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PARADIGM SHIFT IN POPULATION RESEARCH

There is a paradigm shift in population researdte 3hift is from estimation to explanation and
from quantitative methods to qualitative method$erg is also a shift from study of
demographic processes to heath and emancipatios. pdradigm shift is caused by both
improved data and by changes in intellectual clen&o far the emphasis was on exploring
“scientific” connections between different processsize and growth of population but gradually
the attention is shifted to complex relationshipsaAeen demographic variables, culture, power,
social reproduction, ethnicity and gender.

The above shift has several implications for thecdurse in the broader field of population
studies. It is not possible to address the newesstaused by shifting paradigm in the
conservative framework of research. The paradigifi sBeeds a change in orientation and a
change in research methodology.

Table 12.2 presents the key aspects of the oldbapprand some suggestions for the future.
It is proposed that what the population planningdsetoday is a participatory approach with the
aim of empowering the community. The conservatmgraach was based on the neo-Malthusian
theory that population growth has adverse effectsdevelopment and that it is of utmost
importance to reach replacement level fertilitysaen as possible. This was a wrong assumption.
The relationship between population and developrigediynamic, situational and symmetrical.
Subjective understanding of population dependsilyean the history, culture, awareness, social
structure and resource map of the people (Chamh@8f); Chambers, 1997). To be effective
population policy must address the issue of pomrain a holistic manner and community
rather than regional and national level planningim®ffer the best solutions. Solutions should

emerge from participatory exercises (Kumar, 200@) mot from the tool kits of experts.
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TABLE 12.2: APPROACHES TO POPULATION STUDIES: OLAND NEW: EXPERTS
DRIVEN TO PARTICIPATORY

Old Approach New Approach
1. Major Population growth hasThe relationship between population and
assumptions | adverse effect onhdevelopment is dynamic, situational and
development symmetric
2. Social theory | Positivism Social constructivism
3. Approaches to Analytical Holistic
reality
4. Methodology | Survey, fieldwork Situation analysisdamapping (by the
community members rather than trained
researchers)
5. Level of | National and regional District and community (wiipecial
analysis emphasis on SC/ST, OBC, and urban
slums)
6. Concepts Scientific, objective Subjective and red¢at
7. Emphasis National and regionaCommunity interventions
plans
8. Major actors | Government (with ¢mResearch groups and NGOs/CBOs
without involvement of
NGOs)
9. Goal of | Objective knowledge Enabling the community to asaltheir
research problems and empowering people
10.Resources Hard facts Conceptual maps, social representatipns
and networks
11.Goals of| Population stabilization Participatory development involving
policy through education andcommunity resources, public-private
services partnership
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MEANING OF PARTICIPATION

There is a caveat here. Participation is often sunderstood term. There is a need to define the
term in the present framework. In some or othemftire notion of participation has always been
there in population policy. In the past also popalapolicy suggested making family planning a
people’s movement but it was just pretence to irapibe elite perspective of population on
people. Participation of people was seen eithecomsultative participationin which people
were supposed to come to clinics and get coungelimd services, ofunctional in which
participation was seen as a means to achieve thjecprgoals. There is a need to go for
interactive participationin which people participate in joint analysis, d®pment of action
plans, group decision making, and move towardsraelfilization (Jennings, 2004). This also
entails understanding of social representatiorfarafly and health at the community level.

Under the aegis of participatory model social st must try to unearth the meanings and
social representations of life and social proceaseésthe role of family size (number of children)
in this. Health psychologists have already doneng@oing work in the field of social
representations of health and social scientistkiwgron population and development issues
may benefit immensely from the works of such heglflychologists (Murray et al. 2003;
Herzlich, 1973; Herzlich and Pierret, 1987; MoscavR000). These studies will show that
social representations of reproductive health dred fand are intertwined with social
arrangements in society. For example, Bhatia amtb@dl (2008) found that anxiety, stress and
overwork may be associated with reported gynaeambgnorbidity among poor urban women.
According to NSSO data (NSSO, 2006) as many asebfept spells of ailments in urban areas
remained untreated because they were not considerbd serious. Modernization and post-
modernization have posed challenges to traditiondilire and demographers need to understand

its full implications for finding ways of developmieof various communities and classes.
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HEALTH AS THE BROADER ISSUE

In the recent past, attention of sociologists haiftesl away from purely demographic and
reproductive health issues to broader health isdungglementation of National Rural Health

Mision and Janani Suraksha Yojana have raised ssves:

* Social representations of health

» Health choices, i.e., what combination of heabhilities are used by people in different
circumstances — allopathic or bio-medical, homdogaAyurvedic, Yunani, Siddh, local
herbal remedies, and magic and other traditioredtpres

* Quality of services

» Factors affecting institutional deliveries

* Postpartum haemorrhage and other determinants éoérma& deaths such as transport
facilities

» Access to and quality of services

Government of India has gone for public-privatetparship in health in a big way. Public and
private systems have their own strengths and weaslese Studies are needed to explore what
combinations of the two are good for society an@twirays of delivering health services need to

be developed to have optimal benefits.

ISSUES BEYOND HEALTH AND REPRODUCTION

Starting with the issue of estimation of birth adelath rates in the second half of twentieth
century population studies is shifting towards éswf empowerment and emancipation,
particularly in the context of studies of reprodwuetbehaviour and RTI/STI. Yet, there are other
major issues which need proper attention.
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HIV/AIDS AND SEXUALITY

HIV is a high-consequence risk (Giddens, 2003) aldhich there is no historical precedent to
call on in preventing its spread and whose origiteast understood, whether it has cropped up
“naturally” or has been caused by technologicakavironmental changes. To quote (NACO,
2006):

Scientists have different theories about the or@itdlV, but none have been proven. The
earliest known case of HIV was from a blood sammddlected in 1959 from a man in
Kinshasha, Democratic Republic of Congo. (How heabee infected is not known.) Genetic
analysis of this blood sample suggests that HIVal fmave stemmed from a single virus in
the late 1940s or early 1950s.

We do know that the virus has existed in the Unidtes since at least the mid- to late
1970s. From 1979-1981 rare types of pneumonia,ecaaad other illnesses were being reported
by doctors in Los Angeles and New York among a nemdd gay male patients. These were
conditions not usually found in people with healtihynune systems. In 1982 public health
officials began to use the term "acquired immunmikxicy syndrome,” or AIDS, to describe the
occurrences of opportunistic infections, Kapossiecema, and Pneumocystis carinii pneumonia
in previously healthy men. Formal tracking (sunagite) of AIDS cases began that year in the
United States.
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The cause of AIDS is believed to be a virus thargists isolated in 1983. The virus was at
first named HTLV-II/LAV (human T-cell lymphotropicvirus-type Ill/lymphadenopathy-
associated virus) by an international scientifimoaittee. This name was later changed to HIV
(human immunodeficiency virus). HIV is passed amfrthe infected person to another person
through the contact of body fluids such as blo@inen, vaginal fluid, breast milk and other
body fluids containing blood. In other words, thieus may be transmitted through blood to
blood and sexual contact, and from pregnant womdraby during pregnancy, delivery or breast
feeding. Among health workers it has also been ieeguhrough contact of cerebrospinal fluid
surrounding the brain and the spinal cord, syndWedl surrounding bone joints, and amniotic
fluid surrounding a fetus. The virus starts weakgrthe immune system of the body making it
more and more susceptible to various types of fides attacks. Since these infections can
easily attack the body of the AIDS patient they aften called the “opportunistic” infections.
The infected person ultimately succumbs to one orenof them and dies. Although, the
relationship between HIV and AIDS is not fully ums®od, available evidence suggests that the
HIV is the cause of AIDS: HIV may remain dormant & many as 8-10 years and develop into
AIDS after that.

HIV research has produced certain ideas: (a) tresssom of HIV is complex and uncertain;
(b) HIV risk is subjectively defined; (c) the fochas to be on risk behaviour rather than group;
and (d) there is a need for a new sociologicalgigm.

On the basis of various sources of data, Pandaly €009) estimate:
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HIV prevalence among adults (15-49 yr) was 0.36qaert (uncertainty bounds 0.29-0.46%)
in 2006. Overall prevalence in the high prevaleStates was 0.8 per cent and in low and
moderate epidemic States was 0.2 per cent. Preeleas highest in Manipur at 1.70 per
cent followed by Nagaland at 1.41 per cent, and kadPradesh at 1.04 per cent. The
estimated number of PLHA in the population of gés was 2.5 million (uncertainty bounds
2.0 - 3.1 million). The number of people living WwiHIV was highest in Andhra Pradesh at
525560 (range 420,448-651,694) followed by Mahdraslat 495,488 (range 396,390-
614405), Karnataka at 276,129 (range 220,903-382,40d Tamil Nadu at 246,473 (range
197,178-305,626).

HIV and AIDS epidemic has raised new issues intheasearch (Narain, 2004). Some of

them are:

» Situation analysis of HIV/AIDS
* Knowledge and awareness of RTI/STI including HNd&iDS
» Socio-psychological and other determinants of liskaviour

* Sexuality

Thus HIV is a new risk without possibility of curtn several countries youths and adults
have a very high prevalence rate, say more thape?€ent. There it spread very fast. In other
countries also if timely action is not taken it cspread equally fast or even faster. Improvement
in transport and communication, globalization, gapbic and social mobility, changing norms
and vulnerability of certain sections of society &ading to spread of “HIV epidemic”. The
biggest problem in fighting the HIV is that the fin® people and the communities in which
they are found are stigmatized for various thifidgserefore, the people will not come out and go

for testing and treatment. India is not free frama tisk.
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UNICEF has sponsored situation analysis of HIV/AlIDSdifferent parts of the country. The
main purpose of these studies is to examine rigklgf map the vulnerable groups and develop
and inventory of resources for HIV/AIDS action.

Sexuality research has opened many new areasdtihiesearchers. Important among them
are sexuality and sexual behaviour, brothels aenl thients, men having sex with men and other
high risk groups, non-marital sex, sex among adel&s and young adults, and determinant of

condom use (Verma et al., 2004).

WHAT IS STIGMA?

The recognition that to fight HIV is to fight stignagainst HIV positive people has led to
studies of stigma. Sociologically speaking, stigmalies devaluation. Stigmatized persons are
targets of prejudice (attitudes), stereotypes, @@&gnition as beliefs, knowledge and expectations
of social groups) and discrimination. According Goffman (1963), persons who possess an
attribute that risks their full acceptance from esth are said to possess a stigma. As a
consequence of the stigma, such persons are redugabple’s minds from whole and usual
persons to the tainted, discounted ones. For Goffstigma is relational in nature, i.e., it is an
attribute that is deeply discrediting within a jpartar social interaction.

Thus a stigma involves the public’s attitude towardperson or group of persons who

possesses an attribute that falls short of so@efatctations in a given social context. To quote:

... we believe the person with a stigma is not ghienan. On this assumption we exercise
varieties of discrimination, through which we etfeely, if often unthinkingly, reduce his

life chances.
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Goffman further explained that stigma falls intoeth categories:

1. Abominations of the bodyvarious physical deformities.

2. Blemishes of individual characterweak will, domineering or unnatural passions,
treacherous and rigid beliefs, or dishonesty. Bées of character are inferred from,
for example, mental disorder, imprisonment, addictialcoholism, homosexuality,
unemployment, suicidal attempts, or radical pditizehavior.

3. Tribal stigma of race, nation, and religienbeliefs that are transmitted through

lineages and equally contaminate all members afraly.

Stigmatising marks may be visible as physical digglor invisible as a social identity. Even
membership of a vulnerable community or ‘high rggloup’ is also stigmatised. For Goffman,
race, ethnicity, religion, physical ability, appaace and gender are the common bases of stigma.
Prostitutes, drug addicts, carnival workers, holkosps, show people, full time gamblers, beach
dwellers, homosexuals and urban unrepentant pooe \gven as examples of stigmatized
persons. Some terms used for stigmatized persensigple, bastard and moron. In case of HIV
there is no visible mark. Yet, people have theindhinking of how a HIV infected person looks
like.

In case of stigma against HIV too not only the Hid&itive people but also the communities
to which they perceivably belong are stigmatisedogfe lack comprehensive knowledge of
transmission of HIV but a large majority of themnththat HIV spreads through illegal sex.
Then sex being central to morality, HIV positiveopke are most stigmatised; they suffer from
double stigma, one from having HIV and another for violating thexual mores of society.
There is very little knowledge that HIV can spretlmlough non-sexual routes also (blood
transmission, unsafe medical procedures, and mabhehild). The problem of identifying and
controlling HIV is further complicated by the fatttat a single test of HIV is not enough to

confirm the positive status.
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CONSEQUENCES OF STIGMA

Goffman divides all the stigmatized persons intar fgroups: in-group deviants, social deviants,
minority members and lower class persons. In aksastigma leads to damage to self-concept
and self destruction. It may be stressed that pedpél able to make guess about the
characteristics of almost any defined social gronpthe basis of limited information at their
disposal though the social scientist would consildat information inadequate.

Stigma against HIV may be divided into the follogicategories:

« Instrumental stigmaa reflection of the fear and apprehension thatlikedy to be
associated with HIV and AIDS

- Symbolic stigma-the use of emic concepts to express attitudes tbwes social
groups or “lifestyles” perceived to be associatétth IV and AIDS

- Courtesy HIV-related stigmastigmatization of people connected to the issue of
HIV/AIDS or HIV- positive people

Among the above three types of stigmas the insmtiahesigma seems to be of paramount
importance. There is undoubtedly stigma againgaielife styles such as homosexuals or drug
users. In addition the fear that if they come inteat of HIV positive people they may catch a
deadly and transmissible illness creates a greatife people’s mind. Stigma becomes more
discriminatory when it occurs with domination, sdaiiscrimination and exploitation. Thus if a
victim is also a member of socially disadvantagesligs, and is a woman, the HIV status has

more negative implications.
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INTERNATIONAL MIGRATION

With increasing globalization and growth of worldgulation growing migration has become an
important issue. According to the assessments efNdtional Intelligence Council (2001) more

than 140 million people live outside their courdr@ birth and migrants comprise more than 15
percent of the population in over 50 countriess Bstimated that their numbers will grow. Under
certain conditions differences between migrants aatlves are known to have produced
stereotypes, discrimination and violent confliciherefore, while migration ameliorates the

labour force shortfalls at the place of destinaitomay evoke discrimination on the grounds of
language, culture and religious practices. The raofferers will be the less developed countries

which receive a large number of illegal migrants.

INTERNAL MIGRATION

In case of India internal migration and its conssues are more important than international
migration. As discussed earlier in Module 6 on &slpopulation, there is a need to study social
responses to demographically induced migration fom region to another within the country.
Due to socio-economic and demographic diversity andtrong link between the two a
significant shift is taking place in spatial dibuition of population. Strong push factors of
insecurity and unemployment are causing migratiénpeople from states like Bihar to
Maharashtra, Delhi, Gujarat, Punjab and Haryanaevtieey can find employment in industry or
agriculture. As the economic conditions are becgniarsher everywhere the local people are
resenting. They want more jobs for the “sons ofgb#.” This leads to conflict. This also has

implications for national integration. The majorgration issues are:

* Volume and pattern of interdistrict and interstaigration
» Social causes and consequences of internal migratio

» Vulnerability of migrants to various types of risksthe place of destination
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While lot of data are now available on volume aattgrn of migration as well as the causes
and consequences of migration there is less infoomaf vulnerability of migrants at place of
destination. For several countries, including Indmernal migration, is a burning issue. In the
future it would become a more important issue tfenility and mortality. If the regional
inequalities — economic, political and social —rease further, as there seems to be the case,
more people will be forced to migrate from one oagito another. In several cases this will
involve migration of a large number of people whvebuld affect the composition of population
at the place of destination. Usually when size aframts is small the stream of migration is
followed by absorption and assimilation but whelarge number of people migrate they have a
tendency to form a distinctive ethnic identity ke tplace of destination and that may result in
ethnic conflicts caused by economic conflicts amctéasing misery. There are already signs of

such conflicts in several cities of India.

DISABLED POPUALTION

Apart from the regional, sex and social class differences there are special problems of the physically
challenged people who have been made the part of horizontal reservation policy in the country. There is a
need to estimate their population, understand the various problems they face, and how disability is
intertwined with religion, sex, class and caste. Census 2001 provided data on disabled population. It
revealed that over 21 million people in India are suffering from some or other disability. They constitute
about 2.1% of the population of India. Sex wise break up shows that among the 21 million disabled people
12.6 million are males and 9.3 million are females. The disability rate (number of disabled per 100,000
populations) for the country as whole comes out to be 2130; 2,369 in the case of males and 1,874 in the
case of females. Here one may ask: why the disability rate among females is lower than among males? Is it
due to underreporting or due to higher death rates among the disabled females as compared to disabled
males. We require elaborate data to have an understanding of this issue however. Further, the census data
(Census of India, 2009) shows:
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Among the five types of disabilities on which dats been collected, disability In seeing at
48.5% emerges as the top category. Others in segquae: In movement (27.9%), Mental
(10.3%), In speech (7.5%), and In hearing (5.8%)e Tisabled by sex follow a similar
pattern except for that the proportion of disalflzmhales is higher in the category In seeing
and In hearing.

Across the country, the highest number of deséldlas been reported from the state of
Uttar Pradesh (3.6 million). Significant numbergdifabled have also been reported from the
state like Bihar (1.9 million), West Bengal (1.8loih), Tamil Nadu and Maharashtra (1.6
million each). Tamil Nadu is the only state, whités a higher number of disabled females
than males. Among the states, Arunachal Pradeshheasighest proportion of disabled

males (66.6%) and lowest proportion of female deb

TABLE 6.6: NUMBER OF DISABLED POPULATION AND TYPE © DISABILITY

Population Percentage

Total population 1,028,610,328 100.0
Total disabled population 21,906,769 2.1
Dlsablllty rate ( per lakh 2.130 B
population)

Type of disability

(a) In seeing 10,634,881 1.0
(b) In speech 1,640,868 0.2
(c) In hearing 1,261,72p 0.1
(d) In movement 6,105,477 0.6
(e) Mental 2,263,821 0.2
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CONCLUSION

To conclude, there is a need for micro and pasdicify studies of population linking the global
imbalance between population and resources withidba& solutions acceptable to people in
different social milieus. Let us learn from the plohow they decide what is best for them and
how they evolve sustainable models of developmerthé value framework of their culture,
keeping in view their limited resources. In thekal®es social scientists would act as facilitators,
helpful to the communities and people, in arrivatgmore optimal solutions. Econometric and
statistical models have certainly played a roldhie past in estimating the unknowns and in
suggesting macro level solutions but when it cormtmsdeveloping effective intervention
strategies they have been found to be of limitgaliegtion: the abstractions on which they are
based are far away from reality. Voluntary actiooups, research NGOs, and those receptive to
idea of multiplicity of perspectives are the mosiited people to evolve the workable
development plans in the fragmented society ofdrnliour times. Time has come to learn about
possible emancipatory strategies and empower cotitigaiand people to manage common and
limited resources.
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Questions and Exercises

What are the major differences between old and aygwoaches to population policy in
India? Critically examine the old approach and sstj¢pow the new approach addresses
the weaknesses of the old approach.

What are MDGs. Is there any link between MDGs amplation policy?

Identify some major issues in population studies.

4. Write short notes on the following:

a. area specific approach
b. participatory approach

c. relationship between gender gap and high fertility

5. What are the major pitfalls of the new approachdpulation?

6. Why is the study of internal migration important?
7. What is HIV? Which countries are affected by HI\idgpnic most? What can be done to

9.

arrest spread of HIV?
What is the relationship between HIV and sexuay?y is the issue of stigma so
important in dealing with HIV?

Write a short note on the extent of disability mdig?

10. Collect data on prevalence of HIV in different ctiigs from the net? Which countries

have high or low rates of HIV? What could be thesans for high rate of HIV in the

former?



References
Slide1

Bhatia, J. C. and Cleland, John C., 2008, Percetyguhecological Morbidity: Health Seeking
Behaviour and Expenditure in Karnataka. In Koemig,A., Shireen Jejebhoy, John C.
Cleland, and Bela Ganatra (edseproductive Health in India: New Evidendaipur:
Rawat Publications, 266-282.

Bose, Ashish, 1991Demographic Diversity of India: 1991 CensuBelhi: B. R. Publishing
Corporation.

Census of India, 2009, http://www.censusindia.gov.in/Census_And_You/disdbpopulation.aspx

[access on 19 January 2010).

Chambers, Robert, 198Rural Development: Putting the Last Firstarlow: Longman.

Chambers, Robert, 199¥Whose Reality Counts? Putting the First Ldstndon: Intermediate
Technology Publications.

Das, N. P., Misra, Vinod K. and Saha, P. K., 20Da&es Community Access Affect the Use of
Health and Family Welfare Services in Rural IndM&tional Family Health Survey
Subject ReportNo. 18. Mumbai: International Institute for Pogtibn Sciences.

Desai, Sonalde,1994Gender Inequalities and Demographic Behavioltew York: The
Population Council.

Giddens, Anthony, 2003, Modernity under a Nega8ign: Ecological Issues and Life Politics.

In Pepper, David, Webster, Frank and Revill, Gedegs.),Environmentalism: Critical
Concepts.London: Routledge, 267 — 291.

Goffman, E., 1963Stigma: Notes on the Management of Spoiled IdestiEnglewood Cliffs,
NJ: Prentice-Hall.

Government of India, 2003lillenium Development Goals: India Country Repo@02 New
Delhi: Ministry of Statistics and Programme Evalaaf Central Statistical Organization.
Available at http://www.unicef.org/india/ssd04 2005 final.pdiaccessed on 20
November 2009].

Herzlich, C. (1973)Health and lliness: A Social Psychological Analydisndon:.Academic

Press.



Slide 2

Herzlich, C. and Pierret J., 198llness and Self in SocietBaltimore: John Hopkins University
Press.

Kumar, Somesh, 2002Methods for Community Participation: A Complete d&uifor
Practitioners New Delhi: Vistaar Publications.

Misra, B. D., 1992Area - specific Approach in Health and Family Wedfa Uttar Pradesh
Lucknow: State Institute of Health and Family Wedf&a).P.

Moscovici, S., 2000Social Representations: Explorations in Social Rsyagy. Cambridge:
Polity Press.

Mukherjee, Ramakrishna, 1983, Population and SoSfigétem. In Narain, Vatsala, and
Prakasham, C.P. (eds.Ropulation Policy Perspectives in Developing Coiagr
Bombay: Himalaya Publishing Company, 18- 33.

Murray, Michael, Pullman, Daryl and Rodgers, Tharekeath, 2003, Social Representations of
Health and lllness among ‘Baby-boomers’ in East€@anada,Journal of Health
PsychologyVol. 8, No.5: 485- 499.

Nancy E. Riley and McCarthy, James, 20@&mography in the Age of the Postmodern
Cambridge: Cambridge University Press.

Narain, J.P. (eds.), 200AIDS in Asia: The Challenge Aheddew Delhi: Sage.

National AIDS Control  Organization (NACO), 2006, ®A& on AIDS,

http://www.nacoonline.org/events _events.ljgocessed on 3 May 2009].

National Commission on Population, Found at

http://www.populationcommission.nic.in/nppbj.htm, 19 March 2004.

National Sample Survey Organisatidorbidity, Health Care and the Condition of the Age
NSS 60 round, January — June 2004, National Sample Subrggnisation, Ministry of
Statistics and Programme Implementation, Governmklmtdia, 2006.

Pandey, Arvind, Reddy, Dandu C.S., Ghys, PeterThgmas, Mariamma, Sahu, Damodar,
Bhattacharya, Madhulekha, Maiti, Kanchan D., Arnéiced, Kant, Shashi, Khera, Ajay
and Garg, Renu, 2009, Improved estimates of dilV burden in 2006.ndian
Journal of Medical ResearcNol. 129: 50-58.



Slide 3

Poston Jr., Dudley L., Micklin, Michael and Baumdenanda K., 2007, Demography. In Bryant,
Clifton D. and Peck, Dennis L. (eds2]™ Century Sociology: A Reference Handhook
Thousand Oaks: Sage Publications, 508-517.

Premi, M. K., 1991,India’s Population: Heading Towards a BilliorNew Delhi: B. R.
Publishing Corporation.

Ray, Jennings, Participatory Development as Nevaddgm: The Transition of Development
Professionalism. Found dittp://www.usaid.gov/hum_response/oti/pubs/pbdv1080
April 2004.

UNDP, 20009,

http://www.undp.org.in/index.php?option=com congtatk=view&id=11&Itemid=44

[accessed on 20 November 2009].

United Nations Population Fund (UNFPAgtate of World Population 2004The Cairo
Consensus at Ten: Population, Reproductive Healid the Global Effort to End
Poverty,UNFPA, 2004:.2-12.

United Nations, 1999, Below Replacement FertilRppulation Bulletin of the United Nations
Special Issue Nos. 40/41.

Verma, Ravi K., Pelto, P.J., Schensul, S.L. andhiJdschana (eds.)Sexuality in the Time of
AIDS: Contemporary Perspectives from Communitidadi. New Delhi: Sage.

Visaria, Leela, and Pravin Visaria (1998). “Indi@®pulation in Transition”, In Singh, J. P.
(ed.),Studies in Social DemographyNew Delhi: M. D. Publications Pvt. Ltd, 1- 66.



