leprosy cases. However,
this will not result in any immediate decline in the
number of patients who have deformities. There is
a need to give a major thrust to surgical correction
of deformities so that the functional status of
individuals can improve. So far 210 district leprosy
societies were provided funds for conducting
disability/ulcer care management training. Gujarat

Table —2.8.10
Performance under MLEC
Population In Lakhs No. of No. of No. of PR PR %
suspected confirmed single before after increase
Enumerated Examined cases cases lesion MLEC MLEC in PR
8209.67 6448.71 2858267.00  454290.00 53115.00 4.75 10.02 110.95

Source : MLEC 1998-99PR — Prevalence rate/10,000.
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mobilised experienced surgeons from all over the
country to undertake reconstructive surgery in in
different district hospitals so that patients get
treatment near their residence. The impact and cost
effectiveness of these initiatives need to be
assessed.

2.8.107 The Tenth Plan goal is to eliminate leprosy
as a public health problem by bringing prevalence
to less than 1/10,000. The strategy to achieve this
will focus on:

<1 completing horizontal integration of the progra-
mme into the general health care system by
2007. The personnel employed under the
NLEP will be transferred to the states during
the Tenth Plan;

skill upgradation and redeployment of the over
30,000 leprosy workers and laboratory techni-
cians so that existing gaps in male multi-purpose
workers and laboratory technicians in PHC/CHS
are filled and these workers get integrated into
the primary health care system. This will resultin
improvement in all health programmes, including
the leprosy pro-gramme;

training of the existing personnel in primary
health care institutions in the early detection
and management of leprosy patient; identi-
fication and referral of those with
complications;

re-constructive surgery to improve functional
status of individuals;

inter-sectoral collaboration for rehabilitation of
leprosy patients;

increased involvement of PRIS/NGOs in the
detection and management of leprosy patients;
gram sabhas can facilitate house-to-house
surveys by leprosy workers; and

the panchayats can inform the community
about institutions where facilities for treatment
are available and facilitate referral.

National AIDS Control Programme

2.8.108 Sexually transmitted diseases (STD)
have been a global problem since time
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immemorial. In India, a National STD Control
Programme has been in operation since 1967 but
its outreach and coverage have been poor. There
is no nation-wide surveillance system for STD.
Available data from small-scale studies indicate
that the annual incidence of STD may be about
5 per cent (40 million new cases every year).
Small scale studies have suggested that over the
last three decades, there has been some
increase in sexual promiscuity and perhaps also
in prevalence of STD. However, because of the
availability of effective treatment, the increase, if
any, in the incidence of STD has not resulted in
rising morbidity or mortality rates.

2.8.109 With the advent of HIV infection, in the
late 1970s and early 1980s, there has been a
dramatic change in the situation because there
is no effective drug for the treatment, or vaccine
for protection against, HIV infection. In the early
1980s, the Acquired Immuno-Deficiency
Syndrome (AIDS) was perceived as a rapidly fatal
disease affecting young persons; health sector
took up the challenge of combating and
containing the infection. Over the last two
decades the natural history of the disease has
been documented and it is now realised that HIV
infection has a long, silent phase, and that AIDS
represents the pre-terminal phase of the
infection. Sustained multi-sectoral efforts are
needed to contain the infection, and combat the
adverse conseqguences on the affected person,
family, community and the country.

2.8.110 The load of HIV infection in the
community depends upon the prevalence of
infection in three groups of population — the high-
risk group, the interphase group and the low risk
group. The high risk group (HRG) is a relatively
small group e. g. commercial sex workers,
intravenous (1V) drug users. Soon after the
introduction of infection in the community, there
is a steep rise in prevalence of infection in this
group because they are frequently exposed to
the risk of infection. The inter-phase group
consists mainly of men and women who have
multiple sex partners. They form the link through
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which infection spreads to the numerically vast
low risk group of the general population. The
general population (low risk group) acquires HIV
infection mainly from spouses who have multiple
sex partners. The size of the three groups and
the extent of the interphase between them
determines magnitude of the HIV infection in any
country or community; these factors account for
most of the observed differences between
countries in the prevalence of HIV infection
(Figure 2.8.21). Global epidemiological data on
HIV infection indicate that soon after the
introduction of the infection in the community
seropositivity rates are low. In the next phase the
infection spreads to susceptible persons in
vulnerable groups resulting in steep rise in
seropositivity rates. Finally in the third phase the
sero positivity rates plateau when the number of
persons who get infected is similar to the number
who die of HIV infection. The steepness of the
slope and the rapidity with which plateau is
reached are determined by the proportion of
susceptible at-risk persons in the community and
the effective use of prophylactic measures by the
risk groups.

2.8.111 India has the distinction of initiating a
national sero surveillance in 1986 to define the
magnitude and dimension of HIV infection in the
silent phase of the HIV epidemic long before AIDS
cases were reported. Currently, HIV infection in
the general population is seen in all states both
in the urban and rural areas. The apparent

differences between and within states in the
prevalence of HIV infection may, to a large extent,
be due to differences in the type and number of
persons screened. Available data from sentinel
surveillance suggests that over the last two
decades, there has been a slow but progressive
rise in the prevalence of infection in all groups in
all states. The estimated number of HIV infected
person rose from one to two million in 1991, to
3.5 million in 1998 and 3.9 million in 2000. More
than 50 per cent of infected persons are women
and children. Every year, approximately 30,000
deliveries in India occur among sero-positive
women and between 6,000 to 8,000 infants are
peri-natally infected with HIV. At present, the
number of AIDS patients in the country is small.
However, over the next decade, persons who got
infected in the 1980s and 1990s will develop
AIDS, resulting in a steep increase in the number
of AIDS patients.

2.8.112 In spite of the relatively low investment
in and low profile of the National AIDS Control
Programme, the prevalence of HIV infection in
India is relatively low. Some of the projections
made by the National AIDS Control Organisation
(NACO) suggest that HIV infection in India may
reach the plateau by 2010. The UN Population
Division had computed the impact of HIV infection
on longevity in different countries/regions. There
has been a steep fall in longevity in sub Saharan
Africa. In India there has been only a small
reduction in expected improvement in longevity

Slow Spread
of HIV
High Risk

Source : ICMR Bullettin 1991

Figure 2.8.21 Spread of HIV
infection in population

Rapid Spread
of HIV

Interphase Group

General pop.
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(Figure 2.8.22). The initiation of sero-surveillance
during the silent phase, implementation of a multi-
pronged strategy for HIV infection containment
and control, the cultural ethos, relatively low IV
drug use and dedicated work done by committed
professionals are some of the factors responsible
for this. However, because of the one billion plus
population, India is likely to have the largest
number of cases of and deaths due to AIDS.

2.8.113 A National AIDS Control Programme
(NACP) Phase | was launched in 1992 with World
Bank assistance and was completed in 1999. Phase
Il of the programme, with funding from World Bank,
Department for International Development (DFID)
and United States Agency for International
Development (USAID) is currently under way. AIDS
Phase Il programme focuses on:

D41 reducing HIV transmission among the poor and
marginalised high risk group population by
targeted intervention, STD control and condom
promotion;

reducing the spread of HIV among the general
population by reducing blood-borne trans-
mission;

Capacity building

Awareness generation among all segments
of population through Family Health Aware-
ness campaigns;

Focused attention and counselling to
adolescents, sex workers, drug users, mig-
rant labourers;

Improvement in the quality of and access to
condoms including social marketing;

Hospital infection control and waste
management to reduce accidental spread
of infection in health care settings;

Clinical trials on chemotherapy to prevent
mother to child transmission;

Establishment of behavioural surveillance.

promotion of IEC, voluntary testing and
counselling;

developing capacity for community-based low
cost care for people living with HIV/AIDs;

(o]
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Figure 2.8.22 - Life Expectancy at Birth in Different Countries
(without and with AIDS Epidemic)
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Infrastructure set up by NACO

Modernisation and strengthening of :
>4 815 blood banks;
D1 504 STD clinics in district hospitals;

Establishment of :
40 blood component separation facilities;
142 voluntary blood testing centers;

320 sentinel sites for monitoring the time
trends in prevalence of HIV infection;

570 targeted intervention for prevention
and management of HIV infection in high
risk groups;

low cost community based care for people
living with HIV/AIDS.

X X KK

X

strengthening implementation capacity at the
national, state and panchayat level through
appropriate arrangements and increasing
timely access to reliable information;

< forging inter-sectoral linkages between public,

private and voluntary sectors.

All these efforts are being monitored.

2.8.114 The recently concluded behavioural
survey and the NFHS-2 (1998-99) have shown that
over two-third of the population knows about HIV
infection. There are considerable urban-rural and
inter-state differences. Awareness about STD was
much lower than that about HIV infection (Figure-
2.8.23). The outlay and expenditure on National

Figure 2.8.23 - Proportion 0f Respondent Who Had Ever
Heard of HIV/AIDS and STD
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AIDS Control Programme during the Ninth Plan is
given in Table 2.8.11.

Table 2.8.11
AIDS Control Programme - Outlays &
Expenditure (Rs lakh)

YEAR OUTLAY EXPENDITURE
9TH PLAN 76000.00

1997-98 10000.00 12100.00
1998-99 11100.00 9936.00
1999-00 14000.00 13525.00
2000-01 14500.00 17330.00
2001-02 21000.00 23500.00*

Source: Department of Health
* Anticipated Expd.

2.8.115 During the Tenth Plan, the programme will
be continued with emphasis on:

><
D<

prevention of mother-to-child trans-mission;

reduction in blood-borne trans-mission and
accidental infection in health care settings;

care of HIV-infected persons/AIDS cases;
prevention and management of STD; and

X X X

improved surveillance to obtain epidemiological
data on time trends in HIV infection.

2.8.116 Monitoring of processes and the impact
of ongoing intervention programmes and sentinel
surveillance (serological, STD/behavioural) to
monitor time trends in the HIV epidemic will receive
adequate attention.

2.8.117 HIV is a multifaceted problem affecting all
segments of society. Until now the department of
health has been the nodal point of interventions not
only for traditional activities of the health sector such
as prevention, detection, counselling and manage-
ment, but also for other areas such as legislation,
rehabilitation of infected persons and their families.
During the Tenth Plan it is expected that each
Department will handle HIV infection related issues
in their respective sectors. For instance, the Ministry
of Labour will look after area of prevention of
discrimination at the work place. Voluntary
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organisations may be best suited for providing
hospices for AIDS patients who do not have anyone
to look after them and orphanages to take care of
children who have lost their parents due to AIDS. If
each sector takes up the tasks pertaining to that,
the country will be able to look after the needs of
HIV infected persons and their families without any
adverse effect on other programmes.

2.8.118 The Tenth Plan goals for HIV/AIDS
programme are:

< 80 per cent coverage of high risk groups
through targeted interventions;

D1 90 per cent coverage of schools and colleges

through education programmes;

80 per cent awareness among the general
population in rural areas;

reducing transmission through blood to less
than 1 per cent;

establishing of at least one voluntary testing
and counselling centre in every district;

scaling up of prevention of mother-to-child
transmission activities up to the district level;

achieving zero level increase of HIV /AIDS
prevalue by 2007.

Water Borne Diseases

2.8.119 Inthe pre-independent era and in the first
decade after independence water supply and
sanitation were two important schemes funded by
the Public Health Department. In view of the
importance of both these components in preventing
water borne and vector borne diseases, allocation
for the two components was nearly 50:50. Subse-
guently water supply and sanitation programmes
become the responsibility of rural and urban deve-
lopment departments. While water supply received
most of the funds, sanitation and sewage were
under-funded and neglected. This resulted in
environmental deterioration and increase in both
water and vector borne diseases.

2.8.120 The contamination of drinking water with
human or animal faeces leads to the spread of
water-borne diseases. The risk of infection is higher
in areas with poor sanitation, poor sewage handling,
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inadequate water supply and poor quality of water.
Water borne diseases occur throughout the year
with a seasonal increase in summer, monsoon and
post-monsoon period. Common water-borne
diseases that are of public health importance include
diarrhoeal diseases, cholera, bacillary dysentery,
typhoid fever and viral hepatitis. In children the
prevalence of diarrhoeal disease is higher; severity
and chronicity is also more in children. Over the
last few decades there has been no decline in the
prevalence of water borne diseases though there
has been some decline in mortality associated with
them.

2.8.121 During the Tenth Plan, efforts will be made
to:
< improve coverage under rational case
management for diarrhoea/dysentery;

explore the feasibility of monitoring the quality
of water through public health engineering
department and the PRIs;

strengthen the diarrhoeal disease surveillance
programme at the district level to detect and
contain outbreaks;

coordinate the efforts of the departments
dealing with urban and rural water supply and
sanitation, municipal corporations and PRIs for
the prevention of water-borne diseases.

Ninth Plan Initiatives

Disease surveillance

2.8.122 Surveillance is the continuing scrutiny of
all aspects of occurrence and spread of diseases
that are pertinent to effective control. So far in India
disease surveillance has been predominantly
focused on communicable diseases. There has
been some small scale research efforts for
establishment of comprehensive communicable
and non communicable disease surveillance but
these have not been opertationalised even on a pilot
basis.

2.8.123 Given the poor environmental sanitation
and the problems in the public health system, it will
not be possible to completely prevent outbreaks of
communicable diseases in the near future. Delays
in recognition and reporting of focal outbreaks and
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absence of a functioning HMIS and disease
surveillance system has been responsible for
delayed recognition and responses resulting in high
morbidity and even mortality in communicable
disease out breaks. In order to prevent these the
Ninth Plan envisaged the establishment of a district-
based system for early detection of disease
outbreaks and prompt response for rapid
containment and control through the existing
infrastructure. The necessary back-up laboratory
and epidemiological support was to be provided by
strengthening and optimally utilising the facilities and
expertise available in the national institutions/
medical colleges.

2.8.124 The Department of Health initiated a pilot
project on disease surveillance coordinated by the
National Institute of Communicable Diseases in
1997. Initially the project involved strengthening
laboratories and setting up a disease surveillance
system in 20 districts, and was expanded to cover
100 districts by 2002. Many states have not been
able to utilise the funds released or carry out the
programme as envisaged. The major disease
control programmes continue to have their own
vertical surveillance system; of these, only the polio
surveillance has a good track record. There is as
yet no organised effort to integrate all the ongoing
surveillance under various disease control
programmes into a single programme for disease
surveillance. Common epidemic-prone diseases are
still not being monitored locally and reported to
district officers for analysis and response.

2.8.125 Private sector provides over 75 per cent
of curative care for common illnesses. However,
data from private health providers is not yet included
in any disease surveillance system. In the eighties
ICMR funded a research project in North Arcot
District (NADHI) in Tamil Nadu which private and
government sector practitioners participated. The
Kerala government has replicated this model in
three districts. Kerala has reported that the system
has enabled early detection and containment of
outbreaks of communicable diseases; the state
government proposes to expand this programme
to other districts in the Tenth Plan.

2.8.126 During the Tenth Plan, a comprehensive
review of:
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disease surveillance programmes currently
being implemented in different states, under
different disease control programmes and
under the CSS project on disease surveillance;

< laboratory facilities available for investigation

of epidemic prone diseases;

D4 reporting systems currently in use.

will be carried out. Efforts will be made to integrate
the ongoing programmes for disease surveillance
and develop a comprehensive disease surveillance
programme at the district level. The programme will:

< strengthen routine data collection at the village
level for selected diseases; monthly reports will
be prepared so that deviation from the normal
pattern could be recognised early;

Compile information pertaining to epidemic
prone diseases which are prevalent throughout
the country e.g. diarrhoea, tetanus, diphtheria
will be reported by all; region specific problem
such as malaria, filaria, leptospirosis will be
reported from the endemic areas;

ensure regular compilation and critical analysis
of data generated at the district level so that
outbreaks are recognised early and
investigated by district health officers and
appropriate timely response is initiated,;

use modern IT tools to communicate data on
disease incidence on a real time basis,
complete analysis at the state, regional and
national levels and build up a mechanism for
rapid and appropriate response.

Health Management Information System (HMIS)

2.8.127 HMIS is an essential management tool for
effective functioning of the health system. During
the Eighth Plan the Central Bureau of Health
Intelligence and the state Bureaus of Health
Intelligence developed a HMIS system for sending
district-level information on morbidity reported by
the government primary health care institutions
through National Informatics district computer net
work. Though some states responded initially the
system was never fully operationalised in any state.
As aresult there is no system through which reliable
data on morbidity in different districts/ states could
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be collected and analysed and used for
decentralized district based planning. So far there
has not been any effort to use the currently available
IT tools to build up a comprehensive HMIS and use
it to improve efficiency and functional status of the
health system. During the Tenth Plan efforts will be
made to ensure that effective two way management
information system is built up through out the
country; all the data pertaining to health and family
welfare programmes will be collected, collated and
reported from all districts and utilised to improve
functional status and efficiency of the health system.
Efforts will also be made to build up a fully functional,
accurate HMIS utilizing currently available IT tools;
this real time communication link will send data on
births, deaths, diseases, request for drugs,
diagnostics and equipment and status of ongoing
programmes through service channels within
existing infrastructure and manpower and funding.
It will also facilitate decentralized district based
planning, implementation and monitoring.

Disease Burden Estimates

2.8.128 Traditionally policy makers have used
mortality statistics for identifying major public health
problems. In India, reliable age specific mortality
data is available through SRS ; though there are
lacunae in the system for ascertainment of causes
of death, fairly reliable data is available on major
causes of death. In addition to these data, the
country has under taken surveys for estimating the
prevalence of major public health problems such
as morbidity in women and children, nutritional
deficiencies and major communicable diseases.
The estimated share of India in some of the global
health problems is shown in the Text Box . In India
reliable information on overall morbidity is not
available. In the absence of reliable morbidity data,
mortality statistics and available survey data have
formed the basis on which health policy makers and
programme managers evolved public health
programmes and allocated funds. While this might
have been the appropriate option in a situation
where communicable diseases and maternal and
child health problems predominate, appropriate
modification will be required as the country
undergoes demographic and epidemiological
transition and non communicable diseases emerge
as major public health problems. In view of this,

India’s share in global health problems

17 per cent of the population
17 per cent of the total deaths
23 per cent of child deaths

26 per cent of the childhood vaccine preven-
table deaths

20 per cent of maternal deaths

68 per cent of leprosy cases

30 per cent of tuberculosis cases
10 per cent of HIV infected persons

XXX K KKKK

there is a need to obtain data on not only mortality
but morbidity due to chronic ilinesses and disabilities
and take them account while formulating public
health programmes. For instance, morbidity due to
mental illnesses is estimated to account for about
15 per cent of the total morbidity but deaths due to
psychiatric ilinesses are usually less than 1 per cent
of total deaths even in developed countries.

2.8.129 The disease burden estimates
measured in terms of Disability Adjusted Life
Years (DALY) which takes into account both
morbidity and mortality as well as the age at
which the problem occurred has been used by
World Health Organi-sation in making global
comparisons with respect to public health
problems and investment in health care. The
estimated disease burden in 1990 due to major
categories of public health problems in the world
and India is shown in Figure 2.8.24. Disease
burden due to four major diseases in different

Figure-2.8. 24- Distribution of Disease Burden in
India and the World
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Table 2.8.12
Burden for four major diseases (millions of DALYS)
Age (years)
Disease and sex 0-4 5-14 15-44 45-59 60+ Total
Diarrhea
Male 42.1 4.6 2.8 0.4 0.2 50.2
Female 40.7 4.8 2.8 0.4 0.3 48.9
Worm infection
Male 0.2 10.6 1.6 0.5 0.1 13.1
Female 0.1 9.2 0.9 0.5 0.1 10.9
Tuberculosis
Male 1.2 3.1 13.4 6.2 2.6 26.5
Female 1.3 3.8 10.9 2.8 1.2 20
Ischemic heart disease
Male 0.1 0.1 3.6 8.1 13.1 25
Female ol o 1.2 3.2 13 17.5

** | ess than 0.05 million
Note : DALY, disability-adjusted life year.
Source : World Development Report 1993

age and sex population computed by WHO is in
Table 2.8.12.The fact that while estimates
regarding mortality are reasonably adequate, the
estimates of morbidity based on the available
data from the developing countries are often
inadequate haas to be kept in mind while
interpreting these global data.

2.8.130 Using the 1990 database ( Figure
2.8.25) and assuming that the trends in

Figure2.8.25 Disease Burden
Estimates - India 1990
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epidemiological transition achieved by other
countries during the previous two decades will
occur in India, the changing pattern of disease
burden for 2020 was also computed by WHO
(Figures 2.8.26). However, data from National
Family Health Survey (NFHS) suggest that during
the 1990s, there has not been any significant
decline in the infant mortality rate and the
maternal mortality rate. Data from SRS does not
show any major change in the age specific

Figure 2.8.26 Disease Burden
Projections -India 2020
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mortality rate (Figure 2.8.27) or cause of death.
It would appear that the epidemiological transition
is occurring at the slower pace than projected
for the country. This is perhaps due to persistent
maternal and child health problems and advent
of HIV infection. However, there has been some
increase in the mortality and morbidity due to non-
communicable diseases, accidents and trauma.
There are wide inter-state differences in health
indices, morbidity rates, magnitude and rate of
demographic and epidemiological transition.
Under these conditions, it is important to :

Figure 2.8. 27 Distribution of Deaths (%)
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ascertain and document morbidity and mortality
due to major health problems in different states/
districts;

evolve appropriate intervention programmes;
invest adequately in well targeted interventions;

implement them effectively by modifying the
health care system, and;

X X XK

monitor the impact on the morbidity and
mortality.

2.8.131 Such an effort would require a reliable
sustainable database for mortality and morbidity.
While mortality data can be obtained through
strengthening of CRS/SRS and ascertainment of
the cause of death, the data base for morbidity can
come only through a strengthened HMIS supple-
mented by the data from disease surveillance.
When sustained, these three systems will, over the
next two decades, provide valuable insights
regarding time trends in morbidity and mortality in
different states/ districts. Development of this data

base is critical for evolving appropriate health
policies and strategies, identifying priority areas for
investment of available funds and bringing about
modifications in the existing health system to ensure
equitable, efficient and effective implementation of
the programmes to tackle dual disease burden.

Infection Control and Waste Management in
Health Care Settings

2.8.132 There has been increasing concern over
the incidence of hospital-acquired infections and
accidental infection in health care providers and
waste disposers. One of the major new initiatives
during the Ninth Plan was improvement of infection
control and waste management through appro-
priate, affordable technology at all levels of health
care. In November 1998, the Department of Health
has constituted National Hospital Waste Manage-
ment Committee under the chairmanship of the
Secretary Health, to coordinate and guide policy
and programme initiatives in the field. A pilot project
was initiated in 11 institutions with assistance from
the department. Hospital infection control and waste
management is also being taken up as a component
of all World Bank-assisted secondary health system
projects. Guidelines on hospital waste management
were prepared and circulated to states and union
territories in November 2000 for their comments.
Some states are providiing funds under the PMGY
for infection control and waste management in
primary health care institutions. During the Tenth
Plan, hospital infection control and waste manage-
ment will be incorporated as an essential routine
activity in all health care institutions at all levels of
care.

Horizontal Integration of Vertical Programmes

2.8.133 Initially, when sufficient infrastructure and
manpower were not available for the management
of major health problems, several vertical progra-
mmes like the NMEP and NLEP were initiated. Over
the years,the three-tier health care infrastructure
has been established. The Ninth Plan envisaged
that efforts will be made to integrate the existing
vertical programmes at the district level and ensure
that primary health care institutions provide compre-
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hensive health and family welfare services. The
pace of horizontal integration has been very slow
and uneven. During the Ninth Plan, attempts were
made to:

< integrate the activities related to training and
IEC under different vertical programmes;

coordinate the activities for prevention and
management of STD/reproductive tract
infections (RTI) under the RCH and AIDS
control programmes;

improve coordination between ongoing HIV
and TB control programmes; and

D4

provide leprosy services through the primary
health care infrastructure.

2.8.134 Some states like Orissa and Himachal
Pradesh have formed a single health and family
welfare society at the state and district level for
implementing all health and family welfare
programmes. In some states, middle-level public
health programme managers, who are currently
heading the vertical programmes at the district-
level, are being given the additional task of
ensuring coordination and implementation of the
integrated health and family welfare programme
at primary health care institutions in defined
blocks. Their involvement is also expected to
improve data collection, reporting, strengthen
HMIS, improve the supply of essential drugs and
devices at PHCs/CHCs and enable the
operationalisation of disease surveillance and
response mechanism at the district level. The
National Health Policy 2002( NHP2002)
envisages a progressive convergence of all
health and family welfare programmes under a
single field of administration beginning at the
district and below-district levels for funding,
implementation and monitoring. During the Tenth
Plan, efforts will be mainly directed to improving
the pace and coverage of this convergence. The
NHP 2002 envisages manpower in rural/urban
health sytsem should be available for the entire
gamut of public health activities at the
decentralised level, irrespective of whether these
activities relate to national programmes or public
health activities initiated by state/PRI.
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PREVENTION AND MANAGEMENT OF NON-
COMMUNICABLE DISEASES (NCD)

2.8.135 Non-communicable diseases cover a wide
range of heterogeneous conditions affecting
different organs and systems in different age and
socio-economic groups. Over the last two decades,
morbidity and mortality due to cardio-vascular
diseases, mental disorders, cancers and trauma
have been rising due to an increase in:

< the number of senior citizens with higher
prevalence of non-communicable diseases;

< prevalence of non-communicable diseases in
younger people due to life-style changes,

obesity and stress; and

exposure to environmental risk factors and use
of tobacco.

2.8.136 Data from the 52nd round of NSSO
showed that tobacco intake (smoking and non-
smoking) and alcohol use are higher in the poorest
20 per cent of the income quintile (Figure 2.8.28)
and hence the prevalence of tobacco-related non-
communicable diseases is likely to be high in this
group. In view of the chronic morbidity and high
cost involved in the management of non-
communicable diseases, attention need be focused
on prevention, early detection and appropriate
management. It is estimated that currently there are
2.5 million cases of cancer in the country and this

Figure 2.8.28 Prevalence of Alcohol and Tobacco
use in India by Income Quintile
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will double over the next two decades. Data on the
prevalence of cardiovascular disease are insufficient
for national level projections. The reported
prevalence of Coronary Heart Disease (CHD) in
urban Kerala is 14 per cent (17 per cent in men
and 10 per cent in women), 7 per cent in rural
Thiruvananthapuram and 3 per cent in rural parts
of North India. Ten per cent of the urban and 5 per
cent of the rural adult population suffer from hyper-
tension. The estimated prevalence of rheumatic
heart disease (which constitutes 20 to 30 per cent
of hospital admissions due to all cardio vascular
disease (CVD) in India) is five to seven in 1,000 in
the 5-15 year age group. A recent study carried out
in six cities in India showed an age standardized
prevalence of diabetes and impaired glucose
tolerance in 12.1 per cent and 14.0 per cent respec-
tively, with no gender difference.

2.8.137 During the Ninth Plan, ongoing progra-
mmes for control of non-communicable diseases
included two centrally-sponsored schemes
(National lodine Deficiency Disorders Control
Programme, discussed in the Chapter on
Nutrition, and the National Programme for the
Control of Blindness discussed in this section)
and one central sector scheme (the National
Cancer Control Programme). During the 1990s,
several pilot projects such as the national mental
health programme, the diabetes control
programme, cardiovascular disease control
programme, prevention of deafness and hearing
impairment, oral health programme and medical
rehabilitation were initiated as central sector pilot
projects. After completion of the pilot phase, these
programmes have been merged with the Central
Institutes dealing with these problems.

2.8.138 The Ninth Plan envisaged the provision
of integrated non-communicable diseases
prevention and control services through the existing
infrastructure. However, the progress on this front
has been very slow. In some states like Kerala
efforts are being made to implement an integrated
non-communicable disease control program at the
primary and secondary care level with emphasis
on prevention, early diagnosis, management and
building up of a suitable referral system. Tertiary
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care centres are being strengthened to provide
treatment facilities for the management of
complications.

2.8.139 During the Tenth Plan, efforts will be made
to improve preventive, promotive, curative and
rehabilitative services for non-communicable
diseases throughout the country at all levels of care
S0 as to reduce morbidity and mortality. The major
thrust will be on:

< a well-structured IEC&M for primary and
secondary prevention of non-communicable
diseases;

re-orientation and skill upgradation of health
care providers in diagnosis and management
of non-communicable diseases at different
levels of care;

establishment of referral linkages between
primary, secondary and tertiary institutions;

production and provision of drugs for treatment
of non-communicable diseases at affordable
Ccosts;

development of institutions for rehabilitation of
disabled persons, teaching persons to live with
their disability;

development of hospices for care of terminally
ill people who cannot have home-based care;
and

creation of an epidemiological database on
non-communicable diseases especially CVDs,
stroke and diabetes.

><

National Cancer Control Programme (NCCP)

2.8.140 India has one of the lowest rates of cancer
in the world. It is estimated that there are two to 2.5
million cases of cancer in India, with 700,000 new
cases being detected every year. About two-thirds
of the cases are in an advanced stage at the time
of detection and 300,000 to 350,000 cancer patients
die each year. Current projections suggest that the
total cancer burden in India for all sites will double
by 2026 because of increasing longevity, greater
exposure to environmental carcinogens due to
industrialisation, use of fossil fuels, the use of a
wide variety of chemical agents in industry and
agriculture, and the continued use of tobacco.
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2.8.141 The most frequent cancers among Indian
males are those of the mouth/oropharynx,
oesophagus, stomach and the lower respiratory
tract. In women, cancers of the cervix, breast,
mouth/oropharynx and oesophagus are common.
About one-third of cancers are easy to detect and
can readily be cured. Tobacco-related cancers
(especially cancer of oral cavity, lung and cancer
cervix) form more than 50 per cent of the overall
cancer burden in the country. An increase in
tobacco smoking instead of chewing might lead to
arise in the incidence of lung cancer, which is more
difficult to detect and treat. Changing dietary
patterns (high calorie, high fat intake) and lower
parity may result in increasing incidence of breast
cancer.

The objectives of the National Cancer Control
Programme are:

< primary prevention of cancers by health
education through the government and NGOs;

< early detection and diagnosis of cancers
especially cancer cervix, breast and
oropharyngeal cancers;

P4 developing and strengthening of existing
cancer treatment facilities;

P4 increasing access to palliative care in the
terminal stage of cancer.

2.8.142 The Cancer Control Programme was
initiated in 1975-76 as a central sector project. It
was renamed as the National Cancer Control
Programme (NCCP) in 1985. The programme
provides funds to 17 Regional Cancer Centres
(RCCs). The RCCs are regional centres for
diagnosis, treatment and follow up of cancer
patients; they undertake surveys of mortality and
morbidity due to cancer, training of medical and
paramedical personnel in cancer care and
preventive measures with emphasis on health
education and research. NCCP provided funds for
the purchase of equipment (cobalt unit,
mammography unit) and for development of
oncology wings in Government Medical Colleges/
voluntary organisations. The District Cancer Control
Programme aimed at promoting health education,
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early detection of cancer and pain relief was initiated
in 1990-91. The progress in ongoing efforts for
cancer prevention, early detection and management
has been very slow.

2.8.143 The ICMR established a National Cancer
Registry Programme (NCRP) in 1981-82, there are
five population-based urban cancer registries in
Mumbai, Bangalore, Chennai, Bhopal, Delhi and a
rural registry at Barsi in Maharashtra and six
hospital-based registries at Chandigarh, Dibrugarh,
Thiruvananthapuram, Bangalore, Mumbai and
Chennai. The NCRP provides data on regional
difference and time trends in cancer prevalence so
that appropriate modifications in the ongoing
programmes could be made.

2.8.144 During the Tenth Plan, a major effort will
be to made to sensitise and upgrade the skills of
health care providers in the primary, secondary and
tertiary institutions so that they can take up the
responsibility of:

><
<

health education for cancer prevention;

early diagnosis and management according to
standard treatment protocols at appropriate
institutions; and

< referral of cancer patients with complications.

National Programme for Control of Blindness
(NPCB)

2.8.145 Surveys carried out by the ICMR in the
1970s indicated that the prevalence of blindness
is about 1.4 per cent, with cataract accounting
for over 80 per cent of the cases. Most of cataract
blind individuals are in their 60s. They may not
be able to afford surgery and have difficulty in
accessing services, unless these are available
close to their residence. The National Programme
for Control of Blindness was initiated in 1976 with
the objective of providing comprehensive eye
care services at the primary, secondary and
tertiary level and achieving a substantial reduction
in the prevalence of eye disease in general, and
cataract blindness in particular. The progress of
the programme was very slow. A Government of
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India-WHO survey in 1986-89 showed that
prevalence of blindness remained unaltered.
Prevalence of blindness was higher than the
national average of 1.4 per cent in eight states
(Andhra Pradesh, Madhya Pradesh,
Maharashtra, Orissa, Rajasthan, Tamil Nadu,
Uttar Pradesh and Jammu and Kashmir).

2.8.146 In 1994, World Bank assistance was
obtained for NPCB in seven of the eight states.
Domestic budgetary support was provided to
implement the project in Jammu and Kashmir. The
major objectives of the programme were:

< to improve the quality of cataract surgery and
clear the backlog of cataract by performing 11
million operations over a seven-year period;

< to strengthen the country’s capacity to provide
high volume, high-quality, low-cost eye care
by upgrading the knowledge and skills of eye
care personnel and improving access to
service delivery through government, voluntary

and private sector collaboration; and

< to increase eye care coverage among the
underprivileged section of the population
including women, urban slum dwellers and

tribals.

2.8.147 During the Ninth Plan, the programme was
revised to cover the entire country. The performance
during the Ninth Plan is given in Fig. 2.8.29. Outlays

Figure 2.8.29 Blindness Control Programme - All India
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and expenditure under the NPCB is shown in
Table 2.8.13.

Table 2.8.13
NPCB- Outlays and Expenditures
(Rs. In Lakhs)

YEAR OUTLAY EXPENDITURE
9TH PLAN 44800.00

1997-98 7000.00 5806.00
1998-99 7500.00 7285.00
1999-00 8500.00 8373.00
2000-01 11000.00 10941.00
2001-02 14000.00 14000.00*

Source : Department of Health
* Anticipated Expd.

2.8.148 The review of the World Bank assisted
project in 2000 showed that even though infra-
structure and manpower has been provided,
performance both in fixed facilities and in camps
have been far below the norms. Most of the
district hospitals did not achieve the goal of 700
cataract surgeries/surgeon/year; many mobile
units did not achieve the goal of 1500 cataract
surgery per year. As a result only 8.15 million
cataract surgeries (the target was 11 million)
could be done and cataract prevalence could not
be reduced to 0.3 per cent

2.8.149 The need to restore vision by operating
on one eye in economically blind people has not
been given conscious priority over operating on
the cataract in the second eye. A comparative
assess-ment of extra capsular cataract extract
vs. intra ocular lens insertion in terms of logistics
of implementation, cost of care and complication
rate, when surgery was done at tertiary hospital/
district hospital vs. those done in camps is yet to
be carried out. The quality of care in institutions
and more so in camps had been sub-optimal.
Infections resulting in permanent blindness have
been reported. In view of this NPCB has revised
its strategy, emphasis is now on surgery in fixed
facilities; mobile units will take up only screening
of cases and provide follow up care.

2.8.150 A pilot survey carried out in 1999 in two
districts showed that there has been a shift in the
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causes of blindness (Table 2.8.14). The NPCB wiill
have to be geared up to tackle the backlog of
cataract surgery, glaucoma, corneal blindness as
well as other emerging problems including diabetic
retinopathy (estimated prevalence 20 per cent
among diabetic).
Table 2.8.14
Pilot Survey on causes of blindness (1999)

Percent
Cataract 55.0
Refractive errors 9.8
Corneal blindness 8.0
Glaucoma 3.5
Surgical complication 3.0
Other causes 10.7

2.8.151 During the Tenth Plan, attempts will made
to:

D41 clear the backlog of blindness due to cataract
by performing 4.5 million cataract operations
per year. A majority of these will be done in
fixed institutions; and wherever adequate
facilities are available, Intra-Ocular Lens (IOL)
will be used:;

improve the utilisation of facilities created in
the government, private and voluntary sector
to cope with the broader spectrum of eye care,
including screening of children for refractive
errors, diabetics for retinopathy and all persons
beyond 35 years for glaucoma;

develop a system for accreditation of centres
providing eye care;

improve the quality of care before, during and
after surgery through operationalisation of
standard protocols for management;

monitor quality of care;

modify the ophthalmology curriculum in both
the undergraduate and postgraduate stages
so that the students have the necessary skills
to deal with common ocular problems at all
levels of health care;

develop an appropriate continuing medical
education programme to enable practitioners
to deal with emerging ophthalmic problems
effectively.

X X

126

Mental Health

2.8.152 Mental health care has three aspects -
restoration of health in mentally ill persons, early
identification of persons who are at risk and
appropriate protection and promotion of mental
health in normal persons. It is estimated that 10 to
15 per cent of the population suffers from mental
health problem and the stress of modern life is
resulting in an increasing prevalence of mental
illness. Till about three decades ago, mental health
services consisted mainly of large, centralised
mental hospitals. At the time of independence, there
were 17 mental hospitals accommodating over
8,000 patients. Most of these hospitals had poor
infrastructure and manpower and did not provide
good quality mental health care. A majority of
mentally ill patients did not have access to good
quality psychiatric care and there was no home-
based care available for them.

Magnitude of Mental Health Problems
It is estimated that :

< ten million people are affected by serious
mental disorders.

> 20-30 million people have neurosis or
psychosomatic disorders.

< 0.5 and 1 per cent of all children have
mental retardation.

2.8.153 Soon after Independence, efforts were
made to improve the access to mental health
services by increasing the number of mental
hospitals and opening psychiatric units in general
hospitals. Providing psychiatric care through general
hospitals and bringing mental health care out of the
confines of mental hospitals reduced the stigma
associated with treatment of mental illness, removed
legal restrictions on admission and treatment and
facilitated the early detection of associated physical
problems. Most importantly, it ensured that the
family was involved in the care and that on being
discharged the patient went back to the family.
Encouraged by the success in this effort, many
states embarked on the development of district
psychiatric units. Some states like Kerala and Tamil
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Nadu have a district psychiatric unit in all districts.
Though others lag behind in this respect, the
concept of mental health care provided as an
integral part of health care system has been
accepted and implemented by all states. Ambulatory
treatment for psychiatric illnesses became accepted
as a norm and effective, relatively inexpensive drugs
for common mental disorders were made available
in tertiary and secondary care institutions.

2.8.154 Currently, 50 per cent of the medical
colleges have a psychiatry department. It is
estimated that there is one psychiatry bed per
30,000 population. There are 20,000 beds in mental
hospitals and 2,000 to 3,000 psychiatric beds in
general and teaching hospitals. Fifty per cent of the
psychiatric beds are occupied by patients
undergoing long term treatment. However, in spite
of all these facilities, even now less than 10 per
cent of the mentally ill persons have access to
appropriate care; prevention of mental illness and
promotion of mental health remain of distant
dreams.

2.8.155 The national mental health programme
was initiated in 1982 with the objective of
improving mental health services at all levels of
health care through early recognition, adequate
treatment and rehabilitation of patients. The
programme also envisaged improvement in the
conditions in existing mental hospitals, effective
implementation of the Mental Health Act, 1987
and adequate manpower development to meet
the growing needs for mental health care. The
Programme did not make much headway in the
Seventh Plan.

2.8.156 During the Eighth Plan, the National
Institute of Mental Health and Neuro Sciences
(NIMHANS) developed and implemented a district
mental health care model in the Bellary district of
Karnataka with the objective of:

>4 providing sustainable basic mental health
services to the community and to integrate
these services with health services;

>4 early detection and prompt treatment of
patients with mental illness;
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< providing domiciliary mental health care and

reducing patient load in mental hospitals;

community education to reduce the stigma
attached to mental illness; and

treatment and rehabilitation of patients with
mental ilinesses within their family setting.

2.8.157 Following encouraging results, the progra-
mme was expanded during the Ninth Plan to 22
districts in 20 states. It was envisaged that
decentralised district-based training in essential
mental health care will be provided to all health
professionals so that psychiatric care will be
provided in all health care facilities. Attempts were
made to improve early detection of mental illness
in the community, provide ambulatory care at home
and follow up discharged cases. A district mental
health team was to provide referral support and
supervision of the mental health programme.
Simple, accurate records of work done maintained
by the health care providers was to be monitored
by the district team. The progress in these districts
has not yet been evaluated.

2.8.158 During the Tenth Plan, it is expected that
states will progressively improve access to mental
health care services at the primary and secondary
care levels to cover all the districts in a phased
manner. Psychiatry departments in medical colleges
will play a pivotal role in the operationalisation and
monitoring of the programme in the district in which
they are located and synergistic links will be formed
with other ongoing related programmes.

Accident and Trauma Services

2.8.159 Increasing mechanisation in agriculture
and industry, induction of semi-skilled and
unskilled workers in various operations, and rapid
increase in vehicular traffic have resulted in an
increase in morbidity, mortality and disability due
to accident and trauma. Overcrowding, lack of
awareness and poor implementation of essential
safety precautions result in an increasing number
of accidents. The consumption of poisonous
substances accidentally or intentionally is also
on the rise. Technological advances in the last
two decades have made it possible to




TENTH FIVE YEAR PLAN 2002-07

Figure 2.8.30- SCHEMATIC MODULE FOR TRAUMA SERVICES-DELHI
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substantially reduce mortality, morbidity and
disability due to accidents, trauma and poisoning.
At present there is no organized comprehensive
trauma care service either at the centre or in the
state. People are unable to benefit from these
advances because of limited access to these
services. During the Ninth Plan facilities for the
management of accident and trauma care have
been strengthened in several hospitals but these
have not been linked into an effective multi-
disciplinary trauma care system. A conceptual
model ( Figure 2.8.30) of such a system for Delhi
has been prepared which optimises utilisation of
available facilities and prevents wastage of
scarce resources due to duplication of efforts.The
model includes arrangements for:

D4 for on-site resuscitation of trauma victims;

< first aid and transport to the nearest tertiary
care hospital by ambulances with essential
equipment and trained paramedical staff;
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< networking among and within institutions for
manpower, materials, communication, training
and research; and

>< other allied trauma care activities.

2.8.160 Apart from communication networking, the
apex centre would be utilized for human resource
development and creation of a comprehensive
computerized information database on trauma
cases.

2.8.161 During the Tenth Plan efforts will be
made to strengthen primary, secondary and tertiary
care institutions for trauma care through:

< adequate training to medical and paramedical
personnel;

provision of facilities for transport of patients;

S

< suitable strengthening of existing emergency
and casualty services; and

S

improving referral linkages.
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Environment and Health

2.8.162 Environment can affect human health in
many ways. Deficiency of iodine in soil and food
items is the cause of iodine deficiency disorder.
Excessive fluoride in water causes fluorosis.
Environmental degradation may affect air, land and
water. Pollutants may enter the food chain and,
hence, the human body. Rapidly growing population,
urbanization, changing agricultural, industrial and
water resource management, increasing use of
pesticides and fossil fuels have all resulted in a
perceptible deterioration in the quality of
environment and all these have adverse health
consequences. Environmental health would have
to address

< the prevention, detection and management of
the existing deficiencies or excess of certain
elements in the environment;

D4 macro environmental contamination of air, land,

water, and food; and

< disaster management.

2.8.163 So far, the major focus of environmental
health has been on the communicable disease
burden due to poor environmental sanitation in
urban and rural areas and methods to tackle these.
These efforts will be intensified during the Tenth
Plan. Emphasis will be laid on

D4 establishing cost-effective and environment
friendly technologies for safe, sanitary disposal
of solid waste and waste water;

improvement in access to potable drinking
water, especially in urban slums and remote
rural areas;

prevention and management of health
consequences of environmental deterio-
ration.

2.8.164 Major developmental activities in any field
such as agriculture, industries, urban and rural
development can result in environment changes
which could have adverse health implications. In
the Tenth Plan period, efforts will be made to fully
operationalise the Ninth Plan recommendations
that:
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< health impact assessment should become a
part of environmental impact assess-ment of
all large developmental projects; and

health care of people involved in these projects
and the prevention and manage-ment of health
consequences of the population living in the
vicinity of the project should be met from the
project budget.

2.8.165 The rapid growth of industry especially in
the small-scale and unorganised sectors is central
to economic development but in the absence of
appropriate technology and environmental safe-
guards, these become a major source of air, water
ground and noise pollution. The Central Pollution
Control Board (CPCB) under the Ministry of
Environment and Forests regularly monitors
pollution levels in all major cities and initiates
appropriate remedial measures. In India, the
problem of indoor air pollution due to the combustion
of unprocessed biomass fuels by the urban and rural
poor has to be reduced by providing appropriate
fuel for cooking. Noise pollution is another area of
increasing concern. During the Ninth Plan, the
Biomedical Waste Management and Handling
Rules (1998) and the Municipal Waste Management
and Handling Rules (2000) were notified. A manual
on Municipal Solid Waste Management was
published in May 2000 by the Ministry of Urban
Development. The CPCB has evolved a code of
practice for controlling noise pollution in public
places. Efforts to reduce air pollution, ground water
as well as river water pollution have been taken up.

2.8.166 During the Tenth Plan priority will be
accorded to :

< monitoring, detection and alleviation of the
macro environmental pollution;

< creation of national data base on environmental
pollution and related health problems by linking
the existing area specific environmental
monitoring data with data on health status of

the population living in these areas;

epidemiological studies on the impact of the
biomass fuel on the health status;

health consequences of noise pollution;
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>4 R&D efforts for produciing cleaner fuels from
traditional material;

< development of biomarkers for long term bio-
monitoring designed to detect changes in

aquatic eco systems due to water pollution.

Occupational Health

2.8.167 A healthy workforce is an essential pre-
requisite for agricultural and industrial development.
Over the last five decades, efforts have been made
to provide health care to workers through schemes
such as ESIS , creation of health care facilities in
industrial towns and arrangement for health care
for workers and their families through existing public
and private health care services. However, both
coverage and quality of care have not been
adequate. There is no attempt to link existing data
from ongoing environmental monitoring at the work
place with the health status of workers and initiate
appropriate interventions. Workers in the agri-
cultural and unorganised sectors have not been
covered under specific health care programmes.
The increasing use of mechanisation, induction of
poorly trained workers who operate machines with
which they are not familiar, use of insecticides,
pesticides and chemicals by persons who are
ignorant of the precautions to be taken are resulting
in increasing health hazards to workers in these
sectors. The Ninth Plan had recommended

>4 continuous monitoring of the safety of the work
environment and workers' health status in
industry and agriculture;

special attention to the health problems of
vulnerable groups such as women and children
with a focus on the prevention, early detection
and prompt treatment.

2.8.168 Not much progress was achieved during
the Ninth Plan. During the Tenth Plan the focus will
be on:

< establishment of norms for work environment
in organized, unorganized and agricultural
sectors;
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monitoring the work environment for detection
and correction of micro environmental pollution;

monitoring of health status of workers;

interventions aimed at prevention, early
detection and effective management of health
problems of workers, including occupational
health problems, with special attention to health
problems in women and children.

Drugs — Production, Quality and Supply

2.8.169 Nearly one-third of the health budget at
the centre and in the states is spent on providing
drugs free of cost in all public health facilities.
However, adequate stock of good quality drugs are
not available in many of these institutions, and
health benefit from treatment are sub optimal. Some
of the factors responsible for this include :

>
<
>

lack of a uniform essential drug list;
poor quality control;

problems in the procurement and supply of
drugs;

the absence of treatment protocols for common
diseases leading to unnecessary and irrational
drug prescriptions; and

poor compliance with the prescribed regimen
due to lack of awareness and counselling.

2.8.170 During the Ninth Plan, several state
governments (e.g. Tamil Nadu, Delhi and Orissa)
have introduced an essential drug programme with
the following components:

<
D
>4

development of a drug policy;
preparation of an essential drug list;

establishing a quality control and assurance
system;

pooled procurement system and improvement
in logistics of drug supply;

improvement in the availability of safe and
effective drugs;

< preparation of standard treatment guidelines

and dissemination of information; and
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< providing information about treatment to
patients to improve compliance.

2.8.171 Research and monitoring of all aspects of
drug use including adverse drug reaction were
attempted.

2.8.172 During the Tenth Plan efforts will be made
to:

< cover all states with expanded and strength-
ened essential drug programmes;

< adopt an online computer inventory control
programme for the procurement and supply of

drugs; and

D4 establish a system to monitor cost, quality,

availability and use of drugs.

2.8.173 India has alarge pool of technically skilled
manpower and research infrastructure in both
government and private sector laboratories. The
Indian pharmaceutical industry has the ability to
develop and commercialise chemical processes for
manufacturing of a variety of drugs at low cost.
However, financial problems and fragmentation of
capacities makes production of some bulk drugs
uneconomical; this has prevented Indian industry
from achieving its full potential, both in the domestic
and international market. The existence of nearly
20,000 manu-facturing units and poor quality control
have led to spurious and poor quality drugs reaching
the market. The revised National Drug Policy 2001
had reviewed the situation and suggested remedial
measures.The limit for the situatory foreign direct
investment in the phar-maceutical sector was
increased from 51 per cent to 74 per cent. Several
products reserved for production in the public sector
were de-reserved. Industrial licensing for all bulk
drugs has been abolished except in the case of
those produced by the use of recombinant DNA
technology and bulk drugs requiring in-vivo use of
nucleic acids as the active principles.

2.8.174 The Central Drugs Standard Control
Organisation (CDSCO) under the Drug Controller
General of India is responsible for ensuring the
safety, efficacy and quality of drugs. The provisions
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under the Drugs and Cosmetics Act (1940) provide
for good manufacturing practices. During the Tenth
Plan, the regulatory requirements pertaining to
safety, efficacy and quality have to be effectively
implemented by:

P4 strengthening the drug control machinery at the
centre and in the states;

P4 strengthening quality assurance systems;

making good manufacturing practices (GMP)
mandatory for pharmaceutical houses; and

< enforcing stringent quality regulatory processes

for the import of drugs.

2.8.175 Post-marketing surveillance, development
of a self-sustaining and viable adverse drug reaction
(ADR) monitoring and response at the national level
will receive due attention.

2.8.176 Currently, Indian industry is investing
about 5 per cent of turnover on research and
development. These investments may have to be
augmented so that the Indian pharmaceutical
industry achieves its full potential. Parallel efforts
to improve public sector-funded research are also
essential for the development of drugs for the
treatment of public health problems such as
emerging drug resistance, development of newer
contraceptives and vaccines. The private sector
may not be willing to make requisite investments in
these areas because of very low profit margins.

Information, Education, Communication and
Motivation (IEC&M)

2.8.177 An aware and informed population,
actively participating in programmes aimed at
promoting health, preventing illness, accessing
health care at appropriate level is an essential
prerequisite for improvement in health status of the
country. Health education, which is the major tool
for achieving this objective had received a lot of
attention in the 1950s and 1960s. During the
development of various centrally sponsored vertical
programmes for disease control, family welfare
proggramme and state’s efforts to build up state
specific programme, health education efforts got
fragmented. Currently, health education efforts are
mostly limited to information being provided through
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mass media and health functionaries regarding
Family Welfare services and disease control progra-
mmes. These efforts have resulted in improved
awareness of the population who accessed these
programmes. However, active participatory health
education aimed at motivating the population on life
style changes and preventive and promotive health
care programmes have not received due attention.
Lack of readily available information at household
and community level on where to go and whom to
access for various health problems continue to
remain a major barrier for seeking appropriate care.

2.8.178 During the Tenth Plan, attempts will be
made to:

D4 review existing training programmes on health
promotion/health education and make them
more relevant;

integrate the various health education
programmes under different vertical
programmes so that health personnel at each
level of care provide comprehensive IEC to the
population;

involve PRIs and NGOs in health promotion/
education and IEC&M; and

ensure the involvement of non-formal leaders
in the community in order to make health
promotion/ education/ IEC&M a people’s
movement; and

Public Health

2.8.179 In the pre-Independence era, India’s
health services had two distinct components:

< public health services manned mostly by non-
health professionals implementing interven-
tions aimed at preventing health hazards,
improving environmental sanitation, monitoring
water quality, and prevention of adulteration in
food and drugs; and

medical care services manned by health
professionals and paraprofessionals providing
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promotive, preventive, curative and rehabili-
tative care to individuals.

2.8.180 In the post-independence period, tasks
relating to civic services infrastructure and
environment got transferred to other departments
dealing with urban and rural development,
environment and forests. Medical care also
underwent changes. Specilaists in community
medicine and public health focused on providing
promotive and preventive care for major public
health problems through outreach services. The
clinicians provided institution-based preventive,
promotive, curative and rehabilitative health care
to individuals who came to the health care
institutions.

2.8.181 With increasing knowledge and experi-
ence the earlier concept that prevention and curative
care are two sides of the same coin, which mutually
reinforce each other gained wider acceptance. This
led to the re-emergence of the concept of public
health providing comprehensive health care. This
concept was initially developed and implemented
in maternal and child health but soon all other
disciplines including clinical specialities dealing with
non-communicable diseases such as cardiology
adopted this. As a result, public health is today
defined as a discipline aimed at developing a health
system to deliver equitable, appropriate and holistic
care to improve the health status of the individual
and health indices of the country at an affordable
cost.

2.8.182 The newer concepts of public health were
discussed in 1999 and the ‘Calcutta Declaration
1999’ redefined the role of public health. The
declaration stated that as the countries in the
Southeast Asian region are stepping into the new
century with an unfinished agenda of existing health
concerns, amidst new and complex emerging
challenges, there is a need for innovative solutions.
Public health should meet the health needs of the
community and preserve, protect and promote the
health of the people. The declaration emphasized
the need for capacity building in public health as a
multi-disciplinary endeavour to design, develop and
provide health care to meet health needs of the
population.
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2.8.183 Taken in this broader perspective, public
health deals with the formulation, implementation
and monitoring of evidence-based health policies,
strategies and programmes. It also attempts to
create a supportive environment for the effective
implementation of such programmes by addressing
critical issues that affect health care including
quality, equity, ethics, environment and globalisa-
tion. Every effort has to be made to ensure that
policy makers, programme managers, health care
providers and people themselves internalise and
support this broad concept of public health and
contribute towards attaining the public health goals.

Health Systems Research and Bio-medical
Research

2.8.184 India had invested in health system and
biomedical research from as early as 1911 so that
appropriate policies, strategies and programmes to
improve the health status of the population can be
evolved on the basis of data from research studies.
Bio-medical and health systems research is being

carried out by research institutions, universities,
medical colleges and health service providers.
Biomedical research is currently funded by several
agencies including the ICMR, the Deparments of
Biotechnology, Department of Science and
Technology, the Council of Scientific and Industrial
Research (CSIR) and the concerned ministries.
Basic, clinical and operational research studies
relevant to major health problems have been the
focus of research programmes. In addition, the
private sector has been investing in research, mainly
in the pharmaceutical sector. The national research
efforts have laid the foundation of various health
care programmes in the country and have gained
global recognition. ICMR research studies have also
led to the development of appropriate guidelines
for the implementation of major programmes such
as tubal sterilisation, medical termination of
pregnancy and assisted reproduction. Data from
ICMR surveys on HIV infection, cancer, under-
nutrition and blindness have provided the database
for the formulation of national programmes on these
diseases and for monitoring their impact.

Figure 2.8.31 Research Needs

100% Z
x Unavertable with existing interventions Biomedical research &
€ 9 44— development to identify
s new interventions
b=
(5]
c
= - =
= (=] P o
15} o < o 3
3 E Q9 < ]
S 3E§ = '% = 5
5] = g 2 § LS *é s & | R&D to reduce cost of
3 E 58 0 o > o existing interventions
c S =3 () Lo o o =
S - £ QO oo o o g c
[ O+ 9 @© o = o] 2 0
- < =

8 £ 09243 =S £S5 0 2

gx2 2 ¢ & 5285

0 X L EGS < E X3 E y

| 4

| 4

Effective coverage
of population

research

Health systems

X = population coverage with current mix of interventions;

Z = combined efficacy of a mix of all available interventions

Y = maximum achievable coverage with a mix of available cost-effective interventions

Source : Investing in Health Research and Development, WHO, 1996

133




TENTH FIVE YEAR PLAN 2002-07

National Programmes formulated on the
basis of ICMR’s R&D efforts

D4
D4

Domiciliary treatment for tuberculosis,

Short course chemotherapy
tuberculosis,

for

X

Multi drug therapy for leprosy,

X

Oral rehydration therapy for treatment of
diarroheal disease,

Programme for prevention of blindness
due to Vitamin A deficiency,

>4
>4

Programmes for antenatal care,

Management of anaemia in pregnancy.

2.8.185 In India, most of the morbidity and
mor-tality is due to illnesses for which simple,
inexpensive and effective preventive measures
and time-tested cost-effective curative
interventions are available. Therefore, priority has
been given to health systems research for
improving service delivery and coverage as well
as operational research aimed at improving
access to techno-logical advances. Basic and
clinical research leading to development of
products, drugs, vaccines for prevention,
diagnosis and management of illnesses
especially major health problems for which
currently there is no effective cure are
encouraged (Figure 2.8.31).

2.8.186 During the Ninth Plan, the major focus
of research efforts was on basic, applied and
operational research for improving the quality,
coverage, efficiency of health services. The thrust
areas of research included communicable
diseases, improvement of the health and
nutritional status of women and children and
improving contraceptive acceptance and
continuation rates. In commu-nicable diseases,
research has focussed on deve-lopment of
indigenous immuno-diagnostics, improved drug
regimens to combat emerging drug resistance
among microbes, alternative strategies for vector
control to combat increasing insecticide
resistance and testing innovative disease control
strategies through increased community partici-
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pation. Studies on the health consequences of
the Bhopal gas disaster (1984) and providing a
database for planning the infrastructure needed
to meet the health care requirements of the
affected population continue. The major research
areas relating to non-communicable diseases
include early detection of cervical cancer in
women and oral cancer in both sexes, anti-
tobacco education, lifestyle modification to
reduce the rising morbidity due to hypertension
and cardiovascular diseases, documenting the
health problems associated with lifestyle changes
and increased longevity. Evaluation of the
ongoing mid-day meal programmes in schools,
assessment of changes in the dietary intake and
nutritional status of urban and rural population
over the last two decades, investigating the health
effects of food contaminants and adulterants are
some of the major areas of nutrition research.

2.8.187 During the Tenth Plan, efforts to
generate data on the health impact of the socio-
economic, demographic and epidemiological
transition on the health and nutritional status of
the population will continue. Health system
research which will enable the existing systems
to provide appropriate health care using effective,
inexpensive technology for detection and
management of health problems and ensure
equitable, economical, and efficient service
delivery will receive priority. Clinical, and
operational research in both the modern system
of medicine and ISM&H will continue. The major
thrust areas of research in communicable, non-
communicable diseases, nutrition and family
welfare have been indicated in the respective
sections. Other important areas include new drug
development, improved drug delivery system and
harnessing emerging techno-logies in genomics
for diagnosis and management of diseases.
Appropriate bio-safety containment facilities have
to be set up in selected laboratories in order to
facilitate basic research on pathogenic microbes,
storage, handling, cultivation of virulent
pathogens and in-vitro and in-vivo screening of
anti-microbials. Inter-agency collaboration will
ensure optimal utilisation of available resources
and avoid unnecessary duplication of efforts.
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Health Care Financing

2.8.188 Since independence, health care has been
recognized as an essential social sector investment.
It was, therefore, initially envisaged that health
services in government institutions will be provided
free of cost to all. During the 1990s, it was
recognized that, given the increasing awareness
and expectations of the people, and the escalating
costs of health care, this policy could not continue.
The Ninth Plan envisaged that major public health
priorities such as essential primary health care,
emergency life saving services, services under the
disease control and family welfare programmes will
be provided free of cost for all. The Ninth Plan
advocated that the Centre and the state
governments should work out appropriate norms
for levying user charges on people above the
poverty line for other services and hospitalisation
and evolve mechanisms for collection and utilisation
of funds. The Planning Commission provided
additional central assistance to the Kerala
government for an experimental model in a district
hospital where different segments of the APL
population pay for health care and the hospital
meets the costs of care of BPL (lowest 20 per cent)
population through a system of cross-subsidisation.

2.8.189 The issue of how much the government
sector, private individuals and the country as a whole
is spending on health care and which segments of
the population are benefiting has been debated
widely during the last decade. As there is no
National Health Accounting system, there is no
information on total government expenditure on
health and categories of people who benefit from
this expenditure. The WHO has estimated that India,
at present, is spending 4.5 per cent of gross
domestic product (GDP) on health, of which 0.9 per
cent is public expenditure. India ranks thirteenth
from the bottom in terms of public spending on
health (World Health Report 2000). The Central
Statistical Organisation (CSO) reported that final
government expenditure on health (which does not
include expenditure on family welfare) for 1998-99
is Rs. 10,588 crore, accounting for 0.6 per cent of
GDP. For the same year the plan and non-plan
expenditure of 26 States and the Central Ministry of
Health and Family Welfare alone comes to Rs.
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16,771 crore or 0.95 per cent of the GDP. The
Railways, Defence and the Department of Post and
Telegraph have created health care infrastructure and
spend substantial sums on the health care of their
employees and their families. ESIS and PSUs spend
large amounts of government funds on health care.
The expenditure of PRIs and other local bodies on
health is never accounted for as health expenditure
nor is the reimbursement of health care costs by
different departments at the Centre, in the States and
PSUs taken into account while computing public
expenditure on health. It is imperative that a system
of National Health Accounting, reflecting total
government expenditure on health is established.
This will enable periodic review and appropriate policy
decisions regarding modalities for ensuring optimal
utilisation of the current government investment in
the health sector and also future investments to meet
public health needs.

2.8.190 Given India’s size and the fact that health
is a state subject, it is important to examine inter-
state differences in spending patterns. While the
central government provides funds to the states
under centrally sponsored schemes based on
uniform norms, per capita expenditure in states vary
depending upon the prevalence of diseases and
utilisation of funds allocated . If these are taken into
account, the central government expenditure does
not show much variation between states (Fig 2.8.32)

Figure 2.8.32 State Level Per Capita Public
Spending on Health (Rs.)
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2.8.191 There are substantial variations in per
capita expenditure on health by the states. At one
end of the spectrum are states like Bihar, Madhya
Pradesh, Uttar Pradesh and Orissa with low per
capita expenditure, poor access to health care
and poor health indices. At other end are Kerala,
Punjab and Tamil Nadu with high expenditure and
good health indices. However, Rajasthan and
Assam continue to have poor health indices in
spite of relatively higher expenditure (Figure
2.8.32). While funds are, no doubt, needed to
improve health care and health indices,
awareness, equitable distribution and utilisation
of services is equally critical for the improvement
of health indices. Kerala ranks high in two
important dimensions-equitable spending
between income groups and efficiency of the use
of resources.

2.8.192 In all states, patients incur out-of—pocket
expenses to meet the health care cost in public
and privately-funded hospitals. There are
massive differences in private spending on health
care services in public and private facilities
between states. Patients from Kerala and Punjab
spend about four times more on health as
compared to patients from Bihar. The high and
low spending in private and public sector do not
always go hand in hand with each other. In

Figure2.8.33 Private Spending on Health Services
at Private and Public Facilities (Rs.) 1995-96
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Rajasthan out of pocket expenditure in private
and government hospitals is almost equal,
because the state has been levying user charges
and providing drugs at cost price to persons
admitted in government hospitals (Figure2.8.33).
It is important that each state undertakes a
detailed analysis of the current situation, identify
critical points where appropriate interventions
would enable the BPL population to utilise
subsidised government health services while
providing affordable health care to other
segments of the population.

2.8.193 The poorer segments of population have
less access to both public and private sector
curative services than the better off sections. The
out-of-pocket expense on both public and private
facilities for the lowest income quintile is about
one-fifth that of the highest quantile population
(Figure2.8.34) suggesting thereby that the richest
quintile utilise both private and public facilities
more than the poorest quintile. The question
whether the amount spent by different segments
of the population results in their receiving the
appropriate care remains unanswered as the
country is yet to evolve and monitor appropriate
treatment protocols and cost of care for specific
illnesses in different settings.

Figure 2.8.34 Out - of Pocket Payments
and Household Income-1995-96
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Figure 2.8.35 Distribution of Total out of Pocket Health Expenditures
as A Proportion of Non-food Expenditures, All India, 1995-96
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2.8.194 Out-of-pocket expenditure is the most
common method of payment for private health care
services. The poorest 20 per cent spent 12 per cent
of the non-food expenditure on health care

Figure 2.8.37. Hospitalisation for major illness is
a cause of indebtedness in all income groups.
With increasing awareness, people are willing to
spend on health care. However, there is, at
present, no mechanisms by which they can pay
a part of their income, throughout their working
life, so that the cost of health care or
hospitalisation can be met without severe
financial crisis. Health insurance in the
government and private sector covers less than
10 per cent of the population, mostly from upper
income group, government or industrial
employees. There is need to explore mechanisms
for providing near-universal coverage of the
population for meeting the cost of hospitalisation
and continuous care for chronic disease.

and the richest about 14 per cent. (Figure
2.8.35)

2.8.195 The out-of-pocket expenses of the
SC/ST population is higher than the BPL
families perhaps because they have greater
problem in access to health care services
(Figure2.8.36). The urban population spent
larger amount on health care as compared
to their rural counterparts perhaps because
they have ready access to high cost or hi-
tech care.

Middl

2.8.196 Mechanisms by which different
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Figure 2.8.37 Sources of Financing for
Private Expenditures on Hospitalisation
in India by Income Quintile, 1995-96
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income groups meet the out-of-pocket
expenses for hospitalisation is shown in

Figure 2.8.36 Out-of Pocket Payments by
Socioeconomic Group.1995-96
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2.8.197 There are substantial inter-state
differences in the utilisation of public and private
facilities by people below the poverty line. In
Himachal Pradesh, West Bengal and Orissa the
poor predominantly use public facilities. In
contrast, the poor in Bihar and Punjab make very
limited use of public sector in-patient facilities.
The lack of functional government-funded
hospitals in Bihar may be the reason for the poor
going to private hospitals. In Punjab, the
perception regarding convenience, comfort and
quality of care may be the reason why private
sector hospitals are preferred to functional public
sector hospitals. In Orissa, the absence of private
sector facilities in the remote rural and tribal
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Figure 2.8.38 Public And Private Sector of Inpatient
Bed Days by People Below the Pverty Line
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areas might be the reason for the poor using
public sector hospitals (Figure2.8.38).

2.8.198 Health sector reforms during the Tenth
Plan will focus on:

D4 addressing the issues of need and equity in
access to health care;

< devising a targeting mechanism by which
people below poverty line have ready access
to subsidised health services to meet essential
health care needs, while those from above the
poverty line pay for the services both in

government and private care facilities.

2.8.199 There is an urgent need to evolve, imple-
ment and evaluate an appropriate scheme for health
financing for different income groups. Health finance
options may include health insurance for individuals,
institutions, industries and social insurance for BPL
families. Health insurance has been suggested as
a mechanism for reducing the adverse economic
consequences of hospitalisation and treatment for
chronic ailments requiring expensive and
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continuous care. However, the experience in
developed countries show that health insurance
runs the risk of market failure and cost escalation
because:

< disproportionately large number of individuals
who get insured are those who expect
significant health expenditure in the future;

reduced incentives for individuals to take
precautions against poor health;

health care providers tend to give more care
than medically appropriate; and

insurance companies have low capital reserves
and incomplete epidemiological information.

2.8.200 Attempts by insurance companies to
prevent market failure may have serious health
implications, if it is achieved either by exclusion of
high risk individuals or by escalation of cost of
insurance.

2.8.201 Health insurance can improve access to
good quality health care only if it is able to provide
for health care in institutions with adequate
facilities and skilled personnel at affordable cost.
Some states like Kerala and Delhi are
conceptualising pilot projects where the
government pays the social insurance premium
to meet the hospitalization cost for the poor
admitted in government institutions. During the
Tenth Plan global and Indian experience with
health insurance/health maintenance organi-
sations will be reviewed and suitable models
replicated. In order to encourage healthy
lifestyles, a yearly ‘no claim bonus’/adjustment
of the premium could be made on the basis of
previous year’s hospitalisation cost reimbursed
by the insurance scheme.

Financing Health Care in India

2.8.202 The importance of health as a determinant
of human development is well accepted. Health is
high on the agenda of the government and the
people, both of whom are willing to invest for
improving health status. Spiraling costs and rising
demand are putting a severe strain on the health
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system, whether government-funded or private.
Health care can absorb a very large quantity of
investments from the government and individuals
and yet leave millions of people, especially the poor
who suffer from a high disease burden, inade-
guately covered (Figure 2.8.39) It is also being

increasingly realized that merely investing more in
health is unlikely to improve the health status of the
population. Itis essential that policies and strategies
are developed to promote equitable access to
preventive and curative services so that there is an
improvement in health indices ( Figure 2.8.40).

and poor quality
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Figure 2.8.40 Productive Investment in Health : a virtuous cycle

Equitable, eﬁicim
and high quality = "

health services Better health status

Better human
capital

Greater equality
of opportunity
Greater productivity

Less poveUnd competivity

Source: Fundacion MaxicanaPara La Salud, 1995

Improve
Economic
development

139




TENTH FIVE YEAR PLAN 2002-07

2.8.203 ltis essential to quantify the interactions
between the health of the population and
economy, gauge essential potential benefits of
various interventions and ensure adequate
investment in chosen priority sectors.
Concurrently, every effort should be made to
organise and deliver health services equitably
and efficiently. It is important to get adequate data
on disease burden and current modalities of
funding health care in different states. These data
should then be used for:

><
D<

making an enabling policy framework;
selecting appropriate strategy;

implementing and evaluating packages of
health interventions; and

assessing quality of care and its cost
effectiveness.

2.8.204 Health policy research and health system
research at the national level is essential and a
reliable information base is a pre-condition for
effective investment in health care and performance
assessment of the health system.

Health Sector Outlay:

2.8.205 The health sector is funded by the central
and state governments and externally assisted
projects (in both the Centre and the states).

Externally Assisted Projects

2.8.206 Externally-assisted projects can be
classified under the following:

< assistance to different components of the family
welfare programme;

< assistance to centrally sponsored schemes of

the disease control programmes;

assistance to state governments to strengthen
infrastructure and manpower through bilateral
direct assistance to the states and from funding
agencies like the World Bank routed through
the central government.
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2.8.207 Externally assisted projects initially
focused on rural primary health care e.g. India
Population Project (IPP 1 to IV, VI & VII) and later
also covered urban primary health care (IPP V,
VIIl). During the 1990s, externally assisted
projects for strengthening secondary care
institutions were taken up in seven states. The
tertiary care institutions have not received much
funding from externally-assisted projects, except
for individual institutions like Sanjay Gandhi
Institute of Medical Education and Research
(from Japan).

2.8.208 Investment from externally assisted
projects was used for strengthening
infrastructure, purchase/replacement of
equipment, meeting the cost of drugs and
consumables and for operationalising health
sector reform. However, it has been reported that
externally assisted projects introduce a project
framework, management structures, parameters
of expenditure, unit costs and institutional
arrangements for monitoring which are very
different from the ones already in place under
national and state level programmes. This
creates distortions and the performance in other
programmes deteriorates. Also, service providers
who have worked in the externally-assisted
projects become de-motivated after the project
is completed because similar parameters of
expenditure may not be sustainable. It has also
been reported that improvement in facilities and
equipment through externally-assisted projects
have not resulted in improved performance. For
example, despite the construction of a large
number of sub-centres and staff quarters,
occupancy remained low and deliveries in these
institutions did not go up. States have not been
able to provide adequate funds for maintenance
of these infrastructure and equipment procured
under the EAPs, so that there has been a
progressive deterioration of these. These aspects
and the issue of sustainability of the projects after
they are completed need be looked into at the
time of deciding areas/schemes for external
assistance in the health sector. The mechanisms
for repayment of loans when the EAP is in the
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form of loans is another aspect that has to be
considered before EAPs in health sector are
initiated.

State Government:

2.8.209 The state governments provide funds for
primary, secondary, tertiary care institutions
(including medical colleges and their associated
hospitals). State governments also receive funds
from centrally sponsored disease control progra-
mmes and family welfare programme. Health was
one of the priority sectors for which funds were
provided during the Ninth Plan as additional
central assistance under PMGY. These funds
were to be utilised for meeting the essential
requirements for operationalising rural primary
health care. The ongoing and proposed externally
assisted projects provide additional resources.
The major activities that received funds during
the Ninth Plan were:

< restructuring of the health care infrastructure;

>4 re-deployment and skill up gradation of

personnel;
development of referral network;
improvement in the HMIS;

disease control programmes; and

X XK K K

development of a disease surveillance and
response system at the district level.

2.8.210 Funds provided during the Tenth Plan will
be utilised to improve the existing health care
infrastructure and manpower in the states so that
guality and coverage improves. The state-wise
outlay and expenditure in the Ninth Plan is shown
in Annexure 2.8.5.

Central Sector

2.8.211 Funds from the central sector are being
utilised for supporting:

D4 medical education institutions of excellence;
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training institution for nurses;

vaccine production institutes and special
centres for specific diseases;

Central Government Health Schemes;

X

emergency relief measures; and

pilot central sector projects either to
demonstrate the feasibility of disease control
or for working out strategies for health care.

2.8.212 In addition to the domestic budgetary
support, external funds have also been obtained
for several centrally sponsored disease control
programmes.

Zero Based Budgeting-2001

2.8.213 In November-December 2001 the
Planning Commission and the Department of Health
had reviewed all the ongoing Ninth Plan schemes/
programmes and undertaken a zero-based
budgeting exercise. In the Ninth Plan, there were a
total of 91 schemes (22 centrally sponsored
schemes and 69 central sector schemes). Of these
45 are being retained, one is being transferred to
the states, 38 are being merged into 14 schemes
and seven are being weeded out. A total of 59
schemes, with a Ninth Plan outlay of Rs. 5,088.19
crore are continuing during the Tenth Plan. The
summary of the zero-based budgeting exercise is
given in Table 2.8.15.

Path Ahead And Goals

2.8.214 Major focus in the Tenth Plan will be to
fully operationalise the structural and functional
health sector reforms initiated in the Ninth Plan
and
>4 improve efficiency of the existing health care
system — in government, private and voluntary
sectors;

improve quality of care at all levels;

mainstream ISM&H practitioners so that in
addition to practising their system of care, they
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Table 2. 8.15
Zero Based Budgeting Exercise 2001-Centrally Sponsored Schemes & Central Sector Schemes

Rs. in Crore

Central sector

Centrally sponsiored

Category No. of Ninth Ninth Plan No. of Ninth Ninth Plan
Schemes Plan  Anticipated | Schemes Plan Anticipated
Outlay Expenditure Outlay Expenditure
Schemes to be retained 39 995.24 968.39 6 1,984.00 2,055.94
Schemes to be merged 8/24 766.45 850.73 6/14 1,342.50 1,202.59
Schemes to be transferred to the states 1 4.00 1.88 NIL NIL NIL
Schemes to be weeded out/dropped 5 22.00 5.69 2 4.00 2.98
Total Ninth Plan schemes 69 1,787.69 1826.69 22 3,330.50 3,261.51
No. of ongoing schemes that will
continue in Tenth Plan 47 1,761.69  1819.12 12 3,326.50  3,258.53

can help in improving coverage and utilization
of national disease control programme and
family welfare programme;

develop efficient logistics of supplies of drugs
and diagnostics and promote rational use of
drugs;

explore alternative systems of health care
financing so that essential health care based
on needs is available to all at affordable cost.

2.8.215 The National Health Policy (NHP) formu-
lated in 1983 - after the Alma Ata declaration -
articulated the ambition of the country to provide
health care for all based on needs and to rapidly
achieve all round improvement in the health indices

The Ninth Plan recommended a review of
the National Health Policy in view of:

ongoing demographic transition;
ongoing epidemiological transition;
expansion of health care infrastructure;

changes in health care seeking behaviour;

X KX X K

availability of newer technologies for
diagnosis and treatment;

X

rising expectations of the population, and
escalating cost of health care.
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of the population. The NHP (1983) provided a
comprehensive framework for planning, implemen-
tation, monitoring of health services and goals to
be achieved by 2000. The Department of Health
has reviewed the performance since 1983 and
formulated the NHP, 2002 so that it provides a
reliable and relevant policy framework for improving
health care and measuring and monitoring the
health care delivery systems and health status of
the population; NHP2002 has laid down the goals
upto 2015.

2.8.216 The NHP 2002 emphasises that any
significant improvement in the quality of health
services and health status of the citizens, would
depend on increased financial and material inputs,
service providers treating their responsibility not as
a commercial activity, but as a service (albeit a paid
one), the citizens demanding improvement in the
quality of services, a responsive health delivery
system, particularly in the public sector, and
improved governance. Recognising that the health
needs of the country are enormous and dynamic
and acknowledging the human and financial
resource constraints, the NHP 2002, attempts to
make choices between various priorities and
focuses on:

< expanding and improving primary health care
facilities;
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Eradicate polio and yaws
Eliminate leprosy

Eliminate kala azar
Eliminate lymphatic filariasis

Achieve zero level growth of HIV/AIDS

NHP2002- Goals to be achieved

Reduce mortality on account of TB, malaria and other vector and water- borne diseases by 50 per cent 2010

Reduce prevalence of blindness to 0.5 per cent 2010
Reduce IMR to 30/1000 and MMR to 100/100,000 live births 2010
Increase utilisation of public health facilities from the current level of <20 per cent to >75 per cent 2010
Establish an integrated system of surveillance, national health accounts and health statistics. 2005

2005
2005
2010
2015
2007

Source : NHP 2002

< organisational restructuring of the national
public health systems to facilitate more
equitable access to the health care;

< area-specific programmes to meet the health
needs of women, children, elderly, tribals and
socio-economically under-served sections;

>4 programmes for the control of diseases like
TB, malaria, blindness and HIV/AIDS;

< disaster management plan to cope with natural
and man-made calamities; and
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< macro-policy prescriptions for coordination
between government, voluntary, private sector,
NGOs and other institutions of civil society.

2.8.217 ltis expected that with effective implemen-
tation of the policies and strategies indicated in the
Tenth Plan and NHP 2002 ,the country will achieve
goals set and complete the health and demographic
transition with in the set time frame. The
schemewise outlays of Department of Health for
the Tenth Plan is indicated in Annexure 2.8.6 and
Appendix.
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Annexure — 2.8.2

Organisational Chart-ll
Proposed Reorganisation and Linkages
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Manpower Requirementin Rural Primary Health Care Institutions

Annexure - 2.8.4

Category of manpower Requirement for Inpositionason Number Gap
Census 1991 30.06.2000 sanctioned
(2-3)
1 2 3 4 5

Specialists 22348 3741 6579 18607
(4/CHC)

Doctors at PHCs 22349 25506 29702 3157*
(1/PHC)

Block Extension Educator/
Health Educator 22349 5508 6534 16841
(1/PHC)

Pharmacist 27936 21077 22871 6859
(1/CHC+1/PHC)

Lab. Technician 27936 12709 15865 15227
(1/CHC+1/PHC)

X-ray Technician/
Radiographer 5587 1768 2137 3819
(1/CHC)

Nurse Midwife 61458 17673 22672 43785
(7/ICHC+1/PHC)

Health Assistant (M) 22349 22265 26427 84
(1/PHC)

Health Assistant (F) 22349 19426 22479 2923
(1/PHC)

Health Worker (M) 134108 73327 87504 60781
(1/SC)

Health Worker (F) 156457 134086 144012 22371
(1/SC+1/PHC)

TOTAL 525226 337086 386782 191297

*indicates surplus and has not been added to Gap
Source :- RHS Bulletin, June, 2000 (Ministry of Health & FW)
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Outlay for Health in the States & UnionTerritories

Annexure - 2.8.5

Rs. Lakhs
9th Plan 1997-98 1998-99 1999-2000 2000-01 2001-02
OUTLAY OUTLAY Act. Expd. OUTLAY Act. Expd. OUTLAY OUTLAY OUTLAY
STATES HEALTH HEALTH HEALTH HEALTH HEALTH HEALTH HEALTH HEALTH
1 2 3 4 5 6 7 8 9
ANDHRA PRADESH 63052.00 13937.00 12366.00 20046.00 19865.00 28033.00 27749.95 33223.02
ARUNACHAL PRADESH 33502.00 3149.00 1782.00 3520.00 1814.00 2947.00 2068.93 2476.01
ASSAM 38410.00 6561.00 6223.00 7191.00 6887.00 7741.00 7439.00 12580.00
BIHAR 83200.00 7245.00 4950.00 12177.00 6902.00 12768.00 9891.01 10078.21
GOA 8122.00 1082.00 1032.00 772.00 1069.00 1646.00 1423.00 1649.00
GUJARAT 83225.00 22093.00 17180.00 23550.00 17179.00 25100.00 26000.00 21000.00
HARYANA 35134.00 3882.00 4493.00 5946.00 4126.00 5327.00 5648.00 6595.00
HIMACHAL PRADESH 31765.00 5544.00 6535.00 8965.70 8164.00 10555.00 9685.09 12014.86
J&K 110029.00 7450.00 6989.00 11385.51 8244.00 11974.00 10595.17 11628.32
KARNATAKA 110000.00 18359.00 21914.00 19544.30 22909.00 22774.00 22558.11 26879.60
KERALA 30940.00 6096.00 5828.00 6200.00 7343.00 6400.00 6335.00 5553.00
MADHYAPRADESH 56787.00 9331.00 7031.00 17351.47 14524.00 13524.00 11217.62 13462.62
MAHARASHTRA 91823.00 17391.00 13811.00 22993.00 16224.00 27798.00 30485.85 39128.91
MANIPUR 3600.00 630.00 540.00 809.35 809.00 1080.00 1250.00 1486.00
MEGHALAYA 14000.00 2430.00 1790.00 2430.00 2360.00 3079.00 3300.00 3200.00
MIZORAM 11201.00 1651.00 1651.00 1816.00 1785.00 2286.00 2562.00 2542.00
NAGALAND 10631.00 2506.00 2480.00 2128.00 2022.00 2128.00 1577.00 1283.00
ORISSA 41606.00 4104.00 5198.00 7526.21 7042.00 13208.00 8405.05 14915.16
PUNJAB 51159.00 9938.00 3187.00 16352.00 8374.00 18319.00 19187.00 17465.57
RAJASTHAN 77060.00 13919.00 12339.00 15289.00 10991.00 17262.00 9914.94 12366.30
SIKKIM 8000.00 857.00 757.00 814.00 1914.00 1559.00 1200.00 1373.50
TAMILNADU 78052.00 8909.00 11005.00 11650.93 12843.00 12426.00 12724 .42 18084.16
TRIPURA 8559.00 1371.00 1091.00 1407.92 1448.00 1355.00 1442.46 1879.18
UTTARPRADESH 118500.00 17312.00 15609.00 40551.00 10862.00 42816.00 30200.00 37278.00
WESTBENGAL 97864.00 20633.00 3322.00 19286.00 7811.00 23502.00 32176.00 42931.24
TOTAL STATES 1296221.00 206380.00 169103.00 279702.39 203511.00 315607.00 295035.60  351072.66
UTs
A &N ISLANDS 7741.00 1559.00 1831.59 1895.00 2055.29 2000.00 1900.00 1900.00
CHANDIGARH 17065.00 3617.00 3748.90 3548.30 3297.61 3483.00 3717.00 3947.25
D & N HAVELI 514.00 219.00 148.87 252.70 189.82 280.00 217.80 234.80
DAMAN & DIU 887.00 133.00 165.96 173.00 186.91 136.00 150.10 165.00
DELHI 110140.00 15240.50 12684.15 19700.00 13994.62 27345.00 26642.00 34121.00
LAKSHADWEEP 817.46 233.85 267.78 333.00 323.61 229.03 281.45 211.46
PONDICHERRY 10000.00 1630.00 1546.97 2370.00 1921.30 2720.00 2720.00 3160.54
TOTAL UTs 147164.46 22632.35 20394.22 28272.00 21969.16 36193.03 35628.35 43740.05
GRAND TOTAL
(STATES & UTs) 1443385.46  229012.35 189497.22 307974.39 225480.16  351800.03 330663.95  394812.71
CHHATISGARH 6024.66
JHARKHAND NA
UTTARANCHAL 5972.00
GRAND TOTAL
(STATES & UTs)
Incl 2 states 406809.37
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Annexure 2.8.6

Outlays for Department of Health
Rs crores
IX X Name of the Schemes / Institution 9th Plan 9th Plan 10th Plan  2002-03
Plan Plan Allocation Anticipated Alocation

Expenditure Agreed by PC Outlay

CENTRALLY SPONSORED SCHEMES
Control of communicable Diseases:

1&2 1 National Vector Borne Diseases Control Programme
(Malaria, Kala-Azar, Filaria, Dengue and J.E.)

2 National Leprosy Eradication Programme.
3 National Tuberculosis Control Programme.

5 4 National AIDS Control Programme including Blood
Safety Measures and National S.T.D. Control Programme

National Guinea Worm Eradication Prog.
7 5 Disease Surveillance Programme
6 Hospital Waste Management

Strengthening of Drug & Food Administration &
Control Capacity Building

9 7 Assistance to States for Capacity Building (drug Quality)
10 8 Capacity Building for drug & PFA
11 Strengthening of State Drug Analytical Laboratories

12 Strengthening of State Drug Control organisations including
improvement of their information system and strengthening
of enforcement and supporting staff

13 Financial Assistance to the States for Strenghening their
food testing laboratories

14 Setting up of District Food Inspection Units in the States/
UTs including Management Information System

Control/Containment of Non-communicable Diseases:
15 9 National Programme for Control of Blindness
16&17 10 National Cancer Control Programme and Anti-Tobacco Initiative

18&19 11 National lodine Deficiency Disorders Control Programme and
Pilot Project on Micronutrients

20 12 National Mental Health Programme

21 13 Drug De-addiction Programme including assistance to States
Other Programmes

22 14 UNDP Pilot Initiatives for Community Health

Central Sector Schemes:
Control of Communicable Diseases:

1 1 National Institute of Communicable Diseases, Delhi
(ongoing activities including Guineaworm & Yaws Eradication)

Strengthening of Institute
3 2 National Institute of Tuberculosis, Bangalore

3 Lala Ram Sarup Institute of T.B. and allied diseases,
Mehrauli, Delhi

5 4 Central Leprosy Training & Research Institute
Chengalpattu (Tamil Nadu) Regional Institute of Training,
Research & Treatment under Leprosy Control Programme:

1000.00

301.00
450.00

760.00
2.00
25.00
2.00

20.00
20.00
5.00
5.00

5.00

3.16

448.00
190.00
18.00

28.00
20.00

23.00

3.70
1.50
30.00

5.00

954.95

388.48
462.73

745.26
1.29
20.32
1.79

29.00
1.00
5.10

0.80

464.79
198.14
14.75

20.39
26.51

2.50

22.40

3.69
3.78
27.60

3.57

1370.00

255.00
680.00

1270.00

190.00
10.00

60.00
97.00

445.00
285.00
35.00

190.00
33.00

4.80

4924.80

65.00

10.30
54.50

5.50

235.00

75.00
115.00

225.00

10.00
5.00

20.00
1.30

86.00
61.00
7.00

30.00
7.00

4.80

882.10

12.00

2.00
10.00

1.00
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Annexure 2.8.6 Contd.

Rscrores
IX X Name of the Schemes / Institution 9th Plan 9th Plan 10th Plan  2002-03
Plan Plan Allocation Anticipated Alocation
Expenditure Agreed by PC Outlay
6 5 (a)R.L.T.R.I., Aska (Orissa) 2.00 0.56 2.00 0.40
7 6 (b)R.L.T.R.l, Raipur (M.P.) 2.50 0.71 1.00 0.20
8 7 (c) RL.T.R.l., Gauripur (W.B.) 5.00 4.65 7.00 1.50
9 8 B.C.G. Vaccine Laboratory, Guindy, Chennai 5.00 5.80 19.50 5.00
10 9 Pasteur Institute of India, Coonoor 5.00 13.10 35.00 7.00
11 10 Central Research Institute, Kasauli 20.00 21.83 50.00 5.00
249.80 44.10
Hospitals and Dispansaries:
12 11 Central Government Health Scheme 40.00 47.66 80.00 20.00
13 12 Central Institute of Psychiatry, Ranchi 16.00 17.00 50.00 8.00
14&15 13 All India Institute of Speech & Hearing Mysore and Pilot Project ~ 8.00 15.21 30.00 7.00
16&17 14 All India Institute of Physical Medicine & 15.00 6.71 20.00 2.70
Rehabilitation, Mumbai and Pilot Project
18 15 Health Sector Disaster preparedness and Management 3.00 3.00 30.00 6.00
19 16 Safdarjung Hospital, New Delhi 103.00 96.36 230.00 65.00
20 17 Dr.R.M.L. Hospital, New Delhi 45.00 70.07 150.00 25.00
21 18 Institute for Human Behaviour & Allied Sciences, Shahdara, Delhi 10.00 3.00 7.00 1.00
597.00 134.70
Medical Education, Training & Research:
(@) Medical Education:
22-25 19 All India Institute of Medical Sciences & Its Allied 340.00 382.47 675.00 105.00
Departments, New Delhi and 3 Pilot Projects
26 20 P.G.I.M.E.R., Chandigarh 175.00 162.00 200.00 25.00
27 21 J.I.P.M.E.R., Pondicherry 70.00 52.05 150.00 15.00
28 22 Lady Harding Medical College & Smt. S.K. 65.00 30.59 200.00 10.00
Hospital, New Delhi
29 23 Kalawati Saran Childrens Hospital, New Delhi 56.00 49.92 140.00 6.00
30 24 Indira Gandhi Institute of Health & Medical Sciences 85.00 59.50 380.00 60.00
for North East Region at Shilong.
31 25 Kasturba Health Society, Wardha 25.00 38.28 50.00 10.00
32 26 V.P. Chest Institute, Delhi 5.00 11.28 23.00 8.00
33&34 27 All India Institute of Hygiene & Public Health, 15.00 6.82 20.00 3.00
Calcutta and Pilot Project
35 28 Serologist & Chemical Examiner to the 1.25 1.23 2.50 0.50
Government of India, Calcutta
36 29 National Medical Library, New Delhi 15.00 25.12 35.00 8.00
37 30 National Academy of Medical Sciences, New Delhi 1.60 1.55 2.50 0.50
38 31 National Board of Examinations, New Delhi 0.50 0.77 1.00 0.20
39 32 Medical Council of India, New Delhi 3.90 2.78 5.00 1.00
40 33 Education Commission of Health Sciences 2.00 0.00 10.00 5.00
41 34 N.ILM.H.AN.S., Bangalore 60.00 80.40 120.00 24.00
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Annexure 2.8.6 Contd.

Rscrores

IX X Name of the Schemes / Institution 9th Plan 9th Plan 10th Plan  2002-03
Plan Plan Allocation Anticipated Alocation
Expenditure Agreed by PC Outlay

(b) Nursing Education:

42 35 Indian Nursing Councils 0.50 210 0.40

43-47 36 Strengthening/adding seats to existing schools of Nursing 4.50 8.05 100.00 20.00

48 37 R.A.K.College of Nursing, New Delhi 3.50 1.53 11.00 3.00

49 38 Lady Reading Health School, New Delhi 0.25 2.00 0.30
(c) Research:

50-55 39 Indian Council of Medical Research, 263.00 333.37 870.00 110.00

New Delhiand 5 Pilot Projects
2999.10 414.90
Other Programmes:

56 40 National Institute of Biological, NOIDA (U.P.) 70.00 63.54 170.90 20.00
57 41 Health Education 6.00 3.97 12.60 2.20
58 42 Health Intelligence (& Health Accounts) 1.25 1.44 8.80 1.90
59 43 Port Health Authority (Including setting up of offices at 2.00 212 9.00 1.60
8 newly created international airport)
60 44 Strengthening of D.G.H.S. 3.99 7.87 8.00 2.00
61 45 Strengthening of (Deptt. under) Ministry 12.00 3.00
62 46 Prevention of Food Adulteration 20.00 12.63 83.00 8.00
63&64 47 Central Drug Standard & Control Orgn. and Medical 40.00 23.68 57.00 15.00

Store Organisation

361.30 53.70

NEW INITIATIVES DURING 10TH PLAN
48 Centrally Sponsored Schemes 110.00 20.00
49 Central Sector Schemes: 11.00 0.50
121.00 20.50
9253.00 1550.00

SCHEMES THAT ARE EITHER TRANSFERRED OR DROPPED

65 Rural Health Training Centre, Najafgarh 4.00 1.78
66 Tejpur Mental Hospital
67 Assistance to Voluntary Organisations
(a) Improvement of Medical Services 10.00 1.08
(b) Special Health Scheme for rural areas
68 Continuing Education of Model Teachers 1.00 0.93
69 Training of Medical Officers of C.H.S. Cadre 0.50 0.42
Total 5118.19 5280.49
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CHAPTER 2.9

INDIAN SYSTEMS OF MEDICINE AND HOMOEOPATHY

INTRODUCTION

2.9.1 The umbrella term, Indian systems of
medicine and homoeopathy (ISM&H), includes
Ayurveda, Siddha, Unani, Homoeopathy and
therapies such as Yoga and Naturopathy.
Practitioners of ISM&H catered to all the health care
needs of the people before modern medicine came
to India in the twentieth century. Currently, there
are over 680,000 registered ISM&H practitioners in
the country; most of them work in the private sector.
A major strength of ISM&H system is that it is
accessible, acceptable and affordable.

2.9.2 India also has a vast network of govern-
mental ISM&H healthcare institutions. There are
3,000 hospitals with over 60 beds and over 23,000
dispensaries providing primary healthcare. Over
16,000 ISM&H practitioners qualify every year from
405 ISM&H colleges. The Department of ISM&H
supports four research councils and provides
research grants to a number of scientific institutions
and universities for conducting clinical research,
ethno-botanical surveys and pharmacopoeial and
pharmocognostic studies on herbal drugs and
medicinal plants. Pharmocopoeial Committees
constituted by the Department are finalising
standards for single simple formulations and will
shortly take up the task of formulating standards
for compound ISM formulations.

2.9.3 Despite all these efforts, the ISM&H have
not realised their full potential because:

existing ISM&H primary, secondary and
tertiary healthcare institutions lack essential
staff, infrastructure, diagnostic facilities and
drugs;

>4 the potential of ISM&H drugs and therapeutic
modalities has not been fully exploited;

>4 lack of quality control and good manufacturing
practices have resulted in the use of spurious
and substandard drugs;

>4 the quality of training of ISM&H practitioners
has been below par; many ISM&H colleges
lack essential facilities, qualified teachers and
hospitals for practical training; there is no
system of Continuing Medical Education
(CME) for periodic updating of knowledge and
skills;

>4 the ISM&H practitioners are not involved in
national disease control programmes or family
welfare programme; and

>4 medicinal plants have been overexploited and,
as a result, the cost of ISM&H drugs has
increased and spurious products are getting
into the market.

2.9.4 The National Health Policy (1983) visualised
an important role for the ISM&H practitioners in the
delivery of health services. In order to give focused
attention to the development and optimal utilisation
of this branch of medicine, a separate Department
for ISM&H was set up in 1995. The Department is
making efforts to ensure that ISM&H practitioners
are brought into the mainstream so that they
provide a complementary system of care along with
practitioners of modern systems of medicine.

2.9.5 Gilobally, there has been a revival of interest
in a complementary system of healthcare especially
in the prevention and management of chronic
lifestyle-related non-communicable diseases and
diseases for which there are no effective drugs in
the modern system of medicine. India is currently
undergoing demographic and lifestyle transition
which will result in the increasing prevalence of non-
communicable diseases and lifestyle related
disorders. ISM&H, especially ayurveda, yoga and
naturopathy, can play an important role in the
prevention and management of these disorders.
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ISM&H practitioners can undertake the task of
counselling and improving the coverage and
continued use of drugs in national diseases control
programmes and the family welfare programme. If
ISM&H practitioners take up these tasks, they can
enable the country to achieve the health and
demographic goals set for the Tenth Plan.

Approach during the Tenth Plan

2.9.6 The approach during the Tenth Plan will be
to ensure that the ISM&H system achieves its full
potential in providing healthcare by:

>4 improving the quality of primary, secondary and
tertiary care;

>4 mainstreaming ISM&H institutions and
practitioners with modern systems of medicine
so that people have access to complementary

systems of care;

strengthening ISM&H educational institutions
so that students get adequate training, giving
them confidence to practise their system and
participate in national programmes;

investing in continuing medical education;

ensuring the conservation, preservation,
promotion, cultivation, collection and
processing of medicinal plants and herbs
required to meet growing domestic demand for
ISM&H drugs and the export potential;

completing Pharmacopoeia of all the systems
of ISM&H and drawing up a list of essential
drugs and ensuring their availability;

ensuring quality control of drugs and improving
their availability at an affordable cost;

investing in research and development (R&D)
for the development of new drugs and
formulations, and patenting them; and

undertaking clinical trials of promising drugs
by appropriately strengthening Central
Research Councils and coordinating their
research with other research agencies such
as Indian Council of Medical Research (ICMR),
Delhi.
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HEALTH CARE SERVICES

2.9.7 The Ninth Plan aimed at improving the
quality of primary, secondary and tertiary care in
ISM&H, with the Departments of ISM&H in the
centre and the states taking up several initiatives
to improve the quality and coverage of these
services at each level.

Primary Health Care

2.9.8 ISM&H practitioners provide primary
healthcare to vulnerable sections of the population
especially those living in urban slums and remote
areas. Details of the number of ISM&H hospitals
and dispensaries (as on 1 April 1999) is given in
Annexure 2.9.1. In some states like West Bengal
and Guijarat, ISM&H practitioners alone are posted
in primary health centres (PHCs) in some remote
rural and tribal areas. In Kerala, ISM&H practitioners
provide a complementary system of care in the
PHCs. It is important to ensure that the ISM&H
dispensaries and hospitals are linked with PHC/
urban health care centres so that they can have
ready access to diagnostic and other facilities
available in these institutions and, at the same time,
patients can choose the system for treatment.

Secondary Health Care

2.9.9 A majority of existing ISM&H secondary
hospitals function as separate institutions and do

Infrastructure

Vast infrastructure has been created:
< Hospitals 3005

< Beds 60,681

< Dispensaries 23,028
Problems

No organised referral system.

They provide healthcare only to those who
come to them.

Each centre is isolated; they are not linked
with other institutions in the area.

No linkage with existing modern system
hospitals — hence they are unable to function
optimally as a complementary system or utilise

X X KK

the diagnostic facilities available.
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not have linkages with either primary ISM&H
healthcare institutions or with secondary healthcare
institutions in the modern system of medicine. Very
often these institutions lack adequate diagnostic
facilities, infrastructure and manpower. The Ninth
Plan had envisaged initiation of a pilot project to
test the feasibility and usefulness of posting ISM&H
practitioners in district hospitals. Some states did
attempt to provide ISM&H clinics in district hospitals
but the experience in this area has been limited.

Tertiary Health Care

2.9.10 AllIISM&H colleges, private as well as public,
have attached tertiary care hospitals. In addition,
there are tertiary care and/or speciality centres
attached to national institutes. Private/voluntary
sector institutions also provide tertiary care in
ISM&H. During the Ninth Plan, the Department of
ISM&H provided funds to strengthen many of these
institutions. One Unani speciality clinic was
established in the Ram Manohar Lohia Hospital,
Delhi and one Ayurvedic and one Homoeopathic
unit was established in the Safdarjung Hospital,
Delhi. The Department has also provided funds for
establishing speciality clinics in the National Institute
of Mental Health and Allied Sciences (NIMHANS),
Bangalore. These clinics are reported to have very
good attendance.

2.9.11 During the Tenth Plan, a major thrust will be
given to mainstream the ISM&H system and utilise
ISM&H practitioners by:

D4 ensuring that ISM&H clinics are located in the
primary, secondary and tertiary care
institutions in modern medicine and financing
ISM&H care through funds provided for these
institutions;

focusing on the use of ISM&H therapeutic
modalities for diseases for which the modern
system does not have effective drugs free of
serious side effects and prevention and
management of lifestyle-related chronic
diseases;

increasing the utilisation of ISM&H practitioners
working in government, voluntary and private
sectors to improve information, education and
communication (IEC) and counselling to
improve utilisation of services under national

155

disease control and family welfare

programmes;

strengthening tertiary care institutions,
especially those attached to ISM&H colleges
and national institutions, in order to improve
patient care, teaching, training, R&D;

establishing effective referral linkages between
primary, secondary and tertiary care
institutions;

monitoring how patients are responding to the
efforts in providing complementary system of
healthcare in these hospitals; and

assessing the pros and cons of providing
complementary system of healthcare and
effecting mid-course corrections.

Development of Human Resources for ISM&H

Table2.9.1-Medical Educationin ISM&H

Colleges
System Undergraduate = Postgraduate
Ayurveda 198 53
Unani 39 5
Siddha 2 2
Homoeopathy 166 17
Total 405 77
Admission capacity 16,845 821

Source: Department of ISM & H, 2001

2.9.12 There has been a progressive increase in
the number of practitioners graduating from ISM&H
educational institutions during the last five decades.
Currently there are 405 under graduate and 77 post
graduate colleges in ISM&H (Table 2.9.1). But the
quality of training these colleges impart is poor. A
recent inspection of 160 colleges showed that:
< 44 per cent of them lack the required number
of departments;

89 per cent do not have the requisite number
of teachers;

52 per cent lack required hospital beds;

79 per cent have less than 60 per cent bed
occupancy;

XX KX
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Current Problems in Medical Education

D4 Students join ISM&H institutions through a
common entrance examination; those who
do not get admission in modern system of
medicine opt for ISM&H colleges.

The quality of teachers is poor and teaching
aids are in short supply.

Morale of ISM&H teachers and students is low.
Present ISM&H syllabus and curriculum are
inadequate. As a result, graduates do not have
the knowledge, skills and confidence to
practice ISM&H therapy.

X X

91 per cent do not have adequate diagnostic
equipment; and

52 per cent of all colleges have a student/bed
ratio, which is higher than the prescribed ratio
of 1:3.

2.9.13 While a lot of time is spent on teaching
anatomy, physiology and bio-chemistry, not enough
attention is paid to train the students to use ISM&H
diagnostic and therapeutic modalities. As a result,
these students lack confidence, knowledge and
skills in using ISM&H therapeutic modalities and
tend to practise the modern system of medicine in
which they are not trained. Patients, therefore,
do not get the benefit of ISM&H therapy in spite of
accessing ISM&H practitioners.

2.9.14 During the Tenth Plan, states would be
encouraged to:

>4 introduce an entrance examination for ISM&H
undergraduate courses with appropriate
eligibility criteria to identify the potential and
interest of students;

ensure uniformity in the admission system in
undergraduate and postgraduate courses;
reorient the syllabus keeping in mind the
potential for employment in industry and
ISM&H services being offered through
speciality clinics;

strengthen existing national centres of
excellence in collaboration with the Depart-
ment of ISM&H;

strengthen and mainstream at least one college
for each system as a model of undergraduate/
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postgraduate college in each of the major
states; and

operationalise an appropriate and transparent
accreditation system for educational institutes
through Councils of ISM&H.

Quality Assurance in Education in ISM&H

2.9.15 The Indian Medicines Central Council Act,
1970 was enacted for the constitution of a Central
Council of Indian Medicines, maintenance of a
central register of Ayurveda, Siddha and Unani and
related matters. The Central Council of Indian
Medicine (CCIM) and the Central Council of
Homoeopathy (CCH), constituted in 1970 and 1973
respectively, are responsible for :

>4 laying down and maintaining uniform
standards of education for ISM&H courses,
prescribing standards of professional
conduct, etiquette and code of ethics for

practitioners and

advising the central government on matters
relating to the recognition of appropriate
qualifications of ISM&H.

They also work in coordination with state-level
board/council to maintain standards in ISM&H
medical institutions. In addition, they maintain
central registers for Indian systems of medicine and
homoeopathy respectively.

2.9.16 A review of the functioning of the Councils
by the Department of ISM&H showed that the
monitoring procedures and schedules are not
adequate. The recommendations of the CCIM and
CCH are often not acted upon. There is no legal
framework and, consequently, no institutional
mechanism available to lay down and enforce
standards relating to yoga and naturopathy. The
standards of education in these two disciplines are,
therefore, poor.

2.9.17 A large number of colleges are being
opened predominantly in the private sector, after
obtaining permission from state governments and
getting affiliated to universities. Between 1995 and
2000, the CCIM permitted setting up of 73 ayurveda
colleges, 11 homoeopathy colleges and three
siddha colleges. This mushrooming of colleges has
adversely affected the quality of ISM&H education.
The problem was discussed in the Central Council
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for Health and Family Welfare 1997 and at the first
conference of State Health Ministers in ISM&H in
1997. It was recommended that suitable amend-
ments be made to the Indian Medicines Central
Council Act, 1970 and the Homoeopathy Central
Council Act, 1973 to ensure that new colleges
comply with the prescribed guidelines.

2.9.18 During the Tenth Plan, every effort will be
made to reduce the proliferation of substandard
medical colleges and check the deterioration in
standards of teaching. Simultaneously, the
Department of ISM&H will take steps to ensure that
the statutory councils perform the role assigned to
them. Periodic inspection of all established ISM&H
colleges is necessary to ensure that only those
colleges which have the necessary infrastructure,
manpower and facilities are allowed to continue
operating. This is, undoubtedly, a difficult task but
is necessary to improve the standards of ISM&H
education.

Paraprofessionals in ISM&H

2.9.19 Currently there are no arrangements for
providing a degree or diploma in IS&M pharmacy
nor is it included as one of the options in the
general pharmacist course. Similarly, there is no
training for nursing in ISM&H. During the Tenth
Plan these two matters will be taken up, so that
ISM&H practitioners have the necessary support
staff.

National Institutes in ISM&H

2.9.20 The Department of ISM&H has set up
national institutes in each of the major
disciplines which are meant to act as centres of

National Institutes Funded by the Central
Government
National Institute of Ayurveda, Jaipur

National Institute of Unani Medicine,
Banglore*

National Institute of Homoeopathy, Calcutta
National Institute of Naturopathy, Pune

Morarji Desai National Institue of Yoga, New
Delhi

National Institute of Siddha, Chennai*
Rashtriya Ayurveda Vidyapeeth, New Delhi
* being established

XK KX KK
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excellence providing high quality patient care,
teaching and research. While some of these
institutes are well established and are functioning
effectively, many are in the initial stages of
operationalisation. During the Tenth Plan, these
centres will play a pivotal role in improving
teaching, training, patient care and research
standards.

Continuing Medical Education (CME) in ISM&H
2.9.21 Most of the Registered Practitioners of
ISM&H (Table 2.9.2), are in the private sector; there

is a need to periodically update their knowledge and

Table 2.9.2 - Registered Medical Practitionersin

ISM&H
Ayurveda 4,27,504
Unani 42,445
Siddha 16,599
Naturopathy 429
Homoeopathy 1,94,147
TOTAL 6,81,124

Source: Department of ISM&H, 2001

skills through continuing medical education. During
the Ninth Plan period, the Department of ISM&H
started a scheme for re-orientation and in-service
training. The scheme offered one month’s course
for teachers and physicians and a two months’
course for ISM&H practitioners in specialised fields
like ksharasutra, panchakarma therapy, dental
practices and in yoga. The response to this course
has been poor because most practitioners felt that
they cannot leave their practice for an extended
period.

2.9.22 During the Tenth Plan, a major effort will be
made to provide all registered ISM&H practitioners
with updated information about advances in their
respective systems. Government-employed ISM&H
practitioners will be the first to get the benefit of this
in-service training. The training material will be
produced by the national institutes and the state
ISM&H colleges with the help of experts. Optimal
use will be made of advances in information
technology to improve the outreach of the CME
programme so that it does not disrupt their
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practice.Attempts will also be made to increase the
involvement of ISM&H practitioners in counselling
and improving the utilisation of services under the
national health and family welfare programmes
during the Plan period. The ISM&H practitioners will
play an important role in:

health education;
drug distribution for national programmes;

motivation and counselling in family welfare
programmes;

acting as depot holders for selected items such
as condoms and oral rehydration therapy
(ORT) packages;

motivation for immunisation; and

improvement in environmental sanitation
through community efforts.

X KKK
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Preservation, Promotion and Cultivation of
Medicinal Plants and Herbs

2.9.23 Over the last two decades there has been a
steady increase in the demand for drugs used in
ISM&H. However, the demand for good quality
medicinal plants and herbs have not been met. The
prices of several plants have increased sharply,
making them unaffordable and some species of
medicinal plants are also reported to be endangered
because of increasing pressure on forests.

2.9.24 The Planning Commission had constituted
a Task Force on the Conservation, Cultivation,

Medicinal Plants

Current Problems

P4 The demand for medicinal plants is growing;
the trade in medicinal plants is secretive and
exploitative.

The profit motive is leading to unsus-
tainable practices being employed. As a
result, plant species are in danger of
extinction.

< Quality of ingredients is poor, leading to poor
quality of drugs.

Cultivation has not been encouraged and
most plants are uprooted from the wild.

<
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Sustainable Use and Legal Protection of Medicinal
Plants. The Task Force recommended:

>4 establishment of medicinal plants conserva-
tion areas (MPCA), covering all ecosystems,
forest types and sub types;

ex-situ conservation of rare, endangered
medicinal plants may be tried out in established
gardens managed by the Departments of
Agriculture, Horticulture or Forests;

gene banks created by the Department of
Biotechnology should store the germplasm of
all medicinal plants;

establishment of ‘Vanaspati vans’ in degraded
forest areas;

forest areas rich in medicinal plants should be
identified, management plans formulated and
sustainable harvesting encouraged under the
Joint Forest Management System;

technically qualified NGOs must be
encouraged to take up the task of improving
awareness and increasing availability of plant
stock and involved in the promotion of agro-
techniques for cultivation of medicinal plants;

screening/testing/clinical evaluation of herbal
products to be taken up and completed;

drug testing laboratories for ISM&H products
should be established with qualified staff;

establishment of a Traditional Knowledge
Digital Library so that information on medicinal
plants and their use in the country could be
accessed readily; and

establishment of a Medicinal Plant Board for
integrated development of the medicinal plants.

D4

D4

2.9.25 Many of the recommendations of the Task
Force have been implemented. The Medicinal Plant
Board has been established in the Department of
ISM&H to look after all multi-sectoral issues relating
to the development of medicinal plants. The Board
is expected to formalise and organise the marketing
of and trade in medicinal plants, coordinate efforts
of all stakeholders in the sector and improve their
awareness and availability of herbal products.
Twelve state governments have established State
Medicinal Plant Boards. The Ministries of Health
and Family Welfare, Environment and Forest, Rural
Development and Agriculture are promoting the
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cultivation of medicinal plants. Agro-techniques are
being standardised for 28 plants identified for fast
track cultivation. States have been requested to
introduce measures to register cultivators and
traders dealing with medicinal plants and to make
the Forest Development Corporation the conduit for
supply of medicinal plants to industry. The proposals
to encourage R&D, support gene banks and support
industry for the identification of export markets and
market segmentation are under consideration.

2.9.26 The Department of ISM&H has initiated a
scheme on a Traditional Knowledge Digital Library.
Around 35,000 formulations described in 14 ancient
texts relating to ayurveda have been entered in this
library and can be accessed by all. This step will
help ready access to traditional practices and
prevent outsiders taking patents on them. The
Department has established a Patent Cell to keep
track of patents concerning ayurveda, siddha and
unani drugs being filed in India and abroad. The
cell will also provide professional and financial
assistance to government and private ISM&H
scientists for filing of patents. An Expert Group has
been constituted for advising the Department with
regard to patenting issues.

ISM&H Industry

2.9.27 The global market in herbal products in
alternative systems of medicine is estimated to be
$62 billion. India’s share in this is very meagre.
Even within the country the share of ISM&H products
is only a modest Rs. 4,200 crore ; Ayurvedic drugs
and formulations account for over 80% of the
products (Figure 2.9.1).

Figure 2.9.1 - Market Share of Drugs of
Difffernt Systems of ISM&H
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Source: Department of ISME&H, 2001

2.9.28 A survey of the current status of the ISM&H
industry undertaken by the Department of ISM&H
showed that it is divided into the large, medium,
small and very small-scale sectors (Table 2.9.3).

Table 2.9.3 -ISM&H Industry in India

< Rs.4, 200 crore industry (ayurveda accounts for
Rs. 3,500 crore)

< 7,000 manufacturers of ayurvedic products

& Large (> Rs. 50 crore) 10

< Medium (Rs. 5-10 crore) 25

& Small (Rs. 1-5 crore) 965

< Very Small (<Rs. 1 crore) 6,000

Source : Deptt of ISM&H 2001

The small-scale sector is not pursuing good
manufacturing practices. Patent proprietary
medicines are being introduced through wide-scale
licensing without checking their efficacy or quality.
These medicines have become expensive. A
number of products claiming to be ayurvedic
medicines use large quantities of synthetic
ingredients as excipients. Classical and shastra
preparations are not getting due importance.

2.9.29 The Department has taken several steps to
ensure good manufacturing practices and quality
control of drugs so that there is increasing
confidence in ISM&H drugs and formulations, as a
result of which their market will expand both within
the country and abroad.

Quality Control of Drugs
2.9.30 There are a large number of ISM&H

pharmacies in the country (Table 2.9.4) and many
of them, especially smaller ones, do not adopt good

Table2.9.4-Licensed Pharmaciesin India

< Ayurveda 8,533
P< Unani 462
P4 Siddha 385
P< Homoeopathy 613
P< Total 9,992
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Source : Department of ISM&H, 2001
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manufacturing practices. The Department of ISM&H
has finalised and notified good manufacturing
practices for ayurveda, siddha and unani drugs over
the last two years.

2.9.31 Setting up pharmacopoeial standards and
strengthening of the drug control laboratories has
been identified as a priority in the Ninth Plan. The
Pharmacopoeial Laboratory of Indian System of
Medicine (PLIM) and Homoeopathic Pharma-
copoeial Laboratory (HPL) at Ghaziabad are the
major ISM&H drug testing laboratories. However,

Central Government’s efforts to strengthen
drug quality control

>4 Pharmacopoeial Laboratory for Indian
Medicines, Ghaziabad and Homoeopathy
Pharmacopoeial Laboratory, Ghaziabad are
being strengthened.

>4 Appellate laboratories for drug testing and
quality control are being identified.

>4 Preparation of drug formularies and
Pharmacopoeias for ayurveda, siddha, unani
and homoeopathy drugs are proceeding
rapidly.

The Department of ISM&H is assessing and
training ISM&H drug industry personnel and
drug inspecting staff in standardisation and
quality control.

ensuring quality control is still a major problem
because of lack of adequate number of ISM&H
testing laboratories. In order to address this
problem, the Department has initiated a centrally-
sponsored programme for strengthening of state
drug testing laboratories and for improving good
manufacturing practices in ISM&H pharmacies.
However, complaints of poor quality of ingredients
or adulteration and substitution of components
used for preparation of ISM&H drugs and lack of
confidence in the safety, efficacy and quality of the
drugs persists. Testing of complex ISM&H drugs
is difficult. Drug testing laboratories at the state level
are either inadequate or non-existent. state
governments are not enforcing the standards laid
down by appropriate licensing and quality control
measures.
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2.9.32 During the Tenth Plan every effort will be
made to improve the quality control of drugs used
in ISM&H by:

><
><
><

completing all pharmacopoeial work by 2004;
modernising state ISM&H pharmacies;

motivating these pharmacies and the ISM&H
industry to adopt good manufacturing
practices;

strengthening the central and state quality
control laboratories, and exploring the
feasibility of utilising laboratories of the
Central Council for Research in Ayurveda
and Siddha (CCRAS), and chemistry and
biochemistry laboratories of universities/
college departments, as well as existing
drug testing laboratories in the modern
system of medicine, for testing and quality
control of ISM&H drugs;

implementing stringent drug quality control
and strictly enforcing the provisions of the
Drugs and Cosmetics Act (1940) and the
Magic Remedies Prevention Act, 1954; and

monitoring work relating to testing of survey
samples and statutory samples of ISM&H
drugs.

Neutraceuticals and Food Supplementation
Products

2.9.33 Food supplements, cosmetics and toiletries
and neutraceuticals are flooding the Indian market.
It has been reported that they have export potential.
These products contain not only plant-based
materials, exotic plant ingredients but also synthetic
chemicals. As these products do not come under
the category of either modern system or ISM&H
drugs, they are not governed either by the Drugs
and Cosmetic Act or the Prevention of Food
Adulteration Act (1986), they enter the market
without any quality control. Itis important that these
products are brought under the purview of Drugs
and Cosmetic Act or the Prevention of Food
Adulteration Act through suitable amendments of
these acts and compliance with the Act is monitored
carefully.
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Medical Tourism

2.9.34 There has been a resurgence of interest in
traditional medicine in India and abroad, leading to
an increased demand for specialised treatment
available in ISM&H. A number of tourists are visiting
Kerala for panchakarma treatment for rejuvenation,
and for treatment of neuro-muscular and
orthopaedic disorders. Himachal Pradesh has
initiated a scheme on health tourism by offering
panchakarmain good hotels. During the Tenth Plan,
opportunities in this area will be explored and
catered to. At the same time appropriate transparent
quality and cost of care norms will be set up and
monitored to prevent exploitation of the clients.

Research and Development

2.9.35 There are four research councils in ISM&H:
the CCRAS, the Central Council for Research in
Unani Medicines (CCRUM), the Central Council for
Research in Yoga and Naturopathy (CCRYN) and
the Central Council for Research in Homoeopathy
(CCRH). These councils are the apex bodies for
research in the various systems of medicine and
are fully financed by the Government of India. They
initiate, guide, develop and coordinate, basic and
applied research, medico-botanical surveys,
research on cultivation of medicinal plants and

Some of the major problems in R&D
in ISM&H include:

D4 ISM&H practitioners and researchers need
training in research methodology.

in spite of growing interest in Indian health
systems, alternate and complementary
medicine, none of the research done by
research councils, industry and academic
institutions has been published in scientific
journals of national and international repute.
research has not concentrated on areas where
ISM&H has unique advantages such as
prevention and management of lifestyle-
related diseases, and diseases for which
drugs are not available in the modern system;
research work is not carried out in
collaboration with modern hospitals where
abundant clinical material is available.

D4
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pharmacognostical studies. These councils also
conduct research programmes aimed at drug
standardisation and clinical trials of new ISM&H
drugs.

2.9.36 During the Tenth Plan the following
measures will be taken to improve R&D:

>4 priority will be accorded for bio-medical
research pertaining to drug development in
specific areas where strength of ISM has
already been established;

importance will be given to research on the
fundamental principles of ISM&H;

emphasis will be laid on research in the
preventive and promotive aspects of ISM
especially lifestyle-related disorders;

medico-historical investigations of ISM&H will
be continued; and

promising and widely accepted practices and
skills of traditional healers in rural and tribal
areas will be identified and evaluated.

Zero Based Budgeting

2.9.37 The Planning Commission had directed all
central ministries/departments to review the ongoing
schemes using the zero-based budgeting
methodology and to ascertain which of the ongoing
schemes require continuation in the Tenth Plan.
The Department of ISM&H also went through this
exercise.

2.9.38 Since the Department started functioning
only in 1995, most of the schemes had been initiated
during the Ninth Plan. A majority of them relate to
strengthening essential central institutions in
medical education, healthcare, drug quality and
research. All these schemes will therefore, continue.
It was found that there were a large number of
small schemes and these were merged into broad
programmes. Some of the centrally sponsored
schemes had been misclassified as central sector
schemes and this error was corrected (Table2.9.5).
The outlays and expenditure under each of these
during the Ninth Plan is summarised in Annexure
2.9.2.
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Table 2.9.5-Summary of Zero Based Budgeting Exercise —2001

Centrally Sponsored Schemes

Scheme No. of schemes Ninth Plan outlay Ninth Plan — Sum

(Rs. Lakh) of yearly outlays
(Rs. Lakh)

Schemes to be retained 1 51 51

Schemes to be merged 3/8 5,992 8,047

Schemes to be weeded out 1 0 410

Total 4/10 6,043 8,508

Central Sector Schemes

Schemes to be retained 1 480 680

Schemes to be merged 8/34 20,112 27,465

Total 9/35 20,592 28,145

PATH AHEAD AND GOALS SET

2.9.39 During the Tenth Plan the following areas
will receive a major thrust :

D4
>4

mainstreaming the ISM&H system;

utilisation of the services of the ISM&H
practitioners for improving access to health
care and coverage under national
programmes;

improvement in quality  of under graduate,
postgraduate education and continuing
medical education of all practitioners, so
that there is improvement in the quality of
care provided by ISM&H practitioners;

monitoring the quality and cost of care at all
levels of health care;

promotion of health tourism especially for
prevention and management of lifestyle
related disorders;
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>4 implementation of the recommendations of
the Planning Commission’s Task Force on the
Preservation, Promotion and Cultivation of
Medicinal Plants and Herbs;

>4 enforcement of stringent drug quality control
measures and good manufacturing practices
for ISM&H drugs and formulations;

>4 improving the availability of good quality
ISM&H drugs at affordable prices within the
country;

>< realising fully the export potential for ISM&H
drugs and formulations.

Successfulimplementation of the above initiatives will
enable ISM&H system to get its due share in
providing health care for the population, improve
quality and access to health care and enable the
country to achieve the goals set in the National
Population Policy (2000) and National Health Policy
(2002). The schemewise outlays for the Department
of ISM&H is indicated in Annexure 2.9.2 and Appendix.
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Annexure - 2.9.1
HOSPITALS AND DISPENSARIES UNDER INDIAN SYSTEMS OF MEDICINE AND HOMOEOPATHY

SI. Name of AYURVEDA UNANI HOMOEOPATHY OTHERS
No. States/UTs Dipensaries Hospitals Beds Dispensaries Hospitals Beds Dispensaries Hospitals Beds Dispensaries Hospitals Beds
1. ANDHRA 1437 8 444 207 7 390 286 6 280 0 1 135
PRADESH
2. ARUNCHAL 4 1 15 1 - - 41 - - 0 0 0
PRADESH
3. ASSAM# 329 2 130 1 - - 75 3 105 4 25
4. BIHAR# 522 9 871 128 4 414 181 1 100 0 0 0
5 DELHI# 122 9 771 19 4 311 95 3 190 0 1* 50
6 GOA 59 6 245 - - - 56 - - 0 0 0
7 GUJARAT 539 45 1745 - - - 34 9 730 10 1 1
8 HARYANA 414 6 840 20 1 10 20 - - 0 0 0
9 HIMACHAL 1064 16 330 3 - - 14 - - 0 2 25
PRADESH
10 J & K# 247 1 25 171 2 200 2 - - 25 1 10
11 KARNATAKA 561 124 6132 45 11 202 25 25 1480 11 18 586
12 KERALA 759%# 109 2561# 1# - - 2754 72 1440 o# 1# 30
13 MADHYA 2105 34 1160 56 1 60 202 12 590 0 0 0
PRADESH
14 MAHARA 463 73 11713 23 10 1400 - 77 5505 0 0 0
-SHTRA#
15 MANIPUR - - - - - - 9 1 10 1 2 65
16 MEGHALAYA - - - - - - 5 - - 0 0 0
17 MIZORAM 1 - - - - - 1 - - 0 0 0
18 NAGALAND - - - - - - 2 - - 0 0 0
19 ORISSA 527 8 323 9 - - 503 5 150 65 0 0
20 PUNJAB# 489 11 771 35 - - 105 6 185 0 0 0
21 RAJASTHAN 3486 90 1179 79 5 270 121 5 160 3 2 22
22 SIKKIM - - - - - - 1 - - 0 0
23 TAMILNADU 10 4 267 6 1 54 41 3 150 339 221 1716
24 TRIPURA 30 1 10 - - - 66 1 20 0 0 0
25 UTTAR 713# 1671 9911 148# 136 1186 1378 36 399% 0 0 0
PRADESH#
26 WEST 254 3 215 - 2 110 899 14 682 0 0 0
BENGAL#
27 A & N ISLANDS - - - - - - 7 - - 0 0 0
28 CHANDIGARH# 5 1 150 - - - 4 1 25 0 1 10
29 D & N HAVELI 1 1 -@ - - - 1 1 -@ 0 0 0
30 DAMAN & DIU 1 1 5 - - - - - - 0 0 0
31 LAKSHADWEEP 4 - - - - - 2 - - 0 0 0
32 PONDICHERRY 12 - - - - - 1 - - 8 0 0
33 CGHS 31 1 25 9 - - 34 - - 5 0 0
34 CENTRAL 32 20 475 8 12 265 41 5 105 4 2 85
RESEARCH
COUNCILS
35 M/O RAILWAY 38 - - - - - 124 - - 0 0 0
36 M/O LABOUR 129 - - 1 - - 25 - - 2 0 0
37 M/O COAL 28 - - - - - - - - 0 0 0
TOTAL 14416 2258 40313 970 196 4872 7155 297 12836 487 254 2660

Source : Department of ISM&H, 1999

Note : Institutions Functional as on 1.4.1999; - = Nil Information

# = Information for the current year has not been received. Hence repeated for the latest available year. * = Information regarding Yoga
Hospitals in Delhi is under clarification. $ = Figures as on 1.4.98 @ = No. of beds reported nil is under clarification.

Figures are provisional
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TENTH PLAN OUTLAYS - DEPARTMENT OF ISM&H

Annexure-2.9.2

(Rs. In Lakhs)

9th Plan 10th Plan 2002-03
Ninth Plan Sum of Year-  Anticipated Outlay Outlay
Outlay  wise Outlay Expenditure

Centrally sponsored schemes
1 Development of Institutions 2920.00 4020.00 4279.48 11750.00 1950.00
2 Hospitals and dispensaries 490.00 402.00 73.72 4900.00 750.00
3 Information, Education and

Communication (IEC) 51.00 51.00 0.00 1200.00 300.00
4 Drugs Quality Control 2582.00 3700.00 3146.55 4540.00 875.00

Central Sector
1 Strengthening of Deptt. of ISM&H 1650.00 2129.00 1964.61 2250.00 515.00
2 Educational Institutions 5282.00 6693.00 4990.65 11650.00 2615.00
3 Statutory Institutions 176.00 169.00 147.00 265.00 15.00
4 Research Councils (intra

and extra mural research) 8391.00 10777.00 10661.94 13600.00 2520.00

Hospitals and dispensaries 71.00 292.00 314.80 2244.00 276.00
6 Medicinal Plants 1765.00 3420.00 2215.56 10700.00 2516.00
7 Strengthening of Pharmacopoeial

Laboratories 1082.00 1150.00 365.50 2650.00 567.00
8 Information, Education and

Communication (IEC) 480.00 680.00 839.28 1700.00 300.00
9 Other Programes and Schemes 1595.00 2960.00 226.52 8550.00 1801.00
10 New Initiatives during the 10th plan 1501.00

Grand Total 26635.00 36443.00 29225.61 77500.00 15000.00
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CHAPTER 2.10

FAMILY WELFARE

Introduction

2.10.1 Indiais the second most populous country
in the world, sustaining 16.7 per cent of the world
population on 2.4 per cent of the world’s surface
area. Realising that high population growth is
inevitable during the initial phases of demographic
transition and the urgent need to accelerate the
pace of the transition, India became the first country
to formulate a National Family Planning Programme
in 1952. The objective of the policy was “reducing
birth rate to the extent necessary to stabilise the
population at a level consistent with requirement of
national economy”. The First Five-Year Plan stated
that “the main appeal for family planning is based
on considerations of health and welfare of the family.
Family limitation or spacing of children is 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 part of the public health progra-
mme”. This statement preceded the International
Conference on Population and Development (ICPD)
1994 by four decades.

2.10.2 The focus of India’s health services right
from the early 1950s has been health care for
women and children and provision of contraceptive
services. Successive Five- Year Plans have been
providing the policy framework and funding for the
planned development of nation wide health care
infrastructure and manpower. The centrally spon-
sored and 100 per cent centrally funded Family
Welfare Programme provides the states the
additional infrastructure, manpower and consum-
ables needed for improving the health status of
women and children and to meet all the felt needs
for fertility regulation.

2.10.3 Technological advances and the improved
quality and coverage of health care resulted in a
rapid fall in the crude death rate (CDR) from 25.1 in
1951 to 9.8 in 1991. In contrast, the reduction in
crude birth rate (CBR) has been less steep,
declining from 40.8 in 1951 t0 29.5 in 1991. As a
result, the annual exponential population growth rate
has been over 2 per cent in the 1971-1991 period.
The pace of demographic transition in India has
been relatively slow but steady. The 1991 Census

X

X

X

performance.

X

programme.

approach.

The NDC Sub-Committee on Population recommended that there should be a
paradigm shiftin the Family Welfare Programme and the focus should be on:

Decentralised area-specific planning based on need assessment.
Emphasis on improved access and quality of services to women and children.

Providing special assistance to poorly performing states/districts to minimise the differences in
Creation of district-level databases on quality, coverage and impact indicators for monitoring the
The International Conference on Population and Development (ICPD) at Cairo in 1994 advocated a similar

A convergence between national (NDC Sub-Committee) and international (ICPD) efforts improved funding
of Family Welfare Programme during the Ninth Plan period.
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showed that the population growth rate fell below 2
per cent after three decades. In order to give a new
thrust to efforts to achieve a more rapid decline in
birth rate, death rate and population growth rate,
the National Development Council (NDC) set up a
Sub-Committee on Population (1992) and endorsed
its recommendations in 1993.

2.10.4 During the Ninth Plan period, the Depart-
ment of Family Welfare implemented the recom-
mendations of the NDC Sub Committee. Centrally-
defined method specific targets for family planning
were abolished. The emphasis shifted to decentra-
lised planning at the district level, based on
assessment of community needs and implemen-
tation of programmes aimed at fulfilment of these
needs. State specific goals for process and impact
parameters for maternal and child health and
contraceptive care were worked out and used for
monitoring progress. Efforts were made to improve
the quality and content of services through training
to upgrade skills for all personnel and building up a
referral network. A massive pulse polio campaign
was taken up to eliminate polio. The Department
of Family Welfare set up a consultative committee
to suggest appropriate restructuring of infrastructure
funded by the states and the centre and revise
norms for re-imbursement by the centre and has
started implementing the recommendations of the
Committee. Monitoring and evaluation has become
a part of the programme and the data is used for
mid-course corrections. The Department has drawn
up the National Population Policy 2000(NPP 2000),
which aims at achieving replacement level of fertility
by 2010. A National Commission on Population was
constituted in May 2000, in line with the recom-
mendations of the NPP 2000.

2.10.5 Currently some of the major areas of
concern include:

the massive inter-state differences in fertility
and mortality;fertility and mortality rates are
high in the most populous states, where nearly
half the country’s population lives;

D4 gaps in infrastructure, manpower and equip-
ment and mismatch between infrastructure and
manpower in primary health centres (PHCs)/
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community health centres (CHCs); lack of
referral services;

slow decline in mortality during the 1990s; the
goals set for mortality and fertility in the Ninth
Plan will not be achieved;

there has been no decline in the maternal
mortality ratios over the last three decades,
while neonatal and infant mortality rates have
plateaued during the 1990s;

=

the routine service coverage has declined,
perhaps because of the emphasis on campaign
mode operations for individual components of

the programme;

in spite of the emphasis on training to improve
skills for the delivery of integrated reproductive
and child health (RCH) services, the progress
in in-service training has been very slow and
the anticipated improvement in the content and
quality of care has not taken place;

=

evaluation studies have shown that the
coverage under immunisation is not universal
even in the best performing states while
coverage rates are very low in states like Bihar;

elimination of polio is yet to be achieved,

the logistics of drug supply has improved in
some states but remains poor in populous
states;

decentralised district-based planning, moni-
toring and mid-course correction utilising the
locally generated service data and Civil Regis-
tration has not yet been operationalised.

Approach during the Tenth Plan

3.10.6  During the Tenth Plan, the paradigm shift,
which began in the Ninth Plan, will be fully opera-
tionalised. The shift was from:

D4 demographic targets to focussing on enabling
couples to achieve their reproductive goals;

=

method specific contraceptive targets to
meeting all the unmet needs for contraception

to reduce unwanted pregnancies;

numerous vertical programmes for family plan-
ning and maternal and child health to integrated
health care for women and children;
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D4 centrally defined targets to community need
assessment and decentralised area specific
microplanning and implementation of program
for health care for women and children, to
reduce infant mortality and reduce high desired
fertility;

D4 quantitative coverage to emphasis on quality
and content of care;

>4 predominantly women centred programmes to
meeting the health care needs of the family
with emphasis on involvement of men in
planned parenthood;

D4 supply driven service delivery to need and
demand driven service; improved logistics for
ensuring adequate and timely supplies to meet
the needs;

D4 service provision based on providers’ percep-
tion to addressing choices and conveniences
of the couples.

2.10.7 The population growth rate continues to be
high due to:

D4 the large size of the population in the repro-
ductive age-group (accounting for an estimated
60 per cent of the total population growth);

D4 higher fertility due to the unmet need for contra-
ception (contributing to around 20 per cent of
population growth); and

D4 high wanted fertility due to the
prevailing high Infant Mortality Rate

2.10.9 If the reproductive goals of families are
fully met the country will be able to achieve the
National Population Policy goal of replacement level
of fertility by 2010. The medium and long term goals
will be to continue this process to accelerate the
pace of demographic transition and achieve
population stabilisation by 2045. Early population
stabilisation will enable the country to achieve its
developmental goal of improving the economic
status and quality of life of the citizens.

2.10.10 Reductions in fertility, mortality and popu-
lation growth rate will be major objectives during
the Tenth Plan. Three of the 11 monitorable targets
for the Tenth Plan and beyond are:

>4 reduction in IMR to 45 per 1,000 live births by
2007 and 28 per 1,000 live births by 2012;

4 reduction in maternal mortality ratio to 2 per
1,000 live births by 2007 and 1 per 1,000 live
births by 2012; and

>4 reduction in decadal growth rate of the
population between 2001-2011 to 16.2.

Population Projections

2.10.11 The Technical Group on Population
Projections under the Chairmanship of the Registrar
General, India (RGI) constituted by the Planning
Commission in 1996 had made population
projections up to the year 2016 based on the results

(IMR) and other socio-economic

reasons (estimated contribution of s

about 20 per cent to population growth).

2.10.8 The Tenth Plan will fully opera-
tionalise efforts to:

BN

D4 assess and meet the unmet needs for
contraception;

D4 achieve reduction in the high desired
level of fertility through programmes for
reduction in IMR and maternal mortality
ratio (MMR); and

D4 enable families to achieve their
reproductive goals.

Figure.2.10.1 .Age-distribution of Population
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of 1991 Census. The projections for different age
groups are shown in Figure 2.10.1. It then estimated
the probable year by which the replacement level
(Total Fertility Rate) of 2.1 will be achieved by
different states if the recent pace of decline in TFR
observed during 1981-93 continues. The Group
estimated that the country would achieve the
replacement level of fertility by 2026. The most
populous states of Bihar, Madhya Pradesh,
Rajasthan and Uttar Pradesh will achieve the
replacement level of fertility by 2039, 2060, 2048
and after 2100 respectively.

Census 2001

2.10.12 The 2001 Census showed that India‘s
population was 1.02 billion in 2001,15 million more
than the projections made by the Technical Group
on Population Projections. Comparison of the
projections with the Sample Registration System
(SRS) data indicates that projections regarding both
the birth and death rates were substantially lower.
The decadal growth rate has declined from 23.86
per cent for 1981-91 to 21.34 per cent for 1991-
2001. (Figure2.10.2). Tamil Nadu and Karnataka
have attained replacement level of fertility and
Andhra Pradesh has shown a remarkable fall in
fertility and decadal growth rate during the 1990s.
The decadal growth rate in a majority of the states
has shown a decline. Only Bihar has shown a

substantial increase in the decadal growth rate. The
National Population Policy has set the goal that the
country will achieve the replacement level of fertility
by 2010. If this is achieved, the decade 2001-2011
will witness a very steep decline in decadal growth
rate.

Population Projections for the Tenth Plan

2.10.13 Prior to the formulation of the Tenth Plan
itis not possible to make full scale projections taking
into account the trends during the 1990s as the data
on age and sex distribution of the population from
2001 Census is not yet available. The Department
of Family Welfare made the necessary adjustment
for higher actual population in the base year of 1997
in the projections made by the Technical Group on
Population Projection for the period 1997-2012
(Table 2.10.1).

Interstate Differences

2.10.14 The projected values for the total
population in different regions is shown in the
Figure 2.10.3. There are marked differences
between states in size of the population, projected
population growth rates and the time by which TFR
of 2.1 is likely to be achieved. If the present trend
continues, most of the southern and the western
states are likely to achieve TFR of 2.1 by 2010.

Figure 2.10.2. Decadal Growth Rate
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Table 2.10.1
Population Projections Adjusted For The 2001 Census Totals
Year 1997 2002 2007 2012
Population (millions)* 951.18 1028.93 1112.86 1196.41
Population (millions)** 965.28 1044.18 1129.35 1214.14

*Technical Group on Population Projections—1996;
**Adjusted for the 2001 census totals
Source: Deptt of F.W.

Urgent energetic steps to assess and fully meet
the unmet needs for maternal and child health
(MCH) care and contraception through improvement

in availability and access to service are needed in
Rajasthan, Orissa, Uttar Pradesh, Madhya Pradesh
and Bihar (before division) in order to achieve a

Figure 2.10.3 Population Projections
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Inter state differences

There are massive inter state differences in
population, population growth rates, time by which
TFR of 2.1 and population stabilisation will be
achieved.

These differences will have a major impact on :
health and nutritional status.

X X

education and skill development.

X

appropriate employment
emoluments.

with adequate

rural — urban and inter state migrations.

X X

social and economic development.

The effort is to provide adequate inputs to improve
performance so that the disparities between states
are narrowed.
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faster decline in their mortality and fertility rates.
The performance of these states would determine
the year and size of the population at which the
country achieves replacement level of fertility. It
is imperative that special efforts are made during
the next two decades to break the vicious self-
perpetuating cycle of poor performance, poor per
capita income, poverty, low literacy and high birth
rate in the populous states so that further
widening of disparities between states in terms
of per capita income and quality of life is
prevented. An Empowered Action Group has
been set up to provide special assistance to these
states. The benefits accrued from such
assistance will depend to a large extent on the
states’ ability to utilize the available funds and
improve services and facilities.
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Figure 2.10.4 Time Trends in Sex Ratio in India
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Gender Bias

2.10.15 The reported decline in the sex ratio during
the current century has been a cause for concern
(Figure 2.10.4). The factors responsible for this
continued decline are as yet not clearly identified.
However, it is well recognised that the adverse sex
ratio is a reflection of gender disparities. There is
an urgent need to ensure that all sectors collect
and report sex disaggregated data. This will help
in monitoring for evidence of gender disparity.
Continued collection, collation, analysis and
reporting of sex disaggregated data from all social
sectors will also provide a mechanism to monitor
whether girls and women have equal access to
these services.

2.10.16 The census based estimates of sex ratio
in the 0-6 age group show massive inter-state
differences (Figure 2.10.5). In addition, data indicate
that over the last three decades there has been a
decline in the 0-6 sex ratio. (Table 2.10.2) There
had been speculation as to whether female infan-
ticide, sex determination tests and selective female
foeticide are, at least in part responsible for this.
The Government of India has enacted a legislation
banning the prenatal sex determination and selec-
tive abortion while female infanticide is a cognizable
offence. However, unless there is a change in social
attitudes, these legislations cannot achieve the
desired change. Intensive community education
efforts to combat these practices, especially in

Figure 2.10.5 5ex Ratio 0-6 Years (Females Per 1000 Males)

ki | 1 G B

:
g

Haryana (S
Fagstan s s

I 1951

Source: Ragisirar General of India

= ZH ai Brth (International Average)

Z
b
R 2 (51

= === 5} af Hirth {Mational Average]

170




FAMILY WELFARE

Table 2.10.2
Child sex ratio (Females/1000 Males)

and Child Development are initiating steps to ensure
that these women get the care they need .
Population Projections and their Implications
for the Family Welfare Programme

2.10.19 The projected population of India in the three
major age groups (less than 15, 15-59, 60 years or
above) between 1996 and 2016 are shown in Figure

Year Urban Rural Total

1981 931 963 962

1991 935 947 945

2001 903 934 927
Source : RGI

pockets from where female infanticide and foeticide
have been reported, are urgently required.

2.10.17 The National Family Health Survey
clearly brought out the sex differentials in the
neonatal, post neonatal, infant and under five
mortality rates . As there is no biological reason for
the higher mortality among the girl children these
differences are an indication of existing gender
bias in caring for the girl child (Figure 2.10.5a).

Figure 2.10.5a Sex Differentials in Infant & Child
Mortality
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2.10.18 In the reproductive age-groups, the
mortality rates among women are higher than those
among men. The continued high maternal mortality
is one of the major factors responsible for this.
Effective implementation of the RCH programme
is expected to result in a substantial reduction in
maternal mortality. Currently, the longevity at birth
among women is only marginally higher than that
among men. However, the difference in life
expectancy between men and women will
progressively increase over the next decade. Once
the reproductive age group is crossed, the mortality
rates among women are lower. Women will
outnumber men in the over-60 age- group.
Departments of Health, Family Welfare and Women

2.10.6.

In the country as a whole, there will be a

Figure 2.10.8 Projecied Population - India

=11
&0 i i —
A
T — W
0 . S
'5_ =00 K
= & 15 Yo
= 400
— & —
: y:u _- k. &
“0d BT Tears & aoove
100 : ; o
o
1936 0 2006 211+ 2016
YEAR

Eounci:- Regisirar Gereral India

Age group < 15 years
There will be no increase in numbers. Focus will
be to improve:

D4 quality and coverage of health and nutrition
services and achieve improvement in
health and nutritional status

D4 improve access to education & skill

development
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marginal decline in less than 15 years of age
population (352.7 million to 350.4 million), even though
in poorly performing states there will be continued
increase in the number of children requiring care. The
health care infrastructure will, therefore, not be under
pressure to provide care to an ever increasing number
of children. They will be able to concentrate on:

improving quality of care;

D4 improving on antenatal, intra natal and neonatal
care aimed at reducing neonatal morbidity and
mortality;
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improving coverage for immunisation against
vaccine preventable diseases;

D4 promoting inter sectoral coordination especially
with the ICDS programme so that there is an
improvement in health and nutritional status;
and

D4 improving coverage and quality of health care
to vulnerable and underserved adolescents.

2.10.20 The economic challenge is to provide
needed funds so that these children have access
to nutrition, education and skill development. The
challenge faced by the health sector is to achieve
reduction in morbidity and mortality rates in infancy
and childhood, to improve nutritional status and
eliminate ill effects of the gender bias.

Age group 15-59 years

The challenge is the massive increase in the
number of people in this age group. They will:
>4 need wider spectrum of services :

X maternal and child health services

R contraceptive care

B gynaecological problems

B RTI/STD management
D4 expect better quality of services

D4 expect fulfilment of their felt needs for
MCH/family planning care.

Opportunity is that if their felt needs are met
through effective implementation of RCH
programme, it is possible to accelerate
demographic transition and achieve rapid
population stabilisation.

2.10.21 There will be a massive increase of
population in the 15-59 age group (from 519 million
to 800 million). The RCH care has to provide the
needed services for this rapidly growing clientele.
The population in this age group is more literate
and has greater access to information. These
people will, therefore, have greater awareness and
expectation regarding both access to a wide
spectrum of health care related services and the
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quality of these services. The Family Welfare
Programme has to cater to a wider spectrum of
health care needs of this population— including
maternal and child health (MCH) care, contraceptive
care, management of gynaecological problems; the
quality of services also needs to be improved.

2.10.22 There will be a substantial increase in the
population more than 60 years (62.3 million to 112.9
million) in the next two decades. Increasing
numbers of the population beyond 60 years would
necessitate provisions for the management of some
of the major health problems in this age group,
including early detection and management of
cancers.

Evolution of India’s Family Welfare Programme

Basic premises of the Family Welfare
Programme are:

acceptance of Family Welfare services
is voluntary;

Family Welfare programme will provide:

K integrated MCH and family planning
services;

N effective IEC to improve awareness;

B easy and convenient access to
Family Welfare services free of
cost.

The 1950s

2.10.23 Atthe time of Independence, health care
services were predominantly urban, hospital-
based and curative. General practitioners well
versed in maternal and child health and
paediatricians and obstetricians provided health
care to women and children. While they did
provide comprehensive, integrated, good quality
services, technology for detection and
management of health problems was limited and
out reach of services was poor. The majority of
the population, especially those belonging to the
poorer sections and those residing in rural areas,
did not have access to health care, as a result of
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which morbidity and morality rates among them
were quite high. Many women died while seeking
illegal induced abortion to get rid of unwanted
pregnancy because they did not have access to
contraceptive care. Conceptions that were too
early, too close, too many and too late and lack
of antenatal care to detect and treat problems in
pregnancy resulted in high maternal and infant
mortality rates. Antenatal, intrapartum, postnatal
and contraceptive care was not readily available
to women who required these services
desperately.

2.10.24 Obstetricians, who were daily witnessing
maternal morbidity and mortality associated with
high parity, were willing to persuade their patients
who had completed their families to undergo
surgical sterilisation. The fact that the technique
was simple, safe and effective and could be done
soon after delivery under local anaesthesia
accounted for the popularity of postpartum tubal
sterilisation. The safety, simplicity and efficacy of
vasectomy was also well recognised. For couples
who had completed their family, sterilisation of one
partner resulted in the reduction of maternal morbi-
dity and mortality associated with high parity. To
some extent, this was responsible for the decline in
maternal mortality rates in urban areas during the
1950s. However, these measures had no impact
on the mortality or fertility or the population growth
rate of the country as a whole because of poor
outreach, especially in rural areas. Thus, in the
1950s, good quality integrated maternal and child
health care, and family planning services were
available to those who were aware, had access and
could afford the services of physicians. There were
efforts to improve coverage and extend the services
to rural areas as a part of the block development
programme. However, resource and manpower
constraints were responsible for the slow progress
on this front.

The 1960s

2.10.25 In the 1960s, safe, effective vaccines for
the prevention of six childhood diseases and
effective contraceptives for birth spacing such as
Lippe’s loop became available. In order to make
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these available to people, effective programmes for
delivery of identified priority services were drawn
up by professionals and implemented through the
limited health care infrastructure available in rural
areas and supplemented by camps. The family
planning and the immunisation programmes were
among the earliest of such programmes. Subse-
quently, several other vertical programmes were
added to the Family Welfare Programme. In an
attempt to improve outreach, the camp approach
was adopted for providing care to pregnant women
and children and improving access to immunisation.
However, these efforts did not result in any marked
improvement in the health status of these vulnerable
groups because the care was not available when
needed and there were no referral services.

2.10.26 The 1961 census showed a rising decadal
population growth rate due to declining death rates
and unchanged birth rates.The health infrastructure
is still predominantly urban-based. During the
1960s, sterilisation remained the focus of the
National Family Planning Programme. Efforts were
made to popularise vasectomy and to provide
services in rural areas through camps. Tubectomy
services, however, remained predominantly in urban
hospitals. Moving health education out of hospitals
into the community through the extension education
approach was attempted to improve awareness and
increase acceptance of family planning methods.
Lippe’s loop provided the first reliable birth spacing
method for women in India. Following encouraging
response in urban clinics, attempts were made to
provide this spacing method to the rural population
through camps. However, without the infrastructure
to provide follow up services, the device fell into
disrepute. It became obvious that it will not be
possible to achieve any improvement in maternal
and child health indices or reduce birth rates without
substantial investment into infrastructure and
manpower to provide the needed follow up services.

1970s

2.10.27 The 1970s witnessed many initiatives to
improve the health and nutritional status of women
and children. The Massive Dose Vitamin A
programme, the National Anaemia Prophylaxis
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Programme and food supplementation to pregnant
and lactating women and pre-school children
through the Integrated Child Development Services
(ICDS) programme were major initiatives to tackle
micronutrient deficiencies and under-nutrition and
its adverse consequences in women and children.
With the improvement in primary health care
infrastructure, access to health care improved.

2.10.28 The 1971 Census showed that population
explosion was no longer a potential threat but a
major problem that needed to be tackled energeti-
cally. The Government gave top priority to the family
planning programme and provided substantial funds
for several new initiatives. Sterilisation, especially
vasectomy services were made widely available.
Intra-uterine devices (IUD) and condoms were
made available through the PHCs. The hospital-
based postpartum programme provided contra-
ceptive care to women coming for delivery. The
Medical Termination of Pregnancy (MTP) Act, 1972,
enabled women with unwanted pregnancy to seek
and obtain safe abortion services.

2.10.29 Increasing concern about the rapidly grow-
ing population led to the National Family Planning
Programme being included as a priority sector
programme during the Fifth Plan. The massive
sterilisation drive of 1976 did result in eight million
persons undergoing sterilisation, but this did not
have any perceptible impact on the birth rate, as
the cases were not appropriately chosen. There
was a steep fall in acceptance in the very next year.
In 1978, the Expanded Programme of Immunisation
was initiated to improve coverage for the six vaccine
preventable diseases. In 1979, the Programme was
renamed as the National Family Welfare Progra-
mme and increasing integration of family planning
services with those of maternal and child health and
nutrition was attempted.

The 1980s

2.10.30 The major thrust during the 1980s was to
operationalise the WHO’s Alma Ata declaration of
health for all by 2000 A.D. (1978) by establishing a
net-work of centres in urban and rural areas to
provide essential primary health care. The network
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of post partum centres was expanded to improve
access to family welfare services. In 1983 the
National Health Policy was formulated and provided
comprehensive framework for planning, implemen-
tation and monitoring of health care services. The
Universal Immunisation Programme (UIP), started
in 30 districts in 1986, was extended to cover 448
districts by the end of the Seventh Plan.

The 1990s

2.10.31 The 1991 Census showed that India was
entering the opportunity window in demographic
transition, when larger proportion of the population
is in the age group of 20-40 years, when it will be
possible to achieve a rapid decline in fertility and
mortality. The report of the NDC Sub Committee
on Population gave a new thrust and dynamism to
the family welfare programme. During the Eighth
Plan, efforts were made under the Child Survival
and Safe Motherhood initiative and the Social Safety
Net programme to improve the access to maternal
and child health services. In view of the massive
inter-state and intra-state differences in access to
services and health indices, the Department of
Family Welfare abolished the practice of setting
centrally defined, method-specific targets for
contraception. It was replaced by decentralised
area-specific need assessment (community needs
assessment approach), planning and implementing
programmes aimed at fulfilling these needs.

2.10.32 In 1997, the Department of Family
Welfare initiated the Reproductive and Child
Health (RCH) programme aimed at providing
integrated health and family welfare services to
meet health care needs of women and children.
The components of the comprehensive RCH care
is indicated in the Text Box. The essential
components recommended for nationwide
implementation at all levels include:

D4 prevention and management of unwanted
pregnancy;

services to promote safe motherhood;
services to promote child survival; and

prevention and treatment of RTl and sexually
transmitted infection (STI).

XX KX
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Components of comprehensive RCH Care:

Effective maternal and child health care.
Increased access to contraceptive care.

Safe management of unwanted preg-
nancies.

Nutritional services to vulnerable groups.
Prevention and treatment of RTI/ STD.

Reproductive health services for adole-
scents.

XK XXX

X

Prevention and treatment of gynaeco-
logical problems.

X

Screening and treatment of cancers, espe-
cially uterine, cervical and breast cancer.

These services are available in secondary and
tertiary care centres in the country.

Efforts are being made to improve the content,
quality and coverage of care

2.10.33 Efforts were made to provide adequate
inputs to improve the availability and access to RCH
services and to improve the programme’s
performance especially in states/districts with poor
health indices. Attempts to reduce disparities
between states/districts and achieve incremental
improvement in the indices by replication of the
strategies adopted by better performing districts
were encouraged.

National Population Policy

2.10.34 The immediate objective of the National
Population Policy is to meet all the unmet needs
for contraception and health care for women and
children. The medium-term objective is to bring the
TFRto replacement level (TFR of 2.1) by 2010 and,
the long-term objective is to achieve population
stabilisation by 2045.

2.10.35 The Policy has set the following goals for
2010:

>4 universal access to quality contraceptive
services in order to lower the TFR to 2.1 by
adopting the small family norm;

universal registration of births and deaths,
marriages and pregnancies;

>4 universal access to information/counselling and
services for fertility regulation and
contraception with a wide basket of choices;

>4 to reduce the IMR to below 30 per 1,000 live
births and a sharp reduction in the incidence
of low birth weight (below 2.5 kg.);

D4 universal immunisation of children against
vaccine preventable diseases;

D4 promote delayed marriage for girls, not earlier
than the age of 18 and preferably after 20
years;

>4 achieve 80 per cent institutional deliveries and
increase the percentage of deliveries
conducted by trained persons to 100 per cent;

X

containing of STD;

reduction in MMR to less than 100 per 100,000
live births;

universalisation of primary education and
reduction in the drop-out rates at the primary
and secondary levels to below 20 per cent for
both boys and girls.

X

2.10.36 Several states/districts have demonstra-
ted that the steep reduction in mortality and
fertility envisaged in the National Population
Policy are technically feasible within the existing
infrastructure and manpower. All efforts are being
made to provide essential supplies, improve
efficiency and ensure accountability - especially
in the states where performance is currently sub-
optimal - so that there is incremental
improvement in performance. An Empowered
Action Group attached to the Ministry of Health
and Family Welfare has been constituted in 2001
to facilitate capacity building in poorly performing
states/districts so that they attain the goals set
in the Policy. If all these efforts are vigorously
pursued it is possible that the ambitious goals
set for 2007/2010 may be achieved.

National Commission on Population

2.10.37 The National Commission on Population
was constituted on 11 May 2000 under the
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chairmanship of the Prime Minister. The Deputy
Chairman of the Planning Commission is the vice
chairman. The Commission has the mandate to:
>4 review, monitor and give direction for the
implementation of the National Population
Policy with the view of achieving the goals it
has set;

promote synergy between health, educational,
environmental and developmental
programmes so as to hasten population
stabilization;

promote inter-sectoral coordination in
planning and implementation of the
programmes through different agencies at
the Centre and in the states; and

develop a vigorous people’s programme to
support this national effort.

A Strategic Support Group consisting of secretaries
of concerned sectoral ministries has been
constituted as a standing advisory group to the
Commission. Nine working groups were constituted
to look into specific aspects of implementation of
the programmes aimed at achieving the targets set
in the National Population Policy. NCP has allocated
funds for action plans drawn up by district
magistrates in poorly performing districts to
implement programmes aimed at accelerating the
pace decline in fertility.

Lessons Learntin Five Decades

2.10.38 The |lessons learnt from the
implementation of family welfare programmes in the
last five decades are:

>4 The governmental network provides most of
the maternal and child health and contraceptive
care services; (Figure 2.10.7)

adequate financial inputs and health
infrastructure are essential prerequisites for the
success of the programme;

providing efficient and effective integrated
maternal and child health and contraceptive
care helps in building up rapport with the
families;
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Figure-2.10.7 Source of MCH & FP Care
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>4 |EC and motivation activities are powerful tools

for promoting the small family norm;

< the people are conservative but responsible
and mature and though their response may be
slow, it is rational and sustained.

REVIEW OF PERFORMANCE OF THE FAMILY
WELFARE PROGRAMME DURING NINTH PLAN

2.10.39 The decentralised planning and initiatives
taken up under the RCH programme during the
Ninth Plan were expected to lead to substantial
improvement in the coverage and quality of servi-
ces. In order to achieve this, the Department of
Family Welfare was given additional outlay to enable
it to provide adequate financial inputs to the states.
Goals for the Ninth Plan were projected on the basis
of these newer initiatives and additional inputs
provided. Goals set for the Ninth Plan, current status
regarding these are in Annexure 2.10.1

2.10.40 A review of the performance during the
Ninth Plan suggests that the health systems in the
states needed more time to adapt to decentralised
planning and implementation of components of the
RCH programme. In an attempt to improve
coverage under specific components of the RCH
programme, some states embarked on campaign
mode operations which took their toll on routine
services. Efforts to eliminate polio by the end of
2000 through the massive pulse polio campaign also
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had some adverse effect on routine service delivery.
As a result, it is unlikely that Ninth Plan goals for
CBR, couple protection rate, MMR and IMR will be
achieved.

2.10.41 Independent surveys have shown that
several states have achieved goals set for some
aspect of the RCH programme during the Ninth
Plan, demonstrating that these can be achieved
within the existing infrastructure, manpower and
inputs.

< Andhra Pradesh, Punjab, West Bengal and
Maharashtra have shown substantial decline
in birth rates and the latter three states are likely
to achieve replacement level of fertility, ahead
of the projections.

Punjab has achieved couple protection rate and
use of spacing methods far ahead of all other
states.

Tamil Nadu and Andhra Pradesh have
achieved significant reduction in home
deliveries.

Kerala, Maharashtra, Punjab and Tamil Nadu
improved immunisation coverage.

Tamil Nadu and Andhra Pradesh had achieved
improvement in coverage and quality of
antenatal care.

2.10.42 During the Tenth Plan, the pace of imple-
mentation of the programme will be accelerated
through streamlining of infrastructure; focus will be

on improving quality, coverage and efficiency of
services so that all the felt needs for family welfare
services are fully met. Special attention will be paid
to improving access to good quality services to the
under-served population living in urban slums,
remote rural and tribal areas.

PREVENTION OF UNWANTED PREGNANCY

2.10.43 Efforts to improve the availability of contra-
ceptive care during the 1970s and 1980s resulted
in a steep rise in couple protection rates. However,
there was no commensurate fall in the birth rate.
Service reports on couple protection rate and SRS
estimates of CBR indicate that there has been a
steady decline in the latter during the 1990s in spite
of the fact that the rise in couple protection rate
during the decade has been very slow (Figure
2.10.8). This may be because earlier there was over
reporting of contraceptive acceptance or there has
been an improvement in the quality of services
during nineties and appropriate contraceptives are
being provided at the appropriate time.

2.10.44 There are massive inter-state differences
in couple protection rate and CBR. In states like
Bihar, the couple protection rate is low and birth
rate is high. In Punjab, couple protection rate is
high. Kerala, Tamil Nadu and Andhra Pradesh have
achieved substantially lower CBR even while couple
protection rate was lower than that of Punjab.
(Figure 2.10.9). Age and parity at the time of
accepting contraception as well as continuation
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Figure 2.10L9 inter-state Differences In CPR And Birth Rate
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rates of spacing methods are critical factors that
influence the relationship between couple protection
rate and CBR. The high acceptance of tubectomy
in younger women with two or three children in Tamil
Nadu and Kerala and the higher use of spacing
methods even among older women with three or
more children in Punjab may account for the
differences in the couple protection rate and CBR
between these states.

2.10.45 Over the years there has been a fall in
birth rate in all the states and among all segments
of population, but the rate of reduction in the birth
rate is higher in some states. Data from 2001
Census and SRS 2000 indicate that:

>4 eleven states/Union Territories with 11.3
per cent of the population have CBR of
below 20;

twelve states/Union Territories with 38.6 per
cent of the population have CBR between 20
and 25;

seven states with 14.4. per cent of the
population have CBR between 25 and 30;

D4

D4

>4 five states with 35.7 per cent of the population
have CBR of more than 30 per 1,000

population.

There is an urgent need to meet all the needs for
contraception in the populous states with high birth
rate.
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2.10.46 Data from service reports during the Ninth
Plan period indicate that there has been a decline
in acceptors of all types of contraception in the initial
years of the Plan, as compared to the level of
acceptance in 1994-95. Subsequently, from 1998-
99 the decline has been reversed exceptin the case
of IUD (Figure 2.10.10).

Figure 2.10.10 Acceptors of Family Planning
Methods-all India
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2.10.47 The NFHS 1 and 2 provided nation-wide
data on contraceptive prevalence in 1992-93 and
1998-99. Data from the survey (Figure 2.10.11)
indicate that contrary to the performance figures
available from the service reports of the
Department of Family Welfare, there has been a
substantial increase in the sterilisation and oral
contraceptive acceptance in the country. Only
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Figure 2 10,11 Comiracepiive use by Mathod
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IUD and vasectomy use has shown a decline.
The improvement in couple protection rate
explains the steady decline in the CBR during
the 1990s reported by the SRS. The differences
in couple protection rate data from service reports
of the Department of Family Welfare and NFHS
may partly be due to:

>4 a reduction in the earlier over reporting which
was done in an attempt to show that targets
have been met; and

incomplete reporting due to changes in service
reporting formats during the current period.

Figure 2.10.12 Unmet Need for Confraception
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2.10.48 The data from in-built independent sur-
veys and coverage evaluations within the National
Family Welfare Programme have been reassuring
in that their findings show that there has been no
deterioration in the contraceptive prevalence in the
1990s. However, the coverage figures under service
reporting for spacing methods, antenatal care and
immunisation are still substantially higher than the
coverage reported by evaluations. This over
reporting needs to be corrected so that service
reporting provides a reliable indication of progress
achieved in the programme. The narrowing of the
gap in coverage figures between the service and
evaluation reports can be used as a new indicator
for the quality in programme monitoring.

Unmet Need for Contraception

2.10.49 NFHS 1 and 2 (Figure 2.10.12) clearly
indicate that there is still substantial unmet need for
both terminal methods and spacing methods in all
states (Figure 2.10.13). There are inter-state
differences in the magnitude of unmet need for
contraception. It is imperative that all the unmet needs
are fully met within the Tenth Plan period and a
substantial reduction in unwanted pregnancy is
achieved. Making a balanced presentation of
advantages and disadvantages of methods, improving
counselling, quality of services and follow up care will
enable couples to make appropriate choices regarding
contraception, increase couple protection rates and
continuation rates and enable the country to achieve
the goal of replacement level of fertility by 2010.

Figure 2.10.13 Unmet Need for Family Planning
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Figure 2.10.14 Contribution of Births of Order of Three and
Above to all Births
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Monitoring Birth Order

2.10.50 Monitoring reported birth order is an
easy method of observing the progress towards
achievement of replacement level of fertility.
Currently, birth order of three or more account
for nearly half of all births. There are massive
inter-state and inter-district differences in the
contribution of different birth orders (Table2.10.3
and Figure 2.10.14). Based on this information,
district-specific differential strategies can be
evolved to improve contraceptive prevalence
rates, increase inter-birth intervals and reduce
higher order of births.

Table 2.10.3
Inter-district variations

(Birth order three or more as percentage
of total births)

No of districts
<20% 27
20-40% 165
>40% 313

Source: RHS (Rapid Household survey 1998)

Terminal Methods of Contraception

2.10.51 Sterilisation has been the most widely
used method of contraception in all states.
Currently, age at marriage is very low and a

180

majority of the women complete their families
during their early 20s. In the current Indian
milieu of stable marriages, sterilisation is the
most appropriate method of contraception for
such couples. There are substantial
differences between states and between
districts in proportion of eligible couples who
have adopted terminal methods of
contraception (Table 2.10.4). The 1990s saw
some increase in the per centage of currently
sterilised persons in all states except Punjab.
However, the per centage of women under-
going sterilisation is very low in Assam, Bihar
and Uttar Pradesh. (Figure 2.10.15). A majority
of women in these states opt for sterilisation
after bearing three or more children. Improving
access to safe, good quality tubectomy/
vasectomy services through RCH camps in
CHCs/PHCs may be the most viable and
sustainable strategy for meeting the unmet
need for sterilisation in these states.

Table 2.10.4
Inter-district variationsin the percentage
of eligible couple sterilised

No. of districts
>50 75
40-49 101
30-39 106
<30 223

Source: RHS1998-99
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Flgure 2.10.15 Percentage of Couples Currently Sterllised
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Emerging Needs for Spacing Methods

2.10.52 Data from NFHS clearly shows that in
spite of the low use of spacing methods, the mean
inter-birth interval is about 30 months. (Figure
2.10.16) This is because of universal prolonged
breast-feeding. Exclusive breast feeding during the
first six months offers substantial protection against
pregnancy. However, once supplements are intro-
duced to breast-fed infants, the contraceptive effect
of lactation wanes. The introduction of appropriate
contraception at this time will ensure adequate
spacing between births and prevent deterioration
in maternal and infant nutrition due to too early
advent of the next pregnancy. Data from NFHS 2

has also shown that there is an emerging need for
contraception before first birth. (Figure 2.10.17)
This has to be fully met during the Tenth Plan.

Gender—Bias And Acceptance of
Contraception

2.10.53 Data from NFHS showed that the prefe-
rence for a son influenced the acceptance of
permanent as well as temporary methods of contra-
ception (Figures 2.10.18 - 19). It is important that
appropriate steps are taken by all concerned sectors
to minimise and eliminate gender-bias which
reduces contraceptive acceptance among those
with girl children.
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Figurs 2.10.18 819 Acceptance of Family Planning by Mumber
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Men’s Participation in Planned Parenthood

2.10.54 Men play an important role in determining
education and employment status, age at marriage,
family formation pattern, access to and utilisation
of health and family welfare services for women and
children. Their active co-operation is essential for
the prevention and control of STI/RTI. In condom
users, consistent and correct use is an essential
pre-requisite for prevention of STl as well as
pregnancy. Vasectomy was the most widely used
terminal method of contraception in the 1960s and
1970s but since then there has been a steep decline
inits use ( Figure 2.10.20 ). Itis essential that efforts
to re-popularise vasectomy are intensified. Ample

data exists to show that vasectomy is safer than
tubectomy. Every effort will be made to repopularise
vasectomy by improving access to vasectomy
services. These services (conventional or no-
scalpel) will be made readily available to all at
convenient times as an outpatient procedure in all
primary, secondary and tertiary care institutions.
Follow up care will be provided to all taking into
account the existing time constraints and the
conveniences of men. Efforts will be made to seek
men’s active participation in improving utilization of
funds provided for emergency transport and
ensuring that women and children reach appropriate
centers where emergency services are available.
Their cooperation will be sought in improving

Figure 2.10.20 Acceptors of Vasectomy & Tubectomy
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antenatal, child health and immunization care as
well as compliance with referrals. Over the next
five years efforts will be made to ensure men’s
participation in every facet of planned parenthood
activities.

Tenth Plan Strategy for Meeting the Felt Needs
for Contraception

2.10.55 Tenth Plan strategy to meet all the felt
needs for contraception would include:

In all districts

>4 counselling and balanced presentation of the
advantages and disadvantages of all available
methods of contraception to enable the family
to make the right choice;

improve access to good quality contra-
ceptive care services in the vicinity of their
residences;

>4 good follow up care.

In states/districts where birth order of three or
more accounts for over 40 per cent of the births:

>4 ensure ready access to tubectomy/vasec-tomy
by sending doctors, if necessary, from CHCs/
district hospitals to PHCs/CHCs on fixed days.

In states/districts where birth order of two or
less accounts for over 60 per cent of the births
>4 meet the unmet needs for spacing methods
on a priority basis and also continue to provide
terminal methods.

MANAGEMENT OF UNWANTED PREGNANCY

2.10.56 It is estimated that in 1998, about 9 per
cent of maternal deaths were due to unsafe
abortions. Available service data on MTPs indicate
that following an initial rise in early 1980s, the
number of reported MTP’s hovered around 0.5—-0.7
million in the 1990s(Figure-2.10.21). The estimated
number of illegal induced abortions in the country
is in the range of four to six million. There has not
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been any substantial decline in the estimated
number of illegal abortions, reported morbidity due
to illegal abortions or share of illegal abortions as
the cause of maternal mortality. The management
of unwanted pregnancy through early and safe MTP
services as envisaged under the MTP Act is an
important component of the ongoing RCH
programme.

Figure 2.10 21 Medical Termination
of Pregnancies
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2.10.57 During the Ninth Plan efforts were made
to:

>4 improve access to family planning services and

reduce the number of unwanted pregnancies;

X

cater to the demand for MTP;

improve access to safe abortion services by
training physicians in MTP and recognising and
strengthening institutions providing these safe
abortion services; and

decentralise registration of institutions to the
district level.

2.10.58 In spite of these efforts, there has not been
any increase in terms of coverage, number of MTPs
reported and reduction in the number of women
suffering adverse health consequences of illegal
induced abortions.

2.10.59 Tenth Plan strategies for reducing
morbidity due to induced abortion include:
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>4 reducing the number of pregnancies by fully
meeting the felt but unmet needs for
contraception;

>4 improving access to safe MTP services through:

B ensuring the availability of MTP services
in all institutions where there is a qualified
gynaecologist and adequate infrastruc-
ture;

R decentralising registration of MTP clinics
to district level;

B simplifying the regulations for reporting of
MTP;

R training physicians working in well-
equipped institutions in the government,
private and voluntary sectorin MTP so that
they also can provide safe abortion
services;

B providing manual vacuum aspiration
(MVA) syringes in recognised MTP cen-
ters where there is a trained physician but
no vacuum aspiration machine;

R using MVA for performing MTP in CHC/
PHC , when a gynaecologist visits the
CHCs/PHCs on a fixed day; and

R exploring the feasibility and safety of intro-
ducing non-surgical methods of MTP in
medical college hospitals and extending
the service in a phased manner to district
hospitals.

< Ensuring that women do accept appropriate
contraception at the time of MTP to prevent
unwanted pregnancy requiring a repeat
MTP.

MATERNAL HEALTH

2.10.60 The prevailing high rates of maternal
morbidity and mortality have always been a
source of concern, and antenatal and intrapartum
care aimed at reducing these have been
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components of the National Family Welfare
programme since its inception. Although data
on state/district-specific maternal morbidity/
mortality is not available, available figures from
the SRS and the Survey of Causes of Death
provide sufficient information on mortality rates
and causes of death so that rational programmes
Table 2.10.5

Maternal Mortality Ratio

1992-93 1997 1998
RGI (Sample Registration NA 408 407
Scheme)
National Family Health 424> - 540*

*Differences are not statistically significant
Source: RGland NFHS 1& 2

could be evolved to combat major health
problems in women. In the 1990s, the SRS and
the NFHS 1&2 provided independent data to
assess the impact of ongoing programmes on
maternal mortality. During the 1990s, there has
not been any decline in MMR and more than
100,000 women continue to die each year due to
pregnancy-related causes. (Table 2.10.5)

2.10.61 Data from SRS indicate that the major
causes of maternal mortality continue to be
unsafe abortions, antepartum and post-partum
haemorrhage, anaemia, obstructed labour,
hypertensive disorders and post-partum sepsis.
There has been no major change in the causes
of maternal mortality over years(Table 2.10.6).

Table 2.10.6

Causes of maternal death (%)

Haemorrhage 30
Anaemia 19
Sepsis 16
Obstructed labor 10
Abortion 8
Toxemia 8
Others 8

Source: Survey of Causes of Death 1998
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Deaths due to abortion can be prevented by
increasing access to safe abortion services.
Deaths due to anaemia, obstructed labour,
hypertensive disorders and sepsis can be
prevented by improving the access of essential
obstetric care, universal screening for detection
of obstetric problems, referral and timely
treatment of complications of pregnancy,
promoting institutional delivery and postnatal
care. Emergency obstetric services will help
saving lives of women with haemorrhage during
pregnancy or complications during deliveries. The
Ninth Plan envisaged universal screening of all
pregnant women, identification of women with
health problems, problems during pregnancy and
appropriate management including referral to
centres where appropriate care is available. This,
however, has not been operationalised; highest
priority will be accorded to operationalise this
during the Tenth Plan.

2.10.62 During the Tenth Plan, every effort will be
made to:

P4 ensure 100 per cent registration of preg-
nancies, deaths and births so that reliable
state/district-level estimates of MMR are
available on a sustainable basis; and

>4 improve ascertainment of the cause of death
through SRS and hospital records so that it
becomes possible to assess time trends and
changes in causes of maternal mortality.

Figure 2.10.22 Antenatal Care
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Antenatal Care

2.10.63 Under the RCH programmes, efforts were
made to improve the coverage, content and quality
of antenatal care in order to achieve substantial
reduction in maternal and perinatal morbidity and
mortality. Data from the rapid household Survey
(RHS), 1998-1999 indicate that at the national level,
67.2 per cent pregnant women received at least
one check-up but only 10.6 per cent had three
antenatal checkups. Antenatal coverage in popu-
lous states with poor health indices such as Uttar
Pradesh, Bihar and Madhya Pradesh are very low
(Figure-2.10.22). Antenatal coverage was good in
almost all districts of Andhra Pradesh, Tamil Nadu
and Kerala. Surprisingly, most districts in Punjab
reported very low coverage. (Figure 2.10.23)
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Antenatal Care

Early registration of pregnancy (12-16
weeks).

Minimum three ante-natal check-ups.

Screening all pregnant women for major
health, nutritional and obstetric problems.

Identification of women with health
problems/complications, providing prompt
and effective treatment including referral
wherever required.

Universal coverage of all pregnant women
with TT immunisation.

Screening for anaemia ; providing iron folic
acid tablets for prevention of anemia; pro-
viding appropriate treatment for anemia.

Advice on food, nutrition and rest.

X

Promotion of institutional delivery/safe
deliveries by trained personnel; advising
institutional delivery for those with health/
obstetric problems .

2.10.64 RHS data clearly indicates that only in 95
districts more than 75 per cent women had three
antenatal visits during pregnancy. In as many as
265 districts, less than 40 per cent of the women
had three antenatal visits (Figure-2.10.24). In Uttar
Pradesh and Bihar, the content and quality of
antenatal care was poor as compared to Haryana
and Tamil Nadu. Universal screening of pregnant
women using appropriate antenatal care is essential
for the detection of problems and risk factors during

Figure2.10.24Three ANCs during pregnancy
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pregnancy and referral to appropriate facility for
treatment. (Figure 2.10.25)

2.10.65 The problem of poor screening is aggra-
vated by the fact that referral linkages for the
management of problems are also poor in these
states and, as a result, both maternal/perinatal
morbidity and mortality continue to be high.

2.10.66 Anaemia is a major cause of maternal
mortality in India. The Ninth Plan envisaged univer-
sal screening for anaemia in pregnant women and
appropriate iron folate treatment. This is yet to be
operationalised. In none of the states screening for
anaemia was included as a component of antenatal
care. RHS data indicated that less than 30 per cent
pregnant women had taken iron folic acid tablets in
267 districts (Figure 2.10.26). During the Tenth
Plan, every effort will be made to fully operationalise
the Ninth Plan strategy for prevention and manage-
ment of anaemia.

Figure2.10.26 Consumption of IFA
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Problems In Antenatal Care

training of health personnel in antenatal
screening, risk identification and referral
had been very slow;

inadequate coverage under essential
obstetric care;

poor content and quality of antenatal scre-
ening, lack of systematic recording of
findings; poor referral system; referrals
not honoured;

lack of screening and gatekeeper function
and reverse referrals leading to over crow-

ding in hospitals;

lack of emergency obstetric services — at
CHCs/FRUs.

Tenth Plan Strategy for Improving Maternal
Health

2.10.67 The initiatives taken under the RCH pro-
grammes to provide essential obstetric care to all
women will be continued during the Tenth Plan.
Training to upgrade the skills of health care
providers and improve the content and quality of
antenatal care, will be completed expeditiously so
that they follow the protocol for screening all
pregnant women to identify those with problems.
The auxiliary nurse midwife (ANM) is the key person
in the screening of pregnant women and she will
be given the necessary skill up gradation training
and equipment. In order to ensure screening and
two way referrals becomes a standard practice, it
is essential to ensure that findings are recorded in
a standard format in an antenatal card which is
retained by the woman who takes it with her where
ever she gets referred to. For this purpose an
antenatal card was designed and tested in some
states during the Ninth Plan. It is essential that
these cards, with suitable modifications, if
necessary, are made available to all states. The
ANM will work closely with the anganwadi worker
and will conduct maternal and child health clinics in
anganwadis on specified days according to her
advance tour programme. She will be the
gatekeeper whose referrals will be honoured at
PHCs/CHCs. In states where there are inadequate
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number of ANMs, there is need to strengthen the
existing ANM schools. In states/districts with heavy
work load/difficulty in transport or communication,
additional ANMs may be recruited on a contractual
basis, in order to meet all the unmet needs for
maternal health.

2.10.68 The CHC/FRU is the critical institution
which provides emergency obstetric care and plays
a vital role in the referral system. The reported
gaps in the number of CHCs/FRUs will be filled by
appropriately reorganising the subdivisional
hospitals, post-partum centres and block-level
PHCs. The required number of core specialists will
be posted through appropriate redeployment of the
manpower; wherever adequate number of
specialists are not available, hiring them on a
contractual or part-time basis can also be
considered. In order to strengthen the capability
of CHCs/FRUs in antenatal and intrapartum care,
states can take up training of one of the staff nurses
in CHC so that there is someone who has
specialised in midwifery available to provide care.
Over the next five years, efforts will be made to
improve the Emergency Obstetric Care in all CHCs
in a phased manner , by ensuring that these CHCs
have well equipped operation theatre, access to
banked blood, qualified obstetricians, paedia-
tricians and anaesthetists.

2.10.69 In view of the massive differences bet-
ween districts in the availability and access to
essential and emergency obstetric services, and in
maternal health indices, the following differential
strategies will be adopted for achieving incremental
improvement in essential and emergency obstetric
care during the Tenth Plan.

In all districts:

>4 awareness generation to ensure universal
screening of pregnant women; identification
of women with problems;

>< manage/refer women with complications to
appropriate institution for care;

>4 100 per cent coverage for tetanus toxoid (TT)

immunisation;
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D4 screening for and treatment of anaemia;
>4 provide information on:

B  nearest PHC where women with
problems can seek a doctor’s advice;

N nearest FRU with obstetricians and faci-
lities where women with obstetric emer-
gency can seek admission; and

X how to access the emergency transport
system.

In better performing districts focus on:

< improvement in universal coverage and
content and quality of antenatal care to enable
very early identification of women with any
antenatal problems;

< referral of those with problems to CHC/FRU
for care.

In poorly performing districts, the focus will be
on:

>4 improving coverage for antenatal screening
by an ANM providing antenatal care at least
thrice during pregnancy;

>4 building up a system of RCH camps in PHCs/
CHCs on specific days throughout the year

when doctors/specialists will be available to
examine women with problems and provide
treatment/referral.

Delivery Care

2.10.70 During the Ninth Plan, it was envisaged
that efforts will be made to promote institutional
deliveries both in the urban and rural areas. Simul-
taneously, in districts where a majority of the
deliveries were taking place at home, efforts were
made to train the traditional birth attendants (TBAs)
through an intensive Dai Training Programme and
to increase the availability of disposable delivery
kits. The available data from the NFHS-1 and 2 and
RHS-1998 suggest that there has been some
improvement in institutional deliveries, especially
in states like Tamil Nadu and Andhra Pradesh
(Figure2.10.27). However, there are a large number
of districts in many states where the situation with
regard to safe deliveries is far from satisfactory.

2.10.71 In states like Kerala, over 90 per cent of
deliveries are in institutions and neonatal mortality
rates are very low.However, neonatal mortality is
high in states like Uttar Pradesh, where the majority
of deliveries occur at home and are conducted by
untrained persons. Efforts to train TBAs and provide
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Figure 2.10.28 Neonatal Mortality and Home Deliveries
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them with disposable delivery kits have not resulted
in substantial decline in the maternal morbidity or
neonatal mortality rates. (Figure2.10.28). Data from
NFHS-2 showed that even though there has been
a steep increase in institutional deliveries in Tamil
Nadu and Andhra Pradesh, there has been no
commensurate decline in neonatal mortality,
indicating the need to improve the quality of
intrapartum and neonatal care for those coming for
institutional deliveries.

2.10.72 Women with problems like anaemia,
malpresentations, suspected cephalopelvic
disproportion , hypertensive disorders of
preghancy and gestational diabetes mellitus
should not deliver at home. Screening all women
during pregnancy to detect those with such
problems and referring them at the appropriate
time to pre-designated institutions for
management and safe delivery will substantially
reduce maternal and perinatal morbidity and
mortality. The mechanism for screening, as well
as referral, will have to be streamlined during the
Tenth Plan period. Easy-to-follow protocols for
referral will have to be developed and made
available to all health care providers. If home
delivery is anticipated in low risk cases, provision
has to be made for aseptic delivery by trained
persons. The TBAs will be trained to recognise
women with complications and those in labour
longer than 12 hours and refer them to hospitals
for delivery. This strategy is expected to result
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in some reduction in maternal and neonatal
deaths and pave the way for good antenatal care
and safe institutional deliveries at a later date.

2.10.73 Unpredictable complications can arise
even during apparently normal labour and rapid
transportation of these women to hospital for emer-
gency obstetric care is essential. In order to assist
families in arranging transport to centres where
emergency care is provided, the Department of
Family Welfare provided funds which will be
available at the village level. Panchayats, NGOs
and women'’s organisations and men in villages will
play an important role in ensuring that optimum use
is made of this fund and timely transport saves life.
In the postpartum period, early detection and
management of infections, support for breast
feeding and nutrition counseling will receive due
attention.

Tenth Plan Strategy to Improve Delivery Care

2.10.74 In view of the massive differences bet-
ween states/districts in the proportion of institutional
deliveries (Figures 2.10.29) and neonatal mortality
rates, a differential strategy to achieve incremental
improvement in maternal and neonatal care will be
taken up during Tenth Plan.

In all districts

>4 efforts will be made to identify women with
complications during pregnancy through
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Figure 2.10.29 .Institutional Deliveries -
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antenatal check up and refer them to
appropriate institution for safe delivery.

In districts with low institutional delivery,
attempt will be made to:

D4 screen all women in the last four weeks of
pregnancy and ensure that those with
complications deliver in institutions;

train TBAs in clean delivery;

train TBAs to recognise problems that arise
during labour and refer those women to
hospitals;

><
D4

ensure that referrals are honoured; and

build up community support for transport of
women with problems to functional FRUs.

In districts with high institutional delivery,
efforts will be made to:

D4
D4

improve the quality of services available;

address problems and needs of the women in
labour seeking institutional deliveries;

aim at universal institutional delivery by making
institutions people friendly; and

perform medical audit for monitoring
progressive improvement in quality of care.
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2.10.75 Specific efforts will made to strengthen
FRUs/CHCs/district hospitals to provide emergency
obstetric care for all referred cases. The attempt
will be to:

>4 operationalise adequate number of FRUs/
CHCs by posting specialists in obstetrics,
gynaecology/pediatrics in institutions where
infrastructure is available;

provide for funding specialists on contract/part-
time basis, if necessary, so that care is
available when needed; and

improve access to anesthetists and banked
blood.

CHILDHEALTH

2.10.76 Infant and under-five mortality rates are
excellent indicators of the health status of children.
In India there is no system for collection and analysis
of data on morbidity during childhood. In the
absence of this, available mortality data and analysis
of causes of death have been utilised for drawing
up priority interventions for improving child health.
Ongoing maijor intervention programmes in child
health include:

D4 essential new born care;

>4 immunization to prevent morbidity and mortality

due to vaccine preventable diseases;

food and micro-nutrient supplementation
programmes aimed at improving the nutritional
status;

programmes for reducing mortality due to acute
respiratory infection (ARI) and diarrhoea.

2.10.77 Improved access to immunisation,
health care and nutrition programmes have
resulted in substantial decline in IMR between
1950-1990. However, it is a matter of concern
that the decline in perinatal and neonatal mortality
has been very slow (Figure-2.10.30). IMR has
remained unaltered in the1990s. There are
substantial differences between states in
neonatal, infant and under- five mortality
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Figure2.10.30. Child Mortality Indicators
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rates(Figure-2.10.31). Higher under-five mortality rates
in girls persist, indicating gender bias in child rearing
practices Over the last three decades there has not
been any substantial change in the major causes of
deaths during infancy and childhood.

Inter-Relationship between IMR and CBR

2.10.78 Access to family welfare services and
contraceptive care is a critical determinant of infant
mortality and birth rate. In spite of the fact that health
and contraceptive care are provided by the same
personnel, the decline in these indices do not always
go hand in hand. There are massive inter-state and
intra-state differences in birth rates and IMR. In spite

of a relatively high IMR, states like Tamil Nadu and
Andhra Pradesh have achieved a steep decline in
fertility. In states/districts where fertility has declined
without a commensurate decline in IMR, there
should be a focussed, area-specific situation
analysis and intervention to reduce IMR. For this,
reliable district-specific data on birth rates and IMR
must be available on an annual basis. This can be
achieved only though 100 per cent recording of birth
and death and collation and analysis of this data at
the district level. Such a system would also enable
continuous monitoring of the impact of the
intervention and mid-course corrections. In order
to achieve this, strengthening of the CRS will be
given priority during the Tenth Plan period.
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Figure 2.10.31 Interstate Differentials in Child Mortality
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Child Health Interventions During the Ninth Plan

2.10.79 Under the RCH programme, comprehen-
sive integrated interventions to improve child health
were initiated to address each of the major factors
contributing to high IMR and under five mortality.

Components of child health care include:

Essential newborn care

>4 Immunisation
D4 Nutrition:
R exclusive breast-feeding for six months
R timely introduction of complementary
feeding.
R detection and management of growth
faltering.
R massive dose Vitamin-A supplemen-
tation.
R iron supplementation, if needed.
>4 Early detection and appropriate management
of:
R acute respiratory infections;
R diarrhoea.
R other infections.

Essential New Born Care

2.10.80 India has the dubious distinction of having
a very high prevalence of low birth weight. Currently
nation-wide data on birth weight in different states
and districts is not available because a majority of
births occur at home and these infants are not
weighed soon after birth. Estimates based on
available data from institutional deliveries and
smaller community- based studies suggest that
nearly one-third of all Indian infants weigh less than
2.5kg atbirth. There are differences between states
and between economic groups, with incidence of
low birth rate being the highest among the low
income groups. There has hardly been any change
in birth weight trends in the past three decades. A
gender difference has been noted in mean birth
weights, with female infants tending to weigh lesser
than male infants.
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Figure 2.10.32 Birth Welght of
Infants and Maternal Nutrition
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2.10.81 Birth weight is influenced by the nutritional
and health status of the mother. There is a good
correlation between birth weights and the body
mass index (BMI) of the mother (Figure-2.10.32).
A significant reduction in birth weight has been
observed in anaemic women and the low birth
weight rate doubles when Hb levels fall below 8
gms/dl. Some factors, which have significant
influence on birth weight, such as the parent’s build,
are not amenable to short term corrective interven-
tions. On the other hand, factors like anaemia,
pregnancy induced hypertension and low maternal
weight gain during pregnancy can be corrected and
could result in substantial reduction both in pre-term
births and birth of small for dates neonates. During
the Tenth Plan, efforts will be made to identify
women with these problems by ensuring universal
antenatal screening; provision of appropriate
managementincluding referral services for those with
problems may result in improvement in birth weight.

2.10.82 The experience of states like Kerala,
Pondicherry and Goa have shown that it is possible
to achieve substantial decline in IMR and child
mortality rates without any significant improvement
in birth weight and reduction in the number of infants
born weighing below 2.5 kg.

2.10.83 Available data suggests that only 10 to 15
per cent of all births occur before 37 weeks (pre-
term births), about 20 to 25 per cent infants weigh
less than 2.5 kg but are mature and thrive under
normal care even at home. If all the new born babies
weighing below 2.5 kg are considered as being at
risk and are sent to hospitals for care, hospitals will
get over crowded. Studies conducted over the last
three decades have shown that the neo-natal and
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infant mortality rates steeply increase only when
birth weight falls below 2.2 kg or infants are
premature. During the Tenth Plan priority will be
accorded to weighing all neonates at or soon after
birth and ensuring referral of preterm/ <2.2 kg
neonates to the centers where appropriate care
could be provided.

2.10.84 During the last three decades efforts were
made through antenatal care to reduce low birth
weight because:

< it is closely linked to infant (especially
neonatal) mortality;

>4 developing countries have the highest rates
of low birth rate;

b4 developing countries cannot afford the
technologies for intensive neonatal care
needed to reduce mortality among infants with
low birth rate.

During the last three decades there has
not been any major reduction in the pro-
portion of low birth weight babies.

In most states there has been substantial
reduction in IMR even though there is no
change in birth weight.

P4 Reduction in low birth weight is not an

essential prerequisite for reduction in IMR.

2.10.85 During the Tenth Plan every effort will be
made to:

screen pregnant women for under-nutrition
and anaemia and provide appropriate
interventions;

P4 advise at-risk individuals to have delivery in
institutions, which can provide optimal
intrapartum and neonatal care and improve
neonatal survival;

P4 have the anganwadi worker check the birth
weight of babies as soon after delivery as
possible in allhome deliveries and refer those
neonates with birth weight less that 2.2 kg to
hospitals where there is a pediatrician
available;

D4 if these interventions are fully operationalised
it will be possible to achieve substantial
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reduction in the neonatal mortality rate within
a short period.

Operationalisation of New Born Care

2.10.86 Two-thirds of all the neonatal deaths occur
in the first seven days after birth (Table 2.10.7). The
major causes of neonatal deaths are premature
birth, asphyxia and sepsis. (Table 2.10.8). If
neonates requiring care are identified and referred
to an appropriate facility where they can be
effectively treated and it will be possible to achieve
substantial decline in neonatal mortality.

Table 2.10.7
Components of IMR
%
Early neonatal mortality 48
Late neonatal morality 17
Post neonatal mortality 35

Source: SRS ’1996

Table 2.10.8
Causes of neonatal deaths(%)

Sepsis 52

Asphyxia 20

Prematurity 15

Others 13
Source: RGI

2.10.87 Inorder to accelerate the decline of IMR,
essential newborn care was included as an
intervention under the RCH programme. Equip-
ment for essential newborn care was supplied to
districts; training was provided for medical
officers and other staff at the district hospitals
and medical colleges to improve content, quality
and coverage of essential newborn care.
Operationalisation of newborn care facilities at
the primary health care level was initiated in
collaboration with the National Neo-natology
Forum (NNF). Department of Family Welfare and
the ICMR are funding research studies on the
feasibility and effectiveness of community-based
new born care in reducing neonatal mortality in
settings where access to primary health care
institutions are not adequate. The focus during
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Figure Z2.10.33.Immunisation Coverage-All India
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Figure 2.10.34 Reported Cases of Vaccine
Preventable Diseases
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the Tenth Plan will be to operationalise the
appropriate essential new born care in all settings
so that there is substantial reduction in the early
neonatal mortality both in institutional deliveries
and home deliveries.

Immunisation

2.10.88 The Universal immunization program
which was taken up in 1986 as a National
Technology Mission, became a part of the Child
Survival and Safe Motherhood (CSSM) programme
in 1992 and the RCH programme in 1997. Under
the programme, infants are immunised against
tuberculosis, diphtheria, pertussis, poliomyelitis,
measles and tetanus. Reported immunization
Coverage during the nineties is shown in Figure
2.10.33. The National Health Policy, 1983, set the
goal of universal immunisation against these six
vaccines preventable diseases by 2000 , this has
not been achieved. However, reported cases of
vaccine preventable diseases have declined over
the same period (Figure 2.10.34).

2.10.89 Data from NFHS indicate that there has
not been any decline in the immunisation coverage
in the 1990s. However, none of the states have
achieved coverage levels of over 80 per cent;
coverage level in states like Bihar, Uttar Pradesh
and Rajasthan were very low (Figure2.10.35). The
drop-out rates between the first, second and third
doses of oral polio vaccine and DPT have been very
high in most states. Lower coverage of around 20
per cent is reported for measles as compared to
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other vaccines. One of the main reasons for not
achieving 100 per cent routine immunisation, is the
focus on campaign mode programmes in health and
family welfare. The Department of Family Welfare
has now taken up a scheme for strengthening of
routine immunisation. A pilot project on Hepatitis B
immunisation has also been initiated.

2.10.90 The Tenth Plan will concentrate on :

><1 achieving hundred per cent coverage for the
six vaccine preventable diseases;
elimination of polio and neonatal tetanus;
strengthening routine immunisation pro-
grammes and discouraging campaign mode
operations which interfere with routine
services;

greater involvement of the private sector;
improving awareness through all channels of
communication;

improving the quality of care, ensuring
injection safety using appropriate, sustainable
technology;

correcting the over-reporting of coverage.
evaluating on-going pilot projects on the
introduction of Hepatitis B vaccine, including
those where the vaccine costs are borne by
the parents;

exploring appropriate sustainable models of
providing newer vaccines without over-
burdening the system and programme
including charging actual costs for the newer
vaccines from people above the poverty line;

><

X KX

Y
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Figure 2.10.35 Children Fully Immunised {Percemnt)
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< expanding on-going polio surveillance to
cover all vaccine preventable diseases in a

phased manner.

Pulse Polio Immunisation

2.10.91 Under the Pulse Polio initiative, launched
in 1995-96, all children under five years of age are
to be administered two doses of oral polio vaccine
in December and January every year until polio is
eliminated. Coverage under the programme has
been reported to be over 90 per cent in all states,
with over 120 million children taking the vaccine
every year. However, it is a matter of concern that
over the last five years coverage under routine
immunisation has notimproved. There are sections
of the population who escape both routine immuni-
sation and the pulse polio immunisation. As a result,
through there has been a substantial decline in the
number of polio cases, this was not sufficient to
enable the country to achieve zero polio incidence
by 2000.

2.10.92 Confirmed polio cases reported in the
last four years is shown in Table 2.10.9. Uttar
Pradesh and Bihar account for most of the
reported cases. Mop-up immunization is being
undertaken following detection of wild poliovirus,
including areas with clusters of polio compatible
cases and in areas of continued poliovirus
transmission. The sub-national immunisation
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days (SNID) and national immunisation days
(NIDs) are being conducted using the combined
fixed posts and house-to-house approach in all
states. Special efforts are being made to achieve
high routine and campaign coverage in under-
served communities and remind families about
the need for routine immunisation during the
pulse polio immunisation campaigns.

2.10.93 The medical goal of polio eradication is to
prevent paralytic illness due to polioviruses by the
elimination of wild poliovirus so that children need
not be immunised perpetually. India will probably
achieve zero incidence of polio by 2004. If there
are no more cases over the next three years, the
country will be declared polio free. When this is
achieved, steps will have to be taken to ensure that
the disease does not return, by continuing to ensure
100% coverage under routine immunisation for
another decade.

Table 2.10.9
No of Polio Cases

Year No. of cases of confirmed polio
1998 1931

1999 1126

2000 265

2001 268

Source : Dept. of FW
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2.10.94 The oral polio vaccine contains live
attenuated virus. Recent experiences in Egypt, the
Dominican Republic and Haiti have shown that the
vaccine-derived viruses can become neuro-virulent
and transmissible. Such mutant viruses have
caused outbreaks of polio in areas where there was
a decline in immunisation coverage. Several
countries that have eradicated polio have shifted to
injectable killed polio vaccine after elimination of
the disease. India, along with other South-Asian
countries, may have to consider all these options
and prepare appropriate strategies during the Tenth
Plan.

Infections in Children

2.10.95 Data from NFHS-2 indicates that 30 per
cent of children below three years of age had fever
during the two weeks preceding the survey, 19 per
cent had symptoms of ARI and another 19 per cent
had diarrhoea. About two-thirds of the children who
had symptoms of ARI or diarrhoea were taken to a
health facility or health-care provider. Knowledge
of the appropriate treatment of diarrhoea remains
low.

Diarrheal Disease Control Programme

2.10.96 Diarrhoea is one of the leading causes of
death among children. Most of these deaths are
due to dehydration caused due to frequent passage
of stools and can be prevented by the timely and
adequate replacement of fluids. The Oral rehy-
dration programme was started in 1986-87 in order
to prevent such deaths. Health education aimed at
the rapid recognition and appropriate management
of diarrhoea has been a major component of the
CSSM and RCH program.

2.10.97 The use of fluids available at home and
oral rehydration solution (ORS) has resulted in a
substantial decline in the mortality associated with
diarrhoea, from an estimated one million to 1.5
million children every year prior to 1985 to 600,000
to 700,000 deaths in 1996. In order to further imp-
rove access to ORS, 150 packets of ORS are
provided as part of the Drug Kit-A, two of which are
supplied to all the sub-centres every year under the
RCH programme. In addition, social marketing and

supply of ORS through the public distribution system
are being taken up in some states. However RHS
data indicate that ORS was used in more than 50
per cent of cases of diarrhoea in only nine districts
(Table 2.10.10). Improving access to and utilisation
of home available fluids/ORS for the effective
management of diarrhoea will receive priority atten-
tion during the Tenth Plan as an inexpensive and
effective tool to reduce IMR/under-five mortality.

Table2.10.10
Children with Diarrhoea
(Percentagetreated with ORS)

Percent Districts
>50 9
25-49 82
<25 413
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Source : RHS 1998-99

Control of Acute Respiratory Infections

2.10.98 Pneumonia accounts for around 30 per
cent of under five deaths in the country. Under the
RCH programme, co-trimoxazole tablets are
supplied to each sub-centre in the country as part
of Drug Kit-A. Mothers and community members
are being informed about the symptoms of ARI,
which would require antibiotic treatment or referral.
Training of health care personnel in the early
diagnosis of ARI and appropriate treatment,
including referral, as envisaged under the RCH
programme has not yet been completed. This will
receive immediate attention during the Tenth Plan
period.

Tenth Plan Strategy for Improving Child Health

2.10.99 In view of the substantial differences in
the IMR and neonatal mortality rates between states
and between districts, a differential strategy will be
adopted during the Tenth Plan. Wherever district-
specific data is available from CRS, district-specific
strategy will be adopted. State-specific strategy will
be evolved when such disaggregated data is not
available. In states/districts with a high IMR and
where early neonatal mortality is less than 50 per
cent of the IMR, the focus will initially be on impro-
ving post-neonatal mortality. In districts/states
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where the IMR is relatively low, and early neonatal
mortality accounts for more than 50 per cent of the
IMR, the focus will be on antenatal, intra partum
and neonatal care.

2.10.100 The strategy adopted for all districts will
have the following elements:

At Birth

>4 essential new born care.

< weighing at birth and referring pre-term
babies and neonates weighing less than 2.2
kg to institutions where a paediatrician is
available.

Nutrition Interventions

promote exclusive breast-feeding upto six
months.

introduce semi-solid supplements in the sixth
month.

screen all children to identify those with severe
grades of under-nutrition and treat them.
administer massive dose of vitamin A
supplements according to schedule.
administer iron-folate supplements, if needed.

X X K X K

Health Interventions

>4 universalimmunisation against the six vaccine
preventable diseases.

D4 early detection and management of ARI/
diarrhoea.

Use of District-wise Data Generated by CRS for
Planning and Monitoring the National Family
Welfare Programme

2.10.101 There are huge inter-state and inter-district
variations in the access to health care and health
indices of women and children. During the Tenth
Plan, efforts are being made to rapidly improve the
health indices by increasing the availability and
utilisation of health care facilities. In order to respond
to the changing needs at district level the
Department of Family Welfare has introduced
decentralised district- based planning and pro-
gramme implementation, based on district-wise
indicators. The data base needed for this can be
made available in a sustained fashion only through
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100 per cent registration of births and deaths and
building up the capacity for data analysis. This task
will be taken up on a priority basis during the Tenth
Plan.

2.10.102 The country is yet to ensure 100 per cent
registration of births and deaths. Available infor-
mation with the RGI's office indicates that till the
mid 1990s, over 90 per cent of all births and deaths
are registered in states like Kerala, Tamil Nadu,
Delhi, Punjab and Gujarat. Steps have also been
initiated in these states to collect, collate and report
these data at the PHC/district level on a yearly basis.
These data should be used at the district-level for
PHC-based planning of RCH care as well as
evaluation of the coverage and impact. In districts
where vital registration is over 70 per cent, efforts
are being stepped up to ensure that over 90 per
cent of births and deaths are reported so that an
independent data base is available for planning as
well as impact evaluation of PHC-based RCH care.
The goal of 100 per cent registration of births and
deaths is expected to be achieved by the end of
the Tenth Plan.

Health Care for Adolescents

2.10.103 The 1990s witnessed a rapid increase
in the adolescent population, a trend that will
continue over the next two decades. Under the
RCH programme an effort was made to address

Ninth Plan strategy for adolescent health care

Efforts to educate the girl, her parents and
the community on the need to delay
marriage.

X

Programmes for the early detection and
effective management of nutritional
(under-nutrition, anaemia) and health
(infections, menstrual disorders) problems
in adolescent girls.

D4 Appropriate antenatal care
adolescent pregnant girls.

to high risk

Inter-sectoral coordination between RCH and
KSY programmes is being strengthened in
blocks where ICDS centres have an adolescent
care programme.
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Figure 2.10.36 Women Aged 20-24 Years who married below age 18
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some of the the health care needs of adolescents.
The Department of Women and Child Development
has initiated the Kishori Shakti Yojana (KSY) in
selected blocks. Specialized counselling and IEC
material to be provided through NGOs, is being
prepared. However, coverage under all these
programmes has been very low.

2.10.104 Data from NFHS 2 indicate that median
age at marriage of girls in India is 16 years and 61
per cent of all girls were married before they were
18 years. The mean age at first birth is 19.2 years.
There are massive inter-state differences in
proportion of girls who got married before 18 years
(Figure2.10.36). Under-nutrition, anaemia and poor
antenatal care lead not only to increased morbidity
in the mother but also to high incidence of low birth
weight and perinatal mortality. Poor child-rearing
practices add to the morbidity and under-nutrition
in infants, thus perpetuating the inter-generational

cycle of under-nutrition an ill health. Appropriate
nutrition and health education, for all adolescents,
advocacy for delay in age at marriage, optimum
health and nutrition interventions during pregnancy
in adolescents are some of the inter-sectoral
initiatives to break this vicious cycle.

2.10.105 In view of the high prevalence of teenage
marriages, in depth investigations have been carried
out to document the adverse consequences, of
teenage conception in the Indian setting. Data from
Indian studies indicate that pregnancy in the early
teens before 16 years is associated with an adverse
effect on maternal nutrition, birth weight and survival
of the offspring. The extra nutritional requirements
of pregnancy coming close after the nutritional
requirements for adolescent growth spurt might be
the major factor responsible for the observed poor
nutritional status of girls who conceived before they
are 16 years of age.

Figure 2.10.37. Effect of Age and Parity on
Meonatal Mortality
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Figura2.10.38 Effect of Age and Parity on
Perinatal Mortality
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Figure2.10.39 Effect of Age and Parity on
Infant Mortality
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2.10.106 Lower maternal body weight, lower preg-
nancy weight gain, and higher prevalence of anemia
and possibly pregnancy-induced hypertension
among girls who conceived before they were 16
might account for the observed lower mean birth
weight and higher perinatal, neonatal and infant
mortality rate in these groups, both in urban and
rural areas (Figures 2.10.37, 38 and 39). The higher
low-birth weight rates, obvious deficiencies in child-
rearing practices of these young girls, and poor
availability and utilization of health care services,
especially in rural areas, account for the high infant
mortality rates.

2.10.107 Undoubtedly, there is a very urgent
need to create awareness regarding adverse
consequences of early teenage conception and
to mobilize social support for strictimplementation
of laws regarding age at marriage. As and when
pregnancies occur in early teenage, these girls
should be considered as a very high-risk group
and provided with adequate nutritional and health
care; their infants should also receive appropriate
health care. The health personnel should be
sensitized to the needs of this very vulnerable
group who are unlikely to seek or utilize available
health care that they urgently require.In addition
to appropriate education to delay age at marriage,
the Tenth Plan will take up nutrition and health
interventions to promote optimum health and
nutrition in adolescent girls. While adolescent
health care will have to be the focus in states
where the age at marriage is increasing, effective
antenatal and intra-partum care will remain the
focus in a majority of the states where teenage
pregnancies are common.
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Nutrition

2.10.108 The importance of maternal nutrition in
determining obstetric outcomes and child nutrition
as a determinant of the survival and health of child-
ren is well known. The current status and proposed
interventions for improving maternal and child
nutrition are dealt with in the section under Nutrition.

RTland STI

2.10.109 It has long been recognised that RTI
and STl are common problems in women in the
reproductive age group. During the last two
decades, there has been resurgence of interest
in the detection and management of RTI/STI.
This is partly because clinicians have access to
accurate tests for aetiological diagnosis and, are
in a position to provide prompt, appropriate treat-
ment for many RTIs/STls and prevent the long-
term health consequences of these infections.
The other reasons for the increased focus on RTI/
STI are:

>4 doctors are seeing a large number of patients
belonging to a wider spectrum of age
(adolescents, women in the reproductive age
group and elderly women), and socio-economic
strata seeking care for RTI;

with the availability of antibiotics for treatment
of RTI/STI and contraceptives for preventing
pregnancy, there has been an increasing
prevalence of multi-partner sex and an
inevitable increase in RTI/STI;

in spite of the increasing availability of specific
tests for diagnosis and efforts to prescribe
appropriate antibiotics, antibiotic resistance is
increasing, leading to poor response to therapy
and recurrence of infection; and

available data from research studies suggest
that the risk of transmission of HIV infection is
increased by RTI.

2.10.110 The importance of prevention, early
detection and treatment of RTI/STI is well-recog-
nised. Reliable, easy-to-perform tests for accurate
diagnosis are readily available. Most of the
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infections still respond to commonly-used antibiotics
and chemotherapeutic agents. The management
of common lower reproductive tract infection has
been included as a component of RCH care; these
services are to be provided through the existing
primary health care infrastructure. The Department
of Family Welfare has provided the necessary drugs
and funds to fill gaps in laboratory technician in
PHCs/CHCs. However, the training of health care
personnel in RTI diagnosis and management has
been inadequate in most states. The Department
of Family Welfare has coordinated its efforts with
the National AIDS Control Organisation (NACO) so
that the latter provides the input for diagnosis and
management of RTI/STI at the district level and
above.

2.10.111 ltis important to recognise that there are
problems in the current programmes for manage-
ment of RTI. The Piot and Fransen model of RTI/
STI management graphically sums up the problems
in treatment of RTI. (Figure 2.10.40.). The model
shows that about 40 per cent of women have
RTI/STI at any given time but only 1 per cent
complete full treatment of both partners even under
optimal conditions. Itis, therefore, hardly surprising
that in spite of all the current efforts to improve
treatment of RTI/STI patients, gynaecologists and
public health professionals feel that there has not
been any substantial improvement in the situation
over the last decade. However, it is important to
persist with health education, providing ready
access to diagnostic facilities and appropriate
treatment.

Figure 2.10.40 Problems in Management
of RTl in Women
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Infertility

2.10.112 It is estimated that between 5 and 10
per cent of couples are infertile. While provision of
contraceptive advice and care to all couples in the
reproductive age group is important, it is equally
essential that couples who do not have children
have access to essential clinical examination,
investigation, management and counseling. The
focus at the CHC level will be to identify infertile
couples and undertake clinical examination to
detect the obvious causes of infertility, carry out
preliminary investigations such as sperm count,
diagnostic curettage and tubal patency testing.
Depending upon the findings, the couples may then
be referred to centres with appropriate facilities for
diagnosis and management. By carrying out simple
diagnostic procedures at the primary health care
institutions, it is possible to reduce the number of
couples requiring referral. Initial screening at the
primary health care level and subsequent referral
is a cost-effective method for the management of
infertility both for the health care system and for
those requiring such services.

Gynaecological Disorders

2.10.113 Women suffer from a variety of
common gynaecological problems including
menstrual dysfunctions at peri-menarchal and
peri-menopausal age. Prolapse uterus of varying
degrees is yet another major problem in parous
women. Facilities for diagnosis of these are
available at district hospitals or tertiary care
centres. During the Tenth Plan period, the CHCs
with a gynaecologist will start providing requisite
diagnostic and curative services. The PHCs and
CHCs will refer women requiring surgery to
district hospitals or tertiary care centres. Cervical
cancer is one of the most common malignancies
in India accounting for over one-third of all
malignancies in women. |t can readily be
diagnosed at the PHCs and CHCs. Early
diagnosis of Stage | and Stage Il and referral to
places where radiotherapy is available will result
in rapid decline in the morbidity and mortality
associated with cancer cervix in the near future.
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Access to RCH Services

2.10.114 Data from research studies and clinical
experience shows that social and economic depri-
vation lead to poor health outcomes. Poor health,
in turn, results in deterioration of economic status
partly due to loss of wages and partly due to cost
of health care. Specific efforts have been made
to focus on health and nutrition interventions so
that the vulnerable segments of the population
have better access to health and nutrition
services and the vicious circle of poverty and ill
health is broken. However, in spite of efforts over
the last 50 years, better access to public health
services continues to elude the poor, whose
health care needs are the greatest. While this is
true in all states, RHS data brings out some
interesting inter-state comparisons. The poorest
quintile in Tamil Nadu have better immunisation
coverage rates than the richest quintile in Uttar
Pradesh suggesting that socio-economic barriers
can be overcome through improved awareness
and access (Figures 2.10.41 and 2.10.42).

2.10.115 During the Tenth Plan, every effort will
be made to improve access to essential primary
health care, family welfare services and diseases
control programmes totally free of cost. The Centre
and the states are evolving and evaluating various
options for reducing the financial burden of
hospitalisation on the poor.

Logistic Support

Ninth Plan strategy

Improve uninterrupted supply of essential drugs,
devices, vaccines and contraceptives, adequate
in quantity and appropriate in quality.

2.10.116 Under the Family Welfare program the
central government procures and supplies drugs,
equipment kits, contraceptives and vaccines to the
states. While the drug kits are supplied at district
level, vaccines and contraceptives are supplied at
the state or regional level. The states have, so far,
not created any specialised or dedicated system
for receiving such supplies, storing them in accep-
table conditions and distributing them. As a result,
there are delays, deterioration in the quality and
wastage of drugs. Supplies under the family welfare
programme are to the tune of Rs. 500 crore and it
is estimated that the losses due to deterioration
and inefficiencies may be to the extent of 20 to 30
per cent.

2.10.117 The Department of Family Welfare, in
collaboration with different external funding
agencies working in different states, has formulated
logistic projects for each of the major states. It
envisaged that a specialised agency will be created
in each state which will manage warehouses at the
regional level for each cluster of five to eight districts.
These warehouses will receive an indent from each
hospital in the area and will ensure delivery of

Figure2.10.41lmmunisation
Coverage-Tamil Madu
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supplies within 15 days through a contracted trans-
porter. To ensure efficiency, the state government
agency will be paid only on the basis of a per
centage of supplies it handles. The logistics project
has already been initiated in some states.

2.10.118 During the Tenth Plan, efforts will be
made to ensure that facilities which are being
created , handle all the drugs/vaccine/devices
provided by the central government and state
governments for all health care institutions. The
progress of this programme and the problem
encountered will be monitored and appropriate mid-
course corrections initiated.

Private Sector Participation in RCH

2.10.119 Over 80 per cent of the practitioners of
modern medicine and a higher proportion of the
ISM&H practitioners work in the private sector. Itis
estimated that while the private sector provides
more than three-fourths of all curative health care
services, its contribution to maternal and child health
and family planning services is less than one-third.
The major limitations in private sector participation
include:

>4 the focus till now has been mainly on curative

services;
D4 the quality of services is often variable; and
>4 the poorer sections of population cannot afford
to pay for these services.

2.10.120 Under the RCH programme, several
initiatives were taken to improve collaboration
between the public and private sectors in providing
family welfare services to the poorer sections,
especially in the under-served areas. Efforts were
made to increase the involvement of private medical
practitioners in RCH care by providing them orien-
tation training and ensuring that they have ready
access to contraceptives, drugs and vaccines free
of cost. These efforts will be augmented during the
Tenth Plan. The private sector has immense
potential for improving the coverage and quality of
RCH services. The challenge is to find ways to
optimally utilise this potential.
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Role of NGOs/Voluntary Organisations in the
Family Welfare Programme

2.10.121 The National Population Policy 2000
envisages increasing role of NGOs/voluntary
organisations in building up awareness about and
advocacy for RCH interventions and also in impro-
ving community participation. Until recently, only a
small number of NGOs were getting funding from
the Department of Family Welfare, because a
majority of them did not have adequate technical
knowledge and the skills required. In an attempt to
increase NGOs participation, the Department
involved several well-established NGOs such as the
Family Planning Association of India and Voluntary
Health Association of India in selecting, training,
assisting and monitoring of smaller, field-level NGOs
for carrying out the following functions:

>< advocacy for maternal child health inter-
ventions;

>4 promotion of small healthy family;

X

improving community participation;

X

counselling and motivating adolescents to
delay the age at marriage, young couples to
delay first pregnancy and couples with two
children to limit their families by the use of
appropriate contraceptive methods;

>4 actas a link between the community and health
care providers.

2.10.122 Currently, the Department of Family
Welfare funds 97 mother NGOs(larger NGOs
looking after smaller ones) covering 412 districts
and over 800 NGOs. These NGOs cover all districts
in ten states. However, states with high fertility and
mortality rates still have a large number of districts
without any NGO presence.The state governments
have also been trying to involve NGOs in providing
services, or by adopting a PHC. The results have
been mixed; these experiments need to be carefully
monitored.

2.10.123 During the Tenth Plan, NGOs will have
a major role in promoting community participation
in the following areas:
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< gender sensitivity and advocacy regarding
providing adequate care for the girl child;

>4 baby-friendly hospital initiatives and promotion
of exclusive breast-feeding for six months;
advocacy for the introduction of semi-solids at
the right time;

>4 social marketing of contraceptives, ensuring
easy availability of ORS/social marketing of
ORS;

>4 sensitising the community regarding the
adverse consequences of sex determination
and sex selective abortions.

2.10.124 The Department of Family Welfare has
also proposed that the NGOs who have adequate
expertise and experience may participate in RCH
service delivery. The interventions undertaken by
the NGOs will be independently assessed at the
end of the project period; funding will be dependent
upon mid-term evaluation based on specific bench-
marks. Efforts will be made to improve networking
between the NGOs, state/district administration as
well as PRIs.

Role of Industries and other Organisations

2.10.125 Governmental efforts alone will not be
sufficient to achieve the desired goals of the family
welfare programme. The organised industrial sector
provides health/family welfare services to about 14
per cent of the country’s population. Industry can
improve acceptance of family welfare services by
educating, motivating workers and improving
access to services. Industries which provide health
care to their personnel and their families can extend
these facilities to the people living in the vicinity of
factories, especially when they are located in under-
served semi-urban and rural areas. They may take
up an area-specific approach to improve services
available in a block by adopting it. Smaller industries
could form a cooperative group for providing health
and family welfare services in collaboration with the
government. Managerial and other skills available
in industry can be made available to improve the
efficiency of the government infrastructure. The
marketing skills of industry may be useful in
improving the IEC and motivation activities and in
social marketing.
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2.10.126 The labour force in the organised and
unorganised sector and their families require cover-
age in order to achieve rapid improvement in health
and demographic indices. Trade unions can expand
their role to address the health care needs of wor-
kers and their families. During the Ninth Plan period,
family welfare projects have been undertaken in the
unorganised and semi-organised sectors in Tamil
Nadu, plantation workers in West Bengal, beedi
workers in Uttar Pradesh, and milk producers in
Guijarat. The lessons learnt from these projects will
be utilisied to improve access to family welfare
services.

2.10.127 During the Tenth Plan, attempts will be
made to enhance the quality and coverage of family
welfare services through the involvement and
participation of the organised and unorganised
sectors of industry, agriculture and labour represen-
tatives. The problem-solving approach of the
corporate sector can be used to improve the
operational efficiency of the health care services.

Initiatives to Address the Needs of Under-served
Population

2.10.128 Access to health care is poorer in states
like Uttar Pradesh, Madhya Pradesh, Bihar and
Rajasthan. The Empowered Action Group (EAG)
constituted by the Department of Family Welfare in
2001 reviews the available infrastructure,
performance of the health system and health indices
and suggests steps for improving access to health
care so that there is a rapid decline in fertility and
mortality. During the Tenth Plan, special efforts will
be made to upgrade the capacity of the health
system in these states/districts so that there is rapid
decline in both fertility and mortality. This is an
essential step if the ambitious goals for decline in
fertility and mortality set in the National Population
Policy are to be achieved because these states
contribute to over 50 per cent of the country’s
mortality and fertility.

2.10.129 The tribal population (except in the
north-eastern states) faces immense problems in
accessing essential health care services and have
poor health indices. The Department of Family
Welfare has already initiated several programmes
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focusing on meeting the health care needs of the
tribal population. These will be continued during the
Tenth Plan. Special efforts will be made to address
the health needs through area-specific programmes
and increasing the involvement of NGOs and the
tribal community in all activities.

2.10.130 The urban slum population has been
shown to have poor maternal and child health
indices. In many slums, immunisation coverage is
very low and children are undernourished. The
Department of Family Welfare and the Department
of Health have been investing in improving urban
primary health care infrastructure and ensuring that
they are linked to existing secondary and tertiary
care institutions. The India Population Project (IPP)
V, VIl and Urban RCH Pilot Projects have built up
the capacities of the urban health system in several
cities. Efforts to rationalise urban health care and
improve efficiency so that reproductive care needs
of urban population are fully met within the available
infrastructure will be continued during the Tenth Plan
period.

Strategies for Increasing Efficiency

2.10.131 A vast infrastructure for the delivery of
health and family welfare services has been created
over the last three decades based on uniform
norms for the entire country. Evaluation studies
have shown that they are functioning poorly
because of :

D4 mismatch between structure and function;

>4 lack of training to health care personnel to
update their knowledge, skills and programme
orientation;

><1  absence of a proper medical hierarchy with
well-defined functions;

lack of first line supervision and mechanism to
bring about accountability;

absence of a referral system and lack of
functional FRUs.

All the states have initiated health sector reforms
aimed at improving the functional status of the health
system, These are discussed in the chapter on
Health.
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2.10.132 Under the RCH programme, the Depart-
ment of Family Welfare has invested heavily in
training programme managers in managerial
aspects for the effective implementation of the
programme including decentralised district-based
planning, implementation, monitoring and mid-
course corrections. Skill upgradation of all cate-
gories of health care professionals and para-
professionals is envisaged for improving the quality
of screening and management of persons with
complications, including referral as and when
required. Itis expected that the training programme
will be completed soon and will promote effective
functioning of the infrastructure and improve
efficiency. These efforts will continue during the
Tenth Plan period.

2.10.133 Though all states have shown some
improvement in access to health care and in
health and demographic indices, the rate of
change has been very slow in some states.
Efforts during the Ninth Plan to provide more
funds to these states to upgrade infrastructure
and manpower, and making schemes more
flexible to enable private and voluntary sector
participation has not been effective in improving
access to services. During the Tenth Plan, efforts
will be made to improve efficiency by undertaking
task analysis, assigning appropriate duties/tasks
to designated functionaries and training them to
act as a multi-professional team. The firstlink in
such a chain will be the village-based workers
who will liaise between the people and health
functionaries and ensure utilisation of available
facilities. The PRIs will participate in the planning
of programmes and assist in the implementation
and monitoring. The ANM will administer
vaccines, screen infants, children and pregnant
women, identify and refer the at-risk persons to
appropriate institutions. The medical officer at
the PHC will undertake PHC-based planning and
monitoring of the health and family welfare
programmes and provide curative services,
organise and supervise preventive and promotive
health and family welfare-related activities and
develop a viable, functional referral systems. The
specialists in the CHCs will provide appropriate
emergency care and care for referred patients,
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participate in the development of the CHC-based
RCH programmes, monitor the activities and
initiate mid-course corrections. If this pattern of
functioning is followed, the community, the link
worker and the health functionaries will be
performing the tasks that they are best suited for
and the implementation of the programme will
improve.

Involvement of PRI in Family Welfare
Programme

2.10.134 There are immense differences between
states in the involvement of PRIs in the Family
Welfare Programme. States like Kerala have
embarked on decentralised planning and monitoring
programmes utilising PRIs and have devolved
powers and finances to PRIs. Rajasthan, Andhra
Pradesh and Haryana have implemented their own
models for the involvement of the PRIs in the health
sector. In other states, the involvement is mainly in
planning and monitoring without devolution of power
and finances. In some states, the PRIs have not
yet started participating in the programme. There
is a need to continuously review the situation and
initiate appropriate interventions.

The Ninth Plan envisaged the involvement
of PRIs for:

>4 Ensuring inter-sectoral coordination and
community participation in planning,
monitoring and management of the RCH
programme.

>4 Assisting states in supervising the
functioning of the health care related
personnel including ANM, MMPW and
AWW.

D4 Ensuring coordination of activities of
workers of different departments such as
health, family welfare, ICDS, social welfare
and education etc. functioning at the
village, block and district levels.

>4 Improving the acceptance of the Family
Welfare Programme through increased
community participation.
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2.10.135 The real challenge of the Family
Welfare Programme lies in effectively delivering
the needed services in the remote and
inaccessible areas where the services provided
by the government machinery are the weakest and
the private sector and NGOs are non-existent.
During the Tenth Plan, it is envisaged that mature
PRIs with intelligent, service-oriented members will
play a key role in making the programme a
people’s programme and improving access to its
services. The health committee of the gram
panchayat can plan locally, identify area-specific
unmet needs for reproductive health services and
ensure that efforts are made to meet them. It can
also be entrusted with the task of monitoring the
attendance and performance of health care
personnel. The PRIs can play a vital role in
programme advocacy and monitoring the
availability, accessibility and quality of services in
government PHCs, NGOs and private practitioners
and the cost of services provided by the latter.
The PRIs will have the advance tour programmes
of the ANM and male multipurpose worker and
lists of nearest functioning PHCs with a doctor,
nearest FRU/CHC with a peadiatrician,
obstetrician, surgeon or physician where persons
with complications and those requiring emergency
care could be referred. They will monitor the
funding of emergency transport provision as well
as dispersal of funds under the Balika Samridhi
Yojana and the Maternity Benefit Scheme. The
active role and supervision of the PRIs is also
crucial for ensuring 100 per cent registration of
births, deaths, marriages and pregnancies at the
village level.

Intersectoral Coordination

2.10.136 Inter-sectoral coordination, especially
between the Departments of Health, Department
of ISM&H, Women and Child Development, Human
Resource Development, Rural Development, Urban
Development, Labour, Railways, Industry and
Agriculture is critical for increasing the coverage of
the Family Welfare Programme and improving
implementation. Some of the areas where inter
sectoral coordination is envisaged during the Tenth
Plan include:
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>4 involvement of the extension workers of these
departments in propagating IEC messages
pertaining to reproductive and child health care
to the population with whom they work;

> efforts to improve the status of the girl child
and women, improving female literacy and
employment, raising the age at marriage,
generating more income in rural areas,
improving nutritional status of women and
children;

>4 coordination among village-level functionaries
- anganwadi workers, TBAs, Mahila Swasthaya
Sangh, Krishi Vigyan Kendra volunteers and
school teachers - to achieve optimal utilisation
of available services.

2.10.137 Suggested areas of convergence of
services with Department of Education include:

>4 inclusion of educational material relating to
health, nutrition and population in the
curriculum for formal and non-formal
education;

D4 involvement of all zilla saksharata samitis in
IEC activities pertaining to the RCH
programme;

>4 involving school teachers and children in Class
V and above in growth monitoring,
immunisation and related activities in the village
atleast once a month as a part of socially useful
productive work.

2.10.138 Convergence of services with the Depart-
ment of Women and Child Development include :

>4 involvement of anganwadi workers in the
compilation of births and deaths and the
identification of pregnant women;

>4 involving anganwadi workers in weighing
babies as soon as possible after delivery and
referring neonates with weight below 2.2 kg to
centres where a paediatrician is available;

D4 utilising the services of the anganwadi worker
in improving the coverage of Massive Dose
Vitamin A in children when they are 18 months,
24 months, 30 month and 36 months of age
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and improving the compliance among pregnant
women under iron-folic acid medication;

>4 identification of undernourished pregnant and
lactating women and pre-school children to
ensure that they get priority in food
supplementation programmes under the ICDS
and appropriate health care from ANMs and
doctors;

> promoting the cultivation of adequate quantities
of green leafy vegetables, herbs and
condiments in coordination with the PRIs and
agricultural extension workers and ensuring
that these are supplied to anganwadis on a
regular basis to improve micro-nutrient content
of food supplements.

2.10.139 The anganwadi worker can assist the
ANM in organising health check ups of women and
children and immunisation in the anganwadi. She
will act as depot holder for iron and folic acids
tablets, ORS, condoms and disposable delivery kits.
She will be provided with a list indicating the nearest
facility to which women and children could be
referred so that she can help in organising emer-
gency referral. Intersectoral co-ordination with
Department of Health and Department of ISM & H
are discussed under respective chapters, co-
ordination with Department of Women and Child
Development for improving nutritional status are in
the chapter of Food and Nutrition Security.

Research and Development

2.10.140 The ICMR is the nodal research agency
for funding basic, clinical and operational research
in contraception and maternal and child health. In
addition, the Council for Scientific and Industrial
Research (CSIR), Delhi, Department of Biotech-
nology (DBT) and the Department of Science and
Technology (DST) fund research pertaining to the
Family Welfare Programme. The National Com-
mittee for Research in Human Reproduction under
the Chairmanship of the Secretary, Department of
Family Welfare assists in drawing up priority areas
of research and ensuring that there is no unneces-
sary duplication of research activities. Some of the
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major institutions carrying out research in this area
include the National Institute for Research in Repro-
ductive Health, Mumbai, the National Institute of
Nutrition, Hyderabad, the National Institute of
Health and Family Welfare, New Delhi and the
Central Drug Research Institute, Lucknow. The
ICMR undertakes clinical and operational research
studies through a network of Human Reproduction
Research Centres (HRRCs) in medical colleges.
The International Institute of Population Studies,
Mumbai, and a network of 18 Population Research
Centres conduct studies on different aspects of the
Family Welfare Programme and undertake
demographic surveys.

2.10.141 Under the RCH programme the Depart-
ment of Family Welfare has constituted an expert
committee for research in reproductive health and
contraceptions under modern system of medicine
and ISM&H to examine and recommend proposals
that require funding. In addition, the Department is
making efforts for the creation and support of an
appropriate institutional mechanism to test and
ensure the quality of products utilised in the
programme.

2.10.142 Priority areas of research during the
Tenth Plan are:

Basic and Clinical Research

< development of newer technology for
contraceptive drugs and devices in modern
system of medicines, including immunological
methods for fertility regulation;

< examining the safety and efficacy of ISM&H
products;

>4 identification and characterisation of genes/
gene products and detailing their functional role
in reproduction and health of women and
children;

>4 development and testing of new drug delivery
systems for contraceptive steroids;

04 safety and efficacy studies on newer
vaso-occlusive methods, spermicides based
on plant products such as neem oil and
saponins and other plant-based substances;
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>4 clinical studies on the use of emergency
contraception and non-surgical methods of
MTP;

>4 diagnosis and management of RTI/STI;

>4 innovative methods for improving neonatal care
at the primary health care level, including
assessment of simple methods for the
diagnosis and management of sepsis, asphyxia
and hypothermia in new born babies;

< studies on the prevention, detection and
management of infections in children; and

>4 early detection and management of obstetric
problems.

Demographic/Operational Research

>< ongoing demographic transition and its
consequences;

>4 continuation rates and effectiveness of
contraceptives under actual programme
conditions;

>4 operational research to provide integrated
delivery of health, nutrition and family welfare
services at the village level through the existing
infrastructure and manpower;

>4 testing of the relationship between couple
protection rate and CBR and between the
reduction of IMR and reduction in birth rate in
states in different levels of demographic
transition;

>4 improving access to safe abortion services;

>4 research aimed at detection, prevention and
management of RTI/STI in different levels of
health care; and

< socio-behavioural research to improve
community participation in increased utilisation
of family welfare services;

Monitoring and Evaluation

2.10.143 The recommendation of NDC Sub-
Committee on Population for the creation of district-
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level databases on quality, coverage and impact
indicators for monitoring the programme was
implemented during the Ninth Plan period. The
following systems are being used for monitoring and
evaluation of programmes in the Family Welfare
Programme:

>4 reports from state and implementation
agencies;

< Sample Registration System and Population
Census;

>4 Rapid Household Surveys;

>4 large-scale surveys - NFHS, sample surveys
by the NSSO and area-specific surveys by the
Population Research Centres;

< other specific surveys by national and
international agencies.

2.10.144 The Department of Family Welfare has
constituted regional evaluation teams which carry
out regular verifications and validate the data on
the acceptance of various contraceptives. These
evaluation teams can be used to obtain vital data
on failure rates, continuation rates and compli-
cations associated with different family planning
methods. RHS data about the progress on progra-
mme interventions as well as its impact are being
used to identify district-specific problems and rectify
them. To assess the availability and the utilisation
of facilities in various health institutions, facility
surveys were conducted in 101 districts during
1998-99 and deficiencies found are being brought
to the notice of the states and districts concerned.
The format for monitoring the process and quality
indicators under the RCH programme have been
developed and sent to all the states. These may
be operationalised during the Tenth Plan and the
information generated used for mid-course
corrections.

2.10.145 The substantial investments made in
evaluation during the 1990s have increased
awareness about the need for concurrent impact
evaluation. During the Tenth Plan, efforts will be
made to consolidate the gain by putting in place a
sustainable system of evaluation at the district level
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in the form of CRS and district surveys. Efforts will
also be made to reduce duplication of efforts through
appropriate intersectoral coordination .

Reorganisation of Family Welfare Infrastructure

2.10.146 When the Family Welfare Programme
was initiated in the early 1970s the infrastructure
for providing maternal and child health and family
planning services was inadequate at the primary
health care level, and sub-optimal in the secondary
and tertiary care levels. In order to quickly improve
the situation, the Department of Family Welfare
created and funded post-partum centres, urban
family welfare centres/ health posts and provided
additional staff to the then existing PHCs (block level
PHC’s). In addition, the ANMs in the sub-centres,
created after the initiation of the Family Welfare
Programme, were also funded by the Department.
The Department of Family Welfare also created
state and district level infrastructure for carrying out
the programmes and set up training institutions for
pre/in-service training of personnel. All these
activities were being funded through Plan funds.

2.10.147 Over the last three decades, there has
been considerable expansion and strengthening of
the health care infrastructure by the State. Family
welfare services are now an integral part of services
provided by primary, secondary and tertiary care
institutions. The staff funded by the Department of
Family Welfare under the scheme of rural family
welfare centres and post partum centres are state
health services personnel functioning as part of the
state infrastructure. In view of this, the Ninth Plan
recommended that their funding should be taken
over by the state department of Health. States will
take over the responsibility of funding staff of post
partum centres and rural family welfare centres from
1st April 2002.

2.10.148 Since ANMs are crucial for increasing the
outreach of the programme, it is important to ensure
that the posts of ANMs are filled and steps taken to
ensure that they are available and perform the
duties they are assigned. One of the major problems
with respect to the ANMs is that while the
Department of Family Welfare funded over 97,000
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posts, about 40,000 were funded by the state (from
non-Plan). The Ninth Plan recommended that this
dichotomy in funding should be removed and all
the ANMs, as per the norms for the 1991 population
should be funded by the Department of Family
Welfare. This has been done from 1st April 2002.
It is expected that this would ensure that the states
do employ the required number of ANMs, streamline
their functioning and improve the coverage, content
and quality of maternal and child health care.

Zero Based Budgeting

2.10.1491n the past, the Family Welfare Pro-
gramme has been considered as a single centrally
sponsored scheme. As a result, the heads of funding
were functional viz. Personnel, Services, Supplies,
Transport, Area Development etc. All ongoing
programmes including maternal and child health and
immunisation, received inputs from these functional
heads. In the Ninth Plan, major projects like RCH,
pulse polio immunisation and strengthening of
routine immunisation were added as schemes with
large outlays. The Planning Commission and the
Department of Family Welfare carried out an
exercise to rationalize the schemes. A revised
scheme-wise listing was evolved where, schemes
for strengthening of infrastructure, area
development project, training, research, programme
related activities for contraception, immuninsation,

maternal health, child health and nutrition were
identified as specific schemes. After this, a zero
based budgeting effort was taken up and schemes
were identified for convergence, weeding out and
transfer to the states. The summary of the zero
based budgeting exercise is given in the Table-
2.10.11. The scheme- wise outlays and anticipated
expenditure during the Ninth Plan are given in
Annexure-2.10.2. Yearwise outlay, R.E., and actual
expenditure for the Ninth Plan is given in Table
2.10.12.

Path Ahead and Goals Set

2.10.150 Reduction in fertility, mortality and
population growth rate are major objectives of the
Tenth Plan. These will be achieved through meeting
all the felt needs for health care of women and
children. The focus will be on improving access to
services to meet the health care needs of women
and children by:

< a decentralised area-specific approach to
planning, implementation and monitoring of the
performance and effective mid-course
corrections;

>4 differential strategy to achieve incremental
improvement in performance in all states/
districts;

>4 special efforts to improve access to and
utilisation of the services in states/districts with
high mortality and/or fertility rates;

Table-2.10.11
Zero Based Budgeting 2001

Outlay for Anticipated
No. of Ninth Plan expenditureduring
Category Schemes (Rs. crore) Ninth Plan (Rs. Crore)
Schemes to be transferred to the states 3 2,080.00 2,198.00
Schemes to be merged and retained 11/40 7,640.20 7,398.39
Schemes to be weeded out 8 185.85 31.25
Schemes to be retained 43 5,213.95 4,961.33
Total 94 15,120.00 14,588.97
Total No. of schemes to be continued in the Tenth Plan 54 12,854.15 12,359.72
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Table2.10.12

Outlays, RE and expenditure during the Ninth Plan

(Rs in Crores)

Year B.E. R.E. Actual Expenditure
1997-98 1829.35 1829.35 1822.00
1998-99 2489.35 2253.00 2342.75
1999-2000 2920.00 3120.00 3099.76
2000-01 3520.00 3200.00 3090.11
2001-02 4210.00 3700.00 3596.63
Total 14968.70 14102.35 13951.25
4 filling the critical gaps, especially in CHCs, in 2.10.151 Tenth Plan envisages reduction in

existing infrastructure through appropriate
reorganisation and restructuring of the primary
health care infrastructure;

ensuring that post of specialists in CHCs do
not remain vacant; upgrading skills and
redeploying existing manpower to fill other
critical gaps;

streamlining the functioning of the primary
health care system in urban and rural areas;
providing good quality integrated RCH services
at the primary, secondary and tertiary care
levels and improving referral services;
providing adequate supply of essential drugs,
diagnostics and vaccines; improving the
logistics of supply;

well coordinated activities for delivery of
services by public, private and voluntary
sectors to improve coverage;

involvement of PRIs in planning, monitoring
and mid-course correction of the programme
at the local level;

involvement of industry in the organised and
unorganised sectors, agriculture workers and
labour representatives in improving access to
RCH services;

effective use of social marketing to improve
access to simple over the counter (OTC)
products such as ORT and condoms;

effective IEC and motivation programmes;
and

effective inter-sectoral coordination.
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IMR to 45 /1,000 by 2007 and 28/1,000 by 2012,
reduction in MMR to 2/1000 live births by 2007
and 1/1,000 live births by 2012 and reduction in
decadal growth rate of the population between
2001-2011 to16.2. The steep reduction in
mortality and fertility envisaged are technically
feasible within the existing infrastructure and
manpower as has been demonstrated in several
states/districts. Itis imperative that the goals set
are achieved within the time frame as these goals
are essential prerequisites for improving the
quality of life and human development. In view
of the massive differences in the availability and
utilsation of health services and health indices of
the population, a differential strategy is envisaged
so that there is incremental improvement in all
districts. This, in turn, is expected to result in
substantial improvement in state and national
indices and enable the country to achieve the
goals set for the Tenth Plan. Annexure 2.10.1
provides information of present status (as
indicated by NFHS-2 and SRS) of process and
impact indicators, the goals set for these in the
National Health Policy 1983 (for 2000), Ninth Plan
(for 2002), Tenth Plan and National Population
Policy 2000 (for 2010). Statewise goals have
been shown in Annexure 2.10.3. Tenth Plan
scheme wise outlays for Department of Family
Welfare are in Annexure 2.10.2 and Appendix.
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Annexure 2.10.1

Indicator Present Goals
Status NHP-1983 NinthPlan Tenth Plan NPP 2000

Target Year 2000 2002 2007 2010

Crude Birth Rate 25.8 21 24 21 21
SRS (2000)

Total Fertility Rate 2.85* 2.3 2.9 2.3 2.1

Couple Protection Rate (%) 46.2 Dept. of 60 51 65 Meet all
F.W. (2000) needs

Maternal Mortality Ratio 540* Below 300 200 Below

200 100

Perinatal Mortality Rate - 30-35 - - -

Neo Natal Mortality Rate 43.4* - 35 26 -

Infant Mortality Rate 68 Below 60 56 45 below 30
SRS (2000)

Under five Mortality Rate 94.9* - - - -

% immunished against 6 VPD (%) 42* 85 65 100 100

- Measles 51*

- DPT 55*

- Polio 63*

- BCG 72*

Ante-natal care (ANC)

- % at least 3 ANC 43.8* 100 90 90 100

- % received IFA for 3 or 4 months 47.5* 100 100

- % received two doses of TT 66.8* 95 100 100

Deliveries

Institutional Deliveries (%) 33.6 - 35 80 80

Deliveries by trained 42.3* 100 45 - 100

health personnel & TBA (%)

Prevalence of low birth weight (%) 30 10 - - -
(Estimated)

* Source : NFHS-2
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Annexure 2.10.2
Outlays for Deptt. of Family Welfare
(Rs.in crore)

Ninth Plan Approved Outlay
X X Name of Scheme Approved Sum of Ant. Expdt. Tenth Annual
Plan Plan Outlay Annual Plan Plan
Outlay 2002-03
A INFRASTRUCTURE MAINTENANCE 6231.90 6654.85 7506.17 12645.64 2303.00
1 Rural Family Welfare Centres 1500.00 1600.00 1600.36
2 1 Sub-Centres 2200.00 2346.00 2344.60 9663.00 1809.00
3 2 Urban FW Services 250.00 307.00 305.69 580.00 122.00
4 3 Direction & Administration 671.90 541.00 465.25 1100.00 200.00
) Post Partum Centres 530.00 560.00 557.94
6 Village Health Guides Scheme 50.00 40.00 39.70
7 4 LogisticsiImprovement 80.00 51.85 4.84 90.00 10.00
Contractual Services/ Consultancies Included Included 1212.64 162.00
in RCH inRCH
ANM (Part of Sub-Centres)
Additional ANMs/PHNs/Lab. Technicians
10 SM Consultant
11 Aneasthetist
12 Other Exp. (State/National level Consultants/
Contingency)
13 Arrears 950.00 1209.00 2187.79
B INFRASTRUCTURE DEVELOPMENT 1050.00 1202.35 915.76 2412.00 364.20
14 6 Area Projects (IPP Projects) 800.00 820.00 637.79 987.00 74.80
15 7 Social Marketing Area Projects 82.35 6.42 25.00 10.00
16 8 USAID Assisted Area Project 250.00 300.00 271.55 400.00 59.40
17 9 Other Externally Aided Infrastructure Included Included
Development Projects inRCH inRCH
18 10 EC Assisted SIP Project Included Included 1000.00 220.00
in RCH in RCH
C TRANSPORT 150.0 250.50 250.65 378.00 113.00
19 11 Maintainence of vehicle already available 303.00 98.00
20 12 Supply of Mopeds to ANMs 75.00 15.00
D TRAINING 257.35 301.28 289.29 521.00 99.60
21 13 Basic Training for ANM/LHVs 150.00 181.40 182.07 350.00 67.00
22 14 Maintenance & Strengthening of HFWTCs 40.00 48.06 46.94 70.00 14.00
23 15 Basic Training for MPWs Worker (Male) 35.00 37.90 35.76 50.00 10.00
24 16 Strenthening of Basic Training schools 10.00 2.00
25 17 F.W. Training and Res. Centre, Bombay 5.00 5.00 2.53 10.00 1.50
26 18 NIHFW, New Delhi 21.00 21.35 14.52 20.00 3.15
27 19 IIPS, Mumbai 5.70 6.90 6.83 10.00 1.70
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Annexure 2.10.2 (Contd/-)

28

29
30
31
32

33

35
36

37
38

39
40
41
42
43

45

46

47

48
49
50

51

20

21

22

23

24

25

26

27

28
29

30

31

32

Assistance to .M.A. 0.65
RESEARCH 96.00
Population Research Centres 35.00
CDRI, Lucknow 8.00
ICMR and IRR 53.00

Other Research Projects

CONTRACEPTION 1541.50
Free distribution of contraceptives 460.00
Conventional Contraceptives 265.00
Oral Contraceptives 80.00
IUD 115.00
New Methods

Social marketing of contraceptives 400.00

Conventional Contraceptives

Oral Contraceptives

Sterilization 680.20
Sterilization Beds 8.60
Sterilsation and IUD insertion 600.00
Supply /Procurement of Laparascopes 70.00
Recanalization 1.60
Testing Facilities 1.30
Role of Men in Planned Parenthood Included

in RCH

No Scalpel Vasectomy

Other Innovative Schemes (Male Participation)

REPRODUCTIVE & CHILD HEALTH 5150.00
Immunisation Included
inRCH

Procurement of Vacccines for Routine
Immunisation

ColdChain

(a) Cold Chain Maintenance
(b) Cold Chain Equipment

Surveillence against VPDs

Other Vaccines (Hepatitis B)

Routine Immunisation Strengthening Included
inRCH
Pulse Polio Included
inRCH
(a) OPV

(b) Operating cost

0.67
107.00
33.00
8.00
66.00

1578.70
491.30
310.00

78.40
102.90

428.70
360.85
67.85
653.80
8.60
575.00
68.00
2.20
1.90
3.00

3.00

4423.30

Included
in RCH

Included
inRCH

Included
in RCH

0.64
96.58
22.47

8.00
66.11

1458.35
436.83
286.20

65.66
84.97

407.40
339.04
68.36
610.26
8.79
534.22
66.75
0.50
1.24
2.62

2.62

3753.49

Included
inRCH

Included
in RCH

Included
inRCH

1.00
159.50
45.00
12.00
100.00
2.50
2727.50
1045.00
800.00
130.00
115.00

660.00
550.00
110.00
1002.00
12.00
900.00
90.00

2.50
18.00

8.00
10.00
6333.86
1410.00

850.00

35.00
200.00

325.00
17.86

1450.00

870.00
580.00

0.25
30.30
8.00
2.30
20.00
0.00
483.50
184.00

115.00

180.50

0.50
3.50

1174.20
226.00

10.00

400.00

240.00
160.00
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Annexure 2.10.2 (Contd/-)

33 ChildHealth Included Included Included 20.00 1.00
inRCH inRCH in RCH
52 Essential New Born care(Home based 20.00
neonatal care)
53 Diarheal Diseases - Prevention/Treatment
54 ARI-Prevention/Treatment
34 NUTRITION Included Included Included Included Included
inRCH inRCH inRCH inRCH inRCH
55 Vitamin-A Programme
56 35 AdolescentHealth Included Included Included 50.00 3.00
inRCH inRCH inRCH
36 Maternal Health Included Included Included 1384.00 254.00
inRCH inRCH inRCH
57 Ante-natal care
58 Nutritional Anaemia (Anaemia 30.00
Control & De-worming)
59 Home Delivery Care
(a) Community based midwives 30.00
(b) Dais Training 40.00
60 Dais Kits (Drugs, Kits & Equipments)
(a) Drug Kits/FRU Drugs/PHC Drugs/RTI Drugs 704.00
(b) MTP/RTI/STI Equipment/Kit/lUD Kit 350.00
(c) Equipment for Blood Storage & Lab. Equipment 10.00
(d) Needles & Syringes 125.00
(e) Neo-Natal Equipment 20.00
61 Promoting Institutional Deliveries
(a) 24 Hour Delivery 25.00
(b) Operationalising FRUs for
Emergency Obs. & NN Care 50.00
62 37 MTP Services (Manual Vac. Aspirator for Included Included Included 4.00 1.20
safe abortion) inRCH inRCH inRCH
63 38 RTI/STIprevention and management Included Included Included 35.00 2.00
inRCH inRCH in RCH
39 Other RCH Interventions and services Included Included Included 730.00 122.00
inRCH inRCH inRCH
64 Referral Transport 15.00
65 Out reach Services 130.00
66 RCHCamps 95.00
67 Civil Works 350.00
68 Research (In RCH Activities) 40.00
69 MIS 90.00
70 Expdt. At Headquarters 10.00
71 40 NGOs and SCOVA Included Included Included 130.00 22.00
inRCH inRCH inRCH
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FAMILY WELFARE

Annexure 2.10.2 (Concld/-)

72
73
74
75

76

7

78

79

80

81
82
83

85
86
87
88

89
90
91
92
93

41

42

43

45

46

47

48
49
50
51
52
53

55
56

Training Included
inRCH

RCH Training
Training of ISM&H
Training of AWW

Tribal Projects Included
in RCH
Urban Slums Projects Included
inRCH
District Projects Included
in RCH
Other Projects under RCH Included
inRCH

OTHER FAMILY WELFARE PROGRAMMES  643.25

Maternity Benefit Scheme Transferred
from M/o Rural
Development

Information, Education and Communication 170.00
Non-RCH

RCH

Travel of Experts/Conferences /Meetings etc. 16.10
International Contribution 6.30

Empowered Action Group
Community Incentive Scheme
Family Welfare Link Health Insurance Plan

Policy Seminars

Other Initiatives 265.00
Strengthening of Rural Family Welfare
Centres under NationalHuman Includedin
Development Initiative Sub-centres
(scheme 2)
Other Offices under Direction & Administration 28.10
ISM Institutions 7.00
Regional Institute of MCH 0.75
Hindustan Latex Limited 1.90
Family Welfare Counsellor Scheme 1.00
School Health Scheme 147.10

Additional RCH activities in the Tenth Plan
Other New Initiatives

GRAND TOTAL 15120.00

Included

Included
inRCH

Included
in RCH

Included
inRCH

Included
in RCH

450.72
80.00

184.80

15.35
6.99
30.00
30.00
0.01
3.00
0.03

20.00

29.60
5.02
0.60
1.72
1.00

42.60

14968.70

Included
inRCH

Included
in RCH

Included
inRCH

Included
in RCH

Included
inRCH

318.68
80.00

160.91

2.15
6.33
30.00
5.00
0.01
3.00
0.03

Includedin
Sub-centres
(scheme 2)

29.02
1.39
0.31
0.13
0.00
0.40

14588.97

328.00

265.00
15.00
48.00

700.00

75.00

1900.50
500.00

489.50

7.00
9.00
250.00
300.00
250.00
20.00
75.00

25.00
22.00
27125.00

53.00

5.00

75.00

355.90
90.0

84.70

1.50
1.70
50.00
60.00
50.00
3.00
15.00

0.30
6.00
4930.00
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CHAPTER 2.11

WOMEN AND CHILDREN

INTRODUCTION

2.11.1  Inthe context of adopting human develop-
ment as the ultimate goal of all our developmental
efforts, empowerment of women and development
of children gains priority on the country’s develop-
ment agenda. Women and Children together
constitute 65.6 per cent of the country’s total
population and account for 673.80 million (as
projected) in 2001.

. EMPOWERMENT OF WOMEN

2.11.2  Women, as an independent target group,
account for 495.74 million and represent 48.3 per
cent of country’s total population, as per the 2001
Census. Empowering women as a process
demands a life-cycle approach. Therefore, every
stage of their life counts as a priority in the planning
process. Depending upon the developmental needs
at every stage, female population has been
categorised into 5 distinct sub-groups (population
as projected for 2001). They include:

e  Girl children in the age-group 0-14 years
who account for 171.50 million (34.6 per
cent), deserve special attention because
of the gender bias and discrimination they
suffer from at such a tender age;

e  Adolescent girls in the age-group 15-19
years who account for 52.14 million (10.5
per cent) are very sensitive from the view-
point of planning because of the prepara-
tory stage for their future productive and
reproductive roles in the society and
family, respectively;

e Women in the reproductive age-group
15-44 years numbering 233.72 million
(47.1 per cent) need special care and
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attention because of their reproductive
needs;

e Women in the economically active age-
group 15-59 years, who account for
289.40 million (58.4 per cent), have
different demands like those of education/
training, employment, income generation
and participation in the developmental
process, decision making etc.; and

®  The elderly women in the age-group 60+
years numbering 34.87 million (7.0 per
cent), have limited needs mainly relating
to health, financial and emotional support.

2.11.3  The country’s concern in safeguarding the
rights and privileges of women found its best
expression in the Constitution of India. While Article
14 confers equal rights and opportunities on men
and women in the political, economic and social
spheres, Article 15 prohibits discrimination against
any citizen on the grounds of sex, religion, race,
caste etc. and Article 15(3) empowers the State to
make affirmative discrimination in favour of women.
Similarly, Article 16 provides for equality of oppor-
tunities in the matter of public appointments for all
citizens; Article 39 stipulates that the State shall
direct its policy towards providing men and women
equally the right to means of livelihood and equal
pay for equal work; Article 42 directs the State to
make provisions for ensuring just and humane
conditions of work and maternity relief, and Article
51(A)(e) imposes a fundamental duty on every
citizen to renounce practices derogatory to the
dignity of women. To make this de-jure equality into
a de-facto one, many policies and programmes
were put into action from time to time, besides
enacting/enforcing special legislations, in favour of
women.
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POLICIES AND PROGRAMMES: A REVIEW

2114 Development of women has been
receiving attention of the Government right from
the very First Plan (1951-56). But, the same has
been treated as a subject of ‘welfare’ and clubbed
together with the welfare of the disadvantaged
groups like destitute, disabled, aged, etc. The
Central Social Welfare Board (CSWB), set up in
1953, acts as an Apex Body at national level to
promote voluntary action at various levels, especially
at the grassroots, to take up welfare-related
activities for women and children. The Second to
Fifth Plans (1956-79) continued to reflect the very
same welfare approach, besides giving priority to
women’s education, and launching measures to
improve maternal and child health services,
supplementary feeding for children and expectant
and nursing mothers.

2.11.5 The shift in the approach from ‘welfare’ to
‘development’ of women could take place only in
the Sixth Plan (1980-85). Accordingly, the Sixth Plan
adopted a multi-disciplinary approach with a special
thrust on the three core sectors of health, education
and employment. In the Seventh Plan (1985-90),
the developmental programmes continued with the
major objective of raising their economic and social
status and bringing them into the mainstream of
national development. A significant step in this
direction was to identify/promote the ‘Beneficiary-
Oriented Schemes’ (BOS) in various developmental
sectors which extended direct benefits to women.
The thrust on generation of both skilled and
unskilled employment through proper education and
vocational training continued. The Eighth Plan
(1992-97), with human development as its major
focus, played a very important role in the
development of women. It promised to ensure that
benefits of development from different sectors do
not by-pass women, implement special
programmes to complement the general
development programmes and to monitor the flow
of benefits to women from other development
sectors and enable women to function as equal
partners and participants in the development
process.
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2.11.6 The Ninth Plan (1997-2002) made two
significant changes in the conceptual strategy of
planning for women. Firstly, ‘Empowerment of
Women’ became one of the nine primary
objectives of the Ninth Plan. To this effect, the
Approach of the Plan was to create an enabling
environment where women could freely exercise
their rights both within and outside home, as
equal partners along with men. Secondly, the
Plan attempted "convergence of existing services’
available in both women-specific and women-
related sectors. To this effect, it directed both the
centre and the states to adopt a special strategy
of ‘Women’s Component Plan’ (WCP) through
which not less than 30 per cent of funds/benefits
flow to women from all the general development
sectors. It also suggested that a special vigil be
kept on the flow of the earmarked funds/benefits
through an effective mechanism to ensure that
the proposed strategy brings forth a holistic
approach towards empowering women.

2.11.7 To ensure that other general develop-
mental sectors do not by-pass women and
benefits from these sectors continue to flow to
them, a special mechanism of monitoring the 27
BOS for women was put into action in 1986, at
the instance of the Prime Minister’s Office (PMO).
The same continues to be an effective instrument
till today. Sector/scheme-wise achievements
under women-specific and women-related
sectors of health, nutrition, education, labour,
rural development, urban development, science
and technology and women and child
development are detailed in the following
paragraphs:

2.11.8 The National Health Policy 2001 (Draft)
promises to ensure increased access to women to
basic health care and commits highest priority to
the funding of the identified programmes relating
to women’s health. During the Ninth Plan period,
several new initiatives were taken as part of the
Reproductive and Child Health (RCH) Programme
(1997), in order to make it broad-based and client-
friendly. All the interventions of the erstwhile
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programme of Child Survival and Safe Motherhood
(CSSM) became part of RCH. During this period,
the focus shifted from the individualised vertical
interventions to a more holistic integrated life-cycle
approach with more attention to reproductive health
care. This includes access to essential obstetric care
during the entire period of pregnancy, provision of
emergency obstetric care as close to the community
as possible, improving and expanding early and safe
abortion services and provision for treatment of
Reproductive Tract Infections/Sexually Transmitted
Infections (RTI/STI) cases at the sub-district level.

2119 Under the Universal Immunisation
Programme, launched in 1985-86, which became
part of the RCH Programme in 1997, the coverage
of Tetanus Toxoid Vaccination of pregnant women
increased from 40 per cent in 1985-86 to 76.4 per
cent in 1996-97 and to 83.4 per cent in 2000-01.
The scheme of Training of Dais was initiated in
2000-01 in 142 districts in 17 states. An extensive
network of 2,935 Community Health Centres
(CHCs), 22,975 Primary Health Centres (PHCs) and
1,37,271 village level Sub-Centres was put into
operation by the end of the Ninth Plan. The Ninth
Plan also envisaged to promote institutional deli-
veries, both in urban and rural areas. A comparison
of National Family Health Survey (NFHS) | and II
shows that the institutional deliveries has risen from
26 per cent in 1992-93 to 34 per cent in 1998-99.
As a result of the above initiatives, the Crude Birth
Rate fell from 29.5 to 26.1 and the Crude Death
Rate from 9.8 to 8.7 between 1991 and 1999.

2.11.10 The National Nutrition Policy (1993) advo-
cates a comprehensive inter-sectoral strategy for
alleviating all the multi-faceted problems of under/
malnutrition and its related deficiencies and dis-
eases so as to achieve an optimal state of nutrition
for all sections of society but with a special priority
for women, mothers and children who are vulnerable
as well as ‘at-risk’. Of the two major problems of
macro and micro-nutritional deficiencies that the
women, mothers and children suffer from, while the
former are manifested through chronic energy
deficiency (CED), the latter are reflected in Vitamin
A, Iron and lodine deficiencies. The strategies
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adopted in the Ninth Plan include — screening of all
pregnant women and lactating mothers for CED;
identifying women with weight below 40 kg and
providing adequate ante-natal, intra-partum and
neo-natal care under the RCH programme and
ensuring they receive food supplementation through
the Integrated Child Development Services (ICDS)
Scheme. The ICDS, launched in 1975, provides
supplementary feeding to bridge the nutritional gaps
that exist in respect of children below 6 years and
expectant and nursing mothers.

2.11.11 Besides this, since 2000-01, the Govern-
ment of India has been providing Additional Central
Assistance to the states under the nutrition compo-
nent of Pradhan Mantri Gramodaya Yojana (PMGY)
in an effort to prevent the onset of under-nutrition
in the age-group 6-24 months. Supplementary
nutrition is also provided to 105 million school-going
children under the National Programme of
Nutritional Support to Primary Education (also
popularly known as Mid-Day Meals Programme).
(More details are available under the Chapter on
‘Food and Nutrition Security’).

2.11.12 The National Population Policy adopted
in 2000 seeks to address the issues related to
population stabilisation and to ensure universal
access to quality contraceptive services as a step
towards attaining the two-child norm. It calls for
reduction in the Infant Mortality Rate (IMR) to 30
and Maternal Mortality Rate (MMR) to 100 by 2010,
immunisation of children, promoting delayed
marriage for girls and enhancing the number of
institutional deliveries. IMR and MMR have been
showing a steady declining trend. While IMR
declined from 94.5 in 1988 to 71.7 in 1998 and to
70.0 in 1999, MMR declined from 437 in 1993 to
407 in 1998.

2.11.13 The National Policy on Education, announ-
ced in 1986 (revised in 1992), gave a big momentum
to the task of providing basic education for all.
Concerted efforts made during the Ninth Plan were
able to expand access, increase retention and
improve learning achievements of children in
primary and upper primary schools. The National
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Literacy Mission, set up in 1988 with the goal of
attaining full literacy, i.e. a sustainable threshold
level of 75 per cent by 2005, continued to follow a
multi-pronged strategy to eradicate illiteracy in the
country. Of 600 total districts in the country, 576
have taken up literacy work. Of these, 160 districts
have been covered under the Total Literacy
Campaign, 264 under the Post Literacy Campaign
and 152 under the Continuing Education Scheme.
More than 91.53 million people were made literate
upto December 2000, 61 per cent of whom were
females. By 1999-2000, the scheme of Non-Formal
Education (NFE) benefited 7.3 million learners in
2,92,000 NFE Centres spread over 25 States/UTs.
The scheme targets out-of-school children in the
age-group 6-14 years who have remained outside
the formal system due to socio-economic and
cultural reasons.

2.11.14 The Mahila Samakhya scheme was
launched in 1989 to translate the goals of the
National Policy on Education into a concrete
programme for education and empowerment of
women in rural areas, particularly women in socially
and economically marginalised groups. The
programme is currently implemented in over 9,000
villages in 60 districts spread over 10 states. The
programme has enabled women’s collectives to
address the larger socio-cultural issues that have
traditionally inhibited the participation of women and
girls in the education system. Through its strategy
of building grassroot women’s organisations, the
programme has created a forum and environment
for women’s education at the community level
besides managing 866 NFE Centres and around
1,000 Early Childhood-Care Education Centres by
the end of the Ninth Plan.

2.11.15 The first National Agriculture Policy,
announced in July 2000, seeks to mainstream
gender concerns in agriculture. It promises to initiate
appropriate structural, functional and institutional
measures to empower women, build their
capabilities and improve their access to inputs,
technology and other farming resources. Under both
the Oilseeds Production Programme, which covers
408 districts, and the National Pulses Development
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Project, which covers 350 districts, preference is
given to women farmers while extending the benefits
under various components of these programmes.
The State Departments of Agriculture, which are
the implementing agencies, have been requested
to make women farmer beneficiaries of gender-
friendly farm implements. The scheme of Women
in Agriculture was approved for implementation
during the Ninth Plan in one district each in 15
states. About 415 viable groups of women farmers
were constituted and 7,200 farmwomen were
trained. A total of 1,603 Village-based training camps
and 78 Link workers’ training camps were
successfully organised. Extension support was
provided to the enrolled farmwomen through 4,971
Result Demonstrations, 66 Study Tours and 27
Mahila Goshthies. A supplementary credit delivery
system in the form of Self-Help Groups (SHGs)
addresses the problems and aspirations of the poor
women. By March 2000, nearly 2 million rural poor
families were accessing financial services from the
formal banking system through SHGs formed under
the support and linkage programme launched by
the National Bank for Agriculture and Rural
Development (NABARD). About 84 per cent of these
groups are exclusive women’s groups.

2.11.16 The Co-operative Sector in India has
emerged as one of the largest in the world with 5.3
lakh societies of various types with a membership of
229 million. The scheme of Assistance to Women'’s
Co-operatives, initiated during 1993-94, aims
exclusively at the economic betterment of women,
by focusing special attention on their needs and
providing assistance in the form of assured work and
income by organising co-operative societies for
taking up economic activities in agro-based
commercial/industrial sectors. Underthe scheme, a
total number of 850 women’s co-operatives were
benefited during the Ninth Plan. The Women Dairy
Co-operative Leadership Programme nurtures
leadership amongst women dairy farmers for
economic and social empowerment besides
ensuring their say in the governance of dairy co-
operatives. Presently, the programme is being
implemented by 39 milk unions and each milk union
covers 25to 30 village dairy co-operatives every year.
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2.11.17 In the Small-Scale Industries Sector, the
National Institute for Entrepreneurship and Small
Business Development organised Entrepreneurship
Programmes for Women during the Ninth Plan. The
coirindustry employs about 5 lakh people and nearly
80 per cent of coir workers in the fibre extraction
and spinning sectors are women. Mahila Coir Yojana
intends to provide self-employment opportunities to
rural women artisans in regions producing coir fibre.
Women spinners are trained in spinning coir yarn
on motorised ratts by the Coir Board.

2.11.18 In the field of Labour and Employment,
the Women’s Vocational Training programme,
launched in 1974, aims to implement various skill
training programmes to increase women’s wage
employment and self-employment opportunities.
Under the Women’s Occupational Training
Directorate, there are 10 Regional Vocational
Training Institutes (RVTIs) in different parts of the
country, besides a National Vocational Training
Institute (NVTI) at NOIDA. These institutes organise
regular skill training courses at basic, advanced and
post advanced levels. By the end of the Ninth Plan,
there were 4,499 Industrial Training Institutes (ITls)
with 6.6 lakh seats. Vocational training facilities
exclusively for women are also provided through a
network of Women Industrial Training Institutes
(WITls) and Women’s wings in general ITls under
the administrative control of the State Governments.
There are 765 Institutes (231 WITIls and 534
Women’s wings in General ITIs/Private ITIs) with
46,750 training seats. Thus, training and
upgradation of skills for women in the modern and
up-coming trades received high priority during the
Ninth Plan period.

2.11.19 In the field of Rural Development, anti-
poverty programmes have been a dominant feature
of Government initiatives in rural areas. The
Swaranjayanti Gram Swarozgar Yojana (SGSY)
was launched in 1999 with the objective of bringing
the beneficiary families (swarozgaris) above the
poverty line by providing them income-generating
assets through a mix of bank credit and Government
subsidy. It is envisaged that 50 per cent of SHGs in
each block should be exclusively of women, who
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will account for at least 40 per cent of the swaroz-
garis. Since inception of the scheme, 7.4 lakh SHGs
have been formed. Around 4.3 million swarozgaris,
24 per cent of whom were women, were assisted
during the Ninth Plan. The Jawahar Gram Sam-
riddhi Yojana (JGSY) reserves 30 per cent of
employment opportunities for women. During the
Ninth Plan, around 3.9 million man-days constituting
28 per cent of the total employment generated under
JGSY, were provided for women. The Indira Awas
Yojana (IAY) stipulates that houses under the
scheme are to be allotted in the name of the female
member of the beneficiary household or in the joint
names of husband and wife. Priority is given to
widows and unmarried women. Since its inception
in 1985-86, 7.9 million houses have been built.
Under the National Maternity Benefit Scheme (now
transferred to the Department of Family Welfare
with effect from the year 2001-02) that aims at
assisting expectant mothers by providing them Rs.
500 each for the first two live births, 6.5 lakh women
have been benefited since 1995 when the scheme
was started. Under the National Old Age Pension
Scheme, central assistance is provided to women
and men above the age of 65 years who have little
or no regular means of subsistence. Around 7.7
million women, constituting 24 per cent of the aged,
benefited from this scheme during the Ninth Plan.
The Restructured Centrally Sponsored Rural
Sanitation Programme, launched in 1999, ensures
construction of village sanitary complexes
exclusively for women, wherever the construction
of individual household latrines are not feasible.

2.11.20 In the Urban Development sector, the
Swarna Jayanti Shahari Rozgar Yojana (SJSRY)
provides gainful employment to the urban un-
employed/under-employed through encouraging
the setting up of self-employment ventures/provision
of wage employment. The special scheme of Urban
Self-Employment Programme (USEP), which is a
component of SISRY, provides assistance to the
urban poor, especially women living below the urban
poverty line. The scheme for Development of
Women and Children in the Urban Areas (DWCUA)
provides assistance to groups of urban poor women
for setting up gainful self-employment ventures. The
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SPECIAL INITIATIVES/ACHIEVEMENTS FOR THE
EMPOWERMENT OF WOMEN DURING THE NINTH PLAN (1997-2002)

e  Adoption of Women’s Component Plan (WCP) to ensure that benefits from other developmental
sectors do not by-pass women and not less than 30 per cent of funds/benefits flow to them from
all the women-related sectors. Review of the progress of WCP during the Ninth Plan reveals that
funds flowing from one of the women-related Departments (viz. Family Welfare) was as high as
70 per cent of its Gross Budgetary Support of the Ninth Plan; (1997) (Details are given in the Box
on WCP)

¢ Launching of ‘'Swa-Shakti’ to create an enabling environment for empowerment of women through
setting up of self-reliant Self-Help Groups (SHGs) and developing linkages with lending institutions
to ensure women’s access to credit facilities for income—generation activities; (1998)

e ‘Stree Shakti Puraskars’ instituted for the first time in the history of women’s development to
honour 5 distinguished women annually for their outstanding contribution to the upliftment and
empowerment of women; (1999)

e Setting up of a Task Force on Women under the Chairpersonship of Shri K.C.Pant, Deputy
Chairman, Planning Commission to review the existing women-specific and women-related
legislations and suggest enactment of new legislations or amendments, wherever necessary.
The Task Force also suggested a thematic programme for celebrating the year ‘2001 as Women’s
Empowerment Year’, besides reviewing 22 existing legislations; (2000)

e Introduction of Gender Budgeting to attain more effective targetting of public expenditure and to
offset any undesirable gender-specific consequences of previous budgetary measures;
(2000-01)

e Adoption of a National Policy for Empowerment of Women to eliminate all types of discrimination
against women and to ensure gender justice, besides empowering women both socially and
economically; (2001)

e Celebration of the Year 2001 as ‘Women’s Empowerment Year' to create awareness generation,
remove negative thinking, besides building up confidence in women through the processes of
conscientization so that they can take their rightful place in the mainstream of the nation’s social,
political and economic life; (2001)

e Recasting of Indira Mahila Yojana as‘Swayamsidha’, - an integrated programme for empowerment
of women through a major strategy of converging the services available in all the women-related
programmes besides organising women into SHGs for undertaking various entrepreneurial
ventures; (2001)

e launching of ‘Swadhar’ to extend rehabilitation services for ‘Women in Difficult Circumstances’;
(2001)

e |ntroduction of a Bill on Domestic Violence against Women (Prevention) to eliminate all forms of
domestic violence against women and the girl child; (2002)

Revolving Fund given to these Groups is meantfor  scheme in 1997, 19,730 DWCUA groups have been
purposes like purchase of raw materials and mar-  formed, helping 33,875 women to set up Joint Self-
keting, infrastructure support, one-time expenses = Employment ventures.

on child-care activity, etc. Since inception of the
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2.11.21 Inthe Science and Technology sector, the
programme of Science and Technology for Women
is aimed at empowering women through inputs of
science and technology. Under this scheme,
financial support is extended to projects aimed at
identifying the technological needs of women, and
for developing and adapting technology transfer to
reduce the day-to-day drudgery of women. Under
the scheme, projects are approved in priority sectors
such as post-harvest technologies, land-based
activities, women’s health, income generation
activities and reducing/eliminating drudgery, rural
engineering, medicinal plants, pottery, natural dyes
etc.

2.11.22 In the Women and Child Development
sector, the nodal Department of Women and Child
Development also implements a few innovative
schemes besides formulating policies and progra-
mmes; enacts/amends legislations affecting women
and co-ordinates the efforts of both governmental
and non-governmental organisations (NGOs) to
raise the overall status of women on par with that
of men. The programmes of the Department include
— i) empowering strategies; ii) employment and
income generation; iii) welfare and support services;
iv) awareness generation and gender sensitisation
and v) other enabling measures. These progra-
mmes play the role of being both supplementary
and complementary to the other general deve-
lopment programmes in the sectors of health,
education, labour and employment, rural and urban
development, etc. Some of the important on-going
interventions of the nodal Department during the
Ninth Plan are detailed below:

2.11.23 Empowering Strategies : The erstwhile
programme of Indira Mahila Yojana launched in
1995, was recast as Swayamsidha in 2001 to
empower women by generating awareness and
helping them to achieve economic strength through
micro-level income-generation activities and
facilitate easy convergence of various services such
as literacy, health, non-formal education, rural
development, water supply, entrepreneurship, etc.
Out of the Ninth Plan outlay of Rs. 165 crore, no
expenditure was incurred during the first three years
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of the Plan as the scheme was being recast. The
expenditure during 2000-01 and 2001-02was Rs.
8.95 crore to expand the existing 238 blocks in 1999-
2000 to 650 blocks in 2001-02 to form 53,100
Women’s SHGs covering 9.3 lakh women
beneficiaries. Another empowering intervention
refers to ‘Swa-Shakti Project’, sanctioned in 1998
for a five-year period till 2003 with assistance from
the International Development Association and
International Fund for Agricultural Development.
Swa-Shakti has been in action in 57 districts of 9
states of Bihar, Chhattisgarh, Gujarat, Haryana,
Jharkhand, Karnataka, Madhya Pradesh, Uttaran-
chal and Uttar Pradesh. Its major objective is to
create an enabling environment for empowerment
of women through setting up of self-reliant women’s
SHGs and developing linkages between SHGs and
lending institutions in order to ensure women’s
continued access to credit facilities for income-
generation activities. Of the Ninth Plan outlay of Rs.
102.94 crore, the expenditure was Rs. 36 crore to
set up around 9,735 SHGs through 118 NGOs (till
October 2001).

2.11.24 Employment and Income-Generation :
The Support for Training and Employment Progra-
mme (STEP), launched in 1987, provides a
comprehensive package of upgradation of skills
through training, extension inputs and market
linkages to poor and assetless women in the
traditional sectors of agriculture, dairy farming,
handicrafts, handlooms, animal husbandry,
sericulture and fisheries. Of the Ninth Plan outlay
of Rs. 88.32 crore, the expenditure was Rs.76.84
crore benefiting 87,140 women. Since inception of
this programme, about 6.1 lakh women have been
covered under 133 projects launched in 19 states
viz. Andhra Pradesh, Bihar, Chhattisgarh, Gujarat,
Haryana, Himachal Pradesh, Karnataka, Kerala,
Madhya Pradesh, Maharashtra, Manipur, Nagaland,
Orissa, Sikkim, Tamil Nadu, Tripura, Uttaranchal,
Uttar Pradesh and West Bengal. Nearly 60 per cent
of the projects have been in the dairy sector. About
8,000 women'’s dairy co-operatives with more than
4 lakh members have been organised throughout
the country mainly through the initiative of State Co-
operative Milk Federations. Another programme
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called Training-cum-Production Centres for
Women (popularly known as NORAD) was
launched in 1982-83 with the assistance from the
Norwegian Agency for Development and
Cooperation (NORAD). The scheme attempts to
improve the lives of young women/girls especially
school drop-outs and semi-literates, by extending
training to non-traditional trades like electronics,
watch assembling, computer programming,
garment making, secreta-rial work, community
health work, embroidery, weaving, etc. Of the
Ninth Plan outlay of Rs. 88.98 crore, expenditure
incurred was Rs. 76.50 crore, benefiting 53,050
women.

2.11.25 Yet, another major programme of employ-
ment and training for poor and needy women, being
implemented by CSWB, is the Socio-Economic
Programme (SEP). Of the Ninth Plan outlay of Rs.
26.42 crore, expenditure incurred was Rs. 4.92
crore. Around 62 SEP Units were set up during the
Ninth Plan to benefit about 3,100 women. The major
reason for the failure to achieve the targets set for
this programme was the decision to phase out the
scheme and finally drop the same in the Tenth Plan.
The scheme of Condensed Courses of Education
& Vocational Training for Adult Women (CCE & VT),
being run by CSWB since 1958, aims to provide
new avenues of employment through continuing
education and vocational training for women and
girls who are school drop-outs. Against the Ninth
Plan outlay of Rs. 45.60 crore, an amount of Rs.
19.54 crore was spent for conducting 2,805 courses
to benefit around 70,000 women.

2.11.26 Welfare and Support Services : Laun-
ched in 1972-73, the programme of Hostels for
Working Women (HWW) aims to promote greater
mobility for women in the employment market by
providing safe and cheap accommodation to
working women belonging to the lower income
strata living away from home. Of the Ninth Plan
outlay of Rs. 51.25 crore, Rs. 34.57 crore was spent
for setting up 102 new hostels benefiting around
8,000 women. Since inception of the scheme, 881
hostels were sanctioned with a capacity to accom-
modate 62,308 women till date, and their 8,226
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WOMEN AND MICRO - FINANCE

The Rashtriya Mahila Kosh (RMK), since its
registration in 1993, has established its
credentials as the premier micro-credit agency
with its focus on women and their economic
empowerment through the provision of credit to
poor and assetless women in the informal sector.
RMK mainly channelises its support through
Voluntary Organisations, Women’s Development
Corporations, Women’s Co-operative Societies,
Block Samitis under the Swayamsidha progra-
mme. Achievements of RMK since its inception
include - sanction of credit worth Rs. 109.73 crore
benefiting 4.2 lakh women through 992 Voluntary
Organisations/NGOs; and disbursal of Rs. 82.38
crore upto February 2002. Above all, the success
of RMK lies in the fact that it has maintained a
creditable recovery rate of 90 per cent and above,
all these years.

dependent children in the attached 316 day-care
centres. The programme of Short Stay Homes
(SSH) for Women and Girls was launched in 1969
to protect and rehabilitate those women and girls
who are in social and moral danger due to break-
up of families, mental strain/stress, social ostracism,
exploitation etc. Of the Ninth Plan outlay of Rs.
55.64 crore, the expenditure was Rs. 25.53 crore.
At present, there exist 271 SSHs, benefiting more
than 6,700 women.

2.11.27 The scheme of Assistance to Voluntary
Organisations for Education Work for Prevention
of Atrocities against Women was started in 1982.
Under this scheme, Women Study Centres and
institutions of higher learning and voluntary organi-
sations are given financial assistance for under-
taking various activities relating to education. Of the
Ninth Plan outlay of Rs. 1.50 crore, expenditure
amounts to Rs. 0.81 crore. The General Grants-in-
Aid to Voluntary Organisations through CSWB and
for strengthening its field organisations is a multi-
faceted scheme providing financial assistance to
voluntary organisations for rendering welfare
services to women, children, aged and infirm, handi-
capped and other special groups through various
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programmes. Of the Ninth Plan outlay of Rs. 70.03
crore, expenditure incurred was Rs. 53.36 crore. In
addition, expenditure on activities like Field Coun-
selling and Inspections, Evaluation and Statistics/
Data Bank and Administration Expenditure of
Central and State Boards are also covered. Under
the scheme of Grant-in-Aid for Research, Publi-
cation and Monitoring, 65 new research studies
were taken up by the end of the Ninth Plan. Of the
Ninth Plan outlay of Rs. 2.95 crore, expenditure was
Rs. 2.43 crore under this scheme.

2.11.28 Awareness Generation and Gender
Sensitisation: The Ninth Plan attached great
importance to efforts that trigger changes in societal
attitudes towards women and the girl child. An
integrated media campaign - covering electronic,
print and film media — which projects a positive
image of both women and the girl child is the most

important component of the Government’'s comm-
unication strategy. To sensitise the enforcement
machinery, a countrywide gender sensitisation pro-
gramme was launched in 1991 in collaboration with
United Nations Development Fund for Women, New
Delhi. Special campaigns to combat atrocities
against women were also launched throughout the
country in collaboration with the State Home
Departments and NGOs. A set of 10 legal literacy
manuals written in a simple and illustrated format
was also published in 1992 with the aim of educating
women about the laws concerning their basic rights.
These manuals cover laws relating to working
women, child labour, contract labour, adoption and
maintenance, Hindu, Muslim and Christian Marriage
Laws including right to property, dowry, rape, kidnap-
ping and related police procedures. The Awareness
Generation Project for Rural Poor Women (AGPRP)
aims to identify the needs of these women and

NCW : A STATUTORY SAFEGUARD FOR WOMEN

NCW (National Commission for Women), a statutory body set up in 1992, safeguards the rights
and interests of women. It continues to pursue its mandated role and activities; viz. safeguarding
women'’s rights through investigations into the individual complaints of atrocities; sexual harassment of
women at work place; conducting Parivarik/Mahila Lok Adalats, legal awareness programmes/camps;
review of both women-specific and women-related legislations; investigates into individual complaints,
atrocities, harassment, denial of rights etc. and takes suo moto remedial action to restore their legitimate
rights. NCW, since its inception, investigated into a total number of 24,025 complaints, wherein dowry
deaths and dowry harassments accounted for the maximum number. Open Adalats (public hearing) is
the most innovative and informal style adopted by the Commission to hear the individual grievances.
Out of the 41 legislations having direct bearing on women, the Commission reviewed and suggested
remedial legislative measures in 32 Acts and forwarded the same to the government for necessary
action, besides drafting a Bill on Sexual Harassment at the Work Places and a Bill on SAARC Regional
Convention for Prevention and Combating Trafficking in Women and Children.

Amongst its success stories, the Commission requested the State Governments to reserve a
certain percentage of resources for women even at the village level for programmes such as water
supply, health services, nutrition, sanitation, etc. and reviewed the functioning of women’s cells in
governmental organisations and issued fresh guidelines to reactivate the cells. It has also organised
many seminars/workshops on important emerging problems of women, viz. impact of globalisation on
women, prevention of atrocities against women, economic empowerment of tribal women, girl child
abuse, child marriages, empowerment of Dalit women, women in prostitution, images of women in the
electronic media, rehabilitation of devadasis, besides conducting legal awareness camps in those
states like Haryana, Punjab, Rajasthan, Bihar, Uttar Pradesh, etc. where the status of women is
comparatively lower. The Commission has also been very successfully documenting information on
many important social problems like that of rape, abortion, devadasis, sexual harassment, etc. besides
sponsoring studies on various subjects related to women.
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generate awareness amongst them about their
rights and handling of social issues. Since 1986-
87, the scheme has placed special emphasis on
encouraging the participation of women in Panch-
ayati Raj Institutions and learning about their role
in national integration and communal harmony. Of
the Ninth Plan outlay of Rs.15.63 crore, expenditure
incurred amounts to Rs.10.92 crore. The progra-
mme for Information and Mass Education creates
public awareness through the multi-media strategy
on issues relating to women. Of the Ninth Plan
outlay of Rs. 9.75 crore, expenditure was Rs. 8.70
crore.

2.11.29 Other Enabling Measures : These
include Rashtriya Mahila Kosh (RMK), set up in
1993, as a national-level mechanism to meet the
credit needs of poor and assetless women in the
informal sector. RMK has taken a number of promo-
tional measures to popularise the concept of micro-
financing, thrift credit, formation and stabilisation
of SHGs and also enterprise development for poor
women. Since its inception, RMK has so far,
sanctioned credit worth Rs. 109.73 crore, benefiting
4.2 lakh women through 992 NGOs and disbursed
Rs. 82.38 crore upto February 2002. The National
Commission for Women (NCW), set up in 1992,
has a mandate to safeguard the rights and interests
of women. Its major objectives are to investigate,
examine and review all matters relating to the
safeguards provided for women under the Consti-
tution, review of both women-specific and women-
related legislations and suggest amendments
wherever needed and to function as an agency to
keep surveillance and facilitate redressal of
grievances of women. Of the total 41 legislations
having a direct bearing on women, the Commission
reviewed and suggested remedial legislative
measures in respect of 32 Acts and forwarded the
same to the government for further action. The
Commission has accorded the highest priority to
securing speedy justice to women. Of the Ninth Plan
outlay of Rs. 16.25 crore, expenditure was Rs.16.17
crore.

2.11.30 Theyear2001 was celebrated as ‘WWomen'’s
Empowerment Year'. During the year, various
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activities and programmes were taken up on
different themes pertaining to women’s social,
political and economic empowerment. The Scheme
for Women in Difficult Circumstances — ‘Swadhar’
has been designed with a flexible and innovative
approach to cater to the requirements of various
categories of women in distress, in diverse situations
under different conditions. The Scheme aims to
provide basic needs of shelter, food, clothing and
care to the marginalised women/girls living in difficult
circumstances who are without any social and eco-
nomic support. It also attempts to provide emotional
support and counselling to such women and ensure
their social and economic rehabilitation through
education, awareness, skill upgradation and
personality development through behavioural
training etc.

Women’'s Component Plan (WCP) and its
Progressive Implementation

2.11.31 The genesis of WCP, though officially
launched in the Ninth Plan, can be traced back to as
early as in the Seventh Plan (1985-90) when PMO,
in collaboration with the Planning Commission,
identified 27 BOS for women. Monitoring the
progress of the implementation of these Schemes
was entrusted to the Department of Women and Child
Development to assess the quantum of funds/
benefits flowing to women. These efforts were further
strengthened when the Eighth Plan made a
commitment stating that the benefits of development
from different sectors do not by-pass women and
the flow of benefits to women in education, health
and employment will be monitored. Laterin the Ninth
Plan, the concept of WCP was brought into action
as one of the important strategies by directing both
the Centre and the State Governments to ensure that
not less than 30 per cent of funds/benefits are
earmarked in all the women-related sectors. Also,
the flow of funds/benefits were monitored through
an effective mechanism of inter-sectoral review to
ensure that adequate funds/benefits flow to women
from all the related sectors so as to prove that the
strategy of empowering women is a multi-sectoral
approach towards holistic development and
advancement of women.
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2.11.32 A review of the progress made by WCP
has confirmed that it has already started paying rich
dividends proving its strength as an effective
strategy to achieve its objective. As per the
information made available to the Planning
Commission, substantial amount of funds are
flowing to women through both women-specific and
women-related schemes, implemented by 15
Central Ministries/Departments. Of these, while 4
Ministries/Departments viz. Family Welfare, Health,

Education and Indian Systems of Medicine and
Homeopathy are contributing to women with as high
as 50 to 70 per cent of their Gross Budgetary
Support (GBS) in the Ninth Plan. While Labour and
Rural Development contribute a flow of 30 to 50
per cent, others stand with less than 30 per cent of
their GBS. Based on this, the total amount that
flowed to women during the Ninth Plan from the
women-specific nodal Department and women-
related Ministries/Departments works out to

WOMEN’S COMPONENT PLAN : SOME FACTS & FIGURES

(Rs. in Crore)

Sl. Name of Ministry/ Ninth Plan Flow to %
No. Department (GBS) WCP (Col 4to Col 3)
(1) (2) (3) (4) (5)
A. Women-Specific (Nodal Department)
® Women and Child Development 7,810.42 7810.42 100.0
B. Women-related Ministries/Departments
1. Health 5,118.19 2,581.25 50.4
2. Family Welfare 15,120.20 10,541.26 69.7
3. Indian Systems of Medicine & Homeopathy 266.35 133.18 50.0
4. Education 20,381.64 10,212.44 50.1
5. Labour 899.12 300.85 33.5
6. Agriculture & Cooperation 9,153.82 349.96 3.8
7. Rural Development 41,833.87 17,415.00 41.6
8. Urban Employment & Poverty Alleviation 4,931.22 403.60 8.2
9. Social Justice & Empowerment 6,608.13 814.81 13.2
10. Tribal Affairs * 60.00 *
11. Science & Technology 1,497.35 7.50 0.5
12. Information & Broadcasting 680.05 30.00 4.4
13. Non-Conventional Energy Sources 2,122.14 401.00 18.9
14. Small-Scale & Agro-Related Industries 3,786.85 868.93 23.0
15.  Youth Affairs & Sports 826.09 12.33 1.5
Sub-Total (B) 1,13,225.02 44,132.11 39.0
Grand Total (A +B) 1,21,035.44 51,942.53 42.9

*Included in the Ministry of Social Justice & Empowerment

The total Gross Budgetary Support (GBS) of all Ministries and Departments for the Ninth Plan was Rs. 2,03,982 crore. WCP
as a percentage of the total GBS of the GOI for the Ninth Plan works out to 25.5.
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Rs.51,942.53 crore, which accounts for 42.9 per
cent of the GBS of those very same Ministries/
Departments. However, the same will come down
to 39 per cent if the GBS of only the 15 women-
related Ministries/Departments are taken into
consideration and further goes down to 25.5 per
cent as part of the total GBS of all the Central
Ministries/Departments. (Details are given in the
Box). Further, the most striking feature in this entire
exercise is to notice that there are Departments like
Family Welfare accounting for as high as 70 per cent
flow of its total budget for the good of women. Also,
the review has brought forth a revealing factor that
the WCP has created lot of awareness and sensi-
tisation amongst the planners, policy-makers and
administrators to ensure that the funds/benefits from
other development sectors do not by-pass women.

Legislative Measures

2.11.33 To make the de-jure equality into a de-facto
one, the State has enacted both women-specific
and women-related legislations to safeguard the
rights and interests of women, besides protecting
against social discrimination, violence and atrocities
and also to prevent social evils like child marriages,
dowry, rape, practice of Sati etc. Efforts of the
Government have been to review and amend these
legislations from time to time to take care of the
interests of women in the changing situations and
societal demands/obligations. The National Commi-
ssion for Women was attending to this responsibility
since its inception in 1992 as it was mandated to.
Of the total 41 legislations having direct/indirect
bearing on women, the Commission has reviewed
and suggested certain amendments in 32 Acts and
forwarded the same to the Government for neces-
sary action. The recommendations of the Commis-
sion in respect of 14 Acts were further examined in
detail in 2000 by a Task Force on Women and
Children headed by Shri K.C. Pant, Deputy
Chairman, Planning Commission. To start with, the
nodal Department of Women and Child Develop-
ment has initiated action to move amendments in
respect of 4 women-specific legislations, viz. The
Immoral Traffic (Prevention) Act, 1956; The Dowry
Prohibition Act, 1961; The Indecent Representation
of Women (Prohibition) Act, 1986 and The Commis-
sion of Sati (Prevention) Act, 1987, besidesdrafting

LEGISLATIVE SUPPORT FOR WOMEN

Women-specific Legislations

¢ The Immoral Traffic (Prevention) Act, 1956@

* The Dowry Prohibition Act, 1961 (28 of 1961)@

* The Indecent Representation of Women (Prohibition) Act,
1986 @

* The Commission of Sati (Prevention) Act, 1987 (3 of
1988)@

Women-related Legislations

¢ The Guardians and Wards Act, 1860 (8 of 1890) *

Indian Penal Code, 1860 **

The Christian Marriage Act, 1872 (15 of 1872) *

The Indian Evidence Act, 1872 (yet to be reviewed)

The Married Women'’s Property Act, 1874 (3 of 1874) *

The Workmen’s Compensation Act, 1923 **

The Legal Practitioners (Women) Act, 1923@

The Indian Succession Act, 1925 (39 of 1925) *

The Child Marriage Restraint Act, 1929 (19 of 1929) *

The Payments of Wages Act, 1936 **

The Muslim Personal Law (Shariat) Application Act, 1937 *

The Factories Act, 1948@

The Minimum Wages Act, 1948@

The Employees’ State Insurance Act, 1948@

The Plantation Labour Act, 1951 **

The Cinematograph Act, 1952 **

The Special Marriage Act, 1954 *

The Hindu Marriage Act, 1955 (28 of 1989) *

The Hindu Adoptions & Maintenance Act, 1956 *

The Hindu Minority & Guardianship Act, 1956 *

The Hindu Succession Act, 1956 *

The Maternity Benefit Act, 1961 (53 of 1961)@

The Beedi & Cigar Workers (Conditions of Employment)

Act, 1966 **

The Foreign Marriage Act, 1969 (33 of 1969) *

* The Indian Divorce Act, 1969 (4 of 1969) *

The Medical Termination of Pregnancy Act, 1971 (34 of

1971)*

Code of Criminal Procedure, 1973 **

The Bonded Labour System (Abolition) Act, 1976@

The Equal Remuneration Act, 1976@

The Contract Labour (Regulation & Abolition) Act, 1979@

The Inter-State Migrant Workmen (Regulation of

Employment and Conditions of Service) Act, 1979@

The Family Courts Act, 1984@

Juvenile Justice Act, 1986 *

The Child Labour (Prohibition & Regulation) Act, 1986**

National Commission for Women Act, 1990 (20 of 1990) *

The Infant Milk Substitutes, Feeding Bottles and Infant

Foods (Regulation of Production, Supply and Distribution)

Act, 1992 *

* The Pre-Natal Diagnostic Technique (Regulation and
Prevention of Misuse) Act, 1994 *

* Reviewed by National Commission for Women (NCW)

** Reviewed by the Task Force on Women & Children

@ Reviewed by both NCW and the Task Force on Women &
Children
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a Bill on Domestic Violence against Women
(Prevention). This draft Bill is now awaiting the
approval of the Parliament.

PRESENT STATUS OF WOMEN

2.11.34 While the impact of various developmental
policies, plans and programmes implemented over
the last few decades have brought forth a percep-
tible improvement in the socio-economic status of
women, problems like illiteracy, ignorance, discrimi-
nation and violence continue to persist even today.
The following paragraphs give an account of
achievements in the selected areas of demography
and vital statistics; health and family welfare; literacy
and education; work and employment; decision-
making; political participation; etc.

Demography and Vital Statistics

2.11.35 There has been a slight increase in the
total female population of the country, from 407.1
million (48.1 per cent of total population) in 1991 to
495.7 million (48.3 per cent) in 2001 (Table 2.11.1).
While the percentage increase of 0.2 is very
marginal, increase in terms of absolute numbers

was 88.6 million as against 77.1 million between
1981 and 1991. The growth rate of female popu-
lation for the 1991-2001 decade was 21.79 per cent,
which was 0.86 percentage points higher than that
of males and 0.45 percentage points more than that
of the total population. Yet, the demographic
imbalances between women and men continue to
exist till date.

2.11.36 The sex ratio, which represents the sur-
vival scene of women, registered a very marginal
improvement, from 927 in 1991 to 933 in 2001
(Table 2.11.2). While the sex ratio in respect of all
ages has increased, it has declined in the most
crucial 0-6 age-group, from 945 in 1991 to 927 in
2001. Also, the same declining trend was reflected
in most states, including the more economically
advanced ones like Punjab and Haryana. This
clearly points to the fact that economic growth may
not necessarily bring about an improvement in the
status of women. This, in turn, can be attributed to
the discrimination that the girl child faces and the
consequential problems of poor health and
nutritional status. Added to these are the problems
of female foeticide and female infanticide, the
incidence of which is on an increase.

Table-2.11.1
Population by Sex and Decennial Growth Rate (1981-2001)

(Population in million)

Females Males Total
Census
Population DGR* Population DGR* Population DGR*
(1) (2) (3) (4) (9) (6) (7)
1981 330.0 24.93 353.4 24.41 683.4 24.66
1991 407.1 23.37 439.2 24.30 846.3 23.86
2001 495.7 21.79 531.3 20.93 1027.0 21.34
Note : * Decennial Growth Rate

i) The population figures exclude the area under the occupation of Pakistan and China; ii) The 1981 Census was not
held in Assam. The figures for 1981 include the interpolated population of Assam; iii) The 1991 Census was not held
in Jammu & Kashmir. The figures for 1991 include the population of Jammu & Kashmir as projected by the Standing
Committee of Experts on Population Projections (October, 1989).

Source: Census of India, 1991 & Census of India, 2001 : Provisional Population Totals, Registrar-General & Census

Commissioner, GOI, New Delhi.
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Table-2.11.2
Sex Ratio (1981-2001)*

Census Sexratio
(1) (2)
1981 934
1991 927
2001 933

Note: * SexRatio: Females per 1,000 males

Source : Census of India, 2001 : Provisional Population Totals,
Registrar-General & Census Commissioner, GOI,
New Delhi.

2.11.37 The expectation of life at birth in respect
of females has been rising steadily (Table 2.11.3).
It has increased from 55.7 years in 1981 to 65.3 at
2001, by-passing even the male life expectancy of
62.3 years and recording the highest ever increase
of 5.6 years between 1989-93 and 1996-2001.

Table-2.11.3
Life Expectancy at Birth (1981-2001)
(in years)
Year Females Males
(1) (2) (3)
1981-85 55.7 55.4
1989-93* 59.7 59.0
1996-2001 65.3 62.3

Note: * Based on the Sample Registration System
Estimates.

Source : Census ofIndia, 1991; and Census of India, 2001 :
Provisional Population Totals, Registrar-General &
Census Commissioner, GOI, New Delhi.

2.11.38 Similarly, the effective mean age at
marriage for females has also increased from
18.3 years in 1981 to 19.5 years in 1997 (Table
2.11.4). The Child Marriage Restraint Act, 1976,
which raised the age of marriage for girls from
15to 18 years has, no doubt, helped reduce child/
early marriages and the consequent early
pregnancies and birth of premature babies. At
the same time, education and employment of
women/girls has also played a very important role
in raising the age of marriage.

Table—2.11.4
Mean Age at Marriage (1981-1997)
(in years)
Year Females Males
(1) (2) (3)
1981 18.3 23.3
1991 19.5 23.9
1997 19.5 N.A.

Source : Sample Registration System Bulletins for respective
years, Registrar-General and Census Commis-
sioner, GOI, New Delhi

Health and Family Welfare

2.11.39 While the Birth Rate has declined by 7.8
points from 33.9 in 1981 to 26.1 in 1999, the Death
Rate has also declined by 3.8 points from 12.5 in
1981 to 8.7 in 1999 (Tables 2.11.5 & 2.11.6).

Table—-2.11.5
Birth Rate (1981-1999)

(per thousand)

Year Birth Rate
(1) (2)
1981 33.9
1991 29.5
1999 26.1

Source : Sample Registration System Bulletins for respective
years, Registrar General and Census Commis-
sioner, GOI, New Delhi

Table—2.11.6
Death Rate (1981-1999)

(per thousand)

Year Females Males Total
(1) (2) (3) (4)
1981 12.7 12.4 12.5
1991 9.7 10.0 9.8
1999 8.3 9.0 8.7
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Source : Sample Registration System Bulletins for respective
years, Registrar-General and Census Commis-
sioner, GOI, New Delhi




WOMEN AND CHILDREN

However, while the female Death Rate has come
down by 4.4 points from 12.7 in 1981 to 8.3 in 1999,
the male Death Rate has come down by 3.4 points,
i.e. from 12.4 in 1981 to 9.0 in 1991.

Table—-2.11.7
Maternal Mortality Rate (1980-1998)
(per one lakh live births)

Year Maternal Mortality Rate
(1) (2)

1980 468

1993 437

1998 407

Source : Sample Registration System Bulletins for respective
years, Registrar-General and Census Commis-
sioner, GOI, New Delhi

2.11.40 Although MMR has been declining from
468 in 1980 to 407 in 1998, it is still very high and,
therefore, a matter of great concern (Table 2.11.7).
The major causes responsible for this high rate have
been detailed as follows (Table 2.11.8):

Table—2.11.8

Percentage Distribution of Cause-Specific
Maternal Mortality Deaths —1998

Cause Percentage
(1) (2)
Haemorrhage 29.7
Anaemia 19.0
Sepsis 16.1
Obstructed Labour 9.5
Abortion 8.9
Toxaemia 8.3
Others 8.5

Source : Survey of Causes of Death (Rural), India, Annual
Report, 1998, Registrar-General and Census
Commissioner, GOI, New Delhi

2.11.41 The highest number of maternal deaths
in 1998 was due to haemorrhage (29.7 per cent),
followed by anaemia (19 per cent) and Sepsis (16.1
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per cent), which could have been prevented easily
through better reproductive health care and nutri-
tion. Despite the special sanction of the Medical
Termination of Pregnancy (MTP) Actin 197