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LIST OF ABBREVIATIONS  
 

AIDS - Acquired Immune Deficiency Syndrome  

ANM - Auxiliary Nurse Midwives 

ASHA - Accredited Social Health Activist 

AW - Anganwadi Workers 

CEDAW - Convention on the Elimination of All Forms of Discrimination against Women  

CIS - Contraceptive Information and Services 

ECP - Emergency Contraceptive Pill 

HIV - Human Immunodeficiency Virus 

ICPD - International Conference on Population and Development 

IMR - Infant Mortality Rate 

IUCD - Intrauterine Contraceptive Device 

mCPR - Modern Contraceptive Prevalence Rate 

MMR - Maternal Mortality Rate 

MO - Medical Officer  

NHM - National Health Mission 

NRHM - National Rural Health Mission 

NUHM - National Urban Health Mission 

OCP - Oral Contraceptive Pill 

PP-IUCD - Postpartum Intrauterine Contraceptive Device 

TB - Tuberculosis 

WHO - World Health Organisation 
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INTRODUCTION  
 

Modern contraceptive prevalence rates in India are growing at an unsatisfactory rate, indicating that India               

will not meet its goal of extending family planning services to 48 million more women by 2020, thereby not                   

fulfilling commitments made at the 2012 London Summit on Family Planning . 1

 

As of 2017 the Government of India is failing in providing adequate access to contraceptive information and                 

services (hereinafter referred to as CIS) in violation of women’s fundamental rights to life, health, dignity,                

and equality under Articles 15 and 21 of the Constitution of India and various international conventions and                 

covenants. This is confirmed by up-to-date statistics provided by the 2016 FP2020 Progress Report which               

reveals that overall unmet need in India sits at 20.8% , meaning one-fifth of couples and women who wish to                   2

delay or prevent pregnancy in India have no means of doing so. The report also provides, as of 2016, the                    

modern contraceptive prevalence rate (mCPR) for all women is 38.6% , with female sterilisation providing              3

for 75.5% of the modern contraceptive methods used . The dominance of female sterilisation in India signals                4

deficiencies in access to a full range of contraceptive options, resultant of incentivised prioritizing of female                

sterilization targets over women’s rights to choice, bodily integrity, bodily autonomy and equality.  

 

In order to enable women to delay and space their births, India committed at the London Summit to                  

distribute contraceptives at the community level through 860,000 community health workers, to train             

200,000 health workers to provide IUCDs and to substantially augment counselling services for women after               

childbirth . The community health workers tasked with distributing contraceptives and counseling couples on             5

family planning practices are the Accredited Social Health Activists. The Accredited Social Health Activist              

(ASHA) programme is a critical component of the National Rural Health Mission (NRHM). An ASHA is a                 

woman selected by the community, residing in that community, who is trained and supported to function in                 

her own village as a health activist and a front-line basic health care provider. She is tasked with improving                   

the health status of the community by promoting positive health practices, mobilising community             

engagement in health planning and encouraging utilisation and accountability of existing community health             

services. The NRHM guarantees one ASHA worker per 1,000 people, however the numbers of ASHA’s               

engaged under the NHM as of 2014 indicates a shortfall of approximately 340,000 ASHA’s nationwide . 6

1 Government of India, Family Planning 2020 Commitment, (11 July 2012), Family Planning 2020, 1, 
<http://ec2-54-210-230-186.compute-1.amazonaws.com/wp-content/uploads/2016/10/Govt.-of-India-FP2020-Commit
ment-2012.pdf> 
2 Family Planning 2020, Momentum at the Midpoint 2015 - 2016, (2016), Indicator no. 3 
<http://progress.familyplanning2020.org/uploads/08/01/FP2020_DIGITAL_Single_LoRes.pdf>   
3 Ibid, Indicator no. 2 
4 Ibid, Indicator no. 9 
5 Government of India, above n 1, 1 
6 Press Information Bureau, Accredited Social Health Activists (ASHAS) and Auxiliary Nurse Midwifes (ANMS) 
Appointed under National Rural Health Mission (NRHM), (18 July 2014), 
<http://pib.nic.in/newsite/PrintRelease.aspx?relid=106925> 
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Among numerous other responsibilities, ASHA’s are the key administrators of family planning services at              

the community level. Instead of receiving a fixed-rate salary, ASHA workers receive incentive-based             

payments which are heavily geared towards encouraging female sterilisation procedures over spacing            

methods. For facilitating either a tubectomy or a vasectomy ASHAs receive an incentive payment Rs               

200-300, whereas they receive only a mere Re. 1/- for supplying condoms, OCPs and ECPs and receive no                  

payment whatsoever for the provision of family planning counselling. They receive Rs 150 for encouraging               

PP-IUCD or IUD insertion, however strong evidence emerged over the course of our fact finding indicating                

women were either not consenting to such insertions or lacked satisfactory knowledge of the device when                

consenting to it. 

 

Our fact-finding team visited the Wazirabad (Jagatpur Extension) and Holambi Kalan localities and             

conducted a cross-sectional study which involved interviewing ASHAs, Anganwadi Workers and pregnant            

and lactating mothers across the two locations in order to ascertain a holistic perspective on the adequacy of                  

contraceptive information and services delivered by ASHA workers. This report provides a full account of               

our fact-findings, an analysis of the major concerns identified and recommended action points moving              

forward.  
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OBJECTIVE 
  

To investigate the current role ASHA’s play in disseminating CIS to the communities of Wazirabad               

(Jagatpur Extension) and Narela (Holambi Kalan) in order to ascertain whether women in these communities               

have adequate access to a wide range of contraceptives, knowledge about their options and the medical care                 

necessary to effectively exercise their choices. 

 

Further objectives included assessing the conditions under which ASHA workers performed their tasks, as              

well as assessing the adequacy of the remuneration and support they received to evaluate the effectiveness of                 

current policies guiding the ASHA programme and to ascertain whether such policies are operative in               

practice.  

 

METHODOLOGY  
 

The study was carried out in two separate locations within Delhi, Wazirabad (Jagatpur Extension) and               

Holambi Kalan, on 1/7/17 and 4/7/17, respectively.  

 

A cross-sectional study was conducted on Accredited Social Health Activists (ASHA), Anganwadi Workers             

(AW) and pregnant and lactating mothers across the two locations in order to ascertain a holistic perspective                 

on the adequacy of contraceptive information and services delivered by ASHA workers. Enquiries were              

carried out in distinct group settings where a questionnaire based on NHM resources was performed. The                

questionnaire is annexed below (Annexure-1).  

 

TARGET GROUP 
 

In order to meet the objective, the target group consisted primarily of ASHA workers. ASHA’s are the front                  

line workers tasked with disseminating contraceptive information and providing family planning counselling.            

The number of ASHA workers in a given location depends on the size of the population and the Dispensary.                   

There are roughly ten ASHA workers per dispensary working under two Auxiliary Nurse Midwives (ANM)               

and one Medical Officer (MO). The NHM is supposed to guarantee one ASHA worker per 1,000 people,                 

however the ASHAs interviewed were responsible for between 400 and 700 households.  
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PROFILE OF LOCATIONS 
 

Wazirabad (Jagatpur Extension) 

 

Wazirabad (Jagatpur Extension) is a village located in the Northern part of Delhi with a total population of                  

1192 families according to the Population Census of 2011. According to the Constitution of India and the                 

Panchayati Raj Act, Jagatpur Extension is still administered by the Head of the Village, the Sarpanch who is                  

the elected representative. There is no presence of Scheduled Tribe (ST) but the village does have a presence                  

of Scheduled Castes (SC) whom account for 6.13% of the total population. 

 

Wazirabad (Jagatpur Extension) is a mercantile community. Most of the population generate a livelihood by               

running small businesses such as stationery shops, food stalls, beauty parlours and tailoring services. Many               

of the ASHA workers interviewed here had undertaken secondary employment, such as working as a Block                

Level Officer, in order to supplement their irregular income under the ASHA programme.  

 

 

Narela (Holambi Kalan) 

 

Holambi Kalan is a village, located in Narela – North west part of Delhi, with approximately 8157 families                  

residing there. According to the census 2011, SC account for 30.10% of the total population and there is no                   

presence of ST.  

 

Women are the primary income earners in Holambi Kalan. Women generally work as housemaids, tailors,               

community health workers or in nearby factories to generate their family’s livelihood. Holambi Kalan is               

extremely unsafe for women, as domestic violence is widespread and women are required to surrender their                

income to their male counterparts.  
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FACTS 
 

The facts provided below were disclosed in a series of interviews undertaken on location. The interviews                

were conducted primarily with ASHAs, however, the team also spoke with Anganwadi Workers and              

pregnant and lactating mothers, in Wazirabad (Jagatpur Extension) and Holambi Kalan, respectively. Several             

questions were asked regarding the role and responsibilities of ASHA workers; the contraceptive supplies              

available to them; male and female contraceptive use and attitudes; unwanted pregnancies and female              

sterilisation prevalence and complications. An additional focus was the adequacy of the incentive-based             

remuneration scheme and the provision of on-going training for ASHA workers, and the responses given to                

these inquiries across the two locations was contradictory. It should be noted that the ASHA workers                

interviewed in Wazirabad (Jagatpur Extension) evinced a willingness to be more open and critical of the                

programme, perhaps explaining the divergent responses gathered.  

 

Strong concerns included: 

 

a) ASHA’s felt overburdened by their workload. For example, the ASHAs interviewed in Wazirabad             

complained that they had inadequate support from their ANMs, as one of the two ANMs they                

worked under had been appointed to the nearby Mohalla Clinic. They claimed it was difficult for                

them to work with only one ANM left at the Dispensary. 

 

b) ASHA’s experience considerable delay in receiving their incentive payments. They receive           

payments from two departments, the Ministry of Health and Family Welfare and National Health              

Mission and are paid into separate accounts. They find this confusing and inconsistent.  

 

c) There is a significant lack of proper and recurring training given to the frontline workers. 

 

In addition to the administrative concerns listed above, various facts emerged that demonstrated a disregard               

on the part of those responsible for managing and monitoring ASHA workers for the health and reproductive                 

rights of women. Despite committing to various schemes and policies, the Government of India has failed to                 

ensure these schemes are policies have been practically implemented or effectively monitored. Of those              

interviewed there was a concerning deficit of knowledge regarding contraceptive practices and reproductive             

health. Considering that ASHA’s are frontline agents responsible for family planning and contraceptive             

services in the community, this lack of clear understanding reflects the systematic failure of the programme.  
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Counselling by ASHAs 

 

One of the main tasks of the ASHAs is to provide family planning counseling. They are required to counsel                   

the following groups: 

 

a) Newly married couples - ASHAs are required to identify newly married couples in the community               

and counsel them on contraceptive methods and the concept of birth spacing.  

b) Married couples with more than three children - after the birth of a couple's third child, ASHAs                 

speak with them about the possibility of sterilisation or use of contraception to prevent further               

pregnancies.  

c) Couples who refuse to use contraception - Couples identified as non-users of contraception are              

required to be repeatedly counselled by the ASHAs in an attempt to make them understand the                

importance of contraceptive use.  

 

In order to identify these target groups, ASHAs survey the households in their district and make a list of the                    

requirements and demographics of each family.  

 

Pregnant and lactating mothers who were interviewed in Holambi Kalan demonstrated an alarming lack of               

knowledge about contraceptive options. Some of the women said they had never been visited by an ASHA                 

for the purposes of family planning and others seemed wholly unaware of the concept of birth spacing.  

 

Overburdened Work Responsibilities 

 

ASHA’s are the key administrators of family planning services at the community level and are enormously                

responsible for helping the government achieve its family planning goals. In addition to providing              

contraceptive counselling services (see above), ASHAs are responsible for administering mother and child             

immunisation services, monitoring senior citizens and providing guidance for individuals suffering from TB,             

HIV or AIDS.  

 

ASHAs also counsel pregnant women and, from time to time, will accompany them to medical checks to                 

hospital (such as an ultrasound) or to the Dispensary if they require medical assistance. In Wazirabad, the                 

ASHA workers accompany the pregnant women to the hospital when she is in labour. After the delivery, the                  

ASHAs help to issue the birth certificate and ensure that the newborn is immunized on time.  

 

Their already extensive workload is often burdened with additional work and responsibilities, such as              

conducting surveys of the community required by the NRHM. This burdening is often due to delegation by                 
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the ANMs who supervise the ASHAs. However, ANMs are themselves overburdened and are often shifted to                

Mohalla Clinics, increasing the aggregate workload for other community health workers such as ASHAs.  

 

Some of the ASHAs interviewed admitted to being so overburdened that they were falsifying their reports,                

such as contraceptive surveys or immunisation records, in order to ensure they would still receive their                

incentives. This is particularly concerning, as these records are meant for official use and any forgery distorts                 

the data collected.  

 

The ASHAs noted that as a result of being overburdened they would often prioritise responsibilities that had                 

higher monetary incentives attached. This is highly problematic as family planning counselling and the              

distribution of less intrusive and user-controlled contraceptive options (condoms, OCP, etc.) result in no              

financial incentive.  

 

Anganwadi Workers interviewed in Wazirabad informed us that ASHAs are solely responsible for the              

provision of contraceptive information and services. Despite their involvement with pregnant and lactating             

mothers and young children, the AW’s took no responsibility for family planning. They were adamant that                

CIS was the role of the ASHA’s and they provided no counselling nor did they offer contraceptives at their                   

centre. This division of responsibility is problematic, as the extensive task of disseminating CIS has fallen                

completely with already overworked ASHAs.  

 

Incentives based Remuneration  

 

Instead of receiving a fixed-rate salary, ASHA workers receive incentive-based payments for the completion              

of various tasks relating to pre- and post-natal care, immunization, senior citizens, TB, HIV and AIDS                

patients. If they fail to complete at least six of their twelve incentive-based responsibilities, their salary gets                 

deducted accordingly. Many of the tasks given to ASHA workers by the government involve no, or nominal,                 

financial incentive. For example, they sell condoms, OCPs and ECPs for or Re. 1/- and receive no payment                  

whatsoever for the provision of family planning counselling. The ASHAs interviewed in Wazirabad were              

unsatisfied with the incentive-based payment scheme. Further, they experience considerable delays in            

receiving their payments (the ASHAs interviewed in Wazirabad have gone up to eight months without               

payment) and the payments come from two difference sources. This is incredibly confusing for the ASHA                

workers as they are unable to track which incentives have been paid and where deductions have been                 

incurred, and have no designated supervisor to talk to in case any clarification is required. 

 

Delays in payment cause problems at home for ASHA workers, as they do not receive a proper regular                  

income to help support their families. The work they are required to do is extensive meaning that they are                   

rarely able to pursue other areas of employment or attend to their domestic and familial responsibilities.  
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Another issue identified was the lack of legitimacy given to the role, making it difficult for the ASHA                  

workers to follow up payments and register complaints. The appointment letter presented to them is not                7

printed on an official letterhead and has been handwritten. They do carry a identification card with the                 8

NRHM logo, however this is the only official document they receive.  

  

Focus on Sterilization 

 

A primary responsibility of ASHA workers is to educate people about family planning in order to promote                 

reproductive self-determination. They are required to discuss a wide range of contraceptive options to enable               

women to make fundamental reproductive choices and ensure that women’s autonomy, dignity, health and              

privacy are protected. However, a disproportionate emphasis on sterilisation resultant of incentivisation is             

clearly apparent as the practise still accounts for 75.5% of India’s mCPR.   9

 

According to ASHA’s in Wazirabad (Jagatpur Extension), some men are open to the possibility of               

vasectomy, however in Holambi Kalan the practise is essentially non-existent. 

 

It was concerning to discover that the ASHAs in Wazirabad have frequently coerced and bribed               

street-dwelling men - whom they believed had contracted HIV - to go for vasectomies in order to receive the                   

cash incentive. Even more alarming was their belief that sterilisation would stop the transmission of the                

disease. This indicates a gross misunderstanding of sexually transmitted disease and the role of condoms in                

protecting individuals and limiting the spread of STI’s. This information raises serious alarm bells about the                

quality of training received by ASHA workers with regard to CIS.  

 

According to the government the ASHA programme is facilitating commitments made at the London              

Summit of Family Planning to shift the focus of family planning from limiting to spacing methods and the                  

expand the choice of methods available . However, certain facts suggest that this commitment is not being                10

taken seriously and sterilisation remains over prioritised.  

 

a) No incentives are provided for the provision of family counselling services to each household 

b) Only sterilisation (Re. 150/- for female; Re. 200 /- for male) and PPIUCD insertion (Re. 150 /-) are                  

incentivised 

c) Under the NRHM, a range of contraceptives are required to be carried in an ASHA’s kit (condoms,                 

OCP and ECP). However, the ASHA’s interviewed in Wazirabad claim only to be provided with               

7 Annexure 2 
8 Annexure 2 
9 Family Planning 2020, above 2, Indicator no. 9 
10 Government of India, above n 1, 1 
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contraception after conducting a survey to identify what items are needed and by whom. This limits                

their ability to discreetly supply households with contraception on an ad hoc basis. They indicated               

there is a social stigma attached to condom use and appearing to need multiple condoms is thought to                  

suggest infidelity.  

d) Conversely, when condoms supplies are reaching their expiry date, ASHA’s are asked to distribute              

as many as possible. This means that potentially or nearly expired condoms are being given to                

couples who, as a result, may experience contraceptive failure.  

 

The programmes focus on sterilization has dangerous implications for the realisation of commitments made              

by the State to ensure quality contraceptive information and services are freely available. Denial of such                

services amounts, in substance, to the imposition of coercive population policies which undercut women’s              

right to health, reproductive autonomy and equal citizenship.  

 

Condom Usage  

 

Condom usage across both locations was low. Alongside the disproportionate focus on sterilization discussed              

above, a number of social and cultural factors can be attributed to low usage rates. ASHAs cited the                  

following stigmas attached to use of condoms: 

 

a) Purchase and use of condoms indicated infidelity or promiscuity on the part of male or unmarried                

users  

b) Use of condoms decreases male sexual pleasure 

c) Distrust of the quality of condoms and fear of resultant contraceptive failure 

d) Belief that contraception is a female responsibility and female sterilization is the best option 

e) Prevalence of domestic violence which prohibits women from discussing the use of contraceptives             

with men 

 

The ASHAs in Holambi Kalan said that regard for condoms was so low, that women prefer to use emergency                   

contraception or would resort to abortion in the case of unwanted pregnancy.  

 

STIs & HIV/AIDs 

 

As previously mentioned there appears a misconception about the transmission of STIs, in particular              

HIV/AIDS. In Holambi Kalan, the ASHAs informed us that despite many cases of STIs including high                

instances of HIV, men and women were not interested in using condoms to prevent infection spreading                

further. Condom use in Holambi Kalan was essentially non-existent.  

 

12 



 

Unwanted Pregnancies  

 

According to the ASHA’s there are several cases of unwanted pregnancies among both married and               

unmarried women and adolescent girls. Generally, the married women carry on with the unwanted              

pregnancy. When an unmarried woman becomes pregnant they are likely to visit a private doctor and have                 

the termination performed outside the colony. The ASHA’s were concerned about this and said they are                

happy to help unmarried women who find themselves in this situation, despite the social stigma attached.  

 

Workplace Harassment and Uncertainty  

 

As well as being overburdened, ASHAs experience a high degree of uncertainty in their work. There are 

several scenarios in which there appears no guiding protocols to protect ASHA workers.  

 

a) When accompanying labouring mothers to government hospitals, the ASHA and the mother are             

sometimes turned away. In this situation, ASHA’s are not treated with respect by hospital workers               

and are rarely directed to an alternate facility. One ASHA worker informed us of a case where a                  

woman gave birth near the gate of a hospital after she was denied entry and assistance during her                  

labour.  

 

b) They do not know who or where to submit complaints regarding workplace issues or harassment.               

Some of the ASHA workers experience harassment and are disrespected by the MOs and the ANMs.                

Sometimes they are harassed by the husbands and in-laws of the women they counsel.  

 

c) They are often required to perform tasks which fall outside their normal workload, such as Polio                

Service and Mission Indradhanush, with little or no notice. This places additional pressure on them               

and forces them to deviate from their primary responsibilities, such as the provision of family               

planning services.  

 

Working under ANMs and MOs, the ASHAs act as a link between the community, the dispensary and                 

government hospitals. Multiple stories were shared that suggested ASHA workers are treated poorly by              

government hospital staff, even when they are bringing a labouring mother in for an institutional delivery.                

Several cases were mentioned where a woman was forced to give birth outside the hospital having been                 

denied care or refused ambulance service. Often hospital staff will not allow ASHA workers to enter the                 

hospital with the mother, leaving her to make her own way home (sometimes in the early hours of the                   

morning). The level of disrespect experienced by the ASHA’s in the government health system acts as a                 

further deterrent as ASHA’s, in addition to inconsistent and inadequate remuneration, do not feel their efforts                

are valued.  
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RELEVANT BACKGROUND 
 

Reproductive Rights  

 

This report relies on the definition of reproductive rights given at the 1994 Cairo International Conference on                 

Population and Development (ICPD). The definition is as follows: 

 

‘Reproductive Rights rest on the recognition of the basic right of all couples and individuals to decide freely                  

and responsibly the number, spacing and timing of their children to have the information and means to do so,                   

and the right to attain the highest standard of sexual and reproductive health. They also include the right of                   

all to make decisions concerning reproduction free of discrimination, coercion and violence.’  11

 

Reproductive rights are secured under Article 21 of the Constitution of India, which guarantees ‘no person                

shall be deprived of his or her life or personal liberty except according to a procedure established by law.’                   

Article 21 has been interpreted by the Supreme Court to include the right to health, per Paschim Bengal Khet                   

Mazdoor Samity & Ors. v. State of West Bengal & Anr., AIR 1996 SC 2426.  
 

ICPD paragraph 7.2 defines reproductive health as ‘a state of complete physical, mental and social well                

being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system                  

and its functions and processes.’   12

 

Although human rights are shared equally among men and women, reproductive rights disproportionately             

affect women and reproductive rights violations are often resultant of severe gender inequality and              

discrimination.  

 

Access to Contraception and Family Planning Information  

 

In order to fully realise their reproductive rights, women or couples must have adequate access to a wide                  

range of contraceptives, knowledge about their options and the medical care necessary to effectively exercise               

their choices.  

 

The rate of unmet need in India sits at a staggering 20.8%. According to WHO, unmet need refers to married                    

women of reproductive age who want to stop or delay childbearing but are not using any method of                  

11 Chapter VII, Reproductive Rights and Reproductive Health, International Conference on Population and 
Development, Cairo, 1994.  
12 Reproductive Rights and Reproductive Health, International Conference on Population and Development, Cairo, 
1994, para 7.2 
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contraception, generally because there is a lack of availability of, or education regarding, contraceptive              

options.  

 

Article 16(1)(e) of the Convention on the Elimination of All Forms of Discrimination Against Women               

(CEDAW) states that all men and women, on the basis of equality, have the right ‘to decide freely and                   

responsibly the number and spacing of their children and to have access to the information, education and                 

means to enable them to exercise their rights.’ The State is thus required to ensure the availability of family                   13

planning counselling, a wide range of contraceptive options and access to safe abortion services.  

 

Currently, the Union as well as the State Government provides five primary contraceptive options: including               

condoms, the oral contraceptive pill (OCP), the IUCD and male and female sterilisations. In order to exercise                 

their reproductive rights with regard to contraception, these options must be readily available, acceptable in               

the community and of the highest quality. Further, women and men must have the requisite information,                

freedom and technology to enable them to exercise contraceptive choice.  

 

Female Sterilisation  

 

Female sterilisation is the most common method of contraception used in India accounting 75.5% of India’s                

mCPR . Sterilization is a method of birth control involving a procedure whereby a woman's fallopian tubes                14

are closed or blocked. Sterilisation is a invasive, permanent and radical form of contraception, especially               

where other viable methods exist. India sterilizes more than 4.6 million women per year, a figure which                 

accounts for approximately 37% of female sterilisations performed across the globe. Preventable deaths             15

still occur as a result of botched sterilization camps that target women from ‘backwards classes’ and often                 

perform the procedure absent her consent.  

 

Despite the imposition of strict sterilisation guidelines in 2006, pursuant to the Supreme Court ruling in                

Ramakant Rai v Union of India, sterilization is still perceived as a means of population control and not as a                    

mechanism to protect a woman’s reproductive rights and health. Under the NRHM, ASHA workers receive               

incentive-based payments which are heavily geared towards encouraging female sterilisation procedures over            

spacing methods. Women who go for sterilisation receive cash incentives. Incentive based policies for              

female sterilisation undercut the reproductive autonomy of the woman and, in substance, amount to coercive               

population practises. 

 

13 Convention on the Elimination of All Forms of Discrimination Against Women, 16(1)(e) 
14 Family Planning 2020, above 2, Indicator no. 9 
15 Bloomberg Business, India’s Poorest Women Coerced Into Sterilisation, (6th December 2013), 
<http://www.bloomberg.com/news/articles/2013-06-11/india-s-poorest-women-coerced-into-sterilization> 
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National Population Policy 2000 

 

Adopted in 2000, India’s National Population Policy (2000) reinforces the underlying principles of the ICPD               

by ‘[affirming] the commitment of the government towards voluntary and informed choice and consent of               

citizens while availing of reproductive healthcare services, and continuation of target-free approach in             

administering family planning services.’ The policy cites its immediate objective as addressing unmet             16

needs for contraception, health care infrastructure, and health personnel, and to provide integrated service              

delivery for basic reproductive and child health care . 17

 

National Rural Health Mission  

 

In 2005 the Government of India launched the National Rural Health Mission (NRHM) with the objective of                 

‘[improving] the availability of access to quality health care by people, especially for those residing in rural                 

areas, the poor, women and children through equitable, affordable, accountable and effective primary health              

care.’ Key objectives of the NRHM include, but are not limited to: reducing MMR to 1/1000 live births;                  18

reducing IMR to 25/1000 live births and to prevent and reduce mortality & morbidity from communicable,                

noncommunicable; injuries and emerging diseases. Cities and towns with populations below 50,000 are             

covered by the NRHM.  

 

Similarly, the NUHM, launched in 2013, seeks to improve the health status of urban populations and                

facilitate the access of individuals to quality primary health care in cities or towns with populations                

exceeding 50,000 (as per 2011 census). Both the NRHM and NUHM are sub-Missions of the overarching                

National Health Mission.  

 

 

 

 

 

 

 

 

 

 

16National Health Portal, National Population Policy, (October 2nd 2015), 
<https://www.nhp.gov.in/national-population-policy-2000_pg>  
17 Ibid.  
18 Framework for implementation, The National Rural Health Mission, 2005-2012, p. 8 
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MAJOR CONCERNS 
 

ASHAs are a key component of the NRHM and the Ministry of Health and Welfare and are responsible for                   

bridging the gap between the community and the public health system. Despite the vital role they play in                  

promoting good health practises in the community, the ASHA workers interviewed have been placed under               

tremendous pressure and are denied of the basic right to earn a proper livelihood. Our fact-finding team                 

noted areas of major concern with regard to the provision of CIS in the communities we visited. ASHA’s                  

receive no flat-rate salary and instead receive irregular and inconsistent incentive-based payments; incentives             

are heavily geared towards permanent and long acting methods of contraception; training received is minimal               

and lacks in-depth guidance about spacing methods; ASHA’s themselves do not fully understand the concept               

of reproductive rights and reproductive self-determination; and finally, the work of the ASHAs is              

consistently hampered by social and cultural barriers.  

 

The state’s failure to properly implement and monitor the ASHA scheme is particularly problematic given               

ASHAs act as the key administrators of family planning services at the community level. The State’s acts                 

and omissions regarding the ASHA programme are such that they violate the right to health, including                

reproductive health, secured by Article 21 of the Constitution of India.  

 

Orientation/Training  

 

ASHAs are active female members of the community selected through a competitive process to provide               

support for various health concerns particular to the rural and urban communities they serve. She is not                 

medically trained, however it is generally required that she be qualified up to 10 standard (this is relaxed                  

where no other suitable candidates exist). Considering the importance of the family planning services they               

administer, they require extensive, in-depth and ongoing training to ensure they are providing correct              

contraceptive information. Counselling provided to an individual or couple by an ASHA could be the               

difference between an unwanted pregnancy and successful birth spacing. Our fact finding mission             

illuminated that ASHAs across the locations did not have an acceptable understanding of the various               

methods of contraception, and thus, were not adequately equipped to be counselling the community on such                

important matters.  

 

Indian society can be particularly divisive, with segmentation occurring between urban, urban slum and rural               

communities. Rural communities in particular are neither vocal nor inclusive in their attitudes towards sex,               

sexuality and the use of contraceptives. Family planning is generally considered a private matter, and thus,                

awareness about the benefits of contraception is generally low. In light of this, it is imperative that ASHAs                  

are properly trained to break down communication barriers regarding contraception in order to spread family               

planning messages. 
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According to ASHAs at both locations an orientation session is conducted, however neither group were               

specifically trained on how to provide family counselling and how to approach families who do not                

understand the importance of contraception or those who refuse to use it on a irrational basis. They said the                   

orientation program was primarily administrative, as they were informed of their work responsibilities, how              

to report and conduct surveys, and are shown basic medical training videos. Some of the ASHAs mentioned                 

they were not treated well during their orientation and felt it was because they were from a poorer section of                    

society. After six months of their work ASHAs are required to go for further training, however the training                  

provided is no more in depth than the orientation sessions.  

 

It appeared that family planning has taken a backseat to other responsibilities such as conducting surveys,                

keeping mother and child immunisations up to date and providing antenatal care. While these responsibilities               

are obviously of equal importance, family planning services are essential to any community and must be                

available. Lack of contraceptive information and services results in higher rates of MMR, IMR and unsafe                

abortion, therefore ASHA workers must be trained accordingly in providing clear and compelling             

contraceptive counselling.  

  

Socio-Cultural Impact on Contraceptive use 

 

The ASHA initiative is built on the notion that community leaders are best placed to generate positive                 

behavioural change in their community. However, the ASHAs face massive social and cultural barriers and               

their contraceptive messages are not being effectively communicated. 

 

Contraception is a ‘taboo’ subject in Indian society and, particularly in rural areas, is not considered a public                  

talking point. Couples are generally not informed about family planning until the birth of their first child, as                  

childbirth is considered the ultimate symbol of marriage. There are also strong religious taboos associated               

with contraception, as the use of spacing methods indicate that couples are not abstaining between children                

and therefore are having sexual intercourse for reasons other than childbirth, namely pleasure. In addition to                

this the use of condoms is seen to represent the presence of multiple partners and infer promiscuity and                  

infidelity. Gender inequality is a further barrier to contraceptive use and reproductive autonomy as many               

women must be granted permission to use contraception by their husbands and in-laws. The ASHAs               

informed us of several cases in which a woman's desire to use spacing methods has lead to domestic abuse.                   

Despite being safer, quicker and more economical, rates of female sterilisation far surpass instances of               

vasectomy as contraception is viewed as necessarily a woman's burden. Further, men fear their masculinity               

and strength will be compromised by the sterilisation procedure.  
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The ASHAs interviewed said they faced considerable difficulty breaking down barriers with regard to              

contraception. In Holambi Kalan, ASHAs do not speak to men about contraception as the topic is too                 

socially sensitive. The ASHAs themselves admitted to not using spacing methods but instead using the ECP                

where necessary or opting for sterilization. Furthermore, they said that men and women did not trust that                 

condoms were effective. The ASHAs in Wazirabad reported having more success discussing contraception             

with men. However, they noted that some men would bypass them and procure contraception directly from                

the dispensary without knowing how to properly use it. 

 

Another cultural barrier affecting the delivery of contraceptive information and services is a widespread              

misunderstanding of the concept of reproductive rights. While inherently connected and at times             

indistinguishable, reproductive rights are often conflated with sexual rights. In rural areas where sexual rights               

and sexuality are not yet openly discussed, a sound and distinct understanding of reproductive rights and                

health is needed. Where sexual rights deal with sexual identity, pleasure and expression, reproductive rights               

deal with the right to reproductive health, hygiene and autonomy over one's reproductive processes. Many               

individuals believe reproductive rights are purely about sex and sexuality, and do not connected severe health                

complications such as maternal mortality, infant mortality, malnutrition, unsafe abortion and sexually            

transmitted disease. ASHAs need to be appropriately trained to introduce family planning and contraception              

to couples primarily as a health concept in order to break down barriers and ensure people are not avoiding                   

contraception out of embarrassment. 

 

Incentive- based remuneration of the ASHAs 

 

As outlined in the facts, ASHAs receive no fixed salary and instead receive irregular payments under an                 

incentive-based remuneration scheme. The payments are irregular for three reasons: they are paid from              

different sources for different tasks; their payments are often considerably delayed; and they are not paid at                 

all for many of the challenging work they do, such as providing family planning services. When they do                  

receive payments, the amount received is very poor and does not meet the minimum wage requirement.   19

 

With regard to contraception, the guidelines only provide incentives for the encouragement of male or female                

sterilisation and the insertion of PPIUCD. No payment is received for the provision of family planning                

counselling and the encouragement of birth spacing methods. While ASHAs remain underpaid this poses a               

significant threat to women's reproductive autonomy, as ASHAs will neglect to provide CIS and instead               

promote only those methods for which they receive monetary incentives. As mentioned in the facts, ASHA                

workers in Wazirabad have taken to forging records of tasks which receive no remuneration in order to                 

ensure their payments are not deducted.  

 

19 Incentives to ASHAs; 2016-2017; < http://www.pbnrhm.org/docs/asha/incentives_to_asha_2016_17.pdf> 
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Aside from issues relating to timely and consistent payment, the incentive-based remuneration scheme is not               

conducive to the provision of unbiased contraceptive information and services. Where ASHAs are underpaid              

and payments are delayed, incentivisation leads to the promotion of certain services over others and as a                 

result undermines reproductive education and self-determination.  
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WAY FORWARD  
 

The concerns outlined above reflect major systematic failure of a crucial initiative taken by the Government                

of India to ensure good health and family planning practices at the community level. There is an urgent need                   

to conduct further research into the ASHA programme to ascertain how best to monitor and manage the                 

initiative going forward. ASHAs are the key administrators of contraceptive information and services at the               

community level and the success of India’s family planning commitments are dependant on the effective               

implementation of the ASHA scheme.  

 

Access to a broad range of high-quality, safe, effective, acceptable and affordable contraceptive methods is a                

basic human right. Such access ensures women and girls can decide freely whether, when and how many                 

children they wish to have. Current unmet need in India exists in violation of this basic right and is                   

attributable to unacceptable rates of maternal mortality, infant mortality and mortality or complications             

arising from unsafe abortion practices. Furthermore, socio-cultural barriers and rampant gender           

discrimination relating to contraceptive use undercuts women's right to health, reproductive and bodily             

autonomy and equal citizenship.  

 

A disproportionate focus on female sterilisation, which accounts for 75.5% of India’s mCPR , reflects              20

deficiencies in access to a full range of contraceptive options, as promised by India at the 2012 London                  

Summit on Family Planning. This is largely due to incentivised prioritisation of permanent birth control               

despite India’s various commitments to end target-based family planning programmes and instead adopt a              

rights-based approach. Therefore, ASHA workers should be paid a fixed-rate salary in order to ensure they                

provide unbiased and comprehensive contraceptive information and services that facilitate freedom of choice             

and reproductive autonomy.  

 

More extensive and ongoing training for ASHA workers is imperative, with a particular emphasis on               

counselling techniques so that ASHAs are properly trained to break down communication and socio-cultural              

barriers relating to contraceptive use at the community level. In their paper, Improving the Performance of                

Accredited Social Health Activists in India, Nirupam Bajpai and Ravindra H. Dholakia correctly assert that               

‘the impact of NRHM and the ASHA is only as strong as the individual ASHAs who are chosen.’ If they                    21

are to be effective family planning advocates, investment must be made in the individual ASHAs chosen to                 

dispense basic contraceptive information to the community. The success of the entire programme is              

dependant on their motivation and dedication to, and sound awareness of, good health practice and its                

determinants.  

20  Family Planning 2020, above n 2, Indicator no. 9 
21 Nirupam Bajpai and Ravindra H. Dholakia, ‘Improving the Performance of Accredited Social Health Activists in 
India’ (May 2011), Working Papers Series, Columbia Global Centres, 2.  
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Listed below are recommended action points: 

 

1) The ASHA programme must be unified under one governing body. The programme is currently              

administered under both the Ministry of Health and Family Welfare and the Ministry of Women and                

Child Development.  

2) The provision of a fixed salary for ASHA workers which meets minimum wage requirements 

3) Formal recognition of the ASHA programme and official mechanisms by which ASHA workers are              

recognised for outstanding work in the field  

4) Official training for at least one week specifically on counselling techniques to allow ASHAs to               

break down socio-cultural communication barriers in the community 

5) State-based bodies responsible for monitoring, implementing and evaluating the ASHA programme  

6) The provision of smartphones for ASHA workers to enable for productive communication and             

counselling, see footnote for a sample initiative  22

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

22<http://www.thehindu.com/news/national/karnataka/35000-asha-workers-to-get-mobile-phones-to-promote-health-sch
emes/article5314685.ece18> 
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Annexure 1 
 
Questionnaire 
 

Question Secondary Questions 

  
General questions about the ASHA role and 
responsibilities 
  

What are the main job responsibilities? 
 
What are the positive changes you have seen? 
  
 Negative impact of their services? 
  
How has their personal life been affected? 
 
What personal family planning is being used? 
  
What level of education do you have? 
  
Do you find your work rewarding? 

  
What mechanisms are in place for dealing with a 
woman who has an unwanted pregnancy? 
  

  
Do you refer these cases to the MO’s or Anganwadi 
Workers? 

  
What support/counselling is offered pre-MTP? 
  
What support/counselling is offered post-MTP? 

  
How do you help guide women through 
pregnancy? 

  
 Do you return to make regular check ups? 

  
Do you keep records of the pregnancies? 

  
How alert are you to danger signs in the gestational period? 
  
Do you often get turned away from the hospital? 
  
Are you required to make your own way home? What about 
early in the morning? 
  
Are you aware of women having the IUCD inserted after 
birth WITHOUT consent? 
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What supplies are included in your kits? 
  
  
  

  
What contraceptive items do you carry? 

  
How often can you replenish your stock? 
  
Do you have enough stock to meet demand? 
  
Is it easy to restock? 
  
Are the kits in good condition when you collect them? Are 
items expired? 

  
On average how many packets of condoms will an individual 
buy? Do you encourage them to purchase a large supply? 
  
If a woman has an OCP prescription, do you deliver the OCP 
to her door? 

  
How many months of the OCP will an individual purchase? 
  
Can you get back to a woman on a monthly basis in order to 
provide her with the OCP? 
  

  
How do you counsel women or men about 
contraception? 
  
  

  
What do you tell them about condoms? 

  
Do you tell them that condoms are commonly used? 
  
What do you tell them about the OCP? 
  
Do you tell them that the initial side effects go away after a 
couple of months? 
  
Do you tell them that the OCP is commonly used and that it is 
very safe? 
  
What are the main reasons women/men refuse to use 
contraception? 
 
Do you counsel unmarried women too? 
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What views do WOMEN hold with regard to 
different types of contraception? What are the 
prominent attitudes? 

  
CONDOMS 
  
What are the primary concerns women have with condoms? 

  
Are they concerned with their partner’s pleasure? 
  
Do they think condoms represent infidelity/ promiscuity? 
  
Do they know condoms protect against STI/RTI? 
  
Do unmarried women purchase condoms? 
  
Do they know how to use one? Are they embarrassed? 
  
 Do the women who have known STI/RTI’s show interest in 
condoms? 
  

    
STERILIZATION 
  
What do you tell women about sterilisation? 

  
Do women express concern over its irreversibility? 
  
Why do you think it is the most used method of 
contraception? 
  
Do you think it is preferred because it involves no male 
participation? 
  
Do they consider asking their husbands to be sterilised 
instead? 
  
Are you given greater remuneration for making sterilisation 
referrals? Is this why you suggest it? 
  

    
OCPs 
  
How do women respond to the OCP? 

  
Do they distrust the drug? 
  
Are they concerned with side effects? 
  
Are they unable to get a prescription? (Medical 
cost/husband's permission) 
  
If they elect to take the OCP, is it readily available? 
  
Is there a social stigma connected to the OCP? 
  
Do you follow up to see if women are taking the pill 
correctly? 
  

25 



 

  INJECTABLES 
  
Did you hear about it? If yes, then did you use it yet or 
received any notification regarding the same? 

  
Do you think women would be interested in injectables? They 
can be used discreetly and are only required every 1 – 3 
months?  

  
How prevalent are STIs/RTIs? 
  

  
 How many cases of STI/RDI do you see? 

  
Are the women who have contracted STI/RTIs open to the 
suggestion of condom use? 

  
Do you push condom use for women with known STI/RTIs? 
If not, why not? 

  
What demographic is most affected? Age/Marital status 
  

  
What views do MEN hold with regard to 
different types of contraception? What are the 
prominent attitudes? 

  
Do they dismiss you? 

  
Have you had any unpleasant experiences offering 
contraceptives to men that has made you hesitant to do so? 
  
Have these experiences made you more likely to suggest 
female sterilization given it requires no male participation? 
  
How important do you think it is that men involvement in this 
issue of reproductive rights? 
  
Are you under pressure to suggest female sterilization? 
  
Are women and men aware that a Vasectomy is safer, quicker 
and more economical?  
  

    
CONDOMS 
  
What do you think their general attitude towards condom use 
is? 

  
What are their primary concerns? (Pleasure/ Perception of 
infidelity/ Awkwardness/ Social or Religious stigma) 

  
Do they think condoms are only for STI (HIV/AIDS) 
prevention? 

  
 Do they know how to use them? 

  
Are they being shown how to use them? Who is being 
shown? 

  
On average how many packets of condoms will an individual 
buy if they decide to do so? 
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AWARENESS/INTEREST 
  
Are men interested to learn about contraception? 

  
Do they approach you to discuss contraception? 
 
If you get an opportunity will you take it up to your husbands 
and ask them to be a part of the ASHA and talk to the male 
counterparts of the society regarding contraception methods 
and usage? 
  
Is there room/scope for male involvement? 
  
Are men aware that contraceptive use may improve their 
quality of life, as spacing methods aid poverty reduction? 
  

  
Do you experience issues of trust in your work? 
  

  
 Is your lack of formal medical training a concern for some 
people? 

  
Is there a general distrust of ASHA’s in the absence of MO’s? 
  
Do people trust the drugs or procedures recommended? 
  
Do the men distrust/dismiss you and your work? 
  

  
What follow up procedures are in place with 
regards to your work? 

  
Is there room for growth in the ASHA program? Is there the 
opportunity to be promoted? 

  
Are you receiving adequate compensation for your work? 
  
Who are you required to report to? 
  
Are you getting paid your incentives? 
  

  
How extensive is the orientation you receive? Is 
there capacity building training? 
  
  
  

  
Do you receive a proper training from time to time to enhance 
your skills or develop the updated information? 

  
What is the depth of knowledge required in any particular 
area? 
  

  
Is there scope for technological aid? 
  
  

  
Do ASHA’s carry smart phones? 

  
Would a portable library of information be helpful? 
  
Would utilisation of a smartphone allow for easier record 
keeping? 
  
Do ASHA’s feel they have difficulty communicating 
information, such as family planning strategies? And would 
the aid of videos and photography help? 
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Annexure 2 
 
Photograph: Appointment letter and Identity Card of the ASHA worker (Only for INTERNAL 
OFFICE USE) 
 

 

Appointment Letter (ASHA worker) 

 

 

Identity Card (ASHA worker)  
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