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Cost-Benefit Analysis Is Necessary 
K Prahlad 

The suggestion by S N Agarwala that the relative emphasis on different family planning methods m India 
should be determined on the basis of a cost-benefit analysis is very sound and the Planning Commission would do well 
to appoint a high powered committee of demographers and economists to go into the question. 

I T is known that the family planning 
movement in India has made little 

impact; and one of the reasons for 
the failure of the movement is that 
the Ministry of Health has no clear-
cut policy to put before the public. 
It has alternately emphasised the 
rhythm method, oral pills, chemical 
and mechanical contraceptives, sterik' 
sation (and now abortion?) without 
assigning any reason for the change 
in emphasis. It is pathetic to see the 
Government desperately groping in 
the dark and not deciding the ques
tion on merits through a cost-benefit 
analysis. 

Valuable Contribution 
Agarwala has given an ingenious 

formula for determining the require-
ments of contraceptives and it is appro
priate to first find out whether or not 
it is theoretically sound. In a 30-year re
productive period between ages 15 and 
45, an average woman in India pro
duces 6 children. Thus, the average 
inter-pregnancy interval comes to 5 
years for the entire reproductive span. 
If the average coital frequency is taken 
to be 72 per year, one might say that 
a total of 72x5 — 360 condoms would 
be required to prevent one birth on 
the assumption that a fresh condom is 
used for each coitus. 

But this estimate of the number of 
contraceptives needed is exaggerated 
for the simple reason that a woman is 
not exposed to the risk of pregnancy 
throughout this period. Coitus is avoid
ed when a wife is away from her 
husband. Likewise, when the husband 
is away from the wife there is no 
coitus. Again, it has been found 
that coitus is avoided on religious 
days, the days thus avoided ranged be
tween 2 and 120 in Ramanagaram 
(Mysore) and between 1 and 79 in 
Lody Colony (Delhi).1 Further when 
a woman is pregnant, she cannot have 
another child for the next 11 months 
(9 months of pregnancy and 2 months 
of puerperium) and it is reasonable to 
assume that contraceptives would not 
be used during the non-exposure 

period. Demographers take cognisance 
of this fact by taking the exposure 
period (exposure to the risk of pre
gnancy) into consideration. The con
cept of pregnancy rate adopted by 
Agarwala takes into consideration 
the number of pregnancies women 
can have during a unit of exposure 
period and is a distinct advance on 
the crude method of multiplying the 
coital frequency either by the repro
ductive span or the average inter-pre
gnancy interval for determining con
traceptive requirements. 

Exposure Period 

On the basis of a study of nearly 
6,000 visitors to family planning clinics 
in Delhi, Agarwala found that there 
are 62 pregnancies per 100 years of 
exposure when contraceptives are not 
used." This suggests that the inter-
pregnancy exposure period, on an 
average, is about 20 months (100 years 
or 1200 months/62 = 19.4 months) 
out of the total inter-pregnancy inter
val of 5 years spread over the entire 
reproductive span. This may appear a 
little strange. But. if count is taken 
of leakages from the reproductive 
span3 the average reproductive span 
shrinks from 30 to 18 years.4 Then 
add to it the religious days avoided, 
which may average out to 3-4 years 
during the entire reproductive span. 
Another 2-3 years of the reproductive 
span (this figure is not based on any 
survey and is a conjecture) may pos
sibly be spent by a married woman 
away from her husband. These leave 
a possible 17-18 years out of the 
average reproductive span of 30 years. 
Add to it another non-exposure period 
of 3 years due to 4 possible pregnan
cies t i l l the age of 40, and the dilemma 
faced by T J Samuel (The Economic 
Weekly, August 29, 1964) is resolved. 

Agarwala, has however, been more 
than generous in estimating the re
quirements of condoms. Instead of 
multplying the exposure period of 20 
months by the coital frequency of 7 
and arriving at the figure of 140, he 
has also considered accidental pregn

ancies due to condom failure and has 
increased his estimate of contraceptive 
requirement to 153 per avoided pre
gnancy. 

I may end the discussion in this 
section by saying that Agarwala has 
based his calculations on the best 
available information in the country 
and not on hunches or guess work. I 
question the appropriateness of using 
assumed values for criticising Agar-
wala's estimates. 

Cost of Vasectomy Under-estimated 
Agarwala has under-estimated the 

monetary cost of vasectomy. It is 
known that the cost of female sterili
sation (salpingectomy) is much higher 
than that of vasectomy (male sterili
sation); and no one can assume that 
of the 6-7 million sterilisation opera
tions required each year, all will be 
male operations. Therefore, the esti
mation of the cost of sterilisation on 
the basis of male operations alone is a 
generous concession and gives only the 
lower limit of the cost involved. 

According to the Central Family 
Planning Board, which met in Bom
bay recently, (The Economic Weekly, 
August 29, 1964, p 1452), private 
doctors would be paid Rs 10 per 
sterilisation operation. Another Rs 10 
per case would be paid for drugs and 
transport. Agarwala has taken the 
same figures (item 3 and 5 in his Table 
2) in estimating the cost. The Board 
has also suggested that payment equi
valent to 7 days' loss of wages should 
be given to all those who get vasecto-
mised. Agarwala has put this cost at 
a moderate figure of Rs 10-20 or an 
average of Rs 15. No one would con
sider this excessive. It is to be ap
preciated that this is a payment for loss 
of wages and is in addition to the mone
tary inducement of Rs 50 offered by some 
State governments or the middle-man 
commission of Rs 10 per case paid by 
Madras. Agarwala has not included 
these costs. This will be discussed 
later. If patients are hospitalised, 
there would be some cost of meals 
(Rs 4.00 per person for two meals even 
if the patient stays for one day in the 
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hospital) and another Rs 2.5 for dhobi, 
dai and other miscellaneous expenses. 
This is how Agarwala comes to his 
estimate of Rs 40 per vasectomy. 

He has grossly under-estimated the 
cost as he has not included Rs 50 of 
persuasion money which is paid to 
the patients. He has also not includ
ed the cost of training doctors who 
would be required to perform opera
tions nor the cost of hospitals or speci
al surgeries which will have to be set 
up. If all these costs are included, the 
figure of Rs 40 would swell to about 
five times. 

No Distribution Costs 
It is to be appreciated that Agar

wala has compared the direct money 
cost of vasectomy with the direct 
money cost of contraceptives (J N 
Sinha, The Economic Weekly, August 
29, 1964). Implicit in his argument is 
the point that the overhead monetary 
cost of the overall family planning 
programme would be common to both 
the methods. Social workers and so
cial psychologists would be needed to 
carry the message of family planning 
and to persuade people to either un
dergo vasectomy or to take to con
traceptives. Whatever machinery is 
required for this work would be com-
mon to both sterilisation and contra
ceptives. After people have been 
persuaded to take to contraceptives, 
those who use condom would buy 
them in the market and there would 
be no need for the existing costly 
machinery of family planning clinics 
to distribute contraceptives. Condoms 
would be available to the consumers 
through normal business channels. As a 
matter of fact, the exaggerated emphasis 
on opening family planning clinics and 
staffing them with medical doctors 
who remain busy for barely two or 
three hours a day is highly wasteful 
and the sooner it is given up, the 
better. Besides providing employ
ment to some lady doctors, the clinics 
do precious little —- the average atten
dance per clinic in India is barely 102 
per year! This, however, should not 
be taken to be the figure of regular 
attendance. 

Agarwala has broken new grounds 
in his article and has suggested a very 
useful technique for cost-benefit analys
is of various methods of birth control. 
The Government would do well to 
keep this approach in mind while for
mulating the Fourth Plan family plan
ning programme. 
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Emphasise Motivation, Not Means 

R S Dheer 

THE thought-provoking article by 
S N Agarwala has shown that the 

likely performance of sterilisation is be
ing exaggerated in India and that 2.5 
million operations are not going to re
duce the birth rate by more than 12 
per cent in a 10-year period. The Go
vernment would do well to keep this 
in mind while making plans for a de
cline in birth rate to 25 by 1971. If 
current experience is any guide, the 
birth rate will not decline to 25 even in 
thirty years. 

I find the criticism of Agarwala by 
T J Samuel (The Economic Weekly, 
August 29, 1964) wholly misplaced on 
the following grounds; 

(1) Agarwala's formula seeks to dis
tinguish between the actual period of 
exposure and the fertility span. It is 
known that a woman can have children 
during the fertile period only when she 
is exposed to the risk of pregnancy. If 
she is not so exposed, she is unlikely to 
have children. Contraceptives, there' 
fore, are required only during the 
"risky" period and not throughout the 
reproductive span. Agarwala has taken 
into account only the risky period, while 
Samuel wrongly thinks that the entire 
reproductive period should have been 
considered. 

(2) There is no evidence to show that 
the coital frequency of 7 per month 
taken by Agarwala is an under-count. 
It is the average for the 30 year period 
and seems reasonable. As a doctor, I 
have asked a number of patients about 
the frequency of coitus. Those who are 
young consider this figure low, while 
those who are above 35 consider it 
high. Perhaps, Indians are less indul
gent than people in some other coun
tries. 

(3) Samuel has mistakenly taken Rs 
10-20 paid to those undergoing vasecto
my for loss of wages as incentive 
money. As a matter of fact, Agarwala 
has not included—as he has stated 
clearly—the incentive money of Rs 50 
paid to each person sterilised. If it is 
included, the cost of sterilisation would 
increase two-fold. 

(4) Samuel has failed to distinguish, 
unlike J N Sinha, between the cost of 
family planning propaganda and the cost 
of condoms required to prevent one 
pregnancy. The first cost is common 
to all the methods including sterilisa
tion. Perhaps, the cost of propaganda 
would be higher in the case of sterilisa
tion as greater efforts would be required 
to persuade people to undergo vasecto
my than to use the condom. It is, there
fore, only the direct costs of the two 
methods which have to be compared. 

(5) Samuel has suggested that the 
distribution cost of condoms should be 
included in any cost-benefit analysis. 
Once people have been persuaded and 
the demand has been created, people 
should he able to buy condoms in the 
market. When there is demand, shop
keepers would start stocking condoms 
as in other countries. 

I may be uncharitable, but I have a 
feeling that a vested interest has been 
created in favour of sterilisation as it 
is likely to provide employment to a 
large number of doctors. This perhaps 
is the reason why so much emphasis in 
India is placed on methods rather than 
on motivation. In a group of willing peo
ple any method would do the trick. In 
some western countries even now 40 
per cent of the people use withdrawal. 
Why is this method nor suggested in 
India? 
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