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Abstract: Since the 1990s, the global approach to family planning has undergone fundamental
transformations from population control to addressing reproductive health and rights. The Indian family
planning programme has also transitioned from being vertical, target-oriented, and clinic-based to a
supposedly target-free, choice-based programme that champions reproductive rights. Despite contraceptive
choices being offered and voluntary adoption encouraged, there is a heavy reliance on female sterilisation.
Community health workers, known as ASHAs, are responsible for on-ground implementation of family
planning policies and are incentivised to promote sterilisation as well as other methods. This study explored
perspectives to understand of the role of female sterilisation in Indian family planning and whether policy is
reflected in implementation. Secondary ethnographic data from Rajasthan, which included twenty
interviews and five group discussions, were used to understand the perspectives of ASHAs. Primary data
included five key informant interviews to understand the perspectives of experts nationally. Data were
analysed thematically with a combination of deductive and inductive coding. Themes that emerged included
choice, population control and coercion, family planning targets, quality and experience of services,
historical factors and social norms. Despite the official policy shift, there appears to be narrow
implementation which is still target-driven, relies heavily on female sterilisation, while negotiating between
achieving population stabilisation and upholding reproductive rights. There is a need to emphasise spacing
methods, ensure a rights- and choice-based approach and encourage male participation in reproductive
health decisions. DOI: 10.1080/26410397.2022.2080166
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Introduction
Since the 1950s, the approach to family planning
internationally has been guided by the need to
control population growth, particularly in devel-
oping countries with high fertility. Achieving
demographic goals by curbing growth and lower-
ing fertility could promote economic development
and keep a check on scarce resources.1 The Inter-
national Conference on Population and Develop-
ment in Cairo (ICPD 1994) marked a
fundamental policy shift in family planning from
population control to reproductive health and
rights. By framing sexual and reproductive health

(SRH) and therefore family planning in terms of
human rights, this was a move away from popu-
lation control to viewing reproductive health
and rights of individual women and men more
holistically.2 The Programme of Action recognised
the right of “all people to have access to compre-
hensive reproductive health care, including volun-
tary family planning/contraception and safe
pregnancy and childbirth services.”3 These devel-
opments resulted in several advances in policies
and programmes across the world.

The global development agenda in the decades
since has reaffirmed a commitment to SRH - from
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the Millennium Development Goals (MDGs 2000–
2015) to the Sustainable Development Goals
(SDGs 2015–2030). SDG Targets across Goals 3
(health) and 5 (gender equality and empowering
women) address ensuring universal access to
SRH, which includes family planning.4 This dis-
course acknowledges the importance of the “avail-
ability, accessibility and non-discrimination”
principles enshrined in reproductive rights,
which the SRH community has striven to achieve
since 1994.5 Universal Health Coverage (UHC), cen-
tral to Goal 3, and SRH are inextricably linked. Pol-
icy experts believe that in order to achieve both, a
comprehensive approach that ensures equity in
access, quality of care and accountability in
implementation will be crucial.4

Among the first developing countries to launch
a national family planning programme in 1952,
India too was initially driven by population con-
trol and a fear of challenges to economic develop-
ment.6,7 Since being launched, the programme
has been accredited with contributing to a declin-
ing population growth rate (Figure 1) and total fer-
tility rates (TFRs).8 Following ICPD Cairo (1994), the
policy and programme have undergone dramatic

transformations. From a vertically-run, target-dri-
ven, incentive-based, sterilisation-focused pro-
gramme, it was reoriented to address broader
family and health concerns through a decentra-
lised, target-free, client-focused approach.9 The
Indian government made a commitment “towards
voluntary and informed choice and consent of citi-
zens while availing of reproductive health care
services, and continuation of the target-free
approach in administering family planning ser-
vices” in its National Population Policy (2000).10

Key strategies of the current RMNCH + A (Repro-
ductive, Maternal, Newborn and Child Health
and Adolescents, 2013) programme include
increased focus on birth spacing services, encoura-
ging male participation, and a rights-based
approach.11 In 145 high focus districts with the
highest TFRs in the country, Mission Parivar
Vikas (Mission Family Welfare, 2016) adopts a
multi-pronged approach to “accelerate access to
high quality family planning choices”, while
incentivising beneficiaries and health workers.12

Local community health workers (CHWs) and
Auxiliary Nurse Midwives (ANMs) have been key
to the on-ground operationalisation of the

Figure 1. Indian family planning: a timeline
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programme.13 Since 2005, ASHAs (Accredited
Social Health Activists), an all-female cadre of
CHWs who are first-contact healthcare workers
and part of the National Rural Health Mission,
have taken on family planning among their
many responsibilities.14 They are volunteers who
are not paid a salary but receive performance-
based incentives for certain services.15 ASHAs pro-
vide many services for reproductive and child
health such as counselling women on contracep-
tion, birth preparedness, breast-feeding, provid-
ing access to oral pills and condoms.11

Despite the official move away from demo-
graphic goals in the family planning policy,
there remain those who believe there is a popu-
lation problem that needs controlling. In July
2019, a Population Regulation Bill was introduced
as a Private Member’s bill in the upper house of
the Indian Parliament, calling for punitive action
against people with more than two living children,
intending “to create a balance between people
and the resources, human resources as well as
natural resources”.16 In August 2019, on India’s
73rd Independence Day, Prime Minister (PM)
Modi highlighted the issue of a “population
explosion” and the need for discussion and aware-
ness on the matter.17 He congratulated those with
small families for contributing to the nation’s
development and demonstrating patriotism. In
December 2020, an advocate filed a petition in
the Supreme Court to introduce a population con-
trol law. The Ministry of Health & Family Welfare
(MoHFW) however responded with an affidavit
affirming the voluntary nature of India’s Family
Welfare Programme where reproductive
decision-making lies with the people
themselves.18

Female sterilisation in India
Six modern contraceptive methods are offered by
the Indian family planning programme to delay,
space, and limit births.6 Despite increased use of
spacing methods like pills and condoms, female
sterilisation dominates the method-mix in India
and accounts for over two-thirds (67.07%) of mod-
ern contraceptives used among Indian women
(15–49 years); Rajasthan also presents similar
trends at 68.27% (Table 1).19,20 Female sterilisa-
tions occur at younger ages in India – in 2016,
the median age was 25.7 years – with regional
variations in its uptake.21,22 Compensation or
incentive schemes for sterilisation acceptors,

service providers, and community health workers
are provided by the MoHFW.6

This reliance on female sterilisation is neither
unique to nor new in India. Globally, female
sterilisation is the most commonly used method
and constitutes 50% or more of contraceptive
use in four countries, including India.24 Sterili-
sations have been the most common method
of family planning in India since Indepen-
dence.22 Although coercive, state-sponsored
male sterilisations in the 1970s led to a decline
in these figures, use of female sterilisation has
steadily increased since.7,19 Bangladesh and Sri
Lanka also had focused their programme on
female sterilisations. The two countries shifted
emphasis towards reversible contraceptive
methods in the late 1980s and as a result,
the proportion of female sterilisations has
declined.25,26

There is no recognised “ideal” contraceptive
method-mix since family planning needs evolve

Table 1. India & Rajasthan – key family
planning facts at a glance

Indicator Rajasthan India

Total Population 68
milliona

1.2
billiona

Total Fertility Rate 2.0b 2.0b

Mean age at effective
marriage for females

20.5
yearsa

21.2
yearsa

Total wanted fertility rate 1.6b –

Current use of any method of
family planning

72.3%b 66.7%b

Current use of:
Any modern method of
family planning

62.1%b 56.6%b

Female sterilisation 42.4%b 37.9%b

Male sterilisation 0.3%b 0.3%b

IUD/PPIUD 1.4%b 2.1%b

Pill 3.1%b 5.1%b

Condom 13.7%b 9.5%b

Injectables 0.6%b 0.6%b

Latest data for Total Wanted Fertility Rate for India
was unavailable at the time of publication.
aCensus of India, 2011.23
bNFHS 5 (2019-20).
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with changing fertility, age structures, and child-
bearing preferences.24 Despite a recent focus on
increasing spacing methods, there is a dispropor-
tionately high use of this “most popular” limiting
method which could indicate issues of access to
service delivery and unmet needs of delaying
pregnancy or spacing births in India.6,27 The cur-
rent global development agenda calls for ensuring
universal access to SRH, which the Indian policy
discourse echoes, using a rights-based approach
and encouraging voluntary adoption of family
planning.4 Men and women are therefore meant
to be free to choose the method they want. This
dependence on female sterilisation as a contra-
ceptive method raises questions on whether
these high numbers reflect societal and individual
preferences or limited access to a range of
methods.

Studies on female sterilisation in India have
focused on barriers and facilitators for acceptors,
quality of services, post-sterilisation regret, clini-
cal studies, and experiences of women and
men.22,28–30 While the predominance of female
sterilisation in Indian family planning policy
and programmes has been addressed, there is a
lack of studies bringing together perspectives
from policy and practice levels. It is valuable to
explore how national policies are interpreted
and manifest themselves on the ground. This
study explored the role that female sterilisation
plays in Indian family planning and whether pol-
icy is reflected in implementation, through the
perspectives of national-level policymakers and
ASHAs.

Methods
We used a qualitative research design which is
best suited to explore perspectives to understand
the role of female sterilisation in Indian family
planning policy and programmes. Secondary and
primary qualitative data were supplemented
with a policy document review (Table 2).

Secondary data: ethnographic data on ASHAs
in Rajasthan
To build upon perspectives of CHWs on female
sterilisation and family planning, secondary in-
depth interviews and group discussions with
ASHAs were used. These secondary qualitative
data were originally collected in 2017–18 as part
of “The Role of ASHAs in the Private Sector: an Eth-
nographic Study on Maternal Health in Rajasthan”

by the second and last author.* The aim of the eth-
nographic study was to explore the daily experi-
ences of ASHAs working in Rajasthan,
particularly their interaction with public and pri-
vate health systems. Although the focus of the eth-
nographic study was on a different topic, how
ASHAs felt about female sterilisation emerged as
a key issue in the coding and data analysis.
work.† We draw on in-depth interviews and
focus group discussions from this study.

The ethnographic study was conducted in a
district of Rajasthan, where it was connected
with an evaluation of a programme in that
state.‡ Approaches included observation, in-
depth interviews, group discussions, and a

Table 2. Data collection overview

Data type
Respondent

type
In-depth
interviews

Group
discussions

Secondary ASHAs 20 5

Primary Key
informants

5

Total 25 5

*Publications from the study “The Role of ASHAs in the Private
Sector: an Ethnographic Study on Maternal Health in
Rajasthan” are in progress and not available for sharing at
the moment. Publication references to the initiation of the
study are available as follows: (a) Penn-Kekana L, Powell-Jack-
son T, Haemmerli M, Dutt V, Lange IL, Mahapatra A, Sharma G,
Singh K, Singh S, Shukla V, Goodman C. Process evaluation of
a social franchising model to improve maternal health: evi-
dence from a multi-methods study in Uttar Pradesh, India.
Implementation Science. 2018 Dec;13(1):1-5; (b) Care’s profit:
precarity and professionalisation of health workers in private
maternal clinics in Rajasthan and Uttar Pradesh, India (Isabelle
Lange, Sunita Bhadauria, Sunita Singh & Loveday Penn-
Kekana) in Childbirth in South Asia: Old Challenges and New
Paradoxes, Edited by Clémence Jullien and Roger Jeffery
OUP 2021.
†Last author suggested this topic for the first author’s MSc.
research project, with secondary analysis of data to provide
some insights into the ASHAs’ work on family planning as
well as additional policy-level work. Second and last authors
identified all in-depth interviews and five group discussions
conducted with ASHAs which would be relevant to this study.
‡Second author conducted a year-long ethnographic study in
the district, with supervision by the last author.
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number of participatory methods. Consent was
obtained from the study respondents and a
copy of their signed consent form and an infor-
mation sheet were shared with respondents.
Participants consented to the use of data in
any resulting publications. While we refer to
the secondary analysis of qualitative data the
study was in line with the aims of the original
study and did not require renewed consent
from participants.

The first author familiarised themselves with
the selected transcripts of secondary data (n=
25) before coding. Transcripts were then coded
with a combination of deductive and inductive
coding using QSR International’s NVivo 12 (Code-
book available in Appendix 1A). They were ana-
lysed thematically to understand the
perspectives and opinions of ASHA workers
regarding female sterilisation in family plan-
ning.31 During analysis, the first author had con-
versations with the second and last authors and
remained mindful of the limitations that accom-
pany secondary data analysis. In particular, since
the study focussed on maternal health, the data
was generated within that study context.

Primary data: key informant interviews
Subsequently, five semi-structured key informant
interviews were conducted in India by the first
author in August and September 2019 to capture
national policy perspectives. While the original
aim was to interview national-level policymakers,
the sample inclusion criteria were expanded to
include academics, civil society actors, and other
experts in the field. This was done because of chal-
lenges in policymakers agreeing to be inter-
viewed. Since the research enquiry is very
specific, there are few known experts in this
field in India. Therefore, sampling strategy
included a mix of purposive and snowball
sampling.

Interviews were scheduled with participants
keeping in mind their preference of date, time,
and location. They were given the chance to
ask questions regarding the research prior to
and during the interview. Before beginning the
interview, the researcher went through the con-
sent procedure with the participants and
explained their right to withdraw consent at
any point they wished. They were also assured
that recording interviews was optional and that
if they chose, recording would be stopped at
any point.

Three interviews were conducted face-to-face
and two interviews were conducted telephoni-
cally. Interview duration ranged between 35 min-
utes and 1 hour 10 minutes. A topic guide had
been developed and piloted before use (Appendix
2). The semi-structured format of the interview
provided flexibility to obtain open-ended answers
as well as probe further where newer themes
emerged. Field notes were also maintained to cap-
ture issues and trends that emerged from each
interview.

These interviews were conducted primarily in
English with occasional portions in Hindi; the
researcher conducting these interviews is fluent
in both languages. These were transcribed verba-
tim and prepared for analysis. Since the area of
inquiry is specific, with few key informants work-
ing in this area, de-identification was not possible.
Data familiarisation began as the data was being
generated and transcribed. We undertook a the-
matic approach for analysis with a combination
of deductive and inductive coding using QSR Inter-
national’s NVivo 12.31 (Codebook available in
Appendix 1B).

Ethical considerations
The ethnographic data collected in Rajasthan
received ethical clearance from the London School
of Hygiene & Tropical Medicine Observational/
Interventions Research Ethics Committee (Refer-
ence No. 9083, dated 9 June 2016) and local ethi-
cal clearance in India from Sangath Institutional
Review Board (Reference No. LPK_2017_025,
dated 9 February 2017). The interviews and tran-
scripts were anonymised before they were shared
with the first author.

The primary data collected in this study were
considered low-risk as the participants were not
deemed to be vulnerable. Primary data collection
was given ethical clearance by the London School
of Hygiene & Tropical Medicine MSc Research
Ethics Committee (Reference No. 16936, dated 7
May 2019) and local ethical approval in India by
Sangath Institutional Review Board in India (Refer-
ence No. LPK_2017_025, dated 7 August 2019).

Policy document review
Publicly available policy documents of the Indian
Government on family planning and ASHAs
(Appendix 3) were accessed electronically via the
MoHFW and other relevant websites including
that of the ICPD Conference. They were reviewed,
coded into themes manually, and synthesised
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thematically. The scope of documents reviewed
was limited to those produced after India’s official
shift to a target-free approach in 1996, up to 2020,
given the paradigm shift in policy and pro-
grammes in the 1990s. During the period of field-
work, a high-profile speech was made by the
Prime Minister that raised the issue of family plan-
ning and this was also included; the transcript of
the speech was reported in national newspapers.

Findings
Study findings from secondary and primary quali-
tative data are presented below. Themes that
emerged include choice in family planning, men
and contraception, population control and coer-
cion, family planning targets, quality and experi-
ence of services, historical factors and social
norms. Qualitative insights are supplemented
with information from relevant policy document
reviews.

“There will be choice when there are options”:
family planning and choices
Since the mid-1990s, the family planning pro-
gramme promoted a client-focused approach
and expanded contraceptive options.11 The
National Population Policy (NPP) too outlined its
commitment to providing increased contraceptive
choices, making accessible a “wide basket of
choices” as well as information and counselling
services.10 India’s commitment at FP2020 includes
efforts to expand the range of contraceptive
options available.32 The RMNCH + A strategy
(2013) emphasised spacing and limiting methods
equally and sought to promote “children by
choice” as a key approach. Sterilisation services
of course remain a priority intervention.33

Female sterilisation “remains the most popular
modern contraceptive method”.27 On whether this
reflects voluntary demand, one key informant
referred to their experience with southern Indian
states. They explained that over a couple of gener-
ations, a level of social acceptance for sterilisation
was built as a result of health workers achieving
targets under tremendous pressure in the 1980s
in Tamil Nadu and Kerala. Newer generations pre-
ferred to opt for it as it worked for their mothers’
generation.

“You get married, you immediately have a child,
you have a second child as soon as you can and

then you have sterilisation. That’s the kind of
socially accepted”… (Academic researcher)

Other key informants believed women were not
actually offered options to begin with, so that
female sterilisation became the default choice.
They felt that while people wanted smaller
families, there is a lack of options discussed or
offered. Further, they were of the view that
there was no understanding of who needed
which methods, no counselling before marriage
or appropriate education for adolescents, in con-
trast to a supposedly client-focused approach.

“But the only thing they’ve seen is sterilisation. I’ve
had people sitting here saying women’s choice is
sterilisation. This is nonsense. There will be choice
when there are options.” (Head, civil society
organization)

“No attempt to understand the decisions they
(women) are making and why they are making
the decisions they are making and going along
with… The approach is wrong.” (Academic
researcher)

ASHAs interviewed reported that they coun-
selled and offered all available choices to
couples such as condoms, pills and IUDs for spa-
cing or delaying first births. However, when it
came to female sterilisations or “operations”, it
appeared they took extra efforts to “motivate”
and follow-up with women. While describing
the cyclical process of checking on all benefici-
aries in their areas during a group discussion,
ASHAs mentioned visiting certain homes period-
ically in case there was a woman who wanted
to undergo the operation. They also reported
picking houses to visit based on whether they
knew of a “potential operation client” there.
Some ASHAs shared motivation tactics they
employed to convince women to undergo sterili-
sation. Helping people understand they wouldn’t
have to spend any money as well as guarantee-
ing no adverse outcomes were mentioned. While
it didn’t come up frequently, one ASHA specifi-
cally described a tactic that was sensitive to
people’s preference for giving birth to sons.
She used herself as an example of someone
who had undergone sterilisation while having
no sons. However, she admitted that she lied
about having undergone the operation but felt
that unless she used herself as an example, it
would be hard to convince others. By
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emphasising that she only had two daughters,
people were more likely to be brought on
board. Some ASHAs alluded to certain socio-cul-
tural barriers in motivating women. For instance,
those belonging to a particular tribe in the area
viewed children as gifts of god and consequently
did not like using either spacing or limiting con-
traceptive methods.

“Till the time operation is not done…we have to go
to motivate her.” (ASHA)

“Government knows it that due to ASHAs how much
progress has been made. How many operations for
sterilisation are being done and earlier were not
done, that Government knows.” (ASHA)

“Male sterilisation was never popular except
when it was a coercive programme”: men and
contraception
Between 1975 and 1977, India was under a State
of Emergency, during which time civil liberties
were curbed and the PM ruled by decree. The pro-
gramme took the form of coercive, state-spon-
sored male sterilisations.34 Estimates of Indian
men who were forcefully sterilised in the span of
a year vary between 6 and 8 million.34,35 The back-
lash since has led to steep declines in male
sterilisation.

When key informants were asked for views on
other contraceptive choices in India, participants
primarily discussed male sterilisations. Nationally,
male sterilisation figures lie low at 0.3%.28 All key
informants agreed that low figures were largely
attributable to the history of state-sponsored coer-
cive sterilisations in the 1970s. They also agreed
that vasectomies, especially non-scalpel vasec-
tomies (NSVs), were far simpler procedures when
compared to female sterilisations. Lack of trained
human resources to perform NSVs was identified
as a key challenge.

“Then in the 2000s, they started doing male again
in the name of promoting male vasectomy. That’s
when NSV came… You couldn’t find anyone to do
an NSV. No one was trained.” (Head, civil society
organisation)

According to India’s Vision FP2020, districts
have been encouraged to increase provision of
NSV services with hopes to trigger supply-induced
demand.32 The RMNCH + A strategy recognises the
need to promote NSVs to increase male partici-
pation in family planning.33 A policy imperative

in the National Health Policy (2017) is to increase
“the proportion of male sterilisation from less
than 5% currently, to at least 30% and if possible,
much higher”.36 However, as one key informant
pointed out, there have been no strategies or
roadmaps outlined to achieve this. Another key
informant believed that there was a lobby for
some reason against RISUG (Reversible Inhibition
of Sperm Under Guidance), a non-hormonal
male contraceptive, and the focus continued to
be on female sterilisation.

“Given the context that India is patriarchal society
and there may still opposition to vasectomy which
means we may have to put in much more effort
to get this 30% done.” (Academic researcher)

Most key informants felt patriarchal norms in
Indian society made it hard to convince men to
undergo sterilisation because of associated
notions of loss of manhood and masculinity.
They felt that men as well as women feared this
“loss” through male sterilisation. Aside from this,
one key informant suggested that in cases where
a man had undergone sterilisation and his wife
conceived due to sterilisation failure, she could
be blamed incorrectly for having an extramarital
affair. In their experience, women opted to get
sterilised instead of their husbands for such
reasons.

“You people want to have children, we want
to make sure you don’t”: perspectives on
population control and coercion
In the post-ICPD Cairo era, the family planning
approach addresses reproductive health more
broadly, with an emphasis on voluntary adop-
tion.9 In addition, however, the NPP promotes a
small family norm, without explicitly referring to
a two-child limit.10 All key informants were of
the view that on-the-ground programmes contin-
ued to be geared towards controlling the popu-
lation, and people’s reproductive decision-
making as well as women’s bodies. These inter-
views were conducted in late August 2019 and
therefore captured responses to the PM’s Indepen-
dence Day address where he spoke of a “popu-
lation explosion”.17 Major policy initiatives (like
the Clean India Mission37) have been announced
on occasions of such import in the past. All key
informants shared their apprehensions about
the speech indicating a change in policies with
perhaps a re-introduction of the two-child policy.
There was concern over the use of the term
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“population explosion” since data suggests the
population growth rate has slowed down con-
siderably. They further perceived this to be coer-
cive, against reproductive rights, and
unnecessary. Some key informants were con-
cerned that the speech was targeted towards reli-
gious minorities, such as Muslims, and argued that
the numbers suggested that fertility was coming
down across the board.

Key informants felt that the emphasis on adop-
tion of female sterilisation after having two chil-
dren revealed attempts at population control.
While TFRs as well as desired fertility rates across
the nation reflected the voluntary existence of a
two-child norm, key informants felt the govern-
ment was trying to push people into having two
children in quick succession and then to having
them sterilised. They felt the government was trying
to control reproductive decision-making as well as
women’s bodies. Further, female sterilisation was
seen as a mechanism to put the onus of decision-
making only on women instead of the couple.

“We have always taken the comfortable route of
controlling women. We have not actually taken
the route of making sure that the men are also
involved in this and men are also made to be
accountable. We have actually burdened the
women with it.” (Academic researcher)

Interviews with ASHAs revealed an emphasis on
bringing specific cases which are considered
“good”, in line with what was suggested by most
key informants. Good cases here are couples
who opted for sterilisation after two children
only. On the other hand, one ASHA stated that
she felt it would be better to have those with
more than two children undergo sterilisation
instead; after all, what if something happens to
those with only two children? Another ASHA
recalled a doctor scolding a woman pregnant
with her eighth child for not having undergone
sterilisation. However, there was a contrasting
instance where a woman with four children was
sent home with tablets instead of being sterilised.

“We bring case after four or five children that is not
considered, those who get done after two that is big
case. That is good case.” (ASHA)

“Only one target can be achieved”: chasing
targets
The Indian government abolished family plan-
ning targets in 1996.7 Targets were initially

replaced by the Community Needs Assessment
Approach (CNAA) which involved CHWs assessing
needs and preferences by consulting local com-
munities to calculate requirements, which were
taken as targets.38 CNAA was eventually aban-
doned and replaced by Expected Levels of
Achievement (ELA) due to decreasing perform-
ance/achievement of the programme and discre-
pancies between district and national data and
targets. ELAs are calculated using a mathemat-
ical model that takes into account birth rate
according to birth order and unmet need and
uses District Level Health Survey and Sample
Registration Survey data.38

Key informants uniformly disagreed with the
notion that the ELA approach was indeed target-
free. They perceived a target-free approach to be
purely rhetorical, only on paper, while targets
had just taken on a new name, i.e. ELAs.

“Targets have never gone really. And you know it is
deeply entrenched in the mind of the system. All the
way up to down. That family planning can’t hap-
pen without targets. So they’ve changed the name
and they call this or that.” (Former head, research
organisation)

“But on the other side, the imposition of a contra-
ceptive specific target, although it has been abol-
ished since the 1990s. It was re-imposed in the
name of expected level of achievement. ELA. Which
… and there is too much of a pressure on that and
that has created, that has been creating problems.”
(Former policymaker)

The now-abandoned CNAA was considered helpful
by health workers and doctors according to a key
informant who was involved in piloting the CNAA.
They believed this approach understood the needs
of couples better and fostered an environment
where numbers were unlikely to be fudged and
truthfully reported instead. However, this key
informant felt that CNAA wasn’t offered a fair
trial and that ELAs were chosen for accountability
and managerial reasons only. Further, it was
argued that relying on fear of missing targets
with associated incentives or disincentives was a
misdirected approach.

ASHAs receive incentives for performing certain
activities including encouraging institutional
deliveries, immunisation, undertaking health sur-
veys, and helping individuals get a tubectomy or
vasectomy; incentives for the latter tend to be
higher than the rest.15 When ASHAs spoke of
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female sterilisation, it was most commonly in
relation to targets or, as they’re officially referred
to, ELAs. While it is tempting to relate chasing tar-
gets to performance-based incentives, the follow-
ing quote frames female sterilisation within
targets very well:

“Only one target can be achieved, either LS (laparo-
scopic sterilisation) will be achieved that target will
go forward, family planning, or will increase ANC
(ante natal care). Only one will happen. (Officials)
says increase ANC also and get LS also done. Do
everything hundred percent. How can we do every-
thing hundred percent? The LS is going on well, I
have achieved that target but ANC are less in num-
ber in my area. Half of the people, madam, get the
PPIUD inserted after delivery. Half are aware, for
instance they use some family planning methods,
some keep three years gap between two children,
like this entire target has been made in XXX. Then
from where should I bring ANC?” (ASHA)

Another ASHA recalled being scolded for not hav-
ing met sterilisation targets despite the fact that
she had brought in three cases. The trouble, she
reported, was that these cases did not get entered
online. Higher officials reprimanded her over a
video-conferenced meeting for not having
brought in cases and refused to believe that the
computer data entry operator did not add her
cases. Other ASHAs spoke of the monthly target
as well as a near-daily push for getting more ster-
ilisation cases. They admitted that getting cases
was difficult. Aside from certain socio-cultural bar-
riers in motivating women mentioned earlier,
ASHAs reported that people belonging to a higher
caste gave their cases of sterilisation to health
workers from their own caste instead of the
ASHA whose catchment area they lived in.

Respondent: They respect me. On one call they
come for vaccination etc.
Interviewer: But then why is there difficulty?
Respondent: Difficulty is this that the cases of ster-
ilisation etc they give to the people of their own
caste. (ASHA)

What also emerged from the ethnographic
work was an unspoken competition with other
health workers in relation to performance-based
incentives and targets, including sterilisation.
ASHAs complained that no matter who motivated
the case to undergo sterilisation, it came down to
who was present at the health facility during the

procedure in order to have their name written
on the case file to get incentives. In interviews,
ASHAs reported that doctors doing the procedure
had the authority to put names on the case file.
While experiences are mixed, some instances
suggested a tenuous relationship and power
dynamics between doctors and ASHAs. During a
case of post-partum sterilisation procedure, an
ASHA reported that a doctor refused to believe
that she had motivated the woman and instead
put the case down to “self-motivation” since the
ASHA wasn’t present during the delivery of the
child. Another ASHA reported that once it took
three visits to convince a woman to get the oper-
ation. When the woman finally went to get the
operation, the doctor put his own name on the
case. This ASHA didn’t feel she could complain
as the doctor is higher up in the hierarchy.
Another ASHA reported that a patient once ques-
tioned the doctor in the private sector for charging
her for the operation. The doctor subsequently got
irritated and took the case away from the ASHA.
While the patient no longer paid, the ASHA
received no benefit. In most narratives involving
doctors, ASHAs are of the opinion that doctors
actively don’t want ASHAs to get a case in their
name.

“We motivate them so much. For one case, four five
times we go and visit and prepare the case. We take
the case and go and then if the case doesn’t come in
our name means? What is the point in finding
[case]?… I feel angry at times, take the case and
go… still. If we don’t take the case and go then
they take out notice saying there is no case. Bring
cases, bring cases. We get calls again and again
and then they call us to the meeting again and
again… bring the case.” (ASHA)

Quality and experience of services
Emphasis on quality-of-service delivery was
brought up by nearly all key informants. It was
perceived that petitions in the Supreme Court
coupled with pressure from academics and NGOs
led to the current quality guidelines.39 Studies
that had investigated deaths and failures resulting
from family planning operations led to two land-
mark cases in the Supreme Court. Ramakant Rai
vs Union of India led the Court to rule the need
for uniform guidelines in performance of sterilisa-
tion procedures, requirement of informed con-
sent, punitive action for violations and
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compensation for victims.40 Through Devika Bis-
was vs Union of India, the Supreme Court ordered
the Union of India to ensure discontinuation of
sterilisation camps.41

Another key informant pointed out that aside
from camps providing poor quality services, gov-
ernment medical colleges as well as hospitals
have a lack of hygiene and fail to follow quality
guidelines. They felt health facilities were not
always well-maintained and infections were
commonplace.

“I think that the most important thing, the most
important thing, is that this system, that the health-
care system which has been providing family plan-
ning since the 50s. It’s a very very long history of
providing family planning, the oldest programme
in the world. Now if this system could provide qual-
ity care, we are all…we have won the game. Qual-
ity of care has to be improved.” (Former head,
research organisation)

Some ASHAs brought up women’s experiences
with sterilisation services. ASHAs also reported
cases where women walked to the facility for the
operation but didn’t have transportation to
come back home. In some instances, the ASHA
recalled that she herself paid for the woman’s
transportation to come home. Another ASHA
reported that a woman complained about being
kept hungry throughout the day as she waited
for the operation to be done. The sterilisation
operation requires a follow-up and not only is tra-
velling for this expensive, but women also face dif-
ficulties in travelling soon after being operated
upon. Spending on travelling to far-off facilities
is deemed unprofitable by some ASHAs, thus
impacting follow-up and quality of care. An
ASHA spoke of how she felt tense about her steri-
lisation cases. Her past experiences include
women having post-operative difficulties, as well
as conceiving after failed sterilisations and related
problems. Another ASHA had also heard of deaths
that took place in mass sterilisation camps and
feared blame in case something went wrong
with the cases she took.

Respondent 1: We have to go back for check up on
third day. It is difficult to go back to XXX from here.
Respondent 2: Auto driver charges 600, 700 rupees.
If we go once, 600, 800 rupees.…
Respondent 1: Not just about money. It is difficult
for the person who has undergone operation to tra-
vel. For 600 you have to take so much trouble.

Respondent 2: So they take 200 rupees after oper-
ation and come. They don’t go back. (ASHAs)

Historical factors
When talking about the position female sterilisa-
tion occupies in Indian family planning, some
key informants spoke of the historical factors
that framed this position. According to them, a
crucial milestone was the development of simpler
clinical procedures for female sterilisations which
were tested in multi-centre clinical trials. What
used to be a regular surgical procedure had
been simplified to safer, less expensive and out-
patient procedures – either laparoscopically or
through the tubal ligation method. Some key
informants further felt that gynaecologists and
obstetricians formed a powerful constituency in
matters relating to family planning and advocated
these results to the Government of India.

“… these methods were safe, effective and less
expensive. And better for the woman because she
just didn’t have to leave her home. Better for the
provider because he didn’t have to provide an over-
night care for the cost.… Because the Government
of India then decided that this was great. And
they decided to go all out for sterilisation and
specially laparoscopic sterilisation. But you know
sometimes intentions are very good but the out-
comes are not necessarily in keeping with the inten-
tions because you see although it is indeed possible
to do this very quickly, safely, and so on… you
know they started doing camps.” (Former head,
research organisation)

“The other is… one important thing that happened
in the 80s and is not talked about much is that
tubectomy became simpler.…women became the
focus. You could do camps for women easily, you
couldn’t do camps for men easily.” (Head, civil
society organisation)

Discussion
A national family planning programme, in some
form or other, has existed in India for nearly sev-
enty years. During this time, policy has trans-
formed the programme from being vertically-
run, target-driven and focused on population con-
trol to one that is supposedly target-free and
addresses reproductive rights and health holisti-
cally.9 While achieving a declining population
growth rate (Figure 1) and TFR,19 what remains
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unchanged is a reliance on female sterilisation.10

This study highlighted historical factors and social
norms that may have situated female sterilisation
in becoming the method depended upon to
achieve demographic goals. Beyond contextual
factors, there appear to be differing discourses
at the policy and implementation levels: between
wide-ranging choices vs. default choice; encoura-
ging male participation vs. low male sterilisations;
target-free vs. expected levels of achievements;
and rights-based approach vs population control,
respectively. These contrasts help illustrate the
role that female sterilisation plays in Indian family
planning.

Implicit in India’s national policy commitments
is a reproductive rights-based approach which
requires an enabling environment where individ-
uals can access information and services on all
available methods.10,42 Programme implemen-
tation, however, appears to be skewed towards
the contraceptive needs of those with one child
or more. Four spacing and two limiting methods,
in addition to emergency contraception, are cur-
rently offered by the programme. The Indian strat-
egy for contraception provision is supposed to
have shifted its focus more towards spacing ser-
vices, except in states with high TFRs.32,33 Incen-
tives remain higher for sterilisation acceptors as
compared to those opting for a spacing method
like an IUD.6 Most key informants felt female ster-
ilisation becomes a default choice as it is the only
option presented to women. Brault et al.30 studied
a low-income community in Mumbai where
women were found to be overwhelmingly positive
about sterilisation; while women voluntarily
opted for sterilisation, the study noted the lack
of access to reversible contraception as a major
reason to do. Physicians interviewed by the
authors reported emphasising sterilisation,
reflecting an attitude where providers lacked con-
fidence in low-income clients successfully using
reversible contraceptive methods.30 In Rajasthan,
we found that implementation appears to trans-
form ASHAs into method-specific “motivators”.
They admitted to feeling the pressure to motivate
and convince women to undergo sterilisation, and
particularly, women with two children. Other
studies also found that ASHAs promote and prior-
itise sterilisation due to higher incentives.43

While female sterilisation is the most com-
monly used method of family planning, sterilisa-
tion regret is an issue. Singh22 analysed national-
level survey data which revealed an increase in

sterilisation regret among ever-married women
(15–49 years) from 4.6% (2005–2006) to 6.9%
(2015–2016), across rural and urban areas. They
noted that women who were either informed of
being unable to have children or had experienced
child-loss after sterilisation were more likely to
express regret. Authors were unclear on whether
women understood the permanence of sterilisa-
tion but proposed the need for qualitative
research on this topic area.4 These findings high-
light the need for proper counselling where all rel-
evant information is provided, and suggest that
quality and choice are not a reality.22

The Indian strategy for family planning
includes “focus on male participation”.33,36 Cur-
rently, condoms and vasectomies are the only
modern contraceptive methods that men can
opt for and make up 17% of all modern methods
used.27 Towards the policy imperative to increase
the share of male sterilisation to 30% from a cur-
rent level of 0.3%,36 annual national-level work-
shops are conducted to develop strategies to
encourage male participation; it is not clear
whether strategies have been outlined. Vasectomy
Fortnights are observed where facilities for ren-
dering vasectomies are operationalised, in
addition to Information Education Communi-
cation (IEC) mobile vans and sensitisation meet-
ings at the district and block levels.6 There is
agreement – among experts and ASHAs, as well
as the WHO – that compared to female sterilisa-
tion, male sterilisation is “simpler, safer, easier,
and less expensive”.44 However, challenges like
misinformation, deeply entrenched social norms,
and lack of trained human resources were ident-
ified by key informants. RISUG - a male contracep-
tive injectable – is a potential method to be
included for men, as mentioned by a key infor-
mant. As of late 2019, the Indian Council of Medi-
cal Research (ICMR) had successfully completed
the clinical trials for RISUG and was awaiting regu-
latory approvals from the Drug Controller General
of India.45 There have been no updates since. Glo-
bal programmatic evidence demonstrates the
benefits of involving men in family planning.
Effective programmes are often complex, run
long-term and require changing gender norms
through group education sessions, community
outreach and mobilisation, mass-media cam-
paigns, and service-based programmes.46

The current programme, while supposedly tar-
get-free, still has method-specific ELAs.41 On the
ground, it appears that ASHAs need to contend
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with target-driven implementation. In our study,
an ASHA put across very powerfully that she can-
not increase numbers for both pregnant women
receiving ANC and women undergoing sterilisa-
tion in the same community at a given time,
also reflecting a programme that isn’t sensitive
to community needs. Supreme Court directives
to state governments also emphasise ensuring
there are no fixed sterilisation targets, recognising
that the pressure of achieving targets could lead to
forceful sterilisations.41 Further, these could
impact the reproductive freedoms of those who
are economically and socially vulnerable. Inter-
views with ASHAs revealed the pressure they felt
to achieve targets and the associated competition
they faced with other health workers. Key infor-
mants too echoed the need to move away from
a target-based approach.

According to policy experts, one of the key com-
ponents of comprehensive SRH services is quality
of care. Most key informants brought up concerns
about poor quality of care in service delivery and
sterilisation procedures, despite the discontinu-
ation of sterilisation camps.39–41 Joseph et al.28

studied quality of care in sterilisation services at
public health facilities in India and found a signifi-
cant association between household wealth and
quality of care. Their results revealed that one in
every ten women sterilised at public health facili-
ties received low quality of care; while the percen-
tage is low, it translates to high numbers of
women. They also found quality of care to be
worse in rural areas.28

The discourse of population explosion that has
emerged in a number of senior politicians’
speeches in the last couple of years suggests an
implicit anxiety on the government’s part to con-
trol population growth.47 Population control has
previously taken the form of driving a two-child
agenda. In the past, the programme even pro-
moted the popular slogan “Hum Do, Humare
Do” (“Us two, our two”).10 Buch48 has written
extensively about the consequences of the intro-
duction of the law of the two-child norm in
some states for elected representatives in local
governments (Panchayats). Buch argues that a pol-
icy measure seen to promote smaller families took
a coercive form on the ground and disproportio-
nately affected women, the poor, and lower castes
from taking up leadership positions.48 The PM’s
speech on “population explosion” and Private
Member’s bills calling for smaller families appear
to be inherently disconnected with upholding a

commitment to reproductive rights.16,17 Although
the NPP seeks to uphold reproductive health and
rights, it promotes a small family norm by provid-
ing incentives to couples from poor households to
undergo sterilisation.10 National-level survey data
suggest that people are voluntarily opting for
smaller families, with fertility rates falling across
socio-economic and religious groups.27 Yet, as
key informants pointed out, the programme con-
tinues to approach couples as if they were incap-
able of making informed reproductive decisions
and encourages the strategy of having two chil-
dren in quick succession, followed by sterilisation.
Reproductive rights include the right to choose
the number and timing of children, if one chooses
to reproduce at all.3 The recent affidavit (2020)
filed by the MoHFW in the Supreme Court is reas-
suring in its emphasis that family planning in
India is voluntary and coercion would be coun-
ter-productive; this commitment in policy
requires broader implementation.18

Strengths and limitations
To understand the role of female sterilisation in
Indian family planning, we explored perspectives
of policy-makers, academics, members of civil
society and ASHAs. There are many other stake-
holders, including programme implementers
and women who have undergone sterilisation,
whose views would have enriched our under-
standing. While a limited range of stakeholders
were involved, findings revealed valuable insights
into the reproductive rights narrative in India and
brought intersecting views from policy and grass-
roots realities, highlighting the need for further
research. ASHAs’ perspectives on female sterilisa-
tion emerged in a study on their broader work
and daily experiences. This could be attributed
to the methodological advantage that ethno-
graphic research methods lend, including space
to build a relationship with the researcher and
share on topics they may not otherwise have
done. The ethnographic data were, however, col-
lected for different research purposes and, as
with any secondary data analysis, there is limited
understanding of the context within which the
data were generated. Study findings from
Rajasthan may not be applicable to other Indian
states as health programme implementation is a
state subject. Although national policymakers
consented to informal discussions, they did not
consent to formal interviews, perhaps due to
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challenges in sharing insights about sensitive
topics while in official positions.

Conclusion
Home to 17.5% of the world’s population, India’s
health outcomes have an impact on global
figures.8,49 India has made substantial strides
such as lowered fertility, declining population
growth rates, and improved maternal health.9,32

Comprehensive family planning policies and effec-
tive programme implementation are therefore
crucial to improving national and international
trends. Officially, Indian policy language shifted
to a rights-based approach in addressing repro-
ductive health and has continued to reaffirm
this in global policy commitments and develop-
ment agendas.9,42 It seems that this supposed pol-
icy shift has translated into narrow
implementation, given the continued reliance on
female sterilisation. There appears to be a conti-
nuing negotiation between achieving population
stabilisation and upholding sexual and reproduc-
tive rights. This study illustrates that achieving

sexual and reproductive rights is contingent not
just on policy but on how programmes are deliv-
ered. The findings in this study hope to serve as
points of reflection for family planning policies
and programmes and further research. Renewed
emphasis on a target-free approach, efforts to
educate and supply all available contraceptive
choices beyond female sterilisation, creating an
enabling environment for voluntary reproductive
decision-making, and active involvement of
men, are some steps in the direction of upholding
reproductive rights and commitments already
made in Indian policy.
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Appendices

Appendix 1. Codebooks

A. Codebook used for qualitative analysis of secondary ethnographic data on ASHAs

Code Description

Female Sterilisation Code to any mention of female sterilisation – this could be operation, LS, TT, etc.
by ASHA

Contraception Other Code when ASHA talks about methods of contraception other than female
sterilisation (pills, condoms, etc.)

Family Planning Code when ASHA talks about family planning generally, without referring to
specific contraceptive methods (including her views on FP)

Motivation Tactics Code to any mention of ASHA talking about tactics or strategies she used to
motivate women to take up sterilisation

Targets Code to mention of targets generally by ASHA

Female Sterilisation Targets Code any mention of targets pertaining to female sterilisation specifically by
ASHA

ASHA Soft Code any mention of ASHASoft (online payment and monitoring system)

Health Worker – other Code work done by other health workers in the community – if description is of
ASHAs relationship with them, code to “relationship with other health workers”

Relationships with other health
workers

Code any description of ASHAs relationships with other health workers or staff in
health facilities (like doctors)

Challenges Code ASHA’s views on challenges she faces in her work – double code where
appropriate

Attitude of ASHA Code here when respondent talks about what it means to her to be an ASHA,
insights on attitude towards her work

People’s Attitude to ASHA Code description by the ASHA about her perception of people’s attitude towards
her

Training Code any mention of training received by ASHA for her work

Money Code discussions on incentive payments for her work as well as to acceptors,
expenses related to her work, costs of treatment incurred by women

Govt schemes Code description of government schemes – double code if appropriate

Work – generic Code description by ASHA of her work broader than female sterilisation
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B. Codebook used for qualitative analysis of key informant interviews

Code Description

Respondents past
experience

female sterilisation Code respondents’ past work experience related to female sterilisation

FP general Code respondents’ past work experience related to FP broadly

FP Issues – Current Code what respondent feels are current issues in Indian family planning

PM Speech - Concerns Code discussion on concerns stemming from PM’s independence day address regarding
population “explosion”

Exploding population Code discussion on perceptions of population “explosion”, outside of PM’s speech

Female Sterilisation Code any mention of female sterilisation in India

History

FP generally Code discussion on history of or historical factors pertaining to family planning overall
in India

Sterilisation Code discussion on history of or historical factors pertaining to sterilisation (male and
female) in India

Changes post ICPD Code any mention of changes that took place in policy and programme after ICPD Cairo

Control coercion
restriction

Code any mention of control/coercion/restriction in terms of population growth and
reproductive right and health

Rights choices consent Code discussion on rights, choices, and consent in FP

Vasectomy Code any mention of vasectomies (including NSVs)

Training Code discussion on training for vasectomies

Quality of care or
services

Code discussion on quality of care or services in FP

Proposed Solution Code if respondents suggest ideas for moving away from female sterilisation to other
contraceptive methods, improving FP broadly

ELAs or Targets Code any mention of targets or ELAs as well community needs assessment

ASHAs Code any mention of ASHAs and their work here

Incentives Code any mention of incentives for acceptors, providers, health workers for female
sterilisation

State level variations Code discussion on state-level variations within India with regard to family planning

Policy level challenges Code discussion on policy and implementation challenges regarding FP - supply side,
infrastructure etc

Policy level successes Code discussion on policy successes regarding FP
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Appendix 2. Interview topic guide for key
informant interviews

. Personal introduction of researcher

. Introduction of the research study and partici-
pant information sheet

. Consent process

Informant introduction
Could you tell me about your experience with
(reproductive health/family planning) policy and
your present post?

I would first like to ask you some questions on
the Indian family planning programme and then
move on to some questions focusing on the role
of sterilisation in this programme.

National Family Planning Programme

. Could you give me your perspective on some of
the key family planning issues that India faces?

. Do you think that the approach to family plan-
ning has changed over the last twenty years –
and if so, could you please tell me how this
has happened?

. Can you tell me some of the key policies that
have been put in place in the last two decades
to promote family planning?

. Could you give me your perspective on these
policies?

. What have been the successes and challenges
you have faced implementing the policy and
realising this vision?

. According to you, are there variations in the
state-level, especially, in Rajasthan with regard
to implementing these?

. What is your vision for this policy?

Contraceptive methods
I now want to focus more specifically on the role
of sterilisation in the programme.

. India has high rates of female sterilisation with
very young women undergoing this procedure
[median age is 25.7 years]. What do you think
is the role of female sterilisation in Indian
family planning?

. When and why do you think female sterilisation
has been increasing?

. Do you have any concerns about this?

. Why do you feel like there are disproportio-
nately high rates of female to male
sterilisation?

Role of ASHA workers
I will now move on to the role of ASHA workers in
the provision of reproductive health services on
the ground.

. What do you think is the role of ASHA workers
in family planning generally?

. Can you tell me what you think is their role in
promoting female sterilisation?

. Do you think the incentives influence the
uptake of female sterilisation?

. What do you think needs to be done to improve
the quality of family planning services through
ASHAs?

Conclusion
Thank you very much for your time and for shar-
ing about your opinions and experience with me.
These are all my questions for now. Is there some-
thing important that I may have missed out that
you feel you would like to tell me from your
experience?

In case I have any clarifications regarding what
you have shared with me, would it be alright to
get in touch with you later on telephonically or
in person depending on your convenience?

Appendix 3. Policy documents reviewed

Policy Document Year

Programme of Action adopted at the
International Conference on Population and
Development Cairo

1994

National Population Policy 2000

Guidelines on Accredited Social Health
Activists (ASHA)

2006

Ramakant Rai v. Union of India, W.P (C) No 209
of 2003

2007

Training Programme on Expected Level of
Achievement (Target Fixation) for Family
Welfare Programmes

2012

A Strategic Approach to Reproductive,
Maternal, Newborn, Child and Adolescent
Health (RMNCH + A) in India

2013

Mission Parivar Vikas 2016
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India’s Vision FP2020 2014

Standards & Quality Assurance in Sterilisation
Services (Updated)

2014

Devika Biswas v. Union of India & Others,
Petition No. 95 of 2012

2016

National Health Policy 2017

PM’s independence day speech 2019

Update on ASHAs 2019

Ministry of Health and Family Welfare Annual
Report 2019–20

2019

Résumé
Depuis les années 90, la conception internatio-
nale de la planification familiale s’est profondé-
ment transformée, passant d’un contrôle
démographique à une réponse à la santé et aux
droits reproductifs. Le programme indien de pla-
nification familiale a lui aussi fait la transition
d’activités verticales, axées sur les objectifs et
basées dans les établissements de santé à des
interventions fondées sur la liberté de choix, sup-
posément affranchies d’objectifs et qui protègent
les droits reproductifs. Même si des choix contra-
ceptifs sont proposés et que l’adoption volontaire
est encouragée, le programme fait encore une
grande part à la stérilisation féminine. Les agents
de santé communautaires, connus sous le nom
d’ASHA, sont responsables de la mise en œuvre
sur le terrain des politiques de planification famil-
iale et sont encouragés à promouvoir la stérilisa-
tion ainsi que d’autres méthodes. Cette étude a
exploré différentes optiques pour comprendre le
rôle de la stérilisation féminine dans la planifica-
tion familiale indienne et s’est demandé si la poli-
tique était traduite dans la mise en œuvre. Des
données ethniques secondaires provenant du
Rajasthan, qui comprenaient 20 entretiens et
cinq discussions de groupe, ont été utilisées
pour comprendre les perspectives des ASHA. Les
données primaires incluaient cinq entretiens
avec des informateurs clés pour cerner le point
de vue des experts au niveau national. Les don-
nées ont été analysées thématiquement avec
une association de codage déductif et inductif.
Les thèmes qui sont apparus comprenaient le
choix, le contrôle démographique et la coercition,
les objectifs de la planification familiale, la qua-
lité et l’expérience des services, les facteurs histor-
iques et les normes sociales. En dépit du
changement politique officiel, il semble y avoir
une mise en œuvre étroite, encore subordonnée
aux objectifs, qui fait une grande place à la

Resumen
Desde la década de 1990, el enfoque mundial de
planificación familiar ha pasado por transforma-
ciones fundamentales, desde el control de la
población hasta el abordaje de la salud y los dere-
chos reproductivos. El programa de planificación
familiar de India también ha hecho la transición
de ser vertical, orientado a objetivos y basado
en centros de salud, a ser un programa supuesta-
mente libre de objetivos y basado en opciones,
que defiende los derechos reproductivos. A pesar
de que se ofrecen opciones de métodos anticon-
ceptivos y se fomenta la adopción voluntaria,
hay una enorme dependencia de la esterilización
femenina. Agentes de salud comunitaria, conoci-
das como ASHA, son responsables de aplicar en
el terreno las políticas de planificación familiar,
y reciben incentivos para promover la esteriliza-
ción y otros métodos. Este estudio exploró per-
spectivas para entender el papel de la
esterilización femenina en la planificación fam-
iliar india y si la política se refleja en la implemen-
tación. Se utilizaron datos etnográficos
secundarios de Rajasthan, que incluyeron veinte
entrevistas y cinco discusiones en grupos focales,
para entender las perspectivas de las ASHA. Los
datos primarios incluyeron cinco entrevistas con
informantes clave para entender las perspectivas
de expertos a nivel nacional. Se analizaron los
datos temáticamente con una combinación de
codificación deductiva e inductiva. Los temas
emergentes fueron: elección, control de la pobla-
ción y coacción, objetivos de planificación fam-
iliar, calidad y experiencia de los servicios,
factores históricos y normas sociales. A pesar del
cambio de política oficial, parece haber una
implementación limitada que continúa impul-
sada por objetivos y depende en gran medida de
la esterilización femenina, a la vez que negocia
entre lograr estabilización poblacional y defender
los derechos reproductivos. Es necesario hacer
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stérilisation féminine, tout en négociant entre
une stabilisation de la population et le respect
des droits reproductifs. Il est nécessaire de sou-
ligner les méthodes d’espacement des naissances,
de garantir une approche fondée sur les choix et
les droits, et d’encourager la participation des
hommes aux décisions de santé reproductive.

hincapié en los métodos de espaciamiento, garan-
tizar un enfoque basado en derechos y opciones y
motivar la participación de los hombres en las
decisiones sobre la salud reproductiva.
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