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Family Planning and Kerala

JOHN ANGUS BLACK

ABSTRACT
The population control policies of the state of Kerala are
reviewed and analysed. The historical factors which laid the
foundation for present-day achievements in Kerala were the
enlightened attitudes of the rulers of Travancore and Cochin,
and the influence of Christianity on education. The reasons for
the indifferent progress in family planning in the rest of India are
discussed, and some suggestions are made as to how the Kerala
experience could be implemented in the other states. The most
important factor in a successful population control policy is the
order in which changes should occur; improved health services
resulting in a fall in infant and child mortality rates; increased
female education; redistributive economic policies; and easily
accessible and freely available family planning services.

INTRODUCTION
'I do not wish to seem over-dramatic, but I can only conclude
from the information available to me as Secretary-General that
the Members of the United Nations have perhaps /0 years left in
which to subordinate their ancient quarrels and launch a global
partnership to curb the arms race, to improve the human environ-
ment, to defuse the population explosion and to supply the
required momentum to development efforts. If such a global
partnership is not forged within the next decade, then I very much
[ear that the problems that I have mentioned will have reached
such staggering proportions that they will be beyond our capacity
to control. '-U Thant; in a speech to the United Nations.'

In 1803 Thomas Robert Malthus (1777-1834) published the
first edition of his famous Essay on the Principle of Popu-
lation. Malthus read mathematics at Cambridge, achieving a
first-class degree, and was admitted to Holy Orders in 1788
and elected a Fellow of his College in 1793 at the early age of
27 years. In 1805 he became Professor of Modern History
and Political Economy at the East India Company's College
at Haileybury, about 25 miles from London. In his book he
noted that relatively late marriage in Europe was associated
with lower birth rates than in countries with early marriage.
He proposed that, under favourable conditions, a population
could double itself in 25 years, which actually happened in
the United States during his lifetime. In his view, again under
favourable circumstances, population increased in geometri-
cal progression, while food supply increased only in
arithmetical progression; hence an unchecked growth in
population would outstrip the food supply. Malthus stated
that there were certain 'obstacles to the increase in popula-
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tion which I have classed under the heads of preventive and
positive checks, it will appear that they are all resolvable into
moral restraint, vice, and misery. Of the preventive checks,
the restraint from marriage (i.e. late marriage) which is not
followed by irregular gratification may properly be called
moral restraint. Promiscuous intercourse, unnatural passions,
violations of the marriage bed, and improper arts to conceal
the consequences of irregular connection, are preventive
checks which clearly come under the heading of vice.?
Positive checks consisted of natural disasters, wars, famine,
disease; and other avoidable 'excesses' which increased
mortality and reduced the expectation of life. Malthus never
imagined that married couples would resort to abortion, and
it is clear that he took a high moral tone and was not in favour
of contraception.

Though he never visited India, he devoted a whole chapter
to The checks to population in Indostan and Tibet'. There is
no need to review his discussion here, but it is of interest to
note that he says, 'On the coast of Malabar the Nayrs do not
enter into regular marriages, and the right of inheritance and
succession rests in the mother of the brother, or otherwise
goes to the sister's son, the father of the child being always
considered uncertain. '3 (The coast of Malabar became part
of the modern state of Kerala; the tradition of matrilineal
descent will be discussed later.) It has been fashionable to
deride Malthus' theories, but the population of Sub-Saharan
Africa more than doubled between 1950 and 1980, while the
available supply of food has, if anything, diminished.

Concern about population growth, as opposed to individual
attempts to limit the size of the family, became a matter of
discussion in the early part of the twentieth century. In 1925
Margaret Sanger arranged a conference in New York which
led to the formation of the International Planned Parenthood
Federation; a few years later she visited India, Japan, and
China. World Population Conferences were held in 1927,
1954, 1965, 1974 and 1984. The United Nations and its
various arms played and continue to play an important role
in initiating and supporting programmes for population
control, and in 1967 it set up the United Nations Fund for
Population Activities.

The present position is, as is well known, that the world's
population continues to grow at an alarming, though
decreasing, rate (between 1974 and 1984 the growth rate
decreased from 2.03% per annum to 1.67%). This increase
in population is occurring almost exclusively in the develop-
ing countries. Africa has a higher growth rate than Asia, but
Asia, with a larger population, makes a greater contribution
to the actual increase. Africa's situation is more serious
because of its precarious food supply. Of the 40 countries
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Traditional society

TABLEI. Requirements for Demographic Transition

Advanced society
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High mortality, particularly high infant and child
mortality (under 5 years)

Agrarian society"

Rural communities"

Low standard of living"

Scant consumption possibilities'

Little opportunities for women to achieve anything
outside the family

Low cost of child-rearing; economic contribution of
children to the household begins early in life

Work organized in families

Role of families in providing economic assistance
and security very important (especially in parents'
old age)

Extended families and households

Social immobility

Religious ideas favouring large family

Folk methods of contraception

Low mortality, particularly low infant and child
mortality (under 5 years)"

Industrialized society

High level of urbanization

High standard of living

Widening consumption possibilities

New economic role, independence from household
obligations, emancipation of women"

High cost of child-rearing; contribution to the household
begins late, if ever"

Work organized in factories and offices.

Role of family in providing assistance and security
declines because of development of social security
(old age pensions etc)

N uclear families"

High degree of social mobility, striving for achievement"

Secularization, ideal of small family'

Modern and efficient methods of contraception (in the
later phases): abortion available legally"

• Applies to Kerala
SOURCE: Table (slightlymodified from Andorka A. Determinants offertility in advanced societies. London:Methuen, 1978:21).
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FIG 1. The demographic transition model.
From: Trewartha GT. A Geography of Population: World Patterns.
New York:Wiley. 1969:45.

with a population growth rate of more than 3% annually,
21 are in Africa, while 20 of the 38 countries with a growth
rate of less than 1% are in Europe. The rapid growth rate in
Africa appears to have resulted from a reduction in mortality
rates, due to the introduction of modern hygiene and preven-
tive medicine, which has not been accompanied by a fall in
fertility and birth rates; at the moment there seems little
evidence that this explosion in population will be checked,
except by famine.

Countries with low or decreasing fertility and birth rates
have achieved them in different ways and by different routes.
As MaIthus pointed out, late marriage is a feature of what
can be called the 'European Pattern', which also includes
Australia, New Zealand, the United States of America and
Canada. But late marriage has only a limited effect in reduc-

ing the size of the family. The 'European Pattern', as it
related to a falling birth rate, is of relatively recent origin and
has been correlated amongst other things with economic
prosperity, urbanization, industrialization, and the shift
from household to factory production (Table I). However,
the actual achievement of a small family requires the con-
scious decision of the couple, and to put it into effect there
must be easily accessible contraception and sterilization.
The small family in the industrialized society is a source of
emotional fulfilment rather than, as in the rural society, an
investment in cheap labour and support for the parents in old
age. In the 'European Pattern', the decision to divert part
of the disposable income into material goods rather than
children has never been the subject of political persuasion or
pressure. In the final analysis the achievement of the small
family must be based on the belief that your children will
survive.

DEMOGRAPHIC TRANSITION
The phrase 'Demographic' Transition' has been coined to
describe the change from a high birth rate, high mortality
society to a low birth rate, low mortality one (Fig. 1). As the
diagram shows, the initial situation is one of a balance bet-
ween death rate and birth rate, with a stable population. The
first stage in transition involves a fall in death rate, of which
an important component is a decrease in the infant mortality
rate (IMR) and deaths in the under 5-year-olds. This stage
may continue for many decades, or it may be compressed
into twenty or thirty years. While the falling death rate
continues, there is a lag before the birth rate begins to fall
and until death rate and birth rate again achieve a balance
there is an increase in population-the natural growth rate;
in some societies this may constitute a population explosion.
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TABLEII. Demographic indicators for Selected Countries and Kerala
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Cuba China W. Germany Indonesia Nigeria India Kera!a

GNP per capita in US $ 1410' 330 18530 430 290 330 <20018

(1988 except for Cuba)

Population growth rate 0.9 1.2 -0.1 2.1 3.4 2.1 1.65 (1982)14

per annum % (1986-8)

Life expectancy (70) 76 (59) 70 (71) 75 (47) 61 (44) 52 (48) 58 73 (female)!'
(1970) 1988 66 (male)

(1984)

Total fertility rate (3.8)1.9 (5.8) 2.4 (2.0) 1.4 (5.5) 3.4 (6.9) 6.4 (5.8) 4.2 4.1 (1972)1
(1970) 1988 2.7 (1978)

Literacy rate % 96* 69 95+** 74 42 43 70(1981)14
(1985 except for Cuba)

IMR(1960) 198713 (62) 15 (150)33 (33)9 (139)85 (190) 106 (165) 100 29 (1984)14

Under 5 years mortality (87) 19 (202) 33 (40) 11 (235) 120 (318) 172 (282) 152 24 (1968-70)16
rate (1960) 1987

* GNP and literacy rate for Cuba: from Health Care in Cuba; a model service or a means of social control or both? In Practising
Health for All; editors Morley D. Rohde J. and Williams G. 1983 (for full details see under Ratcliffe J. in references) .

•• No figures given: 95% assumed.
NB : All other figures from World Bank Atlas 1989. page &--8 (Washington. D.C. World Bank)

In the newly industrialized Asian countries of Taiwan,
the Republic of Korea (South Korea), Hong Kong, and
Singapore, the demographic change occurred very rapidly,
after the end of the 1939-45 war; but in Japan the death rate
had already begun to decline during the 1920s. All these
countries have a high per capita gross national product
(GNP).

There are, however, two countries which have achieved
low population growth rates, with a low GNP-Cuba and the
People's Republic of China (Table II). In both countries a
communist government has succeeded in motivating the
population to limit the size of their families. In China, in
parallel with the falling crude death rate (CDR) and IMR
there has been a fall in the crude birth rate (CBR), so that
death rates and birth rates have declined simultaneously and
not in accord with the classical theory of demographic transi-
tion. In Cuba the health services are government controlled
and 'doctor-based' leaving little room for individual initiative
or decision. However, Cuba's low birth rate appears to be
due to the enormously high abortion rate of 1.3 abortions for
every live birth," a situation which most countries would not
accept. Cuba supplies contraceptive materials at low cost,
but there has been no formal government inspired family
planning programme.

In China, population control is more clearly a matter of
government policy, which until recently was put into effect
by the politicization of nearly every aspect of life. In contrast
to Cuba, the delivery of contraceptive services (mainly the
intrauterine device (IUD» has been through the barefoot
doctors. Recent political changes, particularly the abandon-
ment of the agricultural commune system, and the switch to
private enterprise, have undermined the preventive health
services and possibly the population control programme.
Recent evidence' suggests that immunization rates have
fallen, that the IMR has started to rise, and that the coverage
of the population by the barefoot doctor system has also
decreased. What effect these changes will have on the one
child family (previously the two child family) programme

remains to be seen, since there is already considerable oppo-
sition to it in the rural areas. It does not seem that a population
control policy which is subject to the vagaries of political
change, and which may vary inconsistently, is likely to be
effective in the long term.

FAMILY PLANNING POLICIES IN INDIA
India's demographic situation, as a low income economy, is
midway between the high population growth rates of Africa
(and Soviet Central Asia) and the low rates of the 'European
pattern' and the two communist low income states of Cuba
and China (Table II). The other countries in the Indian
subcontinent also occupy a similar position; they are, in
order of success in terms of growth rate: Sri Lanka, growth
rate 1.5%, per capita GNP 420 US$; India, growth rate
2.1 %, per capita GNP 330 US$; Bangladesh, growth rate
2.8%, per capita GNP 170 US$; Pakistan, growth rate
3.1 %, per capita GNP 350 US$. It is of interest that, except
for its relatively high literacy rate Indonesia (Table II) has
a very similar demographic pattern to India, but for some
reason the Indonesian experience has been rated a success,
while India's is thought to be a failure. In fact, the fall in
India's Total Fertility Rate (TFR) is greater than that of
any other country of comparable socioeconomic status
(ct. Nigeria, Table II).

In order to evaluate Kerala's achievements in population
control, it is necessary to examine the history of family plan-
ning in India as a whole, and to identify the differences which
have contributed to Kerala's excellent record in comparison
with the rest of India.

India was the first country in the subcontinent to express
concern about its population problem. In 1916 P. K. Wattal
wrote Population Problem in India ,6 but no immediate action
followed. In 1923, in Bombay, the Society for the Promotion
of Family Hygiene was started; this subsequently became the
Family Planning Association of India (FP AI) which continues
to be very active. In 1938 the National Planning Committee
initiated by the Indian National Congress, under the
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chairmanship of Jawaharlal Nehru, adopted a number of far-
seeking resolutions, of which the most important were; the
urgency and magnitude of the population problem and its
consequences, shortage of food and nutritional deficiency;
the importance of family planning; the establishment of birth
control clinics; raising the legal age of marriage; social
equality; and the need for vital statistics and demographic
surveys. In 1946 the influential Bhore committee referred to
the importance of the deliberate limitation of family size,
but recognized that this could not be achieved by self-control
alone; the committee also expressed the fear that improved
health and control of disease would (as it did) contribute to
the growth of the population. In 1951 the Government of
India adopted the first National Family Planning Programme
in the world. This was followed by a series of five-year and
interim plans; targets were set, modified, and extended as
achievement fell short of expectation. The increase in the
population between 1951 and 1961 (Fig. 2) was a shock to the
government and a new policy was formulated. Up to 1961 the
family planning services had followed the 'Anglo-Saxon'
model, with facilities based on the desires of the individual
couple, and available in clinics separate administratively and
physically from the other medical services. Under the new
policy family planning was to be incorporated into the
general health services at every level. Vasectomy campaigns
and the use of IUDs and condoms were encouraged. In 1972
the Medical Termination of Pregnancy Act became effective.
During the Emergency of 1975-77 vasectomy campaigns
were conducted on a huge scale and 10 million sterilizations
were performed. Due to allegations of bribery ,coercion, and
inadequate medical skill and follow up, vasectomy fell into a
disrepute from which it has never recovered.

In 1978 the legal age for marriage was raised to 18 years for
women and 21 years for men, but the mean age at marriage
in 1981 in Andhra Pradesh, Uttar Pradesh, Bihar, Haryana,
Jammu and Kashmir, Madhya Pradesh and Rajasthan was
still below 18 years." A target was set to reduce the population
growth rate to 1.7% by 198~1 and the birth rate to 25 by
1983-4 but neither of these has yet been reached. Between
1980 and 1988 the annual population growth rate for India
was 2.1 % (Table II) and the CBR only fell from 42 in 1960
to 32 in 1987, the IMR from 165 to 100 (Fig. 3). Compared to
Kerala little progress has been made in improving the literacy
rate in India (Fig. 4).

What has gone wrong with India's population control
programme? Clearly, India does not have any of the require-
ments listed in Table I forthe demographic transition of an
economically advanced society of the European or Asian
pattern, and its political traditions, which Vikram Seth
unkindly but affectionately called 'the democracy, however
halting, hypocritical, and hopeless-that is India' ,8 would
not be able to mobilize the population on the Chinese or
Cuban model. At one time it was thought impossible for a
democratic low income society to reduce its population
growth rate significantly, but Kerala, with one of the lowest
per capita incomes in India, has achieved it. Ten per cent of
the fall in TFR in India between 1971 and 1981 is thought to
have been due to increased age at marriage and 90% due to
increased contraceptive practice." The recent slowing down
in the CBR (Fig. 4) is due to a temporary increase in the
number of women of marriageable age. \0 According to inter-
national comparisons, for its per capita GNP India's TFR
would be expected to be 5.8 instead of 4.2, while for its literacy
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rate the TFR should be 6.6, and for its IMR, 6.1.11 Thus in
one sense India's record is quite good, but its population
growth is still too high for its proper development and
economic well-being. In broad terms female literacy needs to
be improved (in Bihar, Uttar Pradesh, Rajasthan, Jammu
and Kashmir, and Madhya Pradesh the female literacy rate is

less than 20%12and the IMR is greater than 1(0). International
comparisons (Fig. 5) show that female literacy is positively
correlated with female contraceptive cover; the figure for
contraceptive cover for India (1981-5) is only 34%,13 com-
pared to 52% in Kerala." A similar international comparison
(Fig. 6) shows that the under 5-year mortality rate correlates
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well with TFR (the correlation is less good for IMR, as one
might expect); here also India's achievement is much inferior
to that of Kerala (Table II). Though the achievements of
different states vary widely, the overall picture is one of
disappointing progress and failure to implement the policies
which have been laid down by the Central Government.

KERALA
History
The area which now constitutes Kerala was, until the
development of roads and effective transport, relatively cut
off from the rest of India by the Western Ghats. Its cultural,
social, and religious development has been much affected by
external influences and by the settlement of people of many
races. The Orthodox Church of India (Malankara Orthodox
Syrian Church) was established very early, traditionally by
the visit of St. Thomas in AD 52.15Roman Catholicism came
with the Portuguese in 1498, and Protestantism with the
Dutch (1602), and later with the British. The proportion of
Christians in Kerala in 1981 was 20%, compared to 2% in the
rest of India. Christianity has been a powerful influence on
the development of the education system and probably also
of the health service.

The progressive and enlightened attitude of a succession
of rulers of the states of Travancore and Cochin, which were
amalgamated to form Kerala in 1956, is well documented.
Free education at the primary level was introduced in
Travancore in the first decade of the twentieth century and in
Cochin about 10 years later, and both rulers were sympathetic
to the setting up of schools by the Christians.

In 1880 vaccination against smallpox was made compulsory
in Travancore for public servants and for students at school;
and in 1921 it was made compulsory in all towns. Similar
legislation was passed in Cochin.!" Public health records
show that deaths from cholera and smallpox decreased
markedly between 1900 and 1940. The first attempt at land
reform was made in Travancore in the late nineteenth century,
but was unsuccessful. It can be seen that the influences of
Christianity and of the ruling houses of Travancore and
Cochin were powerful factors in establishing the emphasis on
education, public health and social reform, which are the
dominant features of Kerala today.

Social organization
Traditional (pre-nineteenth century) Keralan society was
characterized by gross inequality in the distribution of
wealth, privilege, and land; by a rigid caste system; and by
slavery. Slavery was abolished in 1885 in Travancore and
Cochin, but the caste system, though much weakened, still
persists. In one caste in particular, Nayars, a matrilineal
system of inheritance existed (Marumakkathayamj.v'" in
which property and inheritance passed from eldest daughter
to eldest daughter (the exact details of this system vary in
different accounts). Though this system has now broken
down and has been replaced by the nuclear family, it may
have contributed to the emancipation of women, which has
advanced more rapidly in Kerala than in the rest of India.

L. A. Krishna Iyer in Kerala and her People (Palghat
Educational Supplies Depot, 1961) on page 103 quotes
C. P. Ramaswami Aiyar as follows: 'the matrimonial system
in Kerala was a perfect system in that women became educated
in that system long before women's education was thought of
anywhere else in the world. The Kerala women were the
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pioneers of progress, because they enjoyed economic free-
dom and independence which they exercised in favour of
their brothers and children. '

Education
The first Christian college was founded in Kottayam in
1813,18and Christian schools and colleges have had a powerful
influence on standards of education. Middle school education
was made free in 1956, and secondary schooling became free in
the early 1960s. During the 1950s the State Government spent
36% of the total budget on education, and this has now risen to
40%. The main emphasis has been placed on primary and
secondary education. Kerala spends less than 12% of its educa-
tion budget on higher education, compared to the 47% which
India spends on the dominant and privileged castes and classes
which constitute only 0.02% of the population. 19 Table III
shows the distribution of educational facilities in Kerala and
India. As a result of these policies the literacy rate for Kerala
was 55% (female rate 39%) and 24% for India; by 1981
Kerala's literacy rate was 70% (female 66%) and India's was
36% (female 25%).20 A unique feature of Kerala is that there
isJittle difference between the literacy rates in the towns and
the rural areas, whereas in India the rural literacy rates are
much lower than in the towns.

TABLE III. Educational facilities in India and Kerala 1979-8018

India Kerala

A verage population served by a school
Lower primary
Upper primary
High school
College
Average area served by a school (km']
Lower primary
Upper primary
High school
College
Per capita expenditure (Rs)
Primary schools
Middle schools
Enrolment ratio (enrolled/total age group)
6-11 years Boys

Girls
Total

11-14 years Boys
Girls
Total

1,400
5,800

14,500
200.000

3,440
8,800

14,300
130,000

6.9
28.7'
71.4'

985.0

5.6
14.2"
23.1*

210.0

83'
127

116'
154

100.2
65.9
83.6
52.0
21.1'
40.2

103.4
102.2
102.8
91.8
85.3'
88.6

• Important differences between Kerala and India

Infrastructure and economy
Kerala has the highest density of population in India with 655
people per sq km (India 216 per sq krn); the amount of culti-
vable land per head is very small at 0.21 acres. Industry is
poorly developed and the average income per head is one of
the lowest in India, as is the industrial growth rate at 0.3%
per annum." In spite of its high density, the population is
evenly distributed over the countryside, so that a village in
the usual Indian sense of a small closely grouped collection
of dwellings hardly exists.

In 1956 when the state was formed, agricultural labourers
had' no security of tenure, but between 1961 and 1971 there
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was considerable redistribution of income to the poorer
classes. With the exception of Kerala, Maharashtra, and
Jammu and Kashmir, the rich became richer, and the poor
became poorer during this period. 22 By 1968, the distribution
of land was still very unequal, the top 10% (by income) of the
population owning 50% of the land, a figure little different
from that in 1941. In 1969 tenancy was abolished, and occu-
pancy rights, or de facto ownership, were given to about 1.25
million households. At the same time the upper limit for land
holdings was lowered from 20 acres to 10 acres per family.
These reforms may not have increased the income of the
agricultural labourers very much but they improved their
bargaining position, enhanced their social status, and
increased their sense of security and self-respect. Ration
shops, providing basic commodities at subsidized prices are
widely available in both urban and rural areas, and are
important factors in helping to maintain the economic well-
being of the poorer classes.

The level of unemployment in Kerala has always been high;
in 1957 it was 11%; in 196214%; and it now stands at 25%. In
contrast, wage rates are higher than in most other parts of
India, and the unions have considerable influence on wage
bargaining. However, employment is intermittent or seasonal,
which lowers the average income. An important factor in the
economy which has contributed to family income has been
the remittance of money from Keralite workers in the Gulf
States; it has been estimated that this amounted to Rs 315.23
Recently this has decreased, partly due to competition from
low wage workers from other Asian countries, and partly due
to termination or cancellation of contracts on the completion
of construction schemes. About 50% of returning Gulf
migrants are unemployed."

Politics
As previously mentioned, in spite of the efforts of the
Maharajahs of Travancore and Cochin, the states remained
socially and economically underdeveloped and the conditions
of the agricultural labourers were bad. In the 1930s mass
movement arose, pushing for reform of land tenure, but no
action was taken until the election of a Communist Govern-
ment in 1956. Its agricultural and land reform programmes
have already been described. In 1959 the government was
removed and the state was ruled by President's decree but
popular support for land reform was very strong, and
enlightened legislation was continued. Contributory pension
funds were set up in industry and employees in government
services received retirement pensions. In 1970 agricultural
labourers received old age pensions. However, the amounts of
the pensions were, and are, inadequate to provide for even a
minimal standard of living. Land reform gave the people the
opportunity to invest in land rather than in children. Child
labour has been virtually eliminated by legislation; thus the
value of a child as an economic asset has diminished, and this
loss of income has effectively increased the cost of having
children and decreased the economic advantage of a large
family. In addition, many parents send their children to
church schools, for which they have to pay.

The status of women
The state of Kerala has an IMR which is lower for females
than for males.P as it is in developed countries. In contrast,
in the rest of India the IMR for females is higher than for
males. In keeping with this in 1981 the ratio of adult females
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to adult males in Kerala was 1034 females to 1000 men,"
again a situation which occurs in economically advanced
countries; the reverse is the case in the other states in India.
In Kerala the death rates for women are lower than for men,
and a woman's expectation of life is longer than a man's;"
again the opposite is true for India. These figures suggest that
the value and status of women is higher in Kerala than in the
rest of India.

The high literacy rate of Kerala women has enabled them
to enter the labour market which has the effect of increasing
their age at marriage; the mean age at marriage in Kerala in
1981 was 21.9 years, compared to 18.3 years in the rest of
India." The economic independence of Keralite women has
reduced the necessity for marriage, and 22% of Keralite
women never marry, compared to 7% in India. When they
do get married they are able to make an informed choice,
with their husband, on the size of their family, and how to
achieve it. One can conclude that the status of women in
Kerala is similar to that in more economically advanced
communities.

Health and welfare services
The State Government spends 15% of its total health budget
on medical and public health services, and 53% on social
services.P The organization of the medical services is the
same as in the rest of India. Details of the coverage of the
population by medical services are given in Table IV. At

TABLEIV. Distribution of medical services in India and Kerala 14

India Kerala

Per capita expenditure on medical and public
health (1982-3)

Number of hospitals per 100,000
Urban hospital beds per 100,000

Rural hospital beds per 100,000
Persons served by one doctor

Persons served by one nurse
Persons served by one midwife

Population per bed
Hospitals per 1000km2

Primary Health Centres: area served per PHCI8

Population served per PHC
Area served per subcentre
Population served per subcentre

Rs32.85 Rs36.81

1.0

263
12
2674

4774
4947

1404

2.3
563km2

1.2

458
107

2385

2538
3065

631

8
232km2

30,000'

21 km2

5,000

?

63km2

?

• Average figure

present primary health centres cover 80% of the population.
The actual expenditure per head of population is similar in
Kerala to that of the rest of India (Table IV) but the level of
provision in Kerala is much better than in India. An impor-
tant feature of the provision of services at primary health
centre (PHC) and subcentre level is that they are available
within walking distance for the inhabitants. In addition the
utilization of health services (the number of patients treated
per 100 000 patients), is high compared to other states in
India. In Kerala the coverage of children by immunization is
estimated to be 60%.

Recently concern has been expressed about the rise in the
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number of private (allopathic) medical institutions in Kerala
and the amount spent per head of population on private care.
In a recent survey by the Department of Economics and
Statistics of the Kerala Government there were 1000 govern-
ment allopathic 'medical institutions', with 3400029 beds
and 3565 private allopathic (western medicine) institutions
with a total number of 49030 beds;" of these private institu-
tions 50% had facilities for family planning, 212 having
government approval.

Since there is little or no government control over the
setting up of private medical institutions their continued
proliferation could undermine the state sector. It should be
noted, however, that the cost per head of the curative services
is not related to the standards of hygiene, public health,
preventive medicine, and family planning, which are respon-
sible for the excellent health statistics in Kerala.

It would be wrong to exclude from this discussion the
facilities provided by the Department of Social Welfare, in
so far as they relate to the health of the mother and child and
to family planning. In conjunction with UNICEF the Indian
Government introduced, in 1975, the Integrated Child
Development Services which operate centres known as
Anganwadis." The poorest families in each area are identified
and the centres cover children up to the age of 6 years, their
mothers, pregnant women and nursing mothers. Health
checks, immunization, supplementary nutrition (1-3 years),
medically supervised referral services, informal preschool
education (3-6 years) and nutrition and health education for
the women and family planning services are also available. It
is planned that one Anganwadi should cover a population of
1000 people.

Family planning services
Facilities for family planning have evolved partly as a result
of Central Government initiatives and directives, and partly
in reponse to local needs. During the period 1956-61.
70 family planning clinics were opened, of which 53 had
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TABLEV. Number of Medical Termination of Pregnancy
Acceptors in Kerala (1972-80)18

Year Acceptors

1972-3 1084
1973-4 4244
1974-5 9564
1975-6 19969
1976-7 25389
1977-8 30834
1978-9 27830
1979-80 32597
1984-5* 43957

, Administration Report of the Health Services Department for the Year 1984-85
Government of Kerala, 1987, page 90.

facilities for sterilization; in the next four years 50 more
clinics were opened. In 1964 a network of family planning
services was set up, down to village level. The oral pill was
introduced in 1968-69. A post-partum sterilization (PPS)
programme was started in 1969, to offer contraception or
sterilization to confinement or abortion cases; major post-
partum centres were set up in 23 institutions, of which 5 were
private, In 1972 following the Medical Termination of Preg-
nancy Act, an increasing number of terminations was done
(Table V); termination of pregnancy in an unmarried girl is
extremely rare, Between 1970 and 1973 mass sterilization
(vasectomy) camps were started; in Ernakulam it was esti-
mated that 22.5% of the eligible couples in the district had
been sterilized.V In 1973 there was increased integration
between the family planning and the maternity and child
health services, and family planning facilities were made
available in government medical institutions at all levels, In
1976 minilaparotomy became available for tubectomy under
local anaesthetic. Though couples are advised to wait at least
2 years after the birth of their last child before seeking sterili-
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FIG7. Acceptance of family planning methods in Kerala from 1966-87 (see reference 14),
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TABLEVI. Family Planning Activity at a Primary Health Subcentre
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Taluk Kunnathunad
Site of PHC : Vadavucode

Beds 30
Population served 40,000
Number of subcentres : 4 in 6 panchyats

Subcentre : Pandamunde
Area served

Total population

Number of couples potentially eligible for family planning

Couples having accepted family planning

Couples not covered by family planning

Residual target

Protection afforded to 947 of 1045 couples

Family planning acceptances at June 1989'
Post-partum sterilizations
Vasectomies
Intrauterine device
Condom
Oral pill

Crude Birth Rate

Infant Mortality Rate

11.5 km2

7865

1145

947

198 of which 100 have no children

98 couples

90%

697
99
68
59
24

15/\000 (Kerala; 22: 1986)

<21/1000 lives births (Kerala; 29: 1984)

• Other activities such as immunizations. home visits, etc. were also recorded.

zation, many choose to have a sterilization much sooner
than this. Between 1957 and 1973 (Fig. 7) the number of
vasectomies exceeded the number of tubectomies; 84% of
the sterilizations were by vasectomy in 1966. Since 1974 the
trend has reversed and the number of tubectomies now
exceeds the number of vasectomies (Table VI) (Fig. 7). A
feature, which seems unique to Kerala, is that even couples
under the age of 30 years prefer permanent methods of pro-
tection. In 1984 the protection rate (contraception and
sterilization) was 52%, compared to 30% in India. Around
90% of couples seek sterilization after 2 children.

As in the rest of India, family planning services are provided
free, under Central Government funding. Payments are
made to acceptors of sterilization at the rate of Rs 165 for
tubectomy and Rs 145 for vasectomy; small payments are
also made to those providing the service. Both husband and
wife must agree to a tubectomy, but only the husband's con-
sent is required for a vasectomy.

The Family Planning Association of India (FP AI) is active
in Kerala and its functions complement those of the state
services. FPAI activities include an immunization programme
and education for school children and young people in the
problems and causes of over-population. The education of
women and girls about population and family planning
means that women can go to clinics on their own, and can
discuss their problems without embarrassment. Since the
level of provision of family planning services is the same as
that of the general health services, a villager can find family
planning facilities within walking distance of the home
(Tables III and V).

Population and Health Statistics
As shown in Fig. 2 the population growth rate during the first
half of the twentieth century in Travancore and Cochin was
greater than that in India. Figures for the CDR for the area
are lacking until 1931-41 , but it is clear that during this period
the CDR began to fall. This was followed by a steep decline
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1921 1931 1941 1961 1961 1971 1961

FIG8. Crude birth rates, crude death rates and literacy rates
for Kerala.
Figures for Literacy Rate: See Reference 14.
CBR 1931-70: See Reference 12 and 1971-86: See Reference 14.
CDR 1931. 1971-85: See Reference 14 and 1941-{i6: See Reference 12.

in the IMR from 1955 onwards, and finally by a decline in the
CB R in the mid-1960s--a classic instance of the demographic
transition (Fig. 8). It is of importance that the fall in the CBR
started when the total literacy rate reached 55% in 1963
(Fig. 8) (literacy rates for women in Kerala have been about
80-90% of those for men). This early fall in the CBR could
not have been due to contraception or sterilization as the
family planning services were relatively undeveloped at that
time. Zachariah, in a survey of 1000 Kerala households,
using data available up till 1980, concluded that 30% of the
decline in the fertility rate between 1965 and 1980 could be
attributed to increased age at marriage, with contributory
factors such as redistributive economic policies (land reform
and more equitable distribution of income). 33 When free and
widely available family planning services were introduced in
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the mid-1970s there was a further sharp fall in the CBR,
which coincided with the increased uptake of tubectomy, and
to a lesser extent, of vasectomy. Recent figures show that the
population growth rate for 1982 is now 1.65% compared to
2.25% in 1971.34 The Total Fertility Rate has declined from
5.9 in 1965-70 to 3.7 in 1975-80, a reduction of 38%;35 but
13% of women who do not want any more children are taking
no steps to prevent further pregnancies. The average number
of desired children is now 3.2536 and the average family has
between 2 and 3 children. Zachariah found that family size
was inversely correlated with duration of schooling, age at
marriage, per capita family income and size of land holdings.
Clearly Kerala still has some way to go before its population
has declined to replacement level, and there are still a large
number of families who do not make use of the family plan-
ning services. Nevertheless the evidence suggests that the
order of events in Kerala was the correct one for achieving
effective population control. These are:

1. Fall in infant and child death rates
2. Increased female education
3. Redistributive economic policies
4. Government supported free family planning services

easily accessible and integrated with all levels of the
health services.

APPLICATION OF KERALA'S POLICIES

India
Clearly the other states in India cannot reproduce the historical
and political background which laid the foundation for the
success of Kerala's population control policies. However, all
the states share the legislative and administrative framework
for family planning laid down by the Government of India,
and progress of the states towards implementation of these
policies has been very uneven. Unless New Delhi is prepared
to inject large amounts of Central funding, tied to an
improvement in education, health services, and family plan-
ning, there seems little more that the Central Government
can do. The key factors in the Kerala experience have already
been discussed. To reach a high level of female literacy tradi-
tional attitudes to women will need to change and this can
only occur gradually, through better education, and insis-
tence that girls complete their schooling. More resources
need to be put into primary and secondary education and
proportionately less into higher education. The media, par-
ticularly radio and newspapers, should carry information on
the importance of family planning, as was done in the early
days of family planning in Kerala.

The health services should concentrate more on preven-
tive and primary health care and less on curative medicine.
Improved immunization rates and better provision for the
distribution of oral rehydration treatment would make a big
contribution to lowering the infant and child death rates.
Comparative figures show that the PHCs and subcentres in
India are too widely spaced and therefore not easily accessible
by foot. Obviously in very sparsely populated areas mobile
units would be more effective in reaching isolated villages.
On the economic side, adequate retirement pensions
would reduce the dependence of old people on contributions
from their children, and reduce the incentive to have a large
family as a form of insurance.

It is obvious that the Government of India is well aware of
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the importance of population control, but some of the states
seem less convinced. Political attitudes to the distribution of
resources to education, health services, and family planning
will have to change, and in the final analysis only the electorate
can change the attitudes and policies of state governments.

Other low-income economies
National governments need to be convinced that large
amounts of money are not essential to an effective popula-
tion control policy _The International Agencies such as the
WHO, UNICEF, and the United Nations Fund for Population
Activities should be more active in educating governments
about the correct order in which they introduce reforms and
improvements. Female literacy and an expectation that their
children will survive must precede the introduction of com-
prehensive family planning programmes.

Aid programmes, whether. through international bodies
such as the World Bank, or voluntary agencies, could be
made conditional on demonstrating progress in democratically
supported reforms in education, preventive and primary
health care, and in family planning.
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