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Chapter 7
Conflicted Reproductive Governance: 
The Co-existence of Rights-Based 
Approaches and Coercion in India’s 
Family Planning Policies

Maya Unnithan

 Introduction

The late 1990s saw a shift in the implementation of Indian health and population 
policies from a focus on fertility control in its Family Planning programme towards 
a rights-based and choice- and participation-oriented Reproductive Health approach. 
On the ground, in everyday contexts of service provision, this meant an abolition of 
‘targets’ (numbers of women to be sterilised monthly and annually) set by the state 
for community health workers. On the face of it, the adoption of a ‘target-free 
approach’ relaxed state surveillance of poor pregnant women and released health 
workers from the burden of achieving a set number of cases over a specified period, 
a regulatory mechanism through which they were held to account (Ramasubban & 
Jejheebhoy, 2000; Visaria, 2000). Instead of actively pursuing tubectomy cases, 
staff at health centres and sub-centres were to focus instead on the provision of a 
choice of contraceptive options, offering reversible methods (condoms, pills, intra-
uterine devices) alongside sterilisation. Popularly known in health policy parlance 
as the ‘cafeteria approach’ to contraception (GOI, 2007), the practice came to sym-
bolise the significant shift from a population to a people-centred policy approach to 
maternal and reproductive health.

In this chapter I examine the processes, contradictions and outcomes that accom-
panied such a critical and important shift in population policy and what this reveals 
about the dynamics of reproductive governance in India. I build on the concept of 
reproductive governance as the ‘subject making powers of moral regimes directed 
towards reproductive behaviours and practices’ (Morgan & Roberts, 2012, p. 244) 
in the context of the Indian state’s long embrace of rights-based, empowerment 
approaches in its development practice. Drawing on ethnographic work on maternal 
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and reproductive health in the state of Rajasthan in Northwest India from 1998 to 
the present, and more recently with policy makers, health professionals and NGOs, 
I suggest that the discourse of rights in the area of maternal and reproductive health 
speaks more to processes of State empowerment than to enhancing reproductive 
autonomy among claimants on-the-ground. Participatory forms of policymaking 
and rights discourse have instead helped to transform the State itself into an ‘activ-
ist’ institution in terms of its modus operandi and rights advocacy work (Biehl, 
2004; Unnithan, 2019; Unnithan & Heitmeyer, 2014).1

The main policy focus in the chapter is India’s axiomatic National Population 
Policy (NPP) of 2000 (GOI, 2000), which is examined alongside a set of reproduc-
tive and child health policies in India (RCH-I and RCH-II) implemented between 
1997 and 2005, and the policy of Safe Motherhood (Janani Suraksha) actioned 
under the National Rural Heath Mission (NRHM) of 2005. Drawing on intersec-
tional, feminist and Foucauldian analysis in the domain of population governance 
(Greenhalgh, 2005; Morgan & Roberts, 2012; Ram, 2001; Das, 2015; De Zordo, 
2012; Dean, 2001; Gupta, 2001), I suggest that the simultaneous promotion of two 
conflicting approaches to governance within the same NPP policy may stem from a 
broader dilemma that faces modern states ‘doing’ development (Hanson & 
Stepputat, 2001). It may also stem from a more particular concern of well-being and 
reproductive choice in policymaking at the end of the second millennium in India.

Policy in an anthropological sense is regarded as a field that is constituted by 
performative social practices of regulation which are both created by and ‘create 
particular social and cultural worlds’ (Shore et al., 2011). These have a ‘domaining 
effect’ and are agentive in that they shift action (Wright, 2011, p. 27). I also regard 
policy through an affective lens and a Critical Medical Anthropology (or CMA) 
approach to health policy. Such an approach regards policy formation and enforce-
ment ‘as reflecting simultaneously the compromise between, as well as the balanc-
ing of power among, conflicted forces (social groups with different and opposed 
interests)’ (Singer & Castro, 2004, p. xiv).

Policymaking as a contextual practice is developed in the chapter through the 
policy perspectives of community health workers, health professionals (doctors, cli-
nicians, public health specialists) and policy makers (bureaucrats, prominent civil 
society actors, lawyers and politicians). Policy guidelines and programme reports 
have enabled analysis of the embedded hierarchies and power at play in practices of 
health governance. Analysis of these documents reveals a return to previous coer-
cive (in terms of restricted choice) family planning policies, even as the language of 
human rights frames the overall approach. The only difference is that the language 
of coercion is more implicit and less overt than in the previous family planning poli-
cies of the 1970s, a pre-rights-based policy era. I use the term ‘coercive’ to mean 
‘choice restrictive’ in the sense that policies which may or may not intend to be 
coercive are those where, in practice, choice is restricted (also see Brunson, 2019; 

1 I use the word ‘state’ to denote regional states in India, and the term ‘State’ to mean the central 
authority ruling a sovereign territory.
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Senderowicz, 2019). I also suggest that contraceptive coercion, as Senderowicz 
argues, ‘sits on a spectrum and need not involve overt force or violence but can also 
result from more quotidian limits to free, full and informed choice’ (2019, p. 1).

Despite current, ostensible state withdrawal from an explicit promotion of sterili-
sation (especially tubectomies for women), it is a practice that is promoted on the 
ground with some poorer women and couples who have met their childbearing aspi-
rations continuing to use the method. However, I argue that the reasons for this 
uptake are very different from those which policy makers envision. Examining the 
factors underlying the local reproductive behaviour that shapes health worker prac-
tices as well as some women’s preference for tubectomies provides key insight into 
the exercise of reproductive choice as simultaneously supporting and resisting gov-
ernment control. These observations lead me to suggest that the substitution of an 
existing bio-politics of population control with a bio-politics of the ‘self’, aimed at 
enhancing individual choice and personal autonomy (de Zordo, 2012) is not as 
clear-cut as imagined by policy makers in India (Unnithan, 2019).

 A Note on Methods

The chapter is an outcome of discussions and reflection on several previous periods 
of ethnographic work. During the first period (1998–1999), I gathered data on the 
reproductive journeys of over 50 members of a peri-urban Muslim community and 
urban basti dwellers in Jaipur city, with a further focus on emotion and agency in 
contraceptive practices and recourse to sterilisation (2000–2006). Between 2009 
and 2012, I participated in collaborative research with members of 34 civil society 
groups in Rajasthan. This included consultation with over 55 individuals from a 
range of policy-engaged civil society organisations (henceforth CSO) members and 
state and regional health and family planning policy members working on promot-
ing (and challenging) rights-based maternal and reproductive health policies 
(Unnithan et al., 2010). During a further period of fieldwork in 2015 and with local 
field assistance, I conducted semi-structured interviews and life-histories with 12 
newly formed Accredited Social Health Activist (ASHA) health workers in Jaipur 
district. The chapter also draws on my analysis of national and regional health and 
family welfare policy documents (GOI, 2000, 2006, 2007). Recent informal discus-
sion (2017–2019) with members of civil liberty, legal professional and rights-based 
organisations as well as university academics has also informed the ideas in this 
chapter.

In the next section, I elaborate on the conceptual approaches which underpin the 
observations made in this chapter. The section following that explains the policy 
rationale underlying the simultaneous roll out of conflicting reproductive objectives 
within the latest Indian family planning policy. The final sections explore the effects 
of these policies in-situ through the work of local health workers and the conflicted 
governance practices of the Indian State.
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 The Anthropology of the State and Reproductive Governance

Anthropological analysis of the cultural processes through which the state is ‘instan-
tiated’ and experienced has shown how it is an entity which is less coherent and 
more fragmentary than imagined (Sharma & Gupta, 2006, p. 11). With the increas-
ing pervasiveness of rights-based advocacy in global health, CSO members who 
have established expertise of operationalising rights-based ideas and language in 
their maternal and reproductive health programmes have become increasingly val-
ued in national level policy working groups. This has led to the co-construction of 
the rights-based parts of State policy documents by policy makers, bureaucrats and 
members of leading CSOs.

Conceptualising the state as a ‘dispersed ensemble of institutional practices and 
techniques of governance’ (Hanson & Stepputat, 2001, p. 14) and governmentality 
as ‘beyond the state’ (Foucault, 1998; Dean, 2001; Gupta, 2001), offers two pro-
found insights when applied to the processes of reproductive health policymaking 
in India. First, it suggests the potential for multiple practices of State policymaking 
to co-exist, and second, to realise that the co-creation of policy occurs across differ-
ent state and non-state actors. Hanson and Stepputat (2001) trace the simultaneous 
execution of competing policies to the increasingly challenging conditions under 
which modern states function: where their authority is constantly being called into 
question through global markets, separatist movements and ethnic conflicts, on the 
one hand, but equally where the state is being framed as indispensable to global 
efforts, for instance, to deliver development programmes effectively or promote a 
human rights culture and through which new modalities of governance emerge. As 
I argue later, this is clearly the case in India’s population policy, which is situated 
between two conflicting discourses of population management: The first is gov-
erned by a demographic rationale that advocates strict State regulation of fertility. 
The second has a rights-based rationale that promotes individual reproductive 
choice and bodily autonomy. The Indian population policy is at the same time a 
technique of reproductive governance, which Morgan and Roberts regard as:

…the mechanisms through which different historical configurations of actors  – such as 
state, religious, and international financial institutions, NGOs, and social movements – use 
legislative controls, economic inducements, moral injunctions, direct coercion, and ethical 
incitements to produce, monitor, and control reproductive behaviours and population prac-
tices (2012, p. 241).

Anthropological scholarship on reproduction, in addition, provides critical under-
standing of family planning policies as part of broader processes, especially those 
concerned with State projects of modernity and citizen-making. It is useful to delin-
eate three kinds of narratives and related concepts that emerge within this approach 
which are resonant with policymaking around family planning in India. First, a 
dominant narrative identified in anthropological studies of family planning policy-
making in high population, ‘developing’ country contexts is about ‘becoming mod-
ern’ and achieving economic growth through curtailing demographic expansion (a 
rationale driven by the classic demographic transition theory; Greenhalgh, 1995). 
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Anti-natal State population policies in India and China, for example, are primarily 
framed through a narrative of progress whereby modern citizens are produced 
(Greenhalgh, 2005; Chen, 2011; Anagost, 1995; Van Hollen, 2003; Ram, 2001). 
Such policies work by attributing value to specific kinds of populations (rural, poor 
and so on) whose members become subjects to be modernised. They also objectify 
women by defining them primarily through their reproduction (Ram, 2001; Brunson, 
2016). However, individuals within specific social groups/classes, including women 
community health workers such as the ASHA (Accredited Social Health Activist) 
described in this chapter, differ in the extent to which they partake in such projects 
deemed to be of national importance (also Anagost, 1995; Kanaaneh, 2002; Mishra, 
2014). People do not necessarily follow state directives or take up family planning 
incentives without paying heed to their own agendas for social reproduction 
(Kanaaneh, 2002; Varley, 2012).

A second important narrative in anthropological work on family planning is of 
the pervasiveness of neoliberalism and market economics within health policy dis-
course. This economic thinking in public health policy is reflected best in India in 
the embrace of privatisation as an effective mechanism in the delivery of public 
health care (Qadeer & Viswanathan, 2004; Roalkvam, 2014, among others). Private 
services may often be popular precisely because they are presented as caring not 
coercive (Chen, 2011). Indian population policies, as Qadeer and Viswanathan 
(2004) argue, have supported the privatisation of public health care guided by the 
principle that private care is more cost-effective, efficient and of better quality com-
pared to public services. Policymakers consider state provision of monetary incen-
tives and linked penalties (such as the exclusion from standing from political office) 
linked to contraceptive uptake as an effective means to regulate family size (the 
‘small family norm’; Das & Uppal, 2012).

A third perspective in the anthropological literature on family planning is that of 
morality, affect and the role that emotions such as desire and fear play in the inter-
nalisation (in a Foucauldian sense) of the missives of family planning programmes, 
both by the health workers tasked with implementing the policies and those targeted 
by them. More broadly, these perspectives speak to (a lack of) power and notions of 
stratified reproduction – where the fertility of some individuals and classes is more 
highly valued than others (Ginsburg & Rapp, 1995; Unnithan, 2019).

Next, I analyse how each of these perspectives is also critical to framing Indian 
family planning policies before returning to examine their embodiment within 
health-worker practices.

 India’s Family Planning and Underlying Policy Rationale

India is hailed in global health policy and planning circles as the first country to 
have instituted a family planning programme in 1952 and has several policy docu-
ments and draft policy statements setting out its population programmes, especially 
between 1976 and 2000. The Indian National Population Policy (NPP) 2000 (GOI, 
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2000), the final and most comprehensive policy to date, is a landmark document 
which is connected to policy thinking about family planning. Here, I examine the 
policy framework approved by parliament in 1999, developed over the previous 
decade alongside critiques of earlier reproductive health programmes and policies 
in the run up to the International Conference on Population and Development in 
Cairo in 1994, and its projection forward into the rights-based policies of the 
National Health Mission in 2005.

The Indian National Population Policy (NPP) 2000 provides a policy framework 
for advancing the goals and strategies from 2000 to 2010 (and now till 2026) sug-
gesting that family planning be carried out to the ‘extent necessary’ for reducing 
birth rates to stabilise population at a level consistent with the requirement of the 
national economy and replacement levels of the ‘Total Fertility Rate’ or ‘TFR’ 
(GOI, 2000, p. 2; emphasis added).2 At the same time, the NPP is distinctive from 
previous policy statements on family planning in its use of the language of choice 
and consent and the explicit removal of the aggressive pursuit of family planning 
‘targets’. In its opening statement, the NPP affirms the commitment of the govern-
ment towards the twin goals of a ‘voluntary and informed choice and consent of citi-
zens while availing of reproductive healthcare services, and the continuation of a 
target- free approach in administering family planning services’ (NPP 2002 ibid.; 
emphasis added), explicitly referring to the removal of sterilisation targets for health 
workers. I use the word ‘target’ in the specific context of sterilisation as it was 
referred to in policy documents and in conversations with health workers.

The policy is set out with three time-bound objectives in mind: (i) an immediate 
goal of addressing unmet needs for contraception3; (ii) a medium term objective of 
bringing the TFR down to replacement levels by 2010; and (iii) a longer term goal 
of stabilising population growth by 2045 at a level consistent with the requirements 
of sustainable economic growth, social development and environmental protection. 
It was deemed imperative that the small family norm be adopted by the reproductive 
age group ‘without delay or exception’ given that 45% of the population increase 
was due to births of over 2 children per family.

The NPP recognised three causes for the high fertility rates: first an ‘unmet need 
for contraception’ as approximately half of the population in their reproductive 
years were not protected; second high levels of infant mortality, which it was 
deemed increased the desire for having more children (referred to as ‘wanted fertil-
ity’); third, the high numbers of marriages taking place under 18 years (and births 
with intervals of less than 24 months) was another factor which was regarded as 
contributing to high levels of fertility.

As it is set out, the policy demonstrates a desire to reduce population numbers in 
order to enhance the benefits of economic growth, but equally shows concern for the 

2 The Total Fertility Rate or TFR is defined in the document as the average number of children born 
to a woman during her lifetime.
3 The ‘unmet need for contraception’ is a problematic metric which in the context of global health 
discourse often serves to exclude health subjectivities and everyday experiences (Storeng & 
Béhague, 2017; Das, 2015; Unnithan, 2019).
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welfare (health and well-being) of the population, especially mothers and children 
in a context of high maternal and child mortality. The underlying family planning 
policy rationale in India, as in other high population, high mortality settings, is 
driven by the public health perspective of maternal risk. Here, risk is conceptualised 
as the risk to the life of the mother and accompanied by statistics which demonstrate 
that contraceptive use has the potential to reduce maternal deaths (also Storeng & 
Béhague, 2017; Brunson, 2019). The World Health Organization (WHO), for exam-
ple, suggests that in 2017, contraceptive use prevented approximately 308 million 
unintended pregnancies in developing countries and the need for unsafe abortion. 
Public health literature underscores the significance of using reversible methods in 
contexts where birth intervals (spacing) between children are less than 3 years as 
mothers and infants are more prone to a higher risk of death in this instance 
(WHO ibid).

Thus, pursuing a family planning policy becomes an example of a practice of 
‘good government’ by which the State not only exercises authority over its citizens 
but also sees itself as fostering their health and happiness – much in the same way 
as Gupta notes for the anganwadi creche programmes focused on improving child 
nutrition (2001, p. 66). India’s attention to the welfare of its population is an exam-
ple of ‘governmentality’ (in Foucault’s sense), where modes of government are not 
necessarily parts of state apparatus (Gupta, 2001, p. 67). It is the ‘welfare’ aspect, 
conceived as health benefits that the spacing of children confers on married women, 
which has provided the underlying rationale for Family Planning since the start of 
official health planning in the 1950s. This logic can be traced back to the concerns 
of the colonial state and medical establishments about high levels of maternal mor-
tality and the health of poor Indian women who were most prone through malnutri-
tion and anaemia to maternal complications (Arnold, 2006; Hodges, 2006). It was 
thought that poor women’s health would improve substantially when their fertility 
was controlled. The provision of contraceptives would empower poor women to 
practice spacing and would bring them relief from constant childbearing and related 
physical exhaustion.

Ideas about ‘fertility control as beneficial to women’s health’ emerge within the 
colonial period and take hold within the closing years of the British rule as set out 
by the Bhore committee report of 1946 which was regarded as the first health ‘pol-
icy’ in terms of its recommendations (Government of India & Ministry of Health 
and Family Welfare, n.d.). Some of this early thinking around fertility and women’s 
health is evident in India’s first family planning programmes from 1952 onwards 
(Jeffrey & Jeffrey, 1997). It is, as feminists have argued, a population control 
approach that views women as ‘potential contraceptors’ or ‘producers of too many 
babies’ rather than as individuals whose health is of inherent…’ value (Lane, 1994, 
p. 1303). The instrumentalist view of women as reproducing machines was taken to 
task in the deliberations on the rights approach to reproductive health at the 
International Conference on Population and Development at Cairo in 1994 (UNFPA, 
2004, 2008) to which India was signatory and to which the NPP policy is formu-
lated in response.
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A key strategy outlined in India’s National Planning Policy 2000 for making the 
State more accountable to women’s welfare was a devolution away from responsi-
bility of individual states for delivering family welfare programmes. Instead, politi-
cal and health functionaries and structures at the village level (namely panchayats 
or village councils and sub- and primary health centres) would deliver such pro-
grammes. Decentralisation intended to ‘strengthen, energise and make accountable’ 
the first points of contact in the health system (2002, p. 7). Two further strategies 
were notable: (i) to collaborate with NGOs in the private sector (especially where 
government interventions were deemed to be insufficient) in a complementary man-
ner, and (ii) to bring in legislation which would support the process. It was with the 
latter in mind that the 42nd constitutional amendment Act 1976 was enacted in 
2000, freezing the number of parliamentary seats until 2026 so that state govern-
ments could ‘effectively and fearlessly pursue the agenda for population stabilisa-
tion’ (2002, p. 16).

The ‘strategic themes’ as laid out earlier in the NPP 2000 were accompanied by a 
set of motivational measures for the adoption of a small family norm. No similar 
measures are mentioned to ensure the exercise of rights-based choices. For example, 
village councils and their leaders were rewarded and honoured for ‘exemplary per-
formance’ in universalising the small family norm. Poorer couples, who were the 
focus of the programme, gained health insurance and cash benefits if they had only 
two children and chose to go in for sterilisation (GOI, NPP, 2000). Community health 
workers were valorised for their motivational work in the uptake of family planning 
and institutional deliveries. Before we turn to explore how local ASHA health work-
ers embodied their motivational work in the next section, it is important to track the 
narrative of choice and reproductive rights within family planning policymaking.

 Tracking Rights-Based Ideas in Family Planning

Modern Indian health-planning history from the 1950s, as we saw earlier, begins 
with an emphasis on population control and contraception as urgent and invested 
with national importance. With the seductive notion that ‘contraception was the best 
form of development’, individual rights and choices with regard to childbearing 
quickly came to be regarded as secondary to the ‘human rights of the nation’ (public 
address of Congress Prime Minister Indira Gandhi on Indian’s family planning pro-
gramme; Dhanraj, Something like a War 2011(1991)). Following the family plan-
ning atrocities committed during her political reign, the mid to late 1980s in India 
became a time of popular dissent against the failure of the state more broadly, but 
also against the failure  to meet women’s reproductive rights and related health 
needs. Activists and feminist organisations particularly highlighted the malpractices 
and unethical conduct of health workers, who were subjected to sterilisation targets 
to carry out coercive birth control strategies (Ramasubban & Jejheebhoy, 2000; 
Visaria, 2000). The critiques of India’s family planning programme by women’s 
organisations, health activists and feminist scholars (see, for example, Visaria, 
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2000; Ramasubban & Jejheebhoy, 2000; Ram, 2001; Rao, 1999; Chatterjee & Riley, 
2001; Qadeer & Vishwanathan, 2004) subsequently drove the policy focus on repro-
ductive rights and women’s health at the Cairo conference on Population and 
Development.

In its rights-based language and target-free approach, the NPP was very much 
influenced by the Reproductive Health approach adopted at the International 
Conference on Population and Development (ICPD) held in Cairo in 1994, to which 
India was a signatory. Population stabilisation as agreed at ICPD 1994 could be met 
naturally and not as a matter of control or coercion if people’s needs for family plan-
ning and reproductive health services along with basic health and education needs 
were met (Muttreja, 2019). Post-Cairo, India ostensibly adopted a rights-based 
approach in its Indian health policy documents, and a ‘target-free’ approach in its 
family planning programme. However, we find a continued emphasis in the NPP 
and in the new Reproductive and Child Health (RCH) programmes described later 
on the pursuit of aggressive family planning methods of irreversible means of con-
traception (sterilisation) rather than a choice of reversible forms of contraception 
(pills, condoms, IUD). The state, as scholar-activists note, preferred to mobilise 
targets to enforce reproductive control (Rao, 1999; Visaria, 2000) and to practice 
coercive population control even as it supported a policy of reproductive health 
rights. The fact that international aid was tied to demographic performance and the 
uptake of contraceptives was identified by these activists as a key factor in shaping 
the approach of the Indian state (Rao, 1999; Qadeer & Vishwanathan, 2004).

Between 1997 and 2003 in a post-Cairo reproductive health context, the Ministry 
of Health and Family Welfare (MoHFW) launched its new RCH-I programme in 
which a comprehensive and integrated reproductive service approach was devised 
to act as a corrective to the overly family planning (i.e., contraception-orientated) 
character of primary healthcare services. A new Reproductive Health approach was 
set out as being about a decentralised, comprehensive, non-vertical, integrated focus 
on the ‘quality of care’ and in which there would be no family planning ‘targets’ 
(cases of sterilisations) set for health workers at the primary and sub-centre levels 
such as the Auxiliary Nurse Midwife (ANM).

However, on-the-ground ANMs were expected to continue to push family plan-
ning in their work above all else. This was further reflected in the RCH policy docu-
ments discussed next. In 1998, the role of the ANM became limited to family 
planning, immunisation and ‘superficial healthcare’ (Mavlankar et al., 2010).

When the Reproductive and Child Health (RCH) programmes, RCHI 
(1997–2002) and RCH II (2003–2005) (programmes which predated the National 
Rural Health programmes of 2005) were rolled out, it was stated that their ‘strategic 
orientation’ was to be consistent with the Millennium Development Goals, the 
National Population Policy (2000–2010), the tenth five-year plan (2002–2007), the 
National Health Policy 2002 and the Vision 2020 document. The programmes 
would therefore promote a combined focus on reducing the maternal mortality ratio, 
the infant mortality rate and the total fertility rate. At the same time, the programmes 
would promote ‘couple protection’ (term used for contraceptive uptake) through the 
provision of a range of contraceptive options from condoms and intrauterine devices 
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(IUDs) to the pill. The RCH documents referred to the provision of this range of 
contraceptives as the ‘cafeteria approach’ to family planning and were set out as 
offering reproductive choice to women and couples.

 The Policy Rationale for a Return to Sterilisation

According to principle 6 of the RCH II planning document: ‘the programme would 
include voluntary and informed choices in administering family planning services 
(there will be) clear tasks for service providers to provide quality services to meet 
unmet needs of family planning and spacing methods in desirable quantities’ (my 
emphasis). The word ‘right’ appears in 3 of the 9 RCH II programme principles: 
principle 3: the poorest have the right (my emphasis) to get full value for the money 
being spent by the government or by themselves; principle 5: female children have 
an equal right to health, emergency medical aid and to live with human dignity and 
in principle 6: promoting contraceptive choice, as alluded to earlier. The same para-
graph continues to state an overriding concern with population growth especially in 
the ‘lagging’ states (referring to the poor economic growth in the five states of 
Bihar, Madhya Pradesh, Odisha, Rajasthan and Uttar Pradesh), where it was esti-
mated it would take over 26 years to achieve the replacement level fertility rate of 
2.1. In these economically ‘lagging’ states, financial incentives (referred to as ‘com-
pensation’) were to be provided to clients (term used in the document) to enhance 
contraceptive uptake. Cash incentives were provided to encourage uptake of contra-
ceptive services. These ranged from approximately INR 600/− for tubectomies and 
INR 650/− for vasectomies, with a heftier sum of INR 5000/− including access to 
medical termination services offered in case of failures.

There are thus clear policy measures to return to state-promoted sterilisation (and 
the preference for an irreversible form of contraception) in Rajasthan despite the 
contraceptive choice espoused in national policy documents. In this sense, the RCH 
II plan, like the National Population Plan, reaffirmed the State’s commitment to 
‘promote vigorously the small family norm to achieve replacement levels of TFR’ 
(GOI MoHFW, 2000). The continued focus on sterilisation which Das and Uppal 
(2012) suggest demonstrates not just a continuing anxiety of the state around ‘popu-
lation explosion’ but more fundamentally a lack of understanding of the actual 
dynamics of population growth. India has an increasingly ‘young’ population which 
they emphasise requires provision of spacing rather than the terminal methods of 
contraception entailed in sterilisation. The predominance of sterilisation as a method 
provided by the State ironically leads to a greater spurt in population growth, pre-
cisely because younger couples rush to complete their families (ibid.).

Other, neoliberal forms of argument were also mustered in the policy document 
to legitimise the case for a return to sterilisation. An argument that gained currency 
in Indian health policy circles was that female sterilisation or tubal ligation (and as 
described in the health planning documents) was both a popular and cost-effective 
choice with little surgical time involved, as requiring inexpensive equipment 
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especially with the recent mini laparotomy (key hole sterilisation) method employed. 
As the client could be discharged 2–4 h after the surgery and without need for post- 
operative hospital-based care, it placed a minimum burden on institutional resources 
(Unnithan, 2019). The popularity of this method among planners was backed by 
statistics showing that sterilisation was the preferred option for 34% of currently 
married women (in 1998–99).4 Accordingly, it was argued that sterilisation proce-
dures were to be made available and provision was to be expanded in the future 
from the existing programme into 2005–2010 to all the community health centres 
and primary health centres in the country (and not just the five ‘lagging’ states). 
Each location would be provided additional funds for an operating theatre and to 
hire a medical officer trained in sterilisation. The government set up incentive pack-
ages to attract clinics in the private sector to provide family planning services espe-
cially sterilisation (promising fixed payments for clients served by the private 
facility as well as access to public facilities on a fee sharing basis (RCH II planning 
document)).

From a close reading of the state planning documents, I suggest that the contin-
ued emphasis on sterilisation signals a deeper neoliberal rationale in operation. As 
most other contraceptive methods are resource intensive and expensive to provide, 
policy makers do not regard them as cost-effective. For instance, the copper T intra-
uterine device requires administering and counselling by a trained paramedic.

It also requires monitoring over the period of its use. Sterilisation by comparison 
requires ‘little surgical time, involves minimal discomfort and the client is dis-
charged 2–4 hours after surgery’ (GOI, 2007, p. 87). The use of reversible methods 
(IUDs, condoms and pills) is also regarded as a ‘riskier’ (including cost-wise) 
option for the state than sterilisation as it entails the possibility that women could 
‘change their minds’ and discontinue use which would be difficult and expensive to 
monitor (RCH PIP ibid). As a result, the very contraceptive methods which pro-
vided women with the most choice were also those regarded as most ‘unreliable’ by 
health planners. As a result, even though the planning documents espoused a ‘caf-
eteria’ approach to contraceptive choice, only one method (sterilisation) was avail-
able. Even when the options of the Copper T or condoms were available at primary 
health centres, it was sterilisation that was continuously promoted as the most reli-
able method by community health workers during the post RCH policies from 2005 
as evidenced during my later field research discussed in the next section.

The renewed emphasis on sterilisation targets and camps in the family planning 
program was accompanied by the introduction of new metrics of ‘Expected Levels 
of Achievement’ (or ELA) as Iyengar and Iyengar (2000) note, to evaluate health- 
worker performance. But as the authors suggest this is commonly perceived as the 
new phrase for ‘targets’ in the clinical context of Rajasthan where they work.

4 The group of currently married women is not broken down by age, which I have found to be an 
important factor in determining whether to go in for reversible or irreversible forms of 
contraception.
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 Embodying Conflicted Governance: ASHA Health-Worker 
Perceptions and Practices

In 2005, the Indian government launched its flagship National Rural Health Mission 
(NRHM), its most ambitious restructuring of health delivery systems, in line with a 
rights-based approach to deliver on the Millennium Development Goals (GOI, 
2006). There was major financial investment in promoting safe childbirth under the 
NRHM and a new category of health worker, the Accredited Social Health Activist 
(ASHA), was created under its Janani Suraksha Yojana (JSY) or safe motherhood 
programme in addition to the Auxiliary Nurse Midwife (ANM). By 2015, over 
300,000 ASHA had been selected and this was further advanced to approximately 
825,000 women working as ASHA nationally (NHSRC, GOI, 2011).

The appointment of the ASHA health worker was in keeping with the vision of 
an ‘integrated development’ approach and the ‘multi-purpose’ nature of health work 
expected from her. The ASHA appointed were tasked with improving the health 
status of their communities through: (i) ‘securing people’s access to health services; 
(ii) improving health practices and behaviours; and (iii) providing essential and 
feasible healthcare provision’ (GOI & NHSRC, 2011). The primary work assigned 
to the ASHA was ‘to act as a health motivator and educator for women in the vil-
lages’ (referred to by the women health workers I met as motivator ka kaam, or 
‘motivation work’) and to identify and accompany pregnant women to hospital. In 
terms of the role of the ASHA in the JSY safe motherhood programme, the NRHM 
guidelines state her to be an ‘honorary volunteer’ who was to ‘escort’ women for 
institutional deliveries and work closely with the Auxiliary Nurse Midwife (ANM) 
as her helper (NHSRC, GOI, 2011, p. 2).

In 2009, the first ASHA were appointed in Rajasthan and along with a research 
team I conducted interviews with both ASHA and ANM at joint meetings of the 
Village Health and Sanitation Committees (VHSC) led by nodal Civil Society 
Organisations working closely with the state (Unnithan & Heitmeyer, 2014). A 
major activity which the ASHA undertook along with the Auxiliary Nurse Midwife 
(ANM) was to promote family planning especially the use of reversible methods of 
contraception (IUD, condoms and hormonal pills). Both ASHA and ANM provided 
contraceptives and raised awareness of their use, with the ASHA conducting home 
visits while the ANM remained in the health centre. Promotion of contraceptives 
was a component of a whole host of other activities which were part of an ASHA’s 
everyday schedule of home visits to pregnant women and children under 5 years. 
ASHA activities included referral to government facilities for a pregnancy compli-
cation, sharing knowledge of best breastfeeding practices, prevention of diarrhoea, 
promoting immunisation for infants and undertaking sputum tests for the identifica-
tion of TB. The diverse work of the ASHA was reflected in the diverse content of 
the bag each ASHA carried, which apart from an identity card had a drug kit filled 
with a range of items from ORS rehydration salts to paracetamol to contraceptives 
and betadine. ASHA were also expected to motivate women to give birth in state- 
accredited hospital settings.
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In 2015, I interviewed 12 ASHA from nine villages in the Sanganer sub-division 
(tehsil) of Jaipur district. These were women who were between 23 and 45 years old 
and had educational qualifications ranging from eighth class pass (the minimum 
requirement for the job) to MA and BEd. I was told that their ‘motivation work’ 
(motivation ka kaam) involved regular visits to all the village households (typically 
200 in number) and involved discussions on contraceptive use with pregnant, lactat-
ing and young mothers identified and a use of persuasive arguments and convincing 
tactics, including to ensure these women would go through with their children’s 
immunisation plans and follow this through by bringing their children to the state- 
run creche (Anganwadi) centre which also provided nutritious food handouts. The 
work of motivation was itself based on a lot of preparatory ‘field-based’ work (field 
ka kaam) which included monthly household surveys (an average of 10 households 
per day) as part of providing a detailed socioeconomic and maternal health related 
profile of the village (gaon ki bhumika). As one ASHA put it, ‘the whole burden of 
maternal health work has come to rest on us’. This was an observation made espe-
cially in comparison with the work of the ANM, a permanent member of the safe 
motherhood programme with a salary of 30,000–40,000 rupees (approximately 
500–600 USD) a month in 2015 compared with the honorary position of the 
ASHA.  Apart from a small salary of 1600 rupees (approximately 30 USD) per 
month, women who were recruited as ASHAs would get cash-based incentives 
linked to their performance (ANM could also access this if they accompanied 
women to hospital). As Renu,5 an ASHA speaking for the rest of the focus group, 
explained,

Apart from my salary of 1600/- [paid by the Women and Child development department 
into my bank account online], I receive Rs 300/- online for registration of women and 3 
antenatal check-ups. I then get 300/- whenever I accompany a pregnant mother to a govern-
ment hospital. I also receive 100/- for every child vaccinated against measles and 50/- for a 
DPT booster administered. If I get a woman to undertake sterilisation after 2 children, I will 
get 1200/-, other wise 200/- for women who go in for sterilisation after 3 children.

There was an overall sense among the ASHA I talked to of a highly imbalanced and 
unjust remuneration between ASHA and ANMs as well as a lack of recognition 
(pehchan) of their work as ASHA compared with the ANM.

Apart from a nominal salary, hierarchised cash incentives (with more money for 
convincing women of lower birth orders to undertake sterilisation) have contributed 
to a culture of competitiveness between the ASHA and ANM where each strives to 
accompany the labouring woman for birth or sterilisation. Renu said each ASHA 
was in competition with her ANM around the ‘targets’ they had to fulfil but that they 
often lost out on being remunerated as the ANM was their superior and supervised 
their work. The women whom Renu motivated in the village could not be registered 
by her if they decide to receive immunisation, undergo sterilisation or give birth in 
hospitals because the ANM says unless they receive care from the ASHA at the 

5 All names and other personal identifiers in the chapter have been changed to protect privacy and 
confidentiality.
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primary health sub-centre, they will not be registered as part of the ASHA’s quota. 
This seemed to be an unofficial regulation imposed by the ANM as it was not stated 
in the policy documents. Renu and other ASHAs that I spoke to suggested that this 
was a big issue because it caused their performance, and subsequently, their remu-
neration to be poor. Renu said ‘the big madam (supervisor) at Goner asks me what 
is the reason my target is so low’ and ‘what can I say to her’? Renu explained to me 
that the ASHA are set a target of motivating 12–13 pregnant women a month for 
antenatal care (vaccines and tablets) and hospital delivery. I am surprised by the use 
of the word ‘target’ previously used to indicate numbers of women who were moti-
vated to undertake sterilisation in the 1970s when the word gained a negative con-
notation given the coercion associated with state policy and the evaluation of ANM 
performance at the time. In March 1998, I had interviewed Sushma, the Malayali 
ANM who had been posted to work in the regional primary health sub-centre in the 
Goner area of Jaipur district. She only talked to me about the significance of the 
family planning work and the targets she was assigned. Sushma specified that her 
target for 1998 was 53 cases, higher than in the previous year when it had been 35 
cases which she had exceeded. When I pointed out that at the central level at the 
time there was a huge push for expunging family planning targets, she said the only 
change she had experienced was that ‘cases didn’t bring in money anymore’ (i.e., no 
cash incentives were attached to this kind of work anymore but they were still 
expected to meet the sterilisation numbers). In more current ASHA practice, its use 
indicates how the category ‘target’ (rephrased as ‘Expected Levels of Achievement’ 
or ELA; Iyengar & Iyengar, 2000) has not only regained a monetary connotation but 
more so become an overall metric of ASHA performance, proliferating as a tech-
nique of reproductive governance.

It was striking to observe, for instance, that the ASHA health workers had a con-
traceptive bias towards sterilisation similar to others in her community (a fact little 
recognised in various ASHA training literature). This bias is strongly driven by a 
pressure to fulfil ‘targets’ set by the state as Donnelly (2013) has also found in her 
study in Udaipur district in Rajasthan. In addition, I have suggested that the ASHAs’ 
inclination to reinforce the benefits of sterilisation rather than other forms of revers-
ible methods is also largely because, she herself is convinced of the harmful nature 
of the copper-T (intrauterine device) and Mala N (hormonal contraceptive pills) 
based on her own experiences and observations in her community (most ASHA 
have undergone sterilisation or use condoms). I was repeatedly told by ASHA about 
the safety of sterilisation procedures compared to IUD insertions or hormonal pill 
regimes. Ethnographic insights from 1998 and through 2010 on contraceptive prac-
tice in peri-urban Jaipur especially among older Hindu and Muslim women showed 
recourse to sterilisation among a certain demographic of women (older) who had 
achieved a desired family size (three to four children with at least one son) 
(Unnithan-Kumar, 2010). Given the choice, the practice of sterilisation was regarded 
as safe and favoured above intrauterine devices by this generation of women mainly 
because it required least intervention and follow-up by health workers. Here we find 

M. Unnithan



131

‘safety’ conceptualised as protection from the inexperience of health workers. It 
was not so much that fears of sterilisation were not present as indeed the many sto-
ries of botched operations confirmed (Sarojini et al., 2015), but rather it was more 
the case that tubectomies were regarded as the least risky option.

Similarly, users perceived reversible forms of contraception without the back up 
of appropriate counselling and paramedic support as ‘unreliable’ (Iyengar & 
Iyengar, 2000). These observations reinforce the statistics from the latest demo-
graphic survey which show that while 40% of women do not use any contraceptive 
method, 8.7%, 2.4% and 1.2% go in for the condom, pill and intrauterine device, 
respectively, compared to 41% of women who use sterilisation (IIPS, 2017). 
According to my respondents in peri-urban Jaipur district, intrauterine devices get 
lost in the upper abdomen where they were believed to get ‘stuck’, hurting their 
partners during sex (fieldwork conversations with Unnithan, 2019). Contraceptive 
pills were also less popular as they required both regularity and commitment, diffi-
cult to sustain by women who experienced heat and dizziness which they perceived 
as dangerous side effects. Condoms were regarded as equally problematic and 
shameful as they involved openly alluding to intercourse and talking about sex 
between spouses. A combination of ASHA experience and state directives to fulfil 
targets thus combines to influence their focus on sterilisation promotion practices 
on-the-ground, in line with the remuneration incentive which they receive for this. 
A senior NGO worker commenting on the embeddedness of the ASHA within her 
community values and beliefs suggested to me the misplaced expectation of health 
planners about the effectiveness of the ASHA, ‘when she cannot even contest the 
authority of her mother-in-law’: asha apne saas ka virodh jub nahi kar sakti to kis 
ghar mein ja ke ladegi? (when the ASHA cannot challenge her own mother-in-law 
then in which house can she go and fight for change?). Similar observations on the 
social context in which the ASHA in Rajasthan work have also been made by other 
scholars (Roalkvam, 2014, Mishra, 2014, for example). Given the difficult social 
negotiations with powerful members in the community, family and household, the 
ASHA often also promoted family and indigenous ideas and practices to do with 
childbearing. In their role in promoting state directives on reproductive health poli-
cies, ASHA more so than the ANM who did not belong to the communities she 
served, was at once an agent of and subject to State policy processes, and of her 
community’s ideologies, preferences and practices related to childbirth and repro-
ductive care. The ASHA were subject to the fulfilment of contraceptive and other 
‘targets’ to do with safe motherhood as stipulated by State policy and programmes. 
They were also subject to control by ANMs over the process of achieving their tar-
gets. Their work promoted contraceptive choice and rights as stipulated by the state 
but was also constrained in offering ‘restricted choice’ according to their commu-
nity experiences which regarded sterilisation as the least risky option for reproduc-
tive control. In this sense the ASHA embodies and symbolises conflicted reproductive 
governance in India.
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 Concluding Discussion: Contrariness as Effective Policy

Indian family planning policies reflect a State entangled within the desire to pro-
mote the liberal rights-based values of informed consent, choice and participation 
on the one hand, and the wish to be guided by economic principles and a demo-
graphic rationale based on fertility regulation and population management, on the 
other hand. The resulting conflicting policies embody what Ram describes as a con-
dition of the State being caught between two distinct guiding principles of liberal-
ism and developmentalism. These principles become manifest in dual processes 
whereby they are both reiterated by the state and simultaneously subject to erosion 
(Ram, 2001, p. 85).

Family planning has been a focus throughout Indian health planning and policy 
since its inception as a postcolonial, modern nation state. However, as I have dis-
cussed in this chapter, its policy approach changed, from a focus on compulsory, 
non-reversible sterilisation to an ostensibly rights-based voluntary approach. This 
was a result of the Cairo deliberations where Indian feminists and health activists 
took the state to task for the atrocities committed through a coercive promotion of 
sterilisation (especially tubectomies), which, they observed, openly denied the 
human rights of bodily autonomy of its citizens (mainly poor women). Following 
the ‘turn to rights’ and the Indian State’s pledge to promote informed choice and 
comprehensive counselling with regard to contraceptive methods, there was a pol-
icy swing towards reversible contraceptive methods. Under the National Rural 
Health Mission (NRHM), in 2005 the Government of India also promoted incentiv-
ised institutional birth alongside financially rewarded voluntary family planning 
programmes. The creation of a new category of health worker, the ASHA to work 
under instruction of the ANM is emblematic of the state’s twin policy. Both workers 
are required to undertake the dual responsibility of promoting ‘safe delivery’ as well 
as ‘voluntary’ family planning. On the ground, this translates into the delivery of a 
‘package of services’, which promote child immunisation, institutional delivery as 
well as contraceptive choice.

Ethnographic observations of the work of health workers and a review of the 
policies from 1998 to 2015 have shown, however, that contraceptive targets have 
remained a powerful regulator of health-worker practices. Public health workers 
continue to be bound in terms of their job security to measures of Expected Levels 
of Achievement (ELA targets; Iyengar & Iyengar, 2000) in their family planning 
work. The ELA incorporate the achievement of a certain expected ‘target’ number 
of family planning cases (Visaria, 2000). A ‘target’-based approach has thus contin-
ued to dominate the outlook of health workers even as health provision takes on a 
new, rights-based form and language (personal communication with CSO directors 
and policy makers K. Iyengar, A. Das, V. Ramachandran; also see Visaria, 2000; 
Das & Uppal, 2012).

Ethnographic work with the ASHA workers discussed in the chapter further sug-
gests that the nuanced, rights-based framing and language of civil society organisa-
tions which influenced the RCH policies has been lost in the processes of 
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implementation. With a lack of further translation and connection with the life- 
worlds of local health workers, these notions contend with the perceptions that local 
health workers have of what is expected of them by their communities and the State. 
There have been similar processes at work in the pre-rights policy era of the 
‘Women’s Development Programme’ (WDP) in Rajasthan in the 1980s (Unnithan 
& Srivastava, 1997) where the ideas of empowerment instilled by feminist activist 
groups were challenged by the village-level functionaries whose basis of engage-
ment was to procure permanent employment contracts rather than action rights- 
based change. These observations suggest that overtly rights-based policy 
approaches adopted by the State have not necessarily permeated beyond the pro-
gramme documents to engage community health workers in the ways imagined 
within policy-CSO-academic discourse on rights (Unnithan & Pigg, 2014). As a 
policy frame, a rights-based approach to family planning may thus be failing as a 
regulatory technique of reproductive governance as Morgan and Roberts (2012) 
define it. For a State keen to exercise reproductive control, the pursuit of contrary 
family planning agendas may be an effective strategy after all.
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