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Executive Summary
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According to the National Family Health Survey (NFHS 3) conducted in 
2005-06, one in every two Indian women has an “unwanted” child1.  That is, one in 
every two women has one more child than they thought was the ideal number of 
children for their family. These are births that could have been prevented had the 
woman had better access to family planning services. Inability to plan the number 
of children and having family sizes larger than the family had planned for, as we 
show in the report, leads to higher infant mortality. It leads to poorer health out-
comes for the mother and the child and will also be accompanied with reduced 
human capital investments not just on this child but on all the other children in the 
family. It also leads, unfortunately, to an increased reliance on female sterilization 
as a method of contraception. We term this unfortunate because, both in terms of 
human and economic costs, female sterilization is a costly method of contracep-
tion.

While there are these and other associated human costs of inaction in an inad-
equate family planning program (FPP), the focus of this report is on the economic 
costs of such inaction. Throughout this report we conceptualize and measure eco-
nomic costs as the benefits foregone by not investing in an adequate FPP.
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These are thus the gross costs of inaction. The states of study in this report are 
Andhra Pradesh, Bihar, Uttar Pradesh and Tamil Nadu. To quantify the foregone 
benefits we need to develop a benchmark so that we can then compare the cur-
rent situation with the benchmark to estimate how much could have been saved 
if the benchmark was achieved. We do this by using the state of Kerala as a bench-
mark2.

We report how much expense could have been avoided in the four states of study 
if they achieved the same levels of unwanted fertility as Kerala3.  The costs are 
separated into private and public costs, with private costs being the costs borne 
entirely by the family and the public costs by the state. Private costs are further 
divided into costs of childbirth and costs of child rearing. Our calculations suggest 
that the economic costs of inaction are very significant. They range from around 
2% of state GDP for Tamil Nadu to 14% for Bihar! Given that these do not include 
difficult to monetize human costs of inaction, these are lower bounds on the true 
costs of inaction in FPP. These numbers are staggering.

India has a large young population and the number reaching adulthood are in-
creasing every year. If the incidence of unwanted pregnancies per woman does 
not decrease significantly the costs associated with these children is only going to 
increase. So what role can health policy play in bringing these costs down?
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Using the NFHS data we document two pertinent facts. First, women in India still 
get married early and start their fertility cycles at very young ages. Second, women 
who give birth at a younger age go on to have both, more children and more un-
wanted children. This combined with the fact that the number of unwanted chil-
dren cannot be brought down for older women suggests that FPP has to focus on 
younger and newly married couples. The aim has to be to prevent these younger 
women from ending in the same situation as their older cohorts. We argue for 
a comprehensive FPP with easy access to information, contraception and family 
planning services. However an exact formulation of the details of the policy re-
quires more research and is left to a later exercise.

This report highlights the benefits that can be obtained through appropriate action 
by the state in FPP. It underlines the need for swift action to avoid an escalation in 
the costs associated with unwanted fertility (which as pointed earlier include not 
just economic costs but poor health outcomes for the children and the mother).
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INTRODUCTION

1
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India’s birth rate is falling, but does that mean that family planning is of little 
relevance now or, to put it more mildly, losing its urgency? That female steriliza-
tion has of late become, by far, the most prevalent method of limiting fertility, 
indicates the need for family planning in bold italics. True, sterilization is an option 
that women should exercise, but when 77% of those sterilized have never used 
any other method before (NFHS 3: page 136), the extent to which family planning 
must gear up becomes very apparent. 

It is heartening that fertility rate, country wide, is declining, but the excitement 
over this must be tempered by the fact that it is not declining as fast as it was ex-
pected to (NFHS 3: page 79). Moreover, both IMR (42 per thousand live births) and 
MMR (178 per 1000 live births) are still quite high which adds to the human costs 
associated with inadequate family planning services. It is not unreasonable to ar-
gue that these cost would have fallen if the full gamut of family planning (including 
non-invasive methods of birth control), were easily accessible. 

This is where family planning must contribute in its fullest sense, from education 
to availability of birth control services, to access to health workers. Once these 
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are properly in place, the recourse to sterilization among women would certainly 
fall. See Figures 1 and 2 for graphic represenation of contraceptive usage accross 
states. Though this is an expensive procedure, not to mention the physical hard-
ships involved, yet, unfortunately, sterilization constitutes 74.4% of the birth con-
trol methods employed in India.  This is unconscionably high, way more than all 
our neighbours, and almost four times that of Bangladesh (FP 2020 Partnership in 
Progress 2013-2014).

Investing in family planning is an imperative for it reduces both human and eco-
nomic costs. We shall soon demonstrate that the economic costs of inadequate 
family planning are enormous. An effective family program would free resources, 
allowing us to invest in greater amounts towards developmental projects. The 
main aim of our study is to demonstrate just this, and we shall turn to it presently.
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FIGURE 1A
Contraception method currently used – All India
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The figure shows the share of each method of contraception for all India and the state of Kerala. 

Author’s calculations using the NFHS 3 data. All calculations use national level women’s weights.
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FIGURE 2A
Contraception method currently used – UP and Bihar
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The figure shows the share of each method of contraception in the states of Uttar Pradesh and Bihar. 

Author’s calculations using the NFHS 3 data. All calculations use national level women’s weights.
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FIGURE 2B
Contraception method currently used – AP and TN
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The figure shows the share of each method of contraception in the states of Andhra 

Pradesh and Tamil Nadu. Author’s calculations using the NFHS 3 data. 

All calculations use national level women’s weights.
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Human Costs

1.1

There are several good reasons to believe that the size of unmet need in fam-
ily planning is indeed very high. Had family planning reached couples that need 
it, some of the tragic consequences of not attending to birth control, such as high 
IMR, would not have figured. While states like Bihar, Uttar Pradesh or Jharkhand 
still manifest fertility rates well above the national average, this is still not the full 
story (NFHS 3: page 82). The number of mothers who are not yet 20 years of age 
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is much too large to be left both unnoticed and unattended (NFHS 3: pages 79, 
92-94).

This is because children of women that young are more prone to die in their infan-
cy (NFHS 3: 184). In a country where 0.33 of already married women have grieved 
over a dead child (NFHS 3: page 88), IMR is a gruesome and tragic reality. Data 
unequivocally suggest infant mortality is highest when child bearers are between 
15-19 years of age (NFHS 3: 185ff). Consequently when the mother is 20 years old 
and more, not only does Infant Mortality Rate (IMR) come down (NFHS 3: page 
186), but, concomitantly, the level of immunization among children goes up sig-
nificantly (NFHS 3: page 229).

In addition, if there is adequate spacing between children, then again, the survival 
rates of both mother and the new born increase. Strangely enough, there is no 
strong relationship between education and birth spacing (NFHS 3: pages 89, 91). 
Be that as it may, what is incontrovertible is that the age of the mother is signifi-
cant when it comes to the spacing of children. Those who first conceive between 
the age 15-19 also have the least spacing between children (NFHS 3: page 88) 
which increases the risk of infant mortality (NFHS 3: page 186).

Neither must we overlook the reality that the awareness of family planning meth-
ods is also the lowest amongst such young mothers (NFHS 3: page 119). At this 
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point, we should also take into account that approximately 75% of women, who 
were between 20-49 years of age when the NFHS 3 was carried out, were already 
married before they were 20 (NFHS 3: page 163). Also, as many as 30% of women 
in the age group 25-49, at that time, had given birth before they were 18, and as 
high a proportion as 53% before they turned 20 (NFHS 3: page 92).

Add to this the fact that if the age of marriage goes up so also does the level of 
education; this alone has multiple consequences. Better educated women seek 
ante natal-care more actively than those who have fewer years of schooling (NFHS 
3: page 194). Young mothers are obviously less educated in formal terms and, 
therefore, it is not surprising that their fertility rates are higher (NFHS 3: pages 
79-80). To make matters worse, the immunization level of their children too is also 
very low (NFHS 3: page 229). In other words, young mothers are the most vulner-
able, and it is this group that should receive maximum attention in India’s family 
planning program.

For reasons such as these, family planning should not play just a cameo role, but 
come out stridently in the open. For example, as has already been mentioned, if 
0.33 children die per married woman then more frequent fertility episodes will fol-
low as a consequence. Birth intervals, which are generally quite low (NFHS 3: page 
86), get even shorter if the previous child had died (NFHS 3: page 90). It has also 
been recorded that as many as one out of every five woman in India receives no 
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ante-natal care at all (NFHS 3: page 195), and this is even lower for others between 
15-19 years of age. In such circumstances, the survival chances of children born to 
such young women are always somewhat precarious. It is for this reason, it is ar-
gued, that roughly half the women who would give birth while the NFHS 3 survey 
was being carried out, fall in the high risk category (NFHS 3: page 189).

When you have a teenage mother, it follows that this woman has not had a proper 

chance at education. When mothers have had about 10 years of formal school-

ing there is a very clear preference for a small family among them (NFHS 3: page 

104). Here too we have convincing figures to show that with education it is not just 

the age of marriage that goes up, but so also does the immunization rate among 

children. Happily, what falls at the same time, are Infant Mortality Rate as well as 

Maternal Mortality Rate.

Family planning services, therefore, need to be directed more forcefully towards 

women who marry young, or those who are forced into marriage before they are 

20 years old. If the first born is to an older woman, ideally between 20-29 years of 

age, then three things happen together: family size, IMR and MMR, all go down 

significantly. In other words, there is an urgent need to address couples where 

girls can become mothers while still in their teens. These are probably the most 
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profound reasons why family planning services should bend its back to make sure 

that the median age of mothers goes up. 

What is very significant in this discussion is the data we have from women respon-

dents of NFHS 3 on what they consider to be the desired number of children. When 

this is contrasted with the actual number of children they have, the difference is 

about 30%. If everybody could have their desired family size, fertility rate would 

drop to 1.9 from the current 2.7 (NFHS 3: page 107). More than anything else, 

this figure alone demonstrates the huge, unmet felt need that calls out to a more 

comprehensive family planning program (FPP henceforth). It is not as if women do 

not know about contraception, in fact, knowledge on this count is nearly universal 

(NFHS 3: page 113). If, after this, the actual family size is far from the ideal that 

women express, the availability of services should be held responsible.

Now to the most tragic consequence of the unmet need for family planning ser-

vices. As condoms constitute only 9% of total contraceptive methods used (FP 

2020 Partnership in Progress 2013-2014)4 , sterilization looms up as a worthwhile 

option for women. Recall alongside that there are still a large number of 15-19 

year old mothers, and that infant deaths encourage higher fertility. Female steril-

ization is not a painless alternative but one that has layers of trauma embedded in 
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it. The shocking incidents of fatality among women who underwent sterilization in 

Chhattisgarh in 2014 say it all. At the same time, sadly, only 29.2% of rural women 

and 20.5% of urban women are ever told of what side effects to expect with ster-

ilization (NFHS 3: page 143). Why then should women choose to undergo such a 

harrowing way out? It stands to reason that if family planning services were avail-

able across society, urban and rural, especially among teenage mothers, then the 

incidence of sterilization would significantly decline.
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Cost of Inaction

1.2

It may be contended that family planning is largely an unfelt need and, in some 

ways, an imposition from without. This is, however, not strictly true. We get a 

measure of this from the finding that the two child family is what an overwhelm-

ing number of couples want. The puzzle is: why are they not more forthcoming in 

demanding better birth control facilities. This is where the point of unmet needs
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gains credibility. If, however, the authorities view the present state of affairs as the 

steady state, sterilization will continue to be frequent, and this frequency will, in 

turn, help justify huge expenditures on sterilization alone.

While we now know the tragic outcomes of inadequate family planning services, 

ranging all the way from high IMR, MMR to sterilization, there is something else 

too. We need to pay heed to the heavy cost a society must undergo for not acting 

adequately on birth control. A close computation of the cost of inaction on this ac-

count is really well above what a casual conjecture might put out. If we know the 

number of unplanned, actually unwanted, children then we can also calculate the 

private and public costs of each such child, from birth till they reach the age of 15. 

When a number of such new born die at infancy, this again adds to social costs, 

over and above the emotional stress that families face.

Our project takes the data on IMR, MMR, and the relationship between age, edu-

cation and child bearing as a starting point. In terms of human costs, IMR, MMR 

and morbidity rates are enough to justify the extensive use of family planning ser-

vices, of that there is little doubt. We, however, need to go further and conduct an 

exercise that tells us the loss we suffer in monetary terms as well. Given that all 

aspects on this matter cannot be monetized, our calculations on the cost of inac-
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tion on family planning will remain an understatement.

To advance along these lines, we need to make a convincing case that family plan-

ning is good for the family as well as for the state. If the first is accomplished well, 

it makes it that much easier to advocate greater public investment in family plan-

ning. We need to also show the importance of getting family planning services 

to young couples, particularly to women who are between 15-20 years of age. 

Administrative attention to this segment of the population is vital because family 

size is larger and spacing between children compressed when women barely out 

of their teens bear children. 

This obviously not only underlines the need to meet felt needs, but to make aware 

of needs that should be felt. Fortunately, this task can be effectively carried out 

because an enormous amount of secondary data is available with NHFS, NSS and 

the Census. To further impress upon the state the need to invest on a much higher 

scale in family planning we need to demonstrate the cost of inaction at the gov-

ernmental level. As we shall show if family planning is adequately positioned it will 

help reduce the gap between actual and ideal family size. If the costs of birthing 

and raising an unwanted child could be saved then this resource could be used 
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more profitably to augment our developmental goals.

To reiterate, it is necessary to demonstrate that government spending today on 

family planning helps families of tomorrow. They will be more productive, edu-

cated, healthy, etc; in short, they would acquire a kind of population profile that 

is best suited for economic growth and development. Therefore, current spending 

is offset against future gains. We might, at this stage, anticipate our conclusions 

somewhat by suggesting that the money saved in keeping a family to its desired 

family size is quite considerable; more than what we had imagined when this exer-

cise began. Even so our figures are underestimates for there are so many acts that 

cannot be monetized.

We must not only take into account the diversities available within the country, 

but also pay heed to the available evidence in other, neighbouring Asian countries. 

We should enquire, for example, what factors helped Bangladesh lower its fertil-

ity rates so significantly? Or, why is it that the health system in Philippines is much 

better than what a blunt presentation of doctor – patient ratio would lead us to 

conclude? Or, why is Sri Lanka so different on practically every health indicator? Is 

it possible then to isolate certain social, political and economic factors that help in 
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meeting certain aspects of health in different countries and under different initial 

conditions? An awareness of these dimensions would certainly make our advocacy 

for greater expenditure in family planning in India that much more appealing. 

The negative repercussions of inaction will hurt both the family and the state, but, 

in combination, they harm the society as a whole. While the first cut may bleed 

domestic income, the second harms the national exchequer, assuming, of course, 

that the government is intent on intervening actively in the development process. 

This is simply because current investment, wisely employed, will be economically 

more rewarding than beginning at a later date. Therefore, if the need to act now 

is not recognized but occurs sometime in the future, then the task gets more ex-

pensive. This is not only because costs for the same services will naturally escalate 

over this time period, and this will be quite substantial, but also on account of 

mending the damage the intervening years of inaction have caused. 

It is imperative then that we move on both legs to be able to make the argument 

for increased spending on family planning an unquestionable dictum amongst all 

the relevant stakeholders. In this we must not forget how important it is not just to 

ideologically galvanize health workers at the local level, but to also enhance their 
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skill sets and the facilities at their disposal, ranging all the way from counselling, 

to making family planning instruments available, to mother and child care clinics. 

Together, they reinforce the need for greater public investment in family planning.
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We calculate the economic costs of unplanned families. Using a 

benchmark state, Kerala5,  we then estimate the costs that our four states un-

Calculating the Economic Cost as 

Lost Savings 

1.3
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der study --- Bihar, UP, AP and TN --- would have saved had they achieved their 

plans to the same degree as Kerala. Note that we have not asked the four states to 

plan the same family sizes as that of Kerala women. Instead, we have hypothesized 

the same level of deviations from plans --- however different the plans themselves 

may be from Kerala. Here is should be noted that we assume that the plans and 

the deviations from those plans are uncorrelated. While this may be a strong as-

sumption, it would not be possible to perform the benchmarking exercise without 

it.

The rest of the report is structured as follows. Section 2 lays out the methodology 

and the assumptions driving it. The assumptions have been carefully done to en-

sure that we underestimate, rather than overestimate the costs of inaction6.  This 

section also lists the data sets used. Section 3 details the calculations based on the 

methodology. Section 4 concludes with what is required of policy.  
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METHODOLOGY and DATA

2



33

The methodology we use is constrained by the data sets we have. Our main 

data source is NFHS3 (third National Family Health Survey) conducted between 

2003 and 2005. We have supplemented this data with the National Sample Survey 

Organization’s (NSSO) 60th and 61st rounds. The 60th round was a nation-wide 

household health survey covering the period January 2004 till June 2004; the 61st 

round was a nation-wide consumer expenditure survey covering the period July 

2.1
DATA
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2004 till June 2005. This allowed us to compare nominal figures across the data 

sets without having to worry too much about annual price variations, a problem 

we would have faced if the NFHS and NSSO surveys were from very different time 

periods. Finally, we also used population data from the 2001 census, state do-

mestic product information from the National Account Statistics (NAS) and state 

budget data from the RBI (Reserve Bank of India) online data set.
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We start with some basic assumptions that develop the context in 

which we set our analysis. This not only allows us to create a framework for the 

cost calculations, it also helps us describe the logical process and, hence, the infer-

ences we can draw from our findings. In the Introduction we have mentioned the 

close association of high fertility rates with high levels of IMR, MMR, sterilization 

and other undesirable health outcomes. So, we begin with the assertion that high 

2.2
Methodology: Assumptions
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fertility rates are outcomes of an inefficient FPP. An efficient FPP will help couples 

plan better in terms of when to have children, the number of children they want 

and the spacing between them. An effective FPP will not only make parents more 

aware, it will also enable parents to achieve their desired family sizes at the de-

sired time.

However, in terms of policy goals, the aim is not to tell households how many 

children to have but to enable households to have the family size of their choice. 

The number of children desired by a couple is the result of their preferences and 

what they deem feasible given their incomes, public infrastructure, idiosyncratic 

family characteristics, etc. The aim of the FPP regime is, therefore, two-fold: (a) 

make young couples aware about how to plan a family regarding the number of 

children, spacing between children, etc. and (b) create the health infrastructure 

that enables couples to implement their choices. 

At the core of this approach is the assumption that parents are benevolent to-

wards their children and have a desire to achieve the best for the family, as a 

whole, and the children, in particular. This means that if couples have the ideal ac-

cess to family planning services, they will themselves be able to successfully imple-
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ment the plans they have made for their families. Thus, should they deviate from 

their plans, it is either because of uncontrollable external shocks or because the 

access to family planning services is less than adequate. While the impact of these 

external shocks cannot be completely avoided, they can certainly be mitigated. For 

instance, given our current knowledge in medical science, it is infeasible to bring 

the child mortality rate (CMR) to zero. However, it should be possible to bring 

down the rates in India from their current levels. We are not claiming that CMR 

must come down to levels achieved by developed countries, with sophisticated 

health infrastructure, like Sweden. Instead, we are claiming that, it is not incred-

ible to try and achieve, at the national level, rates attained by the better states in 

our own country. In other words, we are claiming that our states under investiga-

tion --- Andhra Pradesh, Bihar, Tamil Nadu and Uttar Pradesh --- should be able to 

achieve the rates of Kerala. 

Our main contention is that if family planning services were adequate, more cou-

ples will have their desired family sizes and there would be lesser number of un-

wanted children. A couple can have a new born child because they had planned 

for the child at that time or because the child was unplanned. The child could 

have been unplanned in two ways: (a) the couple wanted the child but at a later 
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time or (b) they did not want this additional child at all. In this study we focus 

on (b), i.e., couples giving birth to a child they did not want. We term them un-

wanted children (to distinguish the two ways a child may be unplanned). We get 

this information from NFHS3. The survey asked women what they thought was the 

ideal number of children they should have had7.  Since the survey also collected 

all demographic information of the household to which the women belonged, we 

also got information on the actual number of children each of these women had. 

We then calculated the number of unwanted or extra children, per couple as the 

number of actual children minus the ideal number of children, whenever actual 

was greater than ideal. To get the state level estimates of unwanted children, we 

used the census weights to complete the calculations. The NFHS3 data allow us to 

club women in 5-year age groups starting from 15 and ending with 49. Thus 15-19 

was the youngest cohort and 45-49 was the oldest age cohort. The census clubs 

women’s population according to these same age groups and for each state. This 

allowed us to calculate the state level estimates of unwanted children for each 

5-year age cohort of the mother. We did this for 5 states: Bihar, Uttar Pradesh (UP), 

(undivided) Andhra Pradesh (AP), Tamil Nadu (TN) and Kerala.



39

Table 1: Proportion and number of unwanted children by state 
and age cohort

Source: Authors’ calculations using NFHS3
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There is a caveat here; for households with any living children the ideal family 

size is retrospectively reported, while for those with no living children these are 

prospectively reported.  This raises the concern that the ideal family size may not 

be comparable across the two households and thus we measure unwanted chil-

dren with error. There is evidence to suggest that families tend to retrospectively 

describe as wanted or mistimed births prospectively described as unwanted (Koe-

nig et. al. (2006))8. Thus after the birth of children that may have been unwanted 

parents rationalize the outcome and ex-post report these births as wanted. This 

implies that our estimates of excess fertility are conservative. We are underesti-

mating the number of unwanted children.
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Our problem is to estimate the economic cost of unwanted children. As 

we have already stated, it is infeasible to reach a perfect score on health indica-

tors. Just as it is impossible to have zero IMR and MMR, it is also impossible to have 

zero unwanted children. In other words, after calculating the number of unwanted 

children, we have to decide by how much this can be reduced. To do this, once 

again benchmark our four states under investigation against Kerala.

2.3
Methodology: Benchmarking
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Kerala tops the list of Indian states in health indicators. What is also observed 

in NFHS3 is that Kerala has the least number of unwanted children per woman 

(see Table 1). Given that Kerala has a better health care system compared to most 

states (as manifested in its health indicators), this suggests that a good health care 

system reduces the number of unwanted children. To ensure that this is indeed 

the case and that Kerala is not an outlier, we have to establish this relationship for 

all the Indian states --- a reduction in the number of unwanted children is associ-

ated with reduced IMR and MMR for all Indian states.

A good policy regime will integrate itself with all aspects of maternal and child care 

both at hospitals and delivery centres, as well as, inside the household. If mothers 

and care givers were more alert and aware, the mortality due to avoidable reasons 

will come down9.  This will have an effect of reducing the number of unwanted 

children. To see how this works, recall that we have assumed that couples try to 

achieve what they think is a desirable family size. So if a couple wants one more 

child and child mortality rates are high, they will have more than a child to ensure 

that they have an adequate number of surviving children. Since every couple does 

this, including those where all children survive, the number of unwanted children 

goes up. 
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A similar association can be drawn between MMR and the number of unplanned 

children. High MMR signals two things. First, antenatal care services are inade-

quate and second, mothers are delivering at younger ages. It has been previously 

documented that in the developing world, girls aged less than 15 years are more 

likely to have premature labour and are four times more likely to die from preg-

nancy-related causes than are women older than 20 years. Young women are less 

likely to receive antenatal care and are more likely to undergo unsafe abortion 

(Guttmacher (1998)). Also, family sizes are higher if mothers had their first child 

at a very young age. Once again the NFHS3 data suggests that states with high 

MMRs also have a larger number of unwanted children. Figures 3 and 4 show the 

relationship between unwanted children and IMR and that between unwanted 

children and MMR, respectively, for Indian states10.  Thus, at least at an aggregate 

level, there seems to be a close association between fertility and mortality.
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IMR plotted against the 
number of unplanned 
children. Each point repre-
sents a state and depicts 
the IMR and the number 
of unwanted children for 
that state.
Source: Authors’ calcula-
tions using NFHS3

FIGURE 3
IMR and unwanted children in Indian states
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FIGURE 4
MMR and unwanted chi ldren in  Indian s tates

MMR plotted against the 
number of unplanned 

children. Each point repre-
sents a state and depicts 

the MMR and the number 
of unplanned children for 

that state.
Source: Authors’ calcula-

tions using NFHS3
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More unwanted children translate to greater cost to those households that have 
larger family sizes than planned for. It also means greater costs to society and this 
operates in two ways: (a) more resources are needed for maternal and child care 
and (b) given the total amount spent on child health and education by the state, 
there is less available per child. A larger number of unwanted children, ceteris pa-
ribus, lead to less private and public resources for child development, leading to 
lower productivity of the child as an adult. Lower adult productivity will show up 
in terms of a lower per capita income generation in the state. Such a relationship 

is evident in Figure 5.

FIGURE 5
Per capita income and unwanted children in Indian states

The number of unwanted 
children is plotted against 
per capita income for each 
state. 
Source: Authors’ calcula-
tions using NFHS3 and 
National Accounts.
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This brings us to an important point we are trying to make here. We have said 

that we are not going to impose a standard of performance that may be infeasible 

for India currently. What these Figures suggest is that there are better and worse 

performing states in India and that the number of unwanted children in the better 

performing states is less than that in the under-performing states. While reducing 

the number of unwanted children could be an end in itself, we want to go a step 

further and say that unwanted children affect the well-being not only of the house-

holds where they are born but also have implications at the aggregate level. This 

is what the negative relationship, in Figure 5, between the number of unwanted 

children and the state per capita income depicts.

Therefore, if we are looking for a benchmark, we can take the ‘best’ Indian state 

according to the indicators we have considered. The best Indian state will by defi-

nition share a number of institutional features with the rest of the country, and 

therefore sets targets that should be achievable at the national level. While Kerala 

has very low IMR, MMR and number of unwanted children, it also is a state with 

a high level of per capita income (Table 2). Hence, we choose Kerala as the bench-

mark state.
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Sheet1

Page 1

IMR MMR

0.718441 58 312 8896

UP 0.698327 69 440 14241

AP 0.348838 54 154 30114

TN 0.331728 35 111 39166

0.095986 13 95 37284

  States
Average unwanted 

children per woman
Per-capita 

Income

Bihar

Kerala

Table 2: Performance indicators for five states

Economic and health indi-
cators for states of inter-
est and the benchmark 
state, Kerala.
Source: Authors’ calcula-
tions from NFHS3 and 
NAS.
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Our major contention in this study is that an inadequate FPP leads to a 

greater number of unwanted children which, in turn, leads to worse health indica-

tors and lower levels of welfare as depicted through lower per capita income. The 

important assumption here is that worse outcomes are the result of inadequate 

policy measures. Greater public involvement would require larger public expen-

ditures on health and family planning services. In other words, we need to move 

2.4
Methodology: Policy
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from private health expenditures to public health expenditures. However, to argue 

this, we must be able to show that public expenditure has a greater impact on 

reducing the number of unwanted children compared to private expenditure. This 

is evident from the two panels in Figure 6, where the private expenditure line (in 

the left panel) is flatter than that of public expenditure (right panel). This allows us 

to focus on family planning as a policy tool and, hence, as a candidate for public 

action.

The number of unwanted 
children plotted against per 

capita private expenditure on 
health (left panel) and against 
per capita public expenditure 
on health (right panel). Each 
point represents a state and 
depicts the health expendi-
ture and the number of un-

wanted children for that state.
Source: Authors’ calculations 

using NFHS3
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FIGURE 6
Publ ic  spending is  more ef fec t ive

Panel 1 Panel 2
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Our purpose in this study is to calculate the cost of not following an ad-

equate FPP. As we have seen above, there are both human and economic costs 

of a less than adequate FPP. Human costs are difficult to measure and we do not 

attempt to do so. Economic costs are also difficult to fully account for as there are 

both private and social costs. Associated with this is the determination of what is 

the optimal FPP. 

2.5
Stating theProblem
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We have simplified this problem in a number of ways. First, instead of an optimal 

FPP, we have taken a benchmark state, Kerala. We have focused on what we main-

tain is an immediate outcome of deviating from the Kerala outcomes --- an increase 

in the number of unwanted children. A Kerala-type FPP set of outcomes will bring 

down the incidence of unwanted children, improve the IMR and MMR and make 

more resources available for the planned surviving children. While the reduction 

in the IMR and MMR will reduce the human costs, the concomitant reduction in 

the number of unwanted children will concentrate economic resources among the 

planned children and improve the quality of life of everyone concerned.

We will, therefore, calculate the savings in economic resources that each of our 

four states --- Bihar, UP, undivided AP and Tamil Nadu --- could have generated if 

they had followed the Kerala family planning regime. This gives us the gross ben-

efits of FP; the net benefits can then be calculated by subtracting from the gross 

benefits the additional amount that Kerala spends over and above what these four 

states spend.
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SAVINGS FROM AN ADEQUATE 

FAMILYPLANNING PROGRAM REGIME

3

In this Section we ask the following hypothetical question for each of the four 

states that we are studying: what would be the savings in economic costs if each of 

these states had the same number of unwanted children as Kerala, our benchmark 

state. We first calculate the savings of private cost and then that of public costs.
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3.1
Private Costs of Childbirth

From the fifth row of Panel A of Table 1 we know the number of unwanted 

children per mother in each of the 5-year age cohorts in Kerala, our benchmark 

state. From Panel B, we know the number of women in each of the age cohorts 

in the four ‘under study’ states of Bihar, UP, AP and TN. If we multiply the average 

number of unwanted children per woman in Kerala for each cohort in Panel A with 

the corresponding number of women in that cohort for, say, Bihar, we will get the
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number of ‘expected’ unwanted children in mothers of that cohort in Bihar, if they 

had the same incidence of unwanted children as in Kerala. Thus, if the average 

Bihar woman in the age group 20-24 had the same number of unwanted children 

as a Kerala woman in that age group (i.e., 0.01729), the number of unwanted chil-

dren among all Bihar mothers in the age group 20-24 would be 0.01729 times the 

number of Bihar women in this age group, i.e., 3.49 million. This gives us a figure of 

0.06 million (Table 3A). But, instead, they have 0.416 million (Panel C of Table 1). In 

other words, benchmarked against Kerala, there are 0.356 million more unwanted 

children born to Bihar mothers in the age group 20-24. Tables 3A and 3B gives the 

calculations for the four states11.

Table 3A
Benchmarked number of unwanted childrenSheet1

Page 1

State Cohort (by age of women)

15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total

0.002 0.356 1.389 2.908 3.251 3.111 2.527 13.543

UP 0.000 1.174 3.720 5.778 6.439 5.758 3.460 26.328

AP 0.026 0.241 0.627 1.082 1.262 1.172 1.376 5.786

TN 0.000 0.081 0.461 0.816 0.934 0.895 1.183 4.370

Bihar

Number of unwanted 
children (in millions) if 
the states had the Kerala 
numbers of unwanted 
children per woman in 
each age cohort
Source: Authors’ calcula-
tions from NFHS3
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State Cohort (by age of women)

15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total

0.002 0.356 1.389 2.908 3.251 3.111 2.527 13.543

UP 0.000 1.174 3.720 5.778 6.439 5.758 3.460 26.328

AP 0.026 0.241 0.627 1.082 1.262 1.172 1.376 5.786

TN 0.000 0.081 0.461 0.816 0.934 0.895 1.183 4.370

Bihar

Table 3B
Additional number of unwanted children

Excess number of un-
wanted children (in 

millions) because these 
states do not have 

the Kerala numbers of 
unwanted children per 

woman in each age 
cohort

Source: Authors’ calcula-
tions from NFHS3
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Table 4 
Out-of-pocket expenses of childbirthSheet1

Page 1

State Cohort (by age of women)

15-19 20-24 25-29 30-34 35-39 40-44 45-49

412 1070 1096 891 1211 437 1161

UP 312 1079 1133 1127 857 693 723

AP 2704 2546 2090 3846 848 1519 8463

TN 1962 2627 2562 3186 3637 145 920

2973 4864 4755 7168 8535 3727

Bihar

Kerala   

Table 4 is an estimate of the out-of-pocket expenses of childbirth to mothers in 

each of the seven age cohorts in the five states. These were estimated using the 

60th round family health survey of the NSSO, carried out between January and 

June 2004. Using the NSS data we estimate the expected out of pocket expendi-

ture on childbirth made by families aggregated by the age cohort of the mother. 

The data separately included expenditure on ante-natal care, during childbirth and 

post-natal care. To construct our estimates we sum these three expenditures up. 

Combining Tables 3B and 4, we can then calculate the private cost borne by the 

four states (Bihar, UP, AP, TN) for the additional children per woman that they have 

over Kerala (Table 5). The last column of Table 5 gives us the percentage of GSDP 

Private (out of pocket) 
cost of childbirth per 
woman in each age co-
hort
Source: Authors’ calcu-
lations from NSS 60th 
round (family health 
survey)
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(Gross state domestic product) that each of these states spends on these addi-

tional children. Thus, if these states had Kerala figures for unwanted children, this 

is the percentage of GSDP they would have saved.

Another significant point needs to be mentioned here. While we have bench-

marked the number of unwanted children against Kerala for the four states, we 

have used the estimated private costs per childbirth of each state to calculate the 

costs for that state. For example, for a mother between the ages 20 and 24, the 

cost of childbirth in Bihar is INR 1070. We have used this number to calculate the 

savings in Bihar. If, instead, we used the Kerala figure, which is INR 4864, the sav-

ings would have been significantly higher for Bihar in Table 5.

Table 5 
Lost savings in childbirth of unwanted childrenSheet1

Page 1

State Cohort (by age of women)

15-19 20-24 25-29 30-34 35-39 40-44 45-49

412 1070 1096 891 1211 437 1161 1.64

UP 312 1079 1133 1127 857 693 723 0.92

AP 2704 2546 2090 3846 848 1519 8463 1.53

TN 1962 2627 2562 3186 3637 145 920 0.39

Savings as %-age 

of GSDP

Bihar

Savings in private (out of 
pocket) cost of childbirth 
if women in these states 

had the same number 
of unwanted children 

per mother in each age 
cohort as Kerala

Source: Authors’ calcu-
lations from NSS 60th 

round (family health 
survey)
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Once a child is born, the child has to be brought up by the family to adult-

hood. This means that the family will have to spend additional resources. How 

much? For this, we need to draw attention to an assumption we have made at the 

beginning. We assume that parents treat all living children similarly. While there 

Private Costs of Child Rearing

3.2



61

is some evidence in the literature that parents in India treat children differently 

based on gender and parity this assumption is essential in our calculations of the 

economic costs of children12.

The NSSO’s 61st round consumer expenditure survey was carried out between 

July 2004 and June 2005 and this gives us estimates of annual household expen-

diture. Unfortunately, it does not give us the expenditure on a child but the total 

expenditure of the household. This estimate includes the expenditure on adults. 

From the data we can cull out some estimates of expenditure on commodities and 

services consumed exclusively by children and allocate that to child rearing cost, 

e.g., going-to-school expenses. However, these would be underestimates because 

to meet these expenses, the family may have reduced expenses on many other 

things. Therefore, to get the true economic costs, these should also be accounted 

for in the cost of rearing a child. In other words, a simple exercise of estimating the 

cost of a child by assuming it to be a certain proportion of the total expenditure of 

the household would be incorrect. It would fail to capture the fact that the pres-

ence of a child in a household will result in changes in the consumption of all the 

members of the household and not just of that particular child (so when a child is 

born the parents may have to adjust and reduce their expenditure on themselves, 
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or when a second child is born it may involve changes in the consumption of the 

previous three members of the household). 

However, economists have a method of estimating such difficult to measure costs. 

We give a brief explanation below of how this is done. First, observe that children 

do not come with any (economic) endowment. Hence, the birth of a child, ceteris 

paribus, means there is greater demand for the same household resources. This 

will mean that the household will have to reorganize its expenses to meet the 

needs of the child. We pose the following hypothetical question: how much re-

sources (extra money) must be provided to the household so that the household 

stays at the level of welfare (utility) as it was before the birth of the child. This 

amount is what we shall call the cost of child rearing.

More formally, assume that the minimum money amount required to keep the 

household at a utility level u is given by y. This y is a function of the (vector of) 

household characteristics a and the price vector p of various goods and services 

that it must buy. Thus,

                                       y = C (u;p,a)
where C is the functional notation. One of the household characteristics is, of 

course, the number of children. Let a0 denote the (vector of) characteristics be-
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fore the child is born and a1, the same, after the child is born. By hypothesis, a1 

and a0 differ in only dimension --- a1 has one more child than a0 but has the same 

amounts in all other dimensions. Then, assuming that prices do not change, we 

can write the amount of compensation required to keep the household at its old 

utility level of u0 even after the child is born by 

                                                                                    C(u0;p,a1 )-C(u0;p,a0)
Alternatively, denoting yi  = C (u; p,ai), the compensation required is y1 - y0. This is a 

standard procedure in economics and is obtained from the solution to the follow-

ing problem: Find the minimum money necessary to allow the household to attain 

a specified welfare level, given prices and the household characteristics. This is the 

(mathematical) dual of the more popular optimization problem solved by econo-

mists, viz., of maximizing utility with a given amount of money. (In the dual, the 

pre-specified utility level is the maximized value of the utility in the more popular 

problem).

This problem could be directly solved if we had data on the purchases of the 

household before and after the child was born. However, the data we have is 

cross-sectional and not a panel, i.e., we observe households with new-born infants 

only after the children are born. So, we need a hypothetical reference household 
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that is similar to our observed household excepting that it does not have the ex-

tra child. Calculate the welfare of this (hypothetical) reference household. Then 

calculate the extra money required to bring the observed household to the same 

welfare level as the observed household. The technical details for this exercise 

are contained in the appendix. Our calculations suggest that the average cost of a 

child is INR 7200 a year. For this empirical exercise we define a child, following the 

definition of working age in India, as someone younger than 15. Increasing the age 

of maturity would only increase measured costs. Recall, we have used the NSS ex-

penditure survey data to estimate this cost. We are forced to take the average for 

all states simply because the NSS survey does not have enough reference couple 

observations for each state.

Once we have obtained this, we can now use Table 3B to calculate the extra amount 

of money the four states are spending each year because they do not have the 

same number of unwanted children per woman as Kerala. If they became Kerala, 

then they would have saved this extra money. These figures are given in Table 6. As 

column 5 in this table shows these costs are a substantial proportion of the GSDP.
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Table 6
Lost savings in rearing unwanted children

Sheet1

Page 1

State Cohort (by age of women)

15-19 20-24 25-29 30-34 35-39 40-44 45-49

0.01 2.56 10.00 20.94 23.41 22.40 18.20 12.54

UP 0.00 8.45 26.78 41.60 46.36 41.45 24.91 7.27

AP 0.19 1.73 4.52 7.79 9.08 8.44 9.91 3.09

TN 0.00 0.59 3.32 5.87 6.73 6.44 8.52 1.44

Savings as %-age 

of GSDP

Bihar

Savings in private (out 
of pocket) cost of rear-
ing children if women 

in these states had the 
same number of un-
wanted children per 
mother in each age 

cohort as Kerala
Source: Authors’ calcu-

lations from NSS 61st 
round (consumer expen-

diture survey)



66

3.3
Public Costs

By their very nature, public costs are difficult to apportion among children. 

One may argue that while families bear the cost of bringing up the children, once 

these children become adults they will be partaking of all the public goods that 

are being provided. Nevertheless, it is not correct to say that public goods are 

linearly dependent on the size of the population. For instance, the cost of a road 

does not increase linearly with the number of people using it. Even the economic 



67

value of the road to a user is not linearly diminished by an increase in the number 

of people using it since congestion is not a linear function of road users.

However, one can certainly say that one measure of public good provision is posi-

tively (though not necessarily linearly) dependent on the population on which the 

public expenditures are being made. In other words, the same amount of resourc-

es if efficiently spent will have a larger value to a smaller population compared to 

a larger one.

With this approach, what we do in Table 7 is multiply the per capita public ex-

penditures by the number of unwanted children to get a handle on how much 

public resource per capita are being (notionally) consumed by these children. And, 

if these numbers were comparable to what Kerala has achieved, then how much 

total resource would have been available to the remaining population in our four 

states. Do, however, note that in Table 7 as we go down the percentage GSDP col-

umns, we find that the poorer states of Bihar and UP are losing a lot more than AP 

and TN.
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Development Non-development Health (FW +RCH)

 Mn INR Mn INR Mn INR

10428 1.34 11918 1.53 2829 0.36

UP 29540 1.13 33515 1.28 6405 0.25

AP 13266 0.98 9465 0.7 4506 0.33

TN 10273 0.47 8184 0.37 3316 0.15

  

%-age 

GSDP

%-age 

GSDP

%-age 

GSDP

Bihar

Table 7 
Lost savings in public expenditure on unwanted children Savings in public 

expenditure if women 
in these states had 
the same number of 
unwanted children 
per mother in each 
age cohort as Kerala
Source: Authors’ cal-
culations from state 
budgets
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CONCLUSION: 
THE IMPORTANT POLICY FOCUS

4
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We have first shown that the states of Bihar, UP, AP and TN have too 

many women reporting a more than the desired number of children. This ideal 

number of children per woman is not something imposed by us but as reported 

by the women themselves. In other words, these women were unable to stop 

having children once they had reached their optimal family size. Being benevolent 

parents, they did not discriminate between wanted and unwanted children once 

the latter were born. As a consequence, they had to use scarce resources to bring 

them up and take care of them. This was costly and we have estimated the money 

they could have been saved if they had been able to remain closer to their optimal 

family size. How close could they be? For this we used the benchmark state of 

Kerala which had the lest number of unwanted children per woman. 

We have argued that this has significant economic impacts on states and suggests 

a less than adequate FPP. We do so for three reasons. First, since the ideal number 

of children is as reported by the women themselves, one would expect women to 

have their ideal family size if they could. One way of enabling them to do so is to 

provide family planning services. Second, we have also shown that the number of 
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unwanted children drops faster with public expenditure than with private expen-

diture. Finally, in Table 8 we show that poorer women (by wealth) not only have 

more children but also have more unwanted children. All of this suggests that even 

if the richer sections can afford family planning services, they do not access them. 

The poor have neither access nor can they afford them. In both situations, there-

fore, family planning has to be part of the overall package of RCH policies for only 

then will both access and affordability be addressed. Providing information about 

and easy access to family planning may play a critical role in reducing infant and 

maternal mortality. Given the large numbers of unwanted children (as we show 

above), there is no dearth of demand for family planning services. Policy needs to 

efficiently supply these services.  

Table 8 
Unwanted children by wealth Sheet1

Page 1

Actual Unwanted

1 (Lowest) 2.64 0.67

2 2.42 0.62

3 2.08 0.5

4 1.87 0.43

5 (Highest) 1.58 0.3

Wealth 

Quintile
The table shows the actual 
and unwanted number of 
children per woman by 
wealth quintile. 
Source: Authors’ calcula-
tions using NFHS 3 data. 
National level women’s 
weights are used in calculat-
ing all averages.
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One of the important conclusions from our analysis of the NFHS3 data is that FPP 

needs an increased focus on younger women. An analysis of the data reveals two 

not-so-surprising facts. First, mothers who give birth at a younger age tend to have 

more children and more unwanted children. Second, a majority of women in India 

tend to give birth early. These two facts together suggest that for maximum effi-

cacy, FPP should begin by targeting younger couples. Couples yet to have children, 

or reach their desired family size, should be enabled to avoid the incidence of un-

wanted children in their lives.

Figure 7 shows the distributions of the age at first birth of the mother for the five 

states. UP and Bihar (and to a lesser extent AP) exhibit left skewed distributions. 

The median age at first birth in Bihar is 18 and 75% of the women had given birth 

by the age of 21. The situation is quite similar in UP. Contrast this with Kerala where 

the median age is 21. Clearly mothers start their fertility cycles much earlier in UP 

and Bihar. There is ample evidence to suggest that the age at which women begin 

childbearing is an important demographic determinant of fertility (NFHS3 report, 

Ch. 4). As Table 9 shows, this is also true in our analysis of unwanted children.
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Below 15 3.82 1.21 3.94 1.01 2.89 0.71 2.62 0.70 3.75 0.20

15 - 19 3.46 0.96 3.58 1.03 2.47 0.48 2.51 0.61 2.66 0.23

20 - 24 2.84 0.65 3.02 0.77 2.16 0.35 2.13 0.39 2.03 0.11

25 - 29 2.37 0.43 2.45 0.49 1.92 0.23 1.80 0.25 1.80 0.08

30 - 34 1.29 0.00 1.64 0.12 1.42 0.15 1.50 0.05 1.57 0.09

Bihar Kerala

Age cohort of 

mother (at 

first birth)

Table 9
Distribution of actual and unwanted children by 
mother’s age at first birth

The table shows the 
actual and unwanted 
number of children per 
woman by age cohort 
of mother at first birth 
and state. Unwanted 
children are defined 
as actual (minus) ideal 
number of children. 
Details of the method-
ology are provided in 
the main text.
Source: Authors’ cal-
culations using NFHS 
3 data. National level 
women’s weights are 
used in calculating all 
averages.
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FIGURE 7
Dis tr ibut ion of  mother ’s  age at  f i r s t  b i r th

This figure shows the 
distribution of age at first 

birth for respondents 
in different states. The 
young age at first birth 

is apparent for UP, Bihar 
and to some extent in AP. 
This should be contrasted 
with the much more sym-

metrical distribution for 
Kerala and TN. 

Source: Authors’ calcula-
tions using the NFHS 3 

data. All calculations use 
national level women’s 

weights.
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Indeed when compared to women who gave birth to their first child after the age 

of 20, women who gave birth at a younger age report having twice the number 

of unwanted children. And this is true for all states, including Kerala. This strongly 

suggests that to tackle the problem of unwanted children FPP needs to be aimed 

at younger couples.

Finally, there is one further observation we want to make. Female sterilization is 

the most popular form of birth control in India. According to the NFHS3 report 

37.3% of women between the ages of 15-49 in India were sterilized. Since only 

56.3% of women reported using any contraception (this includes use of condoms 

and male sterilization) female sterilization accounts for a whopping 66% of all con-

traception use13. 

However, and with good reason, sterilization is being used by women as a last 

resort. This becomes clear if we look at the actual and unwanted children per 

woman by choice of contraception method (Table 10). What is worth noting here 

is that women using modern methods have the lowest number of children and 

lowest unwanted children amongst all the methods and across all states. Female 

sterilization as contraception does not therefore seem to be the optimal method 
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of birth control. There are other, superior, methods available which are less inva-

sive, irreversible and actually better at achieving desired fertility.

Table 10
Distribution of actual and unwanted children by 
contraceptive method

The table shows actual and 
unwanted children per wom-
an by choice of contraceptive 

method. The last two rows re-
port the numbers for women 

who say they use a modern 
method of contraception. 

Source: Authors’ calculations 
using NFHS 3 data. National 
level women’s weights were 

used while calculating all 
averages.

	   Bihar	   UP	   AP	   TN	   Kerala	  

Contraceptive	  
method	   Ac

tu
al
	  	  

U
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an
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d	  
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U
nw

an
te
d	  
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U
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d	  
	  

Ac
tu
al
	  	  

U
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d	  

Ac
tu
al
	  	  

U
nw

an
te
d	  

Never	  use	  
contraception	   3.85	   1.06	   3.75	   1.00	   2.35	   0.53	   2.31	   0.54	   1.44	   0.12	  
Use	  traditional	  
methods	   4.21	   1.41	   4.03	   1.29	   2.07	   0.46	   2.16	   0.25	   2.06	   0.14	  
Female	  
sterilization	  	  	  	  	  	  	  	  	  	   3.82	   1.25	   3.90	   1.31	   2.73	   0.59	   2.59	   0.62	   2.53	   0.23	  
Use	  a	  modern	  
method	  other	  
than	  
sterilization	   3.75	   1.18	   3.59	   1.12	   2.50	   0.53	   2.23	   0.46	   2.17	   0.14	  
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In fact, the analysis above raises strong suspicions that women in India may be 

getting sterilized very young. This does indeed seem to be the case. According to 

the NFHS3 report among all sterilized women, 8% underwent sterilization when 

they were less than 20 years old, 38% when they were in the age cohort 20-24, and 

35% when they were in the age cohort 25-29. Therefore a total of 81% of sterilized 

women got sterilized before the age of 30. The median age at sterilization is 25.5 

years in India! 

What makes this one of the grimmest tragedies ever is that such a state of affairs 

need not have happened at all! 
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The conceptual formalization of the approach that we use to estimate

Technical Appendix: 

Measuring child costs using 

the compensating Income Approach



83

the cost of child rearing are discussed in the main text. In this section we 

briefly discuss the empirical implementation of the approach. The data 

used in the estimation is taken from the NSSO 61st round.

We use the Engel’s method to estimate child costs. This method rests on 

the assumption that the standard of living of the adults in the household 

is correctly indicated by the share of the household budget devoted to 

food. Given this assumption the cost of a child is simply calculated as the 

compensation required to bring the parental food consumption to its pre-

natal level (Deaton and Muellbauer, 1986). 

We operationalize the above measurement by using a variation of the 

Working-Lesser form of the Engel curve.

wf = α+β(x/n)+γ(x/n)2+δ1nadult+δ2nyoungc+δ3noldc+η

Here wf is the proportion of budget spent on food, (x⁄n) is the per capita 

consumption of the household, nadult is the number of adults and nyoungc , 

noldc  are respectively the number of young children (less than six) and old 

children (between six and fifteen) in the household.



84

Once this equation is estimated using the NSSO consumption data it is 

simple to estimate child costs. We just compare the reference household to 

a household with an additional child and equate the proportions spent on 

food for the two households. The budget required by the new household 

can then be calculated. For the purpose of the calculations done in the text 

we choose the reference household as one consisting of exactly two adults. 

The comparison household is one with two adults and one young child. The 

choice of the reference household is driven by the data. The above equation 

gives us the child costs as a proportion of adult expenditure. To calculate 

the monetary cost we need to figure out the per capita adult expenditure. 

The NSSO data does not distinguish between different families within the 

same household the calculation of average per capita adult expenditure can 

be done convincingly for two adult member households only.

The estimate of child costs using the NSSO data and the above estimating 
equation come to 60% of per capita adult expenditure which, for two mem-
ber households is on an average Rs. 1000. Hence child costs are calculated 
to be Rs. 600 per child per month.
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1  The average number of unwanted children per women in India is 

0.463. This goes up to 0.643 if only women with at least one child are 

considered. This ranges from 0.021 for 15-19 year old women to 1.01 

for 45-49 year old women.

2 The reasons for using Kerala as a benchmark are both its superior 

health indicators and economic situation. These are discussed in some 

detail later in the report.

End Notes
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3 It is important to note that we argue that policy aim should to bring 

down unwanted fertility not ideal fertility levels. The family is the best 

judge of what their size should be. The aim needs to be help them 

achieve this size.

4 See figures 1 and 2 for a detailed breakup of contraceptive methods 

used in India and in each of the states of study.

 
5  We want to ensure that the savings reported here are underestimates 

because we want to make conservative policy recommendations. The 

benefits from acting on the policy recommendations made later will be at 

least as high as what we suggest, if not higher.

6 If the respondent had living children they were asked the following ques-

tion – “If you could go back in time to when you did not have any children 

and could choose exactly the number of children to have in your whole 

life, how many would that be?”. If they did not have any living children 

they were asked – “If you could choose exactly the number of children to 

have in your whole life, how many would that be?” We use the response 

to these questions as the ideal family size desired by the household.



88

7 Also it is conceptually difficult to think of instances where retrospective 

reporting overestimates excess fertility as this would involve the family 

to report a child as unwanted when in fact it was planned and wanted.
8 In very high-mortality settings (NMR>45), and this includes India, al-

most 50% of deaths are due to severe infection, tetanus, and diarrhoea. 

All of these are avoidable.

  
10 This is a relationship we observe in the (state) aggregates. We are not 

claiming that there is any causal relationship. 

11 The numbers in the Tables may not exactly match as each entry has 

been rounded off.

  
12 It is possible that in families which report having more unwanted chil-

dren; parents treat girls and boys differently and spend less on girls than 

they do on boys. Unfortunately we have no way of correcting for this in 

the data. 

  
13 There is a fair amount of variation in female sterilization across states. 

It ranges from a high of 63% in Andhra Pradesh to a low of 8% in Mani-

pur. Besides Andhra Pradesh, the prevalence of sterilization is also quite 

high in the three remaining southern states of Karnataka (57%), Tamil 
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Nadu (55%), and Kerala (49%), as well as Maharashtra (51%), Himachal 

Pradesh (49%), Madhya Pradesh (44%), Gujarat and Mizoram (43% 

each), and Chhattisgarh (41%). In the three southern states, Andhra 

Pradesh, Karnataka, and Tamil Nadu, 90% or more of contraceptive us-

ers have adopted female sterilization. In contrast, the prevalence of male 

sterilization is quite low—less than 5 percent in every state except Him-

achal Pradesh (6%) (NFHS 3, Ch. 5).

NISHANT CHADHA
SHUBHASHIS GANGOPADHYAY

DIPANKAR GUPTA

Shiv Nadar University

Shiv Nadar University . India Development Foundation . University of Gothenburg . University of Groningen

Shiv Nadar University . C-PACT


