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Abstract:
Introduction:
In order to promote gender equity and address the diverse needs of women in their reproductive years, it is essential to ensure access to economic opportunities, education and reproductive health care services. Sustainable Development Goals (SDGs) three and five focus on good health and well-being and gender equality respectively. Therefore, broadly, this paper focuses on the extent of progress in meeting the different needs of women in reproductive ages. Identification of states that are lagging in addressing these needs is essential for holistic well-being of the women in their reproductive years.

Methods:
The paper is based on a quantitative and qualitative techniques in order to handle the large volume of collected data related to various dimensions of women. Microsoft Excel Spreadsheets and Statistical Package for the Social Sciences (SPSS) version 25, has been used for statistical and cartographic representation of the observation. Statistical techniques such as mean, standard deviation and 'z' has been applied to bring all the indicators to a comparable platform.

Results:
The study finds that states in southern India perform better than most of the northern Indian states and most of the smaller states outperform larger states. It is probably because the former states have been implementing welfare policies more effectively than the latter ones. 

Discussion:
The low performing states may follow the best practices, programmes and policies of the states and UTs displaying better levels of progression. Therefore, in order to promote women's well-being, empowerment, and the health of future generations, it is imperative that their reproductive needs be met. Addressing these needs is essential to ensure maternal and child care, and overall family and societal well-being. This in-turn leads to a balanced, progressive and more inclusive society.
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Introduction: Continuous progression towards development is the ultimate desire of mankind since the inception of human civilization. All the countries of the world in general and individuals in particular aim to develop their societies and improve their quality of life accordingly. Therefore, SDGs directly focus on the holistic well-being of individuals and society, which in-turn leads to the development of all. Notions and criteria associated with development are much discussed and debated by policy maker. Up to 1970s, development was merely seen as an economic growth. But thereafter criticism emerged against the notion of development as the sole concept of economic development (specifically economic growth) by taking into account elements such as income distribution, social welfare, deprivation, poverty, access to basic human needs and so on. Therefore, policymakers, development experts and other stakeholders began giving equal importance to these broader dimensions. First ever released Human Development Report identifies development as a process of enlarging people's choices and to live a long and healthy life is the most important desire of all mankind (United Nations, 1990). Gross national product may be one of the indicators, but not a sum total of human endeavour towards holistic well-being of individuals. Therefore, the criteria for development are not a single linear progression but rather a multifaceted, incremental, progressive ones towards the positive improvement and change in human life. It revolves around the economic, social, and other advancements in the lives of human beings. 
Further, India has become the most populous country on the globe (Press Information Bureau, 2024).Women in the cohort of 15-49 are not only reproductively active but economically too. Various aspects associated with their reproductive behaviour are unavoidably important for understanding the health of mothers and children born to them. These, in turn, affect the levels of development in the country. Therefore, addressing the needs of women in reproductive age is an effective tool for the promotion of gender equity and women’s empowerment for the larger interest of the society vis-à-vis individuals.

Objective: The paper aims to analyze the variations in the levels of economic and social aspects, deprivation, access to basic needs and other factors of women in the reproductive ages. There exist inequalities across various variables of women's basic needs and welfare across the states, therefore study aims to analyse these existing inequalities. However, following are the specific objectives:
1. To examine the variations in the variables associated with the different attributes of women in their reproductive ages.
2. To derive the combined ‘z’ score reflecting the integrated level of progression related to women's basic needs and their welfare during their reproductive spans.
3. To identify lagging states which are performing poorly on women’s reproductive health and behavioural variables. 

Data Sources: The paper is based on primary data curated from NFHS (National Family Health Survey) V conducted by International Institute of Population Studies (IIPS) under the aegis of Ministry of Health and Family Welfare, Government of India. NFHS is a nationwide demographic primary survey which gives comprehensive data pertaining to fertility, family planning, mortality, maternal and child health, malnutrition, stunting, anemia and other related indicators. NFHS-V was conducted across all the states and union territories in India during 2019-2021 and published in 2022.

Methodology: Primarily the paper is based on a quantitative and qualitative approach, deriving the observations and conclusions from the variables undertaken. In order to handle the large volume of collected data related to various dimensions of women, Statistical Package for the Social Sciences (SPSS) version 25, has been used. Various statistical and cartographic techniques have also been used to observe inequality across variables. Various inbuilt functional utilities in Microsoft Excel Spreadsheets have also been used for data processing. Statistical techniques such as mean, standard deviation have been used to derive the ‘z’ scores of each variable and combined ‘z’ score of all the variables. The 'z' score standardisation method has been applied to bring all the indicators to a comparable platform. The steps to derive the 'z' score are as follows: z = (x - μ) / σ
Where
z: ‘z’score
x: individual observation of variable
μ: mean of variable
σ: standard deviation of variable
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	Where
μ = mean of variable ‘i’
Σ = summation of variable ‘i’ 
xi = individual observation in variable ‘i’
N = number of observations in the variable ‘i’
σ = standard deviation of variable ‘i’
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Table: 1 Description of variables

	S. No.
	Variable
	Unit
	Definition

	Xi
	Employment status
	Rate (%)
	Percentage of women aged 15-49 who are currently employed, including those who worked in the seven days preceding the survey as well as those who did not work during that period but are regularly employed and were absent due to leave, illness, vacation, or other such reasons.

	Xii
	Literacy
	Rate (%)
	Percentage of women aged 15-49 with schooling with 10 years or more.

	Xiii
	Not begun childbearing in Teenage
	Rate (%)
	Percentage of women aged 15-19 who have not begun childbearing during teenage (15-19).

	Xiv
	Menstrual protection
	Rate (%)
	Percentage of menstruating women aged 15-24 and using hygienic method for protection .

	Xv
	Met need of family planning
	Rate (%)
	Percentage of currently married women aged 15-49 with met need for family planning as and when they desire.

	Xvi
	Antenatal care
	Rate (%)
	Percentage of eligible women aged 15-49 receiving ANC from a skilled provider.

	Xvii
	Institutional delivery
	Rate (%)
	Percentage of births delivered in a health facility.

	Xviii
	Not anemic
	Rate (%)
	Percentage of women aged 15-49and not anaemic.

	Xix
	Condom use for HIV/AIDS protection
	Rate (%)
	Percentage of Women aged 15-49 having Knowledge of condom use for HIV/AIDS Prevention.

	Xx
	Spousal violence
	Rate (%)
	Percentage of ever-married women aged 18-49 ever not experienced spousal violence

	Xxi
	Mass media exposure
	Rate (%)
	Percentage of women aged 15-49 regularly exposed to any source of mass media.



Discussion of variables:
As the study is based on the variables associated with various issues of women in the reproductive ages, therefore the variables which are commonly associated with the said dimensions are chosen. These in-turn reflect women’s access, deprivation, welfare, basic needs and other related aspects towards their reproductive and associated behaviour in their daily life.

Women’s involvement in gainful employment affects positively their decision-making process related to their needs and requirements linked with their reproductive needs (Esteban-Gonzalo et al., 2018; Stronks et al., 1997). Therefore, the higher percentage of employment status reflects greater involvement in the decision making towards their health, reproductive behaviour, family planning and related matters. The employment rate, with mean value 26.3 per cent,  ranges from 9.2 per cent in Lakshadweep to 41.7 per cent in Meghalaya (International Institute for Population Sciences (IIPS) and ICF, 2021). Educational attainment of women is important for taking well informed decision about reproductive choices and preference. It empowers them with knowledge of rights and decision making (Hill & King, 1995), and enables them to respond to challenges and, therefore is a powerful tool to change their position in society (Bhat, 2015). In India, literacy, with schooling ten years or more, ranges from 77 per cent in Kerala to 23.3 per cent in Tripura, with mean literacy is 46.51 per cent.

Table: 2 Variables of women Progression
	S. No.
	State
	Xi
	Xii
	Xiii
	Xiv
	Xv
	Xvi
	Xvii
	Xviii
	Xix
	Xx
	Xxi

	1
	Chandigarh
	20.5
	59.6
	99.2
	94.5
	77.4
	94.9
	96.9
	39.7
	72.3
	11.8
	81.4

	2
	Delhi
	22.5
	59.7
	96.7
	97.1
	76.4
	86.7
	91.8
	50.1
	82.3
	25.8
	83.6

	3
	Haryana
	18.9
	49.5
	96.1
	93.5
	73.1
	87.1
	94.9
	39.6
	70.9
	20.6
	67.1

	4
	Himachal Pradesh
	23.9
	65.9
	96.6
	92
	74.2
	85.3
	88.2
	47
	76.6
	10.7
	70.7

	5
	Jammu & Kashmir
	21.9
	51.3
	99
	74.5
	59.8
	94.2
	92.4
	34.1
	65.2
	12.8
	55.1

	6
	Ladakh
	27.2
	50
	100
	79.1
	51.3
	91.6
	95.1
	7.2
	73.9
	27.7
	65.7

	7
	Punjab
	21.7
	56
	96.9
	93.3
	66.6
	85.9
	94.3
	41.4
	68.1
	13.4
	66.1

	8
	Rajasthan
	22
	33.5
	96.3
	84.3
	72.3
	89.1
	94.9
	45.6
	74.9
	26.3
	51

	9
	Uttarakhand
	22
	50.4
	97.6
	91.5
	70.8
	87.2
	83.2
	57.4
	73.8
	17.8
	66.3

	10
	Chhatishgarh
	31.3
	36.9
	96.9
	69
	67.8
	85.4
	85.7
	39.2
	75.6
	21
	63.5

	11
	Madhya Pradesh
	27.8
	29.3
	94.9
	60.9
	71.7
	80.4
	90.7
	45.3
	65.1
	31
	53.4

	12
	Uttar Pradesh
	16.7
	39.3
	97.1
	72.9
	62.4
	81.5
	83.4
	49.6
	64.6
	37.3
	43.5

	13
	Bihar
	14.3
	28.8
	89
	59.2
	55.8
	67.7
	76.2
	36.5
	57.4
	42.5
	33

	14
	Jharkhand
	21.8
	33.2
	90.2
	75.1
	61.7
	79.2
	75.8
	34.7
	65.9
	32.8
	34.7

	15
	Odisha
	23.2
	33
	92.5
	81.7
	74.1
	90.2
	92.2
	35.7
	71.8
	32.4
	62.2

	16
	West Bengal
	18.5
	33
	83.6
	83.4
	74.4
	84.1
	91.7
	28.6
	60.4
	29.7
	55.4

	17
	Arunachal Pradesh
	29.5
	39.4
	94
	92
	59.1
	76.1
	79.2
	59.7
	62.2
	26.6
	46.6

	18
	Assam
	17.9
	29.5
	88.3
	67
	60.8
	85.1
	84.1
	34.1
	71.5
	34.3
	42.1

	19
	Manipur
	40.1
	48.1
	91.4
	83.4
	61.3
	92.2
	79.9
	70.6
	87.7
	41.6
	58.9

	20
	Meghalaya
	41.7
	35.2
	92.8
	65.3
	27.4
	83.7
	58.1
	46.2
	54.1
	21.1
	53.7

	21
	Mizoram
	25.1
	49.9
	95.9
	91
	31.2
	86.5
	85.8
	65.2
	91.3
	11.9
	73.7

	22
	Nagaland
	33.7
	44.4
	96.2
	80.6
	57.4
	70.4
	45.7
	71.1
	61.4
	11
	47.2

	23
	Sikkim
	31.4
	49
	96.9
	86.3
	69.1
	81.3
	94.7
	58
	72.2
	21.3
	72.5

	24
	Tripura
	21.7
	23.3
	78.1
	69.1
	71.2
	83.6
	89.2
	32.8
	59.5
	23.2
	54.4

	25
	Dadra & Nagar Haveli and Daman & Diu
	29.7
	35.8
	95.7
	94.3
	68
	96.9
	96.5
	37.5
	63.8
	17.7
	74.9

	26
	Goa
	30.7
	71.5
	97.3
	96.8
	67.9
	98.7
	99.7
	61.1
	90.1
	9.7
	92

	27
	Gujarat
	33.2
	34.2
	94.8
	66.9
	65.3
	86.2
	94.3
	35
	66.7
	16.1
	59.8

	28
	Maharashtra
	36.7
	50.4
	92.4
	85.3
	66.2
	92.8
	94.7
	45.8
	72.1
	28.2
	67.7

	29
	Andaman & Nicobar Islands
	25.1
	52.2
	97
	98.8
	65.8
	92.6
	98.9
	42.5
	76.3
	18.3
	85.1

	30
	Andhra Pradesh
	37.3
	39.7
	87.4
	85.2
	71.1
	95.3
	96.5
	41.2
	63
	33.4
	78.8

	31
	Karnataka
	35.1
	50.2
	94.6
	84.6
	68.7
	96.8
	97
	52.2
	79.4
	48.4
	80.5

	32
	Kerala
	22.8
	77
	97.6
	93.3
	60.7
	98
	99.8
	63.7
	74.1
	12.9
	86.7

	33
	Lakshadweep
	9.2
	67.8
	98.9
	98.3
	52.6
	100
	99.6
	74.2
	74.9
	1.3
	66.8

	34
	Puducherry
	33
	65.4
	95.9
	99.1
	66
	95.1
	99.6
	44.9
	79.3
	31
	87.7

	35
	Tamil Nadu
	36.8
	56.6
	93.7
	98.4
	68.6
	95.3
	99.6
	46.6
	77.9
	39.7
	87.4

	36
	Telangana
	38.6
	45.5
	94.2
	93.4
	68.1
	96.9
	97
	42.4
	68.9
	40.4
	79.9

	x̄
	26.764
	46.514
	94.325
	84.197
	64.342
	88.167
	89.369
	46.014
	71.256
	24.492
	65.253

	σ
	7.824
	13.318
	4.532
	11.789
	10.758
	7.730
	11.575
	13.578
	8.747
	11.190
	15.663


Source: International Institute for Population Sciences (IIPS) and ICF (2021)

Teenage motherhood is detrimental to women's holistic health and well-being. Child bearing initiation in the teenage years compromises the health of mother and baby. It negatively affects to earnings and educational opportunities of the women (Hanna, 2001; Mollborn, 2017; Patel & Sen, 2012). Therefore, percentage of women who had not started childbearing during teenages is a good proxy measures of health and wellness of women. With the mean value 94.3 per cent, it ranges from 78.1 per cent in Tripura to 100 per cent in Ladakh. Affordable and easy access towards safe and hygienic menstrual protection is one of the basic needs of women. Safe and hygienic means of menstrual protection brings down the various reproductive infection which put the toll on their health and earnings (El-Gilany et al., 2005; Van Eijk etal., 2019).  Therefore, percentage of menstruating women age group 15-24 and using hygienic method of protection is good measure of their holistic health and hygiene. In India, it ranges from 59.2 per cent in Bihar to 99.1 per cent in Puducherry. 

Met needs for family planning refers the women in reproductive ages who are using any contraception methods for delaying or limiting the pregnancy as and when they want. Therefore, such needs are necessary for informed decisions about their reproductive choices, which is essential for reducing unwanted pregnancies, promotion of maternal, and child health, and overall well-being of women and children. The key factor to improve women’s reproductive and general health is to give them the choice to decide the number of children they wish to have during their child bearing years (Y. P. Gupta et al., 2021; Muttreja & Singh, 2018). The met needs of family planning varies, with average value 64.34 per cent, from 27.4 per cent in Meghalaya to 77.4 per cent in Chandigarh. Antenatal care (ANC) is crucial for the overall health of mothers and children. It involves health care services from confirmation of pregnancy to the birth of the child. Women with better educational attainment are more likely to access ANC services (Ogbo et al., 2019). Broadly socio-economic conditions of the women play pivotal role in accessing ANC services (Singh et al., 2019). Therefore, percentage of eligible women (age 15-49) receiving ANC from a skilled provider is a good measure of their reproductive health. Assistance during childbirth influences the birth outcome and the health of the mother and the newborn. Prevalence of ANC services varies from 67.7 per cent in Bihar to 100 per cent in Lakshadweep.

A skilled attendant can manage complications during pregnancy and delivery or, if required, refer the mother and/or the baby to the next level of care (Ogbo et al., 2019; Rani et al., 2008) for the better outcomes of the child bearing process. Access to the ANC services also depends on multiple factors such as affordability, educational attainment, mass media exposure and so on (Munuswamy et al., 2014; Pallikadavath et al., 2004). Therefore, institutional delivery is good proxy of women’s empowerment. In India prevalence of institutional delivery varies from 45.7 per cent in Nagaland to 99.8 per cent in Kerala. 

The prevalence of anemia among women aged 15-49 is vital for the health of women and  children (Bharati et al., 2019). The proportion of non-anemic women varies from 7.2 per cent in Ladakh to 74.2 per cent in Lakshadweep. Human Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome (HIV/AIDS) and other Sexually Transmitted Diseases (STDs)  can be prevented substantially by using the condoms, therefore awareness about the condom use is essentially required for the health and well-being of women. Condom use for HIV/AIDS varies from 54.1 per cent in Meghalaya to 91.3 per cent in Mizoram (Doshi & Gandhi, 2008; Sogarwal & Bachani, 2010). Spousal violence can lead to physical injury, emotional and psychological damage, post-traumatic stress disorder, anxiety, etc. Various socio-demographic factors such as education level, age of marriage and so on, affect the spousal violence (Bhattacharya, 2015; Jeyaseelan etal., 2007; Leonardsson & San Sebastian, 2017). Therefore, Percentage of ever-married women aged 15-49 who have ever not experienced emotional, physical, or sexual violence committed by their husband are taken into study.

Women's social, economic, political and cultural lives are also impacted by mass media exposure, which is essential for their development, empowerment and holistic growth. It also awares women about their rights and entitlements. Therefore, it influences attitudes, raising awareness, and motivating action on matters affecting women, family planning, women’s empowerment etc.  (Dasgupta, 2019; N. Gupta et al., 2003).
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Table: 3 ‘z’ score of variables
	S. No.
	State
	ZXi
	ZXii
	ZXiii
	ZXiv
	ZXv
	ZXvi
	ZXvii
	ZXviii
	ZXix
	ZXx
	ZXxi
	Σ(ZXi-ZXxi)
	Σ(ZXi-ZXxi)/11

	1
	Goa
	0.503
	1.877
	0.656
	1.069
	0.331
	1.363
	0.893
	1.111
	2.154
	-1.322
	1.708
	10.342
	0.940

	2
	Tamil Nadu
	1.283
	0.758
	-0.138
	1.205
	0.396
	0.923
	0.884
	0.043
	0.760
	1.359
	1.414
	8.885
	0.808

	3
	Puducherry
	0.797
	1.419
	0.348
	1.264
	0.154
	0.897
	0.884
	-0.082
	0.920
	0.582
	1.433
	8.614
	0.783

	4
	Karnataka
	1.065
	0.277
	0.061
	0.034
	0.405
	1.117
	0.659
	0.456
	0.931
	2.137
	0.973
	8.115
	0.738

	5
	Kerala
	-0.507
	2.290
	0.723
	0.772
	-0.339
	1.272
	0.901
	1.303
	0.325
	-1.036
	1.369
	7.074
	0.643

	6
	Telangana
	1.513
	-0.076
	-0.028
	0.781
	0.349
	1.130
	0.659
	-0.266
	-0.269
	1.422
	0.935
	6.149
	0.559

	7
	Delhi
	-0.545
	0.990
	0.524
	1.094
	1.121
	-0.190
	0.210
	0.301
	1.263
	0.117
	1.171
	6.057
	0.551

	8
	Manipur
	1.704
	0.119
	-0.645
	-0.068
	-0.283
	0.522
	-0.818
	1.811
	1.880
	1.529
	-0.406
	5.345
	0.486

	9
	Andaman & Nicobar Islands
	-0.213
	0.427
	0.590
	1.239
	0.136
	0.573
	0.823
	-0.259
	0.577
	-0.553
	1.267
	4.607
	0.419

	10
	Chandigarh
	-0.801
	0.983
	1.076
	0.874
	1.214
	0.871
	0.651
	-0.465
	0.119
	-1.134
	1.031
	4.418
	0.402

	11
	Lakshadweep
	-2.245
	1.599
	1.009
	1.196
	-1.091
	1.531
	0.884
	2.076
	0.417
	-2.073
	0.099
	3.402
	0.309

	12
	Maharashtra
	1.270
	0.292
	-0.425
	0.094
	0.173
	0.599
	0.461
	-0.016
	0.096
	0.331
	0.156
	3.032
	0.276

	13
	Sikkim
	0.593
	0.187
	0.568
	0.178
	0.442
	-0.888
	0.461
	0.883
	0.108
	-0.285
	0.463
	2.708
	0.246

	14
	Himachal Pradesh
	-0.366
	1.456
	0.502
	0.662
	0.916
	-0.371
	-0.101
	0.073
	0.611
	-1.233
	0.348
	2.497
	0.227

	15
	Andhra Pradesh
	1.347
	-0.512
	-1.528
	0.085
	0.628
	0.923
	0.616
	-0.355
	-0.944
	0.796
	0.865
	1.921
	0.175

	16
	Uttarakhand
	-0.609
	0.292
	0.723
	0.619
	0.600
	-0.125
	-0.533
	0.839
	0.291
	-0.598
	0.067
	1.566
	0.142

	17
	Dadra & Nagar Haveli and Daman & Diu
	0.375
	-0.805
	0.303
	0.857
	0.340
	1.130
	0.616
	-0.627
	-0.852
	-0.607
	0.616
	1.346
	0.122

	18
	Haryana
	-1.005
	0.224
	0.392
	0.789
	0.814
	-0.138
	0.478
	-0.472
	-0.041
	-0.348
	0.118
	0.811
	0.074

	19
	Mizoram
	-0.213
	0.254
	0.348
	0.577
	-3.081
	-0.216
	-0.308
	1.413
	2.292
	-1.125
	0.539
	0.480
	0.044

	20
	Punjab
	-0.647
	0.712
	0.568
	0.772
	0.210
	-0.293
	0.426
	-0.340
	-0.361
	-0.991
	0.054
	0.110
	0.010

	21
	Rajasthan
	-0.609
	-0.977
	0.436
	0.009
	0.740
	0.121
	0.478
	-0.030
	0.417
	0.162
	-0.910
	-0.166
	-0.015

	22
	Odisha
	-0.456
	-1.015
	-0.403
	-0.212
	0.907
	0.263
	0.245
	-0.760
	0.062
	0.707
	-0.195
	-0.856
	-0.078

	23
	Ladakh
	0.056
	0.262
	1.252
	-0.432
	-1.212
	0.444
	0.495
	-2.859
	0.302
	0.287
	0.029
	-1.377
	-0.125

	24
	Chhatishgarh
	0.580
	-0.722
	0.568
	-1.289
	0.321
	-0.358
	-0.317
	-0.502
	0.497
	-0.312
	-0.112
	-1.646
	-0.150

	25
	Jammu & Kashmir
	-0.622
	0.359
	1.032
	-0.823
	-0.422
	0.780
	0.262
	-0.877
	-0.692
	-1.045
	-0.648
	-2.696
	-0.245

	26
	Arunachal Pradesh
	0.350
	-0.534
	-0.072
	0.662
	-0.487
	-1.561
	-0.879
	1.008
	-1.035
	0.188
	-1.191
	-3.551
	-0.323

	27
	Gujarat
	0.823
	-0.925
	0.105
	-1.467
	0.089
	-0.254
	0.426
	-0.811
	-0.521
	-0.750
	-0.348
	-3.634
	-0.330

	28
	Madhya Pradesh
	0.132
	-1.293
	0.127
	-1.976
	0.684
	-1.005
	0.115
	-0.053
	-0.704
	0.582
	-0.757
	-4.147
	-0.377

	29
	Uttar Pradesh
	-1.286
	-0.542
	0.612
	-0.958
	-0.181
	-0.862
	-0.516
	0.264
	-0.761
	1.145
	-1.389
	-4.474
	-0.407

	30
	West Bengal
	-1.056
	-1.015
	-2.367
	-0.068
	0.935
	-0.526
	0.201
	-1.283
	-1.241
	0.465
	-0.629
	-6.582
	-0.598

	31
	Nagaland
	0.887
	-0.159
	0.414
	-0.305
	-0.645
	-2.298
	-3.773
	1.848
	-1.127
	-1.206
	-1.153
	-7.518
	-0.683

	32
	Assam
	-1.133
	-1.278
	-1.329
	-1.459
	-0.329
	-0.397
	-0.455
	-0.877
	0.028
	0.876
	-1.478
	-7.831
	-0.712

	33
	Jharkhand
	-0.634
	-1.000
	-0.910
	-0.772
	-0.246
	-1.160
	-1.172
	-0.833
	-0.612
	0.742
	-1.951
	-8.548
	-0.777

	34
	Tripura
	-0.647
	-1.744
	-3.580
	-1.281
	0.637
	-0.591
	-0.015
	-0.973
	-1.344
	-0.115
	-0.693
	-10.345
	-0.940

	35
	Meghalaya
	1.909
	-0.850
	-0.336
	-1.603
	-3.434
	-0.578
	-2.701
	0.014
	-1.961
	-0.303
	-0.738
	-10.582
	-0.962

	36
	Bihar
	-1.593
	-1.330
	-1.175
	-2.120
	-0.794
	-2.648
	-1.138
	-0.701
	-1.584
	1.609
	-2.059
	-13.533
	-1.230


Source: Calculated by author.
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Results and Discussions:
Table 4 and map 1 give the details of the five levels of progression based on the average ‘z’ score of eleven integrated variable. These variables pertain to women aged 15-49, who are in their reproductive.
Table :4 Levels of women progression
	S. No.
	Levels
	Σ(ZXi-Zxxi)/11
	Name of States

	1.
	Very High
	> 0.552
	Goa, Tamil Nadu, Puducherry, Karnataka, Kerala

	2.
	High
	0.237 to 0.552
	Telangana, Delhi, Manipur, Andaman & Nicobar Islands, Chandigarh, Lakshadweep, Maharashtra
Sikkim

	3.
	Moderate
	-0.085 to 0.237
	Himachal Pradesh, Andhra Pradesh, Uttarakhand, 
Dadra & Nagar Haveli and Daman & Diu, Haryana
Mizoram, Punjab, Rajasthan

	4.
	Low
	-0.407 to -0.085
	Odisha, Ladakh, Chhatishgarh, Jammu & Kashmir, 
Arunachal Pradesh, Gujarat, Madhya Pradesh, Uttar Pradesh

	5.
	Very Low
	< -0.407
	West Bengal, Nagaland, Assam, Jharkhand, Tripura, Meghalaya, Bihar



Very high level of progression:
Five states, namely Goa (0.903), Tamil Nadu (0.808), Puducherry (0.783), Karnataka (0.743) and Kerala (0.643) are included in this level (table 4 and map 1). Geographically these states, are located in the southern region of India. Tamil Nadu and Karnataka not only show a high level of economic development but high levels of social development also. The state of Kerala displays very high level of social development. Therefore, the states of Tamil Nadu, Karnataka and Kerala have shown the remarkable progress in the variables related to the reproductive needs of women. Goa and Puducherry are smaller states; therefore, management is relatively better. But earlier mentioned three states, are the larger states in India and performed fairly well. Probably, implementation of effective welfare policies, better awareness, effective population control, skilled labour force etc. contributed in their progress. Therefore, policies and programmes implemented in these states, may be good examples for the states which are lagging behind in such variables.   



Map: 1[image: ]

High level of progression:
Telangana (0.559), Delhi (0.551), Manipur (0.486), Andaman & Nicobar Islands (0.419), Chandigarh (0.402), Lakshadweep (0.309), Maharashtra (0.276) and Sikkim (0.246) have been housed in this level of progression (table 4 and map 1). Telangana and Maharashtra are industrial as well as larger states in India and have progressed well. Telangana performed fairly well in employment, antenatal care and services, spousal violence and mass media exposure whereas Maharashtra did well in employment, and antenatal care and services. Delhi, Manipur, Andaman & Nicobar Islands, Chandigarh, Lakshadweep and Sikkim are the smaller states, where management and provision of welfare services are relatively easy. Though, Delhi performed well in most of the variables but employment of women is not very satisfactory. Manipur performed well in terms of women’s employment which has historically been linked with economically strong feminist traditions. 

Moderate level of progression:
Eight states, namely Himachal Pradesh (0.227), Andhra Pradesh (0.175), Uttarakhand (0.142), Dadra & Nagar Haveli and Daman & Diu (0.122), Haryana (0.074), Mizoram (0.044), Punjab (0.010) and Rajasthan (-0.015) are included in this level of progression (table 4 and map 1). Andhra Pradesh, unlike most of the Southern Indian states, could not find a place in the high or very high level of progression. This also needs in-depth study. Himachal Pradesh performed well in employment, met needs of family planning and HIV/AIDS awareness, but is lagging in many other variables. The states of Punjab and Haryana are economically developed but socially their performance is not very impressive. Almost two-thirds of Rajasthan is desert and the state lies in the moderate level of progression.

Low level of progression:
The states of Odisha (-0.078), Ladakh (-0.125), Chhattisgarh (-0.150), Jammu & Kashmir (-0.245), Arunachal Pradesh (-0.323), Gujarat (-0.330), Madhya Pradesh (-0.377) and Uttar Pradesh (-0.407) lie in this category (table 4 and map 1). Odisha is a coastal state and Ladakh, Jammu & Kashmir and Arunachal Pradesh are hilly states in India. Chhattisgarh, Madhya Pradesh and Uttar Pradesh have a poor industrial base and are also not performing well in addressing women’s issues. Probably this is linked to low level of education, lack of awareness, limited availability and access to amenities and services related to reproductive behaviour etc.

Very low level of progression: 
Seven states, namely West Bengal (-0.598), Nagaland (-0.683), Assam (-0.712), Jharkhand (-0.777), Tripura (-0.940), Meghalaya (-0.962) and Bihar (-1.243) fall in the very low level of progression (table 4 and map 1). The state of West Bengal performed fairly well in term of spousal violence and met needs for family planning but lags in almost all the variables. The state of Bihar lags in almost all variables except spousal violence. All the states in the very low level of progression have poor industrial base, and out-migration of the labour force is also very common.

Conclusion: 
In order to understand the deprivational aspects of basic reproductive needs and requirements, the study takes into account the variables, related to women in reproductive — employment, literacy, teenage pregnancy, menstrual protection, met need of family planning, antenatal care, institutional delivery, anemia, condom use for HIV/AIDS protection, spousal violence and mass media exposure. Moreover, there exist the inequalities across the undertaken variables of women's basic needs and welfare across the states, therefore study aimed to analyse existing such inequalities. 

The performing states in one variable are not necessarily performing in another. The needs of women in the reproductive and economically productive ages are interlinked with many other factors as explained earlier, therefore, the study focused on the integrated score of the access and progression towards women’s needs and requirements. The study reveals that there are substantial variations among the states and UTs towards the undertaken variables. 

The low performing states may follow the best practices, programmes and policies of the states and UTs displaying better levels of progression, irrespective of their size and geographical location. Therefore, in order to promote women's well-being, empowerment, and the health of future generations, it is imperative that their reproductive needs be met. Therefore, evaluation and monitoring of the regions for the larger interest of the women in the reproductive ages is not only desired for half of India’s population but also for holistic well-being of humankind. Since addressing the needs of the women and welfare endeavors is an ongoing journey, not a destination.  
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