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Introduction

India’s current demographic phase is
characterised by rather high fertility and
moderate mortality rates. As a result, the
country’s population is growing rapidly
with about 18 million people being added
to it annually, to give a 2.1 per cent increase
per annum.

Data from 104 countries' indicate that the
rising use of contraception is indisputably
the main proximate determinant of the fer-
tility decline experienced by developing
countries. They have also revealed that no
country has approached replacement level
- fertility without reaching a contraceptive

prevalence rate of at least 50 per cent.

. This paper looks at fertility related indi-

~cators and changes in the use of contracep-
tion in India together with a marketing per-
spective of the national family planning pro-
gramme. It seeks to show that a suitable
marketing approach can bring about signifi-
cant improvements in the effectiveness and
efficiency of the programme.

Trends in contraceptive use and fertility
Alook at the fertility data of India shows
that the general fertility rate declined by 25.7
and 15.8 per cent in urban and rural areas
respectively while the total fertility rate
(TFR) declined by 27.9 and 20.4 per cent re-
spectively (Table 1).! During the same pe-
riod, the urban and rural crude birth rates
fell by 12.3 and 12.5 poin.;s respectively.?

During the late 60s, vasectomy was the
mainstay of the family planning programme,
and in 1967-68, it constituted 90 per cent of
the 1.84 million sterilisations performed that
year.? Vasectomy acceptance peaked at 6.2
million in 1976-77, and though the total num-
ber of sterilisations continued to rise, vasec-
tomies fell consistently and constituted only
20.5 per cent of all sterilisations in 1981-82,
6.2 per cent in 1990-91, and just 3.4 per cent
of all sterilisations in 1993-94 (table not
given). As aresult, the couple protection rate
(CPR) rose from 23.8 per cent in 1981-82 to
44.1 per cent in 1990-91, and the contribu-
tion of terminal methods to the CPR de-
creased by 16.7 per cent. In 1990-91, about
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TABLE 1
Urban-rural fertility indicators, 1972-1988

43

Indicator Area 1972 1978 . 1984 1985 1986 1987 1988

Birth rate Urban 30.0 27.9 28.6 28.2 27.5 26.9 263
Rural 37.7 34.5 35.0 34.6 34.1 33.6 330

GFR Urban 139.8 111.6 120.2 112.9 108.1 108.5 1039
Rural 165.6 146.8 2 1Y | 146.9 145.6 141.8 1395

GMFR Urban 172.9 143.6 166.1 157.3 150.6 152.5 146.2
Rural 190.8 170.2 191.0 184.4 182.8 179.6 1777

TFR Urban 4.3 3.4 3.5 33 3.1 3.2 3.1
Rural 5.4 4.8 4.8 4.6 4.5 4.4

GRR Urban 2.1 1.6 1.7 1.5 1.5 1.5 1.5
Rural 2.7 2.3 2.3 22 2.2 2.1 2.0

GFR = General fertility rate; GMFR = General marita
reproductive rate

Source: F.W. Programme in%dia, Year Book 1990-91,

68.7 per cent of all acceptors were protected

by sterilisation, 15.2 per cent by the IUD, and

16.1 per cent by other methods. (The corre-
sponding figures for 1981-82 were 87.3, 4.5
and 8.1 per cent respectively.)

The Third All India Survey on Family
Planning Practices conducted by the Opera-
tions Research Group? in 1988-89 estimated
that among current users, 69.7 per cent had
adopted a terminal method; 4.2 per cent, the
IUD and 26.1 per cent other methods. It also
reported that 75 per cent of the estimated
134.3 million acceptor couples were from
rural areas. In both urban and rural areas,
the increase (nine per cent) in terminal
method acceptance during 1980-88 was
lower as compared to that (16 per cent) dur-
ing 1970-80. Overall, for all modern meth-
ods. except the IUD, the increase in accep-
tance during the 1980-88 period was lower
than that observed during the 1970-80 pe-
riod. :

Many reasons have been advanced for
non-adoption or discontinuation of family
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| fertility rate; TFR = Total fertility rate; GRR = Gross

Government of India, pp. 996, 109, New Delhi (1992). :

planning methods.® In general, among the
perceived effects of contraceptive use, “can't
work hard” is the most frequently men-
tioned for sterilisation, followed by men
strual problems (with IUD use) and pain
(tubectomy), and or desire for another child
Among those who practiced traditional
methods, 17 per cent found them unreliable
and had shifted to other methods while ar-
other 15 per cent had discontinued follow-
ing method failure.

A marketing perspective

The National Family Planning Pro- .
gramme in India, started in 1951, was based
on a clinical approach. Even after four de
cades, the rapidly growing population ré
mains a major hurdle in the country’s path
to development. The proportion of couples
effectively protected by family planning s
far below that required for checking the
country’s rapid population growth. Se
ondly, some states do not show a decline if
the birth rate corresponding to the increasé
in contraceptive practice (Table 2).
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FIGURE 1
Stratification of major states by increase in CEP and decrease in CBR
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Note: CEP = Couples effectively protected; CBR = Crude birth rate
Source: Family Welfare Programme in India, Year Book 1990-91, p. 213, Government of India,

New Delhi (1992).

Figure 1 presents the relationship between

the percentage of couples effectively pro-

tected (CEP) during 1980-91 and the crude
birth rate (CBR) during 1980-88 for the ma-
jor states which have classified as ‘high’, ‘av-
erage’ and ‘low’ with respect to the corre-
sponding all India values.

Between 1980 and 1991, the CEP value for
the country as a whole showed an increase
of 97.8 per cent while the CBR decreased by
6.8 per cent. Further, while the increase in
CEP was ‘high’ in Rajasthan, Uttar Pradesh
and Punjab the decrease in CBR was only
‘average’ in the first two states and ‘low’ in
Punjab (Figure 1).

In Karnataka, inspite of a high increase
in CEP, there was, in fact, an increase in CBR.
Possible reasons for such a relationship be-
tween the CEP and CBR include :

1. the degree of reliability of the statistics on

contraceptive use provided by the respec-
_tive state governments

2. differences in the method-mix in differ-
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ent states for achieving a given level of
CEP. For example, the share of terminal
methods in Assam is 91.5 per cent, while
itis only 54.2 per cent in Punjab as can be
seen frgm Table 3

3. the method used for calculating CEP
which misses out on the drop out rate of
the IUD, or the period during which us-
ers of conventional contraceptives are not
protected due to various reasons includ-
ing improper use or non-use

4. low effectiveness of the method due to the
poor quality of the contraceptive device
or service provided, and

5. the mis-match between the actual contra-
ceptive needs of the people (for informa-
tion, products and services) and what is
accessible and ultimately provided to
them. This is probably the most impor-
Ltant reason.

Understanding the needs and satisfying
the unmet needs of people by providing
appropriate and quality products and ser-
vices is the essence of the marketing ap-
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TABLE 2
Couples effectively protected and crude birth rate, major states of India

State CEP  CEP  Incr. CEP in 1991 due to CBR  CBR Decr.
1980 1991 in 1980 1988 in

CEP-  Sterl. 1uD CcC opP CBR

(%) (%) (%) (%) (%) (%) (%)

Andhra Pradesh 256 443 73.0 80.4 ‘8.1 7.4 1.6 316 278 120
Assam 19.3  28.2 46.1 91.5 57 2.1 329 321 2.4
Bihar 12.4 26.0 109.7 858 - 11.1 1.9 1.2 38.4 36.1 6.0
Gujarat 313 578 847 680 19.0 10.0 29 351 29.7 154
Haryana 291 56.6 945 580 224 171 25 368 345 6.3
Karnataka 223 469 1103 827 115 3.4 2.1 280 285 -1.8
Kerala 289 556 ' 924 824 9.4 6.5 1.8 260 207 204
Madhya Pradesh 21.7 40.3 85.7 67.2 13.2 13.9 5.5 3zh 36.3 3.2
Maharashtra 345 56.2 629 749 119 7.5 5.7 283 289 -2.1
Orissa 269 410 524 763 13.7 74 29 319 314 25
Punjab 235 758 222.6 542 321 10.9 28 296 285 3.7
Rajasthan 133 290 118.0 755 15:2 6.6 2.8 3741 34.2 7.8
Tamil Nadu 28.2 573 103.2 785 15.4 2.8 3.3 283 233 177
Uttar Pradesh 11.5 355 2089 56.1 324 9.3 2 395 373 5.6
West Bengal 214 337 575 864 6.5 4.2 3.0 325 288 114
All India 22.3 ‘ 441 97.8 68.7 15.2 11.6 48 338 315 6.8

Note: CEP = Couples effectively protected; CBR = Crude birth rate;

Incr. =
CC = Conventional contraceptives; OP = Oral pill

Increase between 1980 and 1988; Sterl. = Sterilisation;

Source: Family Welfare Programme in India, Year Book 1990-91, Government of India, pp.100, 109, 210-213,

New Delhi (1992).

proach. The present practice of target setting
for individual methods by the Central Gov-
ernment can be viewed as a ‘seller’s’-ap-
proach. The focus is on the product or Ser-
vice and it is assumed that the people have
to be cajoled with incentives etc. or even
pressurised into using the various family
planning products or services.

The low effectiveness of a method or ser-
vice is obviously an indication of the lack of
an appropriate marketing strategy. Low ef-
fectiveness can be due to the poor quality of
the product and/or service provided,
sterilisations performed on couples who al-
ready have many children and the wife is at
the end of her rcproductive span,
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discontinuation due to unsuitability of the
method on medical or health grounds and
the absence of proper counselling, and the
misuse or non-use of contraceptives like the
condom, pill etc.

The Indian Government has been
criticised for its failure to handle family plan-
ning as a marketing problem, right from its
early stages.* Using a marketing approach,
Dey,’ Director Family Planning at the Tata
Iron & Steel Company, Jamshedpur, who has

 already achieved the target set by the Gov-
ernment for 2000 A.D. in the steel township,
has rightly said that family planning is “not
a medical problem but a marketing prob-
lem.” :
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An almost exclusive emphasis on
sterilisation has been a serious problem with
the Indian family planning programme. The
poor quality of family planning information
and services along with a monolithic and
inflexible approach to service delivery have
also been recognised as the major weak-
nesses of the programme . In addition to this,
inappropriate government policies and bi-
ases among health providers have con-
strained access to the full range of modern
methods thereby limiting reproductive
choices.

In the following sections, a marketing
perspective of the family planning pro-
gramme in India is presented beginning with
an assessfnent of contraceptive needs lead-
ing to the concept of market segmentation
followed by a discussion of the four basic
‘Ps” of marketing namely, product, price,
promotion and place.

Needs Assessment

Is lack of demand for family planning
services and products the main hurdle as
a section of the population programme
managers argue? Probably not! The Na-
tional Family Health Survey, 1992-937 gives
an indication of the unmet need for family
planningeservices and products. Of the
one-third of all currently married women
who expressed the desire for another child,
58 per cent reported that they would like
to, wait for at least two years before hav-
ing the next child. Interestingly, the desire

for spacing children was very strong

among women who had less than two chil-
dren. And, more than one-quarter of all
currently married women indicated that
they did not want any more children. This
strong desire expressed by these women
for spacing and limiting cannot be ignored.

Identifying the target population and as-
sessing their needs is the starting point of a
marketing approach. More attention needs
to be given to regular updating of the Eli-
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gible Couple Register (ECR) which is simple
to maintain and easy to analyse. This is an
important tool for programme management
and provides useful information about the
target population.

Understanding the need for contraception
is the second step. The.information and
method needs vary among the urban and
rural populations according to the literacy
level, age, stage in the reproductive cycle,
parity status of the couples, and, of course,
the sex of the user. It is here that the concept
of market segmentation can be used gain-
fully to identify the specific needs of differ-
ent groups of people.

“Market segmentation is the act of divid-
ing a market into distinct group of buyers
(in this case users) who might require sepa-
rate products and/or marketing mixes.” ®
Some examples of the segments into which
potential family planning users can be di-
vided are:
~ women who have an unmet need and do

not know about the methods of family

planning
~ couples with an unmet need for spacing
~ couples with an unmet need for limiting
- women who have experienced side effects
due to the use of family planning
method(s) and received no help,
— couples atrisk of having a child soon, and
SO on.

These preliminary segments can be di-
vided further into sub-segments based on
another set of criteria viz. age group of
mother, parity, past history of medical prob-
lems etc.

The third step concerns market targeti.ng
or the identification of key segments, that is
homogenous groups with similar needs for
contraception, in order to introduce appro-
priate interventions which will improve con-
traceptive or service effectiveness.

The four basic ‘Ps’ of marketing namely
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product, price, promotion and place can now
be discussed in terms of effectively satisfy-
ing the contraceptive needs that have been
assessed.

Product

Designing and providing the right prod-
‘uct is the first step in the process of effec-
tively meeting identified needs. The most
important facet of the right product is its
positioning. According to Ries and Trout,’
“Positioning is not what you do to a prod-
uct or service but what you do to the minds
of people”.

It is essential to understand what the
people think is being offered by the family
planning programme rather than what the
government or the personnel associated with
the health care delivery system believes they
are providing. That is, is the product per-
ceived as a concept or idea such as:

— Dbetter health for mothers and children?

- the small family norm?

— helping to solve the problem of over
population faced by the country?

or is it perceived as

- a tangible product or service such as

- a contraceptive viz. the IUD, condom,

Copper-T etc.?, or
- sterilisation viz. vasectomy and

tubectomy or laparoscopy?

Positioning family planning products and
services as something desirable and a means
of better health, particularly for mothers and
children and for the family in general is es-
sential for increasing their acceptance and
thereby the CEP and its effectiveness.

"The second aspect of providing the right
product concerns the choice of appropriate
contraceptive methods to meet the needs of
individuals. In India, the discontinuation
rate of the IUD is rather high probably due
to inadequacies in screening, poor follow-
up, complications and exaggerated
rumours.
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The actual availability of the contracep-
tive method for which there is an expressed
need is the third consideration in providing
the right product. For example, a nationwide
survey" conducted in India in 1986-87 indi-
cated that among non-sterilised couples
seeking a temporary method of contracep-
tion, nearly 75 per cent of those who wanted
an IUD reported that they could not get it;
67 per cent reported failure in getting con-
traceptive pills, and 40 per cent in not being
able to get condoms.

The quality of the product is the fourth
attribute of the right product. Leaking
condoms, oral pills of non-uniform hor-
monal content, or non-sustainability of the
material used for the IUD are not uncom-
mon. Similarly, poor quality of services while
inserting an IUD or conducting vasectomies
and tubectomies is another area of concern.
This not only reduces the effectiveness of the
method but also discourages its continuation
due to side-effects and prevents the entry of
new adopters.

The introduction of newer methods of
contraception developed either in India or
in other countries is likely to expand the base
of contraceptive users. Making more mod-
ern methods of contraception available was
found to increase contraceptive use when a
new method is introduced; though some
couples tended to switch over from the
method they were practicing, most accep-
tors were new."? Therefore, designing and
providing a qualitatively superior product
or service which the people feel meets their
contraceptive needs is basic to the success
of the marketing approach.

Price

The government of India provides vari-
ous family planning services and products
free of cost through an extensive health care
delivery system in both urban and rural ar-
eas. Does that mean that there is no cost in-

‘volved in availing of these services? What

The Journal of Family Welfare
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about the cost of travelling and other non-
monetary costs such as opportunity costs of
loss of wages, energy costs, and last but not
the least, psychic costs. Analysing the role
of price in the acceptance of the product or
service requires the whole gamut of costs
mentioned above to be considered.

Marketing experts argue that attaching
some monetary cost to the product or ser-
vice may bring about a perception of the
value of the product, its better acceptability
and lesser wastage in the case of the condom
and other methods which are distributed
free of cost. It is this concept that gave birth
to social marketing in India in 1968, with the
condom being the first contraceptive prod-
uct to be introduced in this new marketing
programme. Though the entry of voluntary
organisations like Population Services Inter-
national (PSI) and Parivar Seva Sanstha
(PSS) in the late 1980’s brightened the sce-
nario of social marketing in India, the cur-
rent status of the programme is not very
encouraging. In 1987, social marketing of the
oral pill was also started.

Promotion

Promotion plays an extremely important
role in the positioning of the product in the
minds of the people. =~ What do people
think about the quality of the product or ser-
vice available to them? Does it inspire their
confidence in the product or service pro-
vided, in the system offering the product,
and the after sales service available? And,
do people feel that spacing births and limit-
ing family size are in their own interest
rather than in fulfilling their duty to the na-
tion? r

Some research studies indicate that the
user’s knowledge of the various methods of
contraception available is confined to
sterilisation. This may be one of the reasons
for the high prevalérlce of terminal methods.
For example, a study of 400 women in 50
villages of Karnataka showed that 90 per
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cent chose sterilisation and onlya few knew
about spacing methods.”

The perceived and actual problems asso-
ciated with the use of contraceptive choices
discussed earlier indicate that there is lack
of appropriate information among users, the
quality of the service/product provided is
poor, and the support services are not ad-
equate for dispelling myths or providing
relief where needed. When the user is pro-
vided with complete information about not
only the different options available but also
their advantages and the possible side-ef-
fects, and the care to be taken, and he/she is
given the choice and also helped to choose
the method most appropriate for him/her,
the chances of continuation with the method
are high, resulting in a greater effectiveness."

Another area, where promotion can play
an important role in better acceptance of
family planning services is that of provid-
ing information on the non-contraceptive
health benefits such as the reduction in ma-
ternal and infant mortality due to a decrease
in the incidence of high-risk pregnancies:
birth timing can prevent the undermining
of the health and nutritional status of the
mother which can otherwise aggravate pre-
existing health problems during pregnancy
such as high blood pressure, heart condi-
tions, diabetes, severe anaemia etc. For ex-
ample, barrier methods help protect users
against STDs including HIV infection and
prevent cervical cancer. Oral contraceptive
users are less likely to develop breast cysts,
recurrent ovarian cysts, iron deficiency
anaemia and the pill can also be used to
regulate the menstrual cycle. Implants and
injectables can also decrease menstrual
bleeding.”

Place
Finally, it is a question of making sure that

 the product is available at the right place.

This has implications on both the monetary
and non-monetary costs associated with the
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use of the product or service. On the one
hand, the health workers are blamed for
their preoccupation with family planning
targets but on the other, their reach, in spite
of their preoccupation, appears to be limited.

One answer to making the services more
accessible and taking care of the fourth mar-
keting ‘P’ - place or distribution, could be
the involvement of the large network of pri-
vate practitioners in the rural areas, espe-
cially those practicing the indigenous sys-
tems of medicine. Experimental evidence
indicates that private practitioners in rural
areas can be fruitfully involved in the deliv-
ery of health and family welfare services.'"

A scheme for involving private practitio-
ners of modern medicine in urban areas was
started as early as 1962-63 for conducting
sterilisations. Thoughitis still continuing, it
lacks clear direction; changes were random
and not based on appropriate evaluation.”
In spite of recognising the importance of the
involvement of private practitioners long
ago it has not yet become a reality, perhaps
due to the lack of a clear perspective on the
part of policy makers.

Some of the issues one has to address be-
fore involving private practitioners would
be: How many are interested in being in-
volved in the national family planning pro-
gramme? What will motivate them or what
would they expect in return? What is the
present level of knowledge and skills of
those interested? What are the training needs
and inputs required to make their involve-
ment worthwhile? How can the quality of
their services be monitored? And, what will
be the link between the government health
~ care delivery system and the private practi-
tioners? Besides, there is also a need for a

clear vision of the role of the private health

care delivery system.

Conclusion :
Controlling and stabilising the country’s
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population continues to be a major concern
of policy makers and programme managers
in India. Among the various factors which
influence the reduction of the population
growth rate, the contraceptive prevalence
rate is probably the most directly related, the
other proximate determinants being the fe-
male age at marriage, breastfeeding and in-
duced abortion. This paper highlights the
substantial unmet need for spacing methods
and that apart from the products, serviceand
information accessibility and availability do
not match the contraceptive needs of indi-
viduals. '

Shifting from the present ‘seller’s ap-
proach’ of fixing method-wise targets to the
marketing approach is the key to better pro-
gramme effectiveness. Meeting the unmet
need for contraception involves identifying
the target population, assessing their needs
for contraception more specifically for vari-
ous segments and targeting the key seg-
ments for more effective interventions. By
formulating a suitable marketing mix of the
right products of desirable quality and af-
fordable prices, backed by promotional ac-
tivities aimed at facilitating the process of
informed choice and counselling to dispel
myths or solve problems faced by users, and

‘making the product/services available at

places convenient o the people, programme
managers and policy makers can increase
programme effectiveness and expect a
greater programme impact.

The operationalisation of the change from
the seller’s approach toa marketing perspec-
tive calls for a number of changes. The first
prerequisite is a strong commitment from
policy makers and state level officials. The
most important role of this group lies in
changing the way of fixing targets from a
method based to a need based method.

The endorsement of a new strategy at the
1994 International Conference of Population

“and Development in Cairo which focusses
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on meeting the reproductive health needs of
individual women and men rather than on
achieving demographic targets is likely to
create an environment conducive to this ap-
proach. The growing recognition of repro-
ductive health needs is another facilitating
factor.

The next most important requirement is
a proper and complete perspective of the
marketing approach among researchers and
advisors to population programme manag-
ers and policy makers. (For some, market
segmentation is the end of marketing. For
others, advertising is all about marketing,
and yet others view marketing as a tool
which creates a greater demand for products
and/or services).

Improvements in the quality of person-
nel at different levels especially at the op-
erational level in terms of technical skills as

well as managerial skills is the third requi-
site. The fourth aspect is the ability of the
health care delivery system to position fam-
ily planning services as something desirable.
This entails bringing about attitudinal, per-
ceptional and behavioural changes among
the people. Who can play a better role in the
right positioning of a product or service than
the satisfied user? And finally, without im-
provements in the choice, accessibility and
quality of contraceptive methods and ser-
vices including contraceptive information
services, the marketing approach simply
cannot succeed.
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