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Abstract
Male involvement in family planning results in improved reproductive health and gender outcomes for
women. In India, the use of family planning methods remains largely female-dominated. Recent media
reports have indicated a rapid decline in male sterilization use in the past few years. This study aimed
to assess the trends in, patterns of and factors associated with the use of male sterilization and male spacing
methods in India using data from four rounds of the National Family Health Survey, conducted from 1992
to 2016. Bivariate analysis was done to see the trends in, and patterns of, male sterilization and spacing
methods, while multinomial logistic regression was used to understand the factors associated with male
spacing methods and sterilization. The results show a marked decline in the prevalence of male sterilization
from 1992–93 (3.5%) to 2015–16 (0.3%) in India. Of the 640 districts, only 21 had a more than 2% preva-
lence of male sterilization. Scheduled tribe couples were two times more likely to use male sterilization than
other (upper/no caste) groups. Couples from the northern region were significantly more likely to use male
sterilization (aOR: 1.68, 95% CI: 1.43–1.97) compared with those from the south. There was a regional
disparity in male condom use, with a very small proportion of couples in the southern (1.1%), north-
eastern (2.4%) and eastern (3.3%) regions using the method compared with couples from the northern
region (9.7%). Couples from the northern (aOR: 8.89, 95% CI: 8.44–9.38), north-eastern (aOR: 11.37,
95% CI: 10.62–12.18), eastern (aOR: 6.96, 95% CI: 6.60–7.34), western (aOR: 4.65, 95% CI: 4.40–4.92)
and central (aOR: 10.89, 95% CI: 10.35–11.46) regions were also significantly more likely to use male spac-
ing methods than those from southern India. Therefore, a greater focus on increasing the use of male
sterilization and condoms is required in India to reduce the gender disparity in the use of family planning
methods.
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Introduction
Right from the time family planning (FP) programmes began to be implemented in developing
countries, the focus of the programmes was on women. This changed in 1994 when, for the first
time, the International Conference on Population and Development (ICPD) focused on male
involvement in FP and called for engaging males as contraceptive users to create gender equity
in FP (Jacobstein, 2015; Ross & Hardee, 2017). In spite of the global commitment to promote male
methods of FP, male contraceptive use remains negligible in many countries owing to the existing
patriarchal norms. Besides, there is a disconnect between the commitments on choice and equity
identified in the ICPD and actual programme realities (Jacobstein, 2015).
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Even though male sterilization contributed only 11% to total global sterilizations (28 million
vasectomies in comparison to 223 million female sterilizations), it is extensively preferred in coun-
tries and regions with greater economic development and gender equality (Jacobstein, 2015). The
prevalence of male sterilization was 22% in Canada in 2002, which accounted for almost one-third
of the country’s modern Contraceptive Prevalence Rate (mCPR). In the United Kingdom and
South Korea, vasectomy rates range from 17% to 21%, comprising 24% to 27% of modern meth-
ods used. Spain, Switzerland, Belgium, Australia, Denmark and the USA also have a significant
usage rate, with prevalence ranging from 8% to 11% (United Nations, 2018). In the USA, between
175,000 and 350,000 vasectomies are performed each year (Eisenberg & Lipshultz, 2010;
Jacobstein, 2015). Data from 2016 showed that 14% of Australian men of reproductive age
had adopted vasectomy, which was more than one-fifth of the mCPR of the country (United
Nations, 2018). These statistics are significantly different in the least developed countries, which
have less than 1% of all global male sterilizations (United Nations, 2018). United Nations (UN)
data from 2015 showed that the prevalence of male sterilization in Africa was 0·0%, whereas in
Asia, 2.2% of men had undergone vasectomy (United Nations, 2015). Five highly populous devel-
oping countries, namely India (1.2%), Bangladesh (0.6%), Pakistan (0.3%), Indonesia (0.2%) and
Nigeria (0.0%), had less than 12 per 1000 males who had had vasectomy as an FP measure (United
Nations, 2015; Ross & Hardee, 2017).

Interestingly, the 2015–16 data of the Indian Demographic Health Survey (DHS) showed that
only 0.3% of male partners of married women were sterilized, contrary to the estimate of 1.2%
provided in the UN 2015 report. In any case, male sterilization rates are lower in India than in
developed countries and even in populous developing countries like Brazil (5.0%), China (4.4%)
and Mexico (2.2%). Since the initiation of the FP programme in India in 1951 to its peak in 1977,
the larger context of the campaign was to control the world population. India received the biggest
chunk of international aid for its FP programme among all Asian and sub-Saharan African coun-
tries during the 1970s. Most politicians at that time believed that a lower population growth was
associated with economic development of the country. The Indian government received a loan of
US$66 million between 1972 and 1980 from the World Bank for carrying out sterilization. Under
pressure to control the rapid population growth, the Government of India launched a mass ster-
ilization programme aided by international organizations and developed countries (Gupte, 2017).
However, the programme got bogged down by target-based and compulsory mass sterilization
programmes in some parts of the country. The programme infamously attempted to control rapid
population growth through forced sterilizations, particularly of men. Since then, the government
has made all FP methods voluntary and incentivizes sterilization. Female sterilization contributes
to three-quarters of India’s CPR, while male sterilization remains marginal. Data released by the
Ministry of Health and Family Welfare for the period 1980–2015 showed that the share of male
sterilization was very low and fluctuating. In addition, the number of female sterilizations was 50
times more than that of male sterilizations during 2014–15 and this ratio had increased rapidly
during the preceding decade (Figure 1). The findings on this gap are supported by 2015–16
National Family Health Survey (NFHS) data, which showed that 36% of women adopted sterili-
zation as compared with only 0.3% of men.

Vasectomy is the simplest and most cost-effective method of FP but has not been so popular.
According to the 2015–16 NFHS survey, about 87% of men and 84% of women of reproductive
age in India are aware of male sterilization/vasectomy. However, its use is very low (International
Institute for Population Sciences, 2017). After the efforts it made in the 1970s, the Indian gov-
ernment began to take renewed interest in enhancing the miserable vasectomy numbers for
the first time in 2016. The draft National Policy for Women, released in 2016, states that ‘a gender
transformative health strategy which recognizes women’s reproductive rights with shifts such as
FP focus from female sterilization to male sterilization will be developed and utilized’. The
Government of India conducts a ‘vasectomy fortnight’ campaign each year, starting on 21st

November, to promote vasectomy in the Empowered Action Group states. India’s Sustainable
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Development Goal (SDG) agenda aims to achieve universal access to sexual and reproductive
health services and reduce the burden of FP on females by 2030. Mission Parivar Vikas, a gov-
ernment programme on family welfare, aims at increasing vasectomy by 10% each year. In this
context of public policy, the present study attempted to understand the trends in, pattern of and
factors associated with male sterilization in India, as well as the use of other male spacing methods,
to provide a comparative perspective with the use of female-specific methods.

Methods
Data

Secondary data from different rounds of the National Family Health Survey (NFHS) (1992–93,
1998–99, 2005–06 and 2015–16) were used to see the trends in male sterilization and other male
spacing methods in India. The spatial pattern, socioeconomic differentials and associated factors
were assessed using the fourth round of the NFHS (2015–16). The NFHS is the Indian version of
DHS. It is coordinated by the International Institute for Population Sciences (IIPS) with financial
support from the Ministry of Health and Family Welfare, Government of India, and technical
support from the International Children’s Fund (ICF). The survey provides information on
important public health indicators such as maternal and child health, fertility, FP, mortality,
domestic violence and several diseases. The first three rounds of the NFHS provided state-level
estimates for these indicators. The fourth round (2015–16) covered all of the 29 states and 7 union
territories of India and, for the first time, provided district-level (640 Indian districts as per 2011
census) estimates for many important indicators. All the rounds of the survey used multi-stage
probability proportionate sampling. The details of the sampling procedure and the data collection
protocol can be found elsewhere (International Institute for Population Sciences, 2017). The
NFHS 1992–93, 1998–99, 2005–06 and 2015–16 covered 88,562, 91,196, 109,041 and 601,509
households respectively and collected data from 84,678, 83,649, 93,089 and 511,377 currently
married women aged 15–49 years respectively.
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Figure 1. Number of male and female sterilizations conducted in India during 1980–2015.
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Outcome variables

Information on the use of FP among currently married women of reproductive age (15–49 years)
was used. Although the survey respondents were women in the reproductive age group, the phrase
‘use of a contraceptive by couples’ has been used instead of ‘women’. The outcome variable was
categorized into four different categories: a) non-use of contraception (reference category),
b) female methods, c) male spacing methods (male condoms, withdrawal, rhythm/Standard
Days Method), and d) male sterilization. Female methods included sterilization (female), intra-
uterine device (IUD), oral contraceptive pills, injectables and other female contraceptives. Use of
male sterilization by partners/husbands was exclusively analysed, whereas for other male spacing
methods of contraception, the UN series was used as a reference, as has been done previously in
internationally published literature (Ross & Hardee, 2017). Sterilization (male), condoms, with-
drawal, rhythm and Standard Days Methods (SDM), which either require a direct male-only
action or male co-operation, were considered as male methods of contraception. The Standard
Days Methods is a modern method of contraception that requires male cooperation. It identifies
a fixed fertile period in a woman’s menstrual cycle when pregnancy is most likely to occur using
CycleBeads – a visual tool which helps track this. Other methods included in the datasets which
were not identified by the respondents, such as folk methods, were excluded from the analysis as
their use was negligible (0.1%–0.3%). The terms ‘male sterilization’ and ‘vasectomy’ are used inter-
changeably in this study.

Independent variables

The socioeconomic characteristics women’s age (15–34, 35–49 years), number of living children
(0, 1–2, 3 and 4�), religion of women (Hindu, Muslim, Christian, Other), caste (Scheduled Caste
[SC], Scheduled Tribe [ST], Other Backward Class [OBC], Other), education of women (no for-
mal education, primary, secondary, higher education), FP exposure through media (Yes, No),
household asset based wealth quintile (poorest, poor, middle, rich, richest), place of residence
(urban, rural) and geographical region (North, Central, East, Northeast, West, South) were used
as independent variables in the study. The categorization of different states into regions was
adopted from NFHS 2015–16 (International Institute for Population Sciences, 2017).

Statistical analysis

Bivariate and multinomial logistic regression analyses were used to find the socioeconomic factors
affecting the use of male sterilization and male spacing methods in India. The analysis was con-
ducted using the IBM SPSS 26 and GeoDa software packages.

Results
Trends in usage of male methods and male sterilization, 1992–2016

Contraceptive use in India increased from 40.7% in 1992–93 to 56.3% in 2005–06 among currently
married women aged 15–49 years. However, there was a slight decline in the contraceptive prev-
alence rate (CPR) of around 2 percentage points (to 53.5%) during 2005–2016. Male sterilization
went down from 1% to 0.3% during 2005–16. The decline in prevalence was particularly notice-
able between 1992–93 (3.5%) and 2015–16 (0.3%). However, there was a dawdling but steady
increase in the prevalence of male condom usage from 1992 to 2016 (Figure 2).

Spatial trends and pattern in use of male methods of contraception, 1992–2016

Table 1 shows the trends in the use of male contraceptive methods among women aged 15–49
years and their partners in different states of India during 1992–2016. The male sterilization rate
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was found to drop in almost all the states, whereas the use of male spacing methods of contra-
ception showed a fluctuating trend, with a constant improvement in most northern states,
including Rajasthan, Himachal Pradesh, Jammu & Kashmir, Uttar Pradesh and
Uttarakhand. Odisha, in the eastern region, and Maharashtra, in the western region, also
showed a constant increase in the use of male spacing contraception over these 24 years.
Most of the southern states of India have persistently had very low use of male methods in com-
parison to the northern states (Table 1).

The contribution of male sterilization to the CPR of India was negligible in 1992–2016, with
only three states – Himachal Pradesh (2.4%), Telangana (1.6%) and Sikkim (3.5%) – having male
sterilization rates above 1% as per NFHS 2015–16. Among the union territories, only Chandigarh
(1.3%) had a male sterilization rate of more than 1%. Undivided Andhra Pradesh (now Andhra
Pradesh and Telangana), undivided Madhya Pradesh (now Madhya Pradesh and Chhattisgarh),
Haryana, Himachal Pradesh, Kerala and Maharashtra had a more than 5% prevalence rate of male
sterilization in 1992–93, which gradually declined over the period of two and half decades such
that only three states had a prevalence of more than one per cent in 2015–16. Only ten districts of
India had a more than 4% prevalence, while 21 districts had a more than 2% prevalence of male
sterilization (see Figure 3). Among the districts, Chamba (12.7%) and Kullu (10.0%) in Himachal
Pradesh; Karimnagar (4.2%) and Warangal (7.9%) in Telangana; Bhandara (8.0%), Gondiya
(6.8%) and Gadchiroli (5.7%) in Maharashtra; Mandla (4.6%) in Madhya Pradesh; and South
(8.3%) and West (4.5%) in Sikkim had a prevalence of more than 4%, largely owing to a high
number of male sterilizations in these states.

27.3

3.1 3.5
2.4

1.5
2.6

34.2

3.7
1.9

3.1
2.0

3.0

37.3

5.0

1.0

5.2

2.5

4.9

36.0

5.8

0.3

5.6

2.3
3.5

0.0

5.0

10.0

15.0

20.0

25.0

30.0

35.0

40.0

Sterilization Spacing Methods Male Sterilization Condom Withdrawal Rhythm/SDM

sdohteMelaMsdohtemelameF

%
 o

f 
us

er
s

Family Planning Methods

1992-93 1998-99 2005-06 2015-16

Figure 2. Trends in use of different types of contraceptive methods by couples in India, 1992–2016.
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Table 1. Trends in use of male family planning methods in states of India, 1992–2016

State/Union Territory

Male sterilization (%) Male spacing methods (%)

1992–93 1998–99 2005–06 2015–16 1992–93 1998–99 2005–06 2015–16

Andaman and Nicobar** NA NA NA 0.0 NA NA NA 6.8

Andhra Pradesh 6.6 4.3 2.9 0.6 0.9 1.2 0.9 0.3

Arunachal Pradesh 0.0 0.1 0.1 0.0 1.1 2.5 8.1 6.5

Assam 2.3 1.0 0.2 0.1 9.0 17.7 31.5 18.1

Bihar 1.3 1.0 0.6 0.0 1.9 2.3 7.2 1.8

Chandigarh** NA NA NA 1.3 NA NA NA 43.0

Chhattisgarh* 5.1 2.3 3.3 0.7 2.5 4.3 5.6 7.1

Dadra and Nagar Haveli** NA NA NA 0.0 NA NA NA 3.9

Daman and Diu** NA NA NA 0.0 NA NA NA 3.1

Goa 0.9 0.3 0.0 0.0 6.1 15.2 18.6 8.7

Gujarat 3.5 2.3 0.6 0.1 2.5 9.1 15.8 8.7

Haryana 5.0 2.2 0.8 0.6 8.3 15.7 16.7 16.3

Himachal Pradesh 13.2 7.4 6.4 2.4 7.6 11.8 13.0 17.5

Jammu and Kashmir 4.4 2.7 2.5 0.4 12.2 11.7 15.7 22.4

Jharkhand* 1.3 1.0 0.4 0.2 1.9 2.3 6.9 5.1

Karnataka 1.5 0.6 0.2 0.1 1.4 2.7 2.8 1.8

Kerala 6.5 2.5 1.0 0.1 5.8 10.7 16.2 5.4

Lakshadweep** NA NA NA 0.0 NA NA NA 17.2

Madhya Pradesh 5.1 2.3 1.3 0.5 2.5 4.3 7.6 6.7

Maharashtra 6.2 3.8 2.1 0.4 2.7 5.0 8.1 9.3

Manipur 2.7 1.1 0.4 0.1 2.2 13.9 29.0 12.3

Meghalaya 0.6 0.0 0.1 0.0 4.7 5.8 7.7 3.6

Mizoram 0.0 0.1 0.0 0.0 1.5 1.8 1.6 1.3

Nagaland 0.0 0.0 0.0 0.0 2.5 7.8 10.1 6.6

Delhi** 3.2 2.4 0.8 0.2 23.1 24.7 33.2 26.3

Odisha 3.4 1.7 1.0 0.2 1.4 6.6 8.0 15.3

Puducherry** NA NA NA 0.0 NA NA NA 1.6

Punjab 2.5 1.6 1.2 0.6 11.9 26.3 22.7 28.3

Rajasthan 2.4 1.5 0.8 0.2 1.9 5.0 8.1 14.9

Sikkim NA 2.4 4.5 3.5 NA 13.5 12.2 6.0

Tamil Nadu 2.0 0.8 0.4 0.0 3.6 3.3 3.7 1.4

Telangana* 6.6 4.3 2.9 1.6 0.9 1.2 0.9 0.7

Tripura 2.6 0.6 0.4 0.0 12.5 13.3 24.0 23.1

Uttar Pradesh 1.4 0.7 0.2 0.1 3.6 9.9 22.6 24.6

Uttarakhand* 1.4 0.7 1.7 0.7 3.6 9.9 19.5 20.2

West Bengal 4.3 1.9 0.7 0.1 10.6 21.6 25.2 19.9

(Continued)
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Socioeconomic differential in use of male methods of contraception, 2015–2016

Table 2 shows the percentage of currently married couples, by their socioeconomic characteristics,
using different methods of contraception in India during 2015–16. It was found that female ster-
ilization dominated among the use of contraceptives across all socio-demographic groups. Among

Table 1. (Continued )

State/Union Territory

Male sterilization (%) Male spacing methods (%)

1992–93 1998–99 2005–06 2015–16 1992–93 1998–99 2005–06 2015–16

India 3.5 1.9 1.0 0.3 4.1 8.1 12.7 11.4

NA: data not available.
Male spacing methods include male condoms, withdrawal and rhythm/Standard Days Method (SDM).
*Newly formed states during the study period; **Union Territories (until 2016).

Figure 3. Prevalence of male sterilization by district, India, 2015–16.
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Table 2. Percentage of currently married women using different methods of contraception by their socioeconomic
characteristics, India, 2015–16

Characteristic Contraceptive users
Female

sterilization Condoms
Male

sterilization Withdrawal Rhythm/SDMa N

Age of woman

15–24 26.3 14.6 6.4 0.0 2.4 2.9 94,034

25–34 54.7 40.4 7.7 0.3 2.6 3.7 190,136

35� 64.8 55.5 3.5 0.4 1.9 3.6 215,457

Religion

Hindu 54.4 43.4 5.2 0.3 2.1 3.5 379,442

Muslim 45.3 30.7 7.2 0.1 3.3 4.1 63,866

Christian 51.2 45.3 2.4 0.2 1.8 1.5 32,847

Other 66.4 47.7 12.1 0.6 2.2 3.8 23,472

Caste

ST 49.4 42.2 2.3 0.5 2.1 2.3 86,896

SC 54.9 43.9 5.0 0.3 2.1 3.6 89,700

OBC 51.5 41.3 4.9 0.2 1.7 3.4 199,151

Other 57.8 41.5 8.8 0.2 3.1 4.2 103,727

FP exposure through media

No 48.7 39.6 3.0 0.3 2.0 3.8 199,089

Yes 56.4 43.2 7.2 0.3 2.4 3.4 300,538

Education

No education 54.0 46.2 2.5 0.3 1.5 3.6 173,488

Primary 58.4 49.2 3.4 0.3 2.2 3.3 72,079

Secondary 54.5 42.1 5.9 0.3 2.7 3.4 16,5570

Higher 47.5 28.6 12.1 0.2 2.8 3.8 88,490

Number of living children

0 8.1 1.6 3.9 0.0 1.4 1.2 51,368

1–2 55.6 41.6 7.2 0.3 2.8 3.6 253,319

3 68.3 59.2 3.8 0.3 1.7 3.3 103,128

4� 58.2 47.7 3.4 0.3 1.7 5.1 91,812

Region

North 63.8 48.7 9.7 0.5 2.3 2.6 109,909

North-east 49.0 32.4 2.4 0.1 7.7 6.4 65,941

East 48.2 37.2 3.3 0.1 4.1 3.5 94,506

West 58.5 49.1 6.4 0.3 1.2 1.6 41,430

Central 48.3 30.3 8.4 0.2 1.7 7.7 130,493

South 53.6 51.2 1.1 0.3 0.5 0.4 57,348

Wealth quintile

(Continued)

Journal of Biosocial Science 123

https://doi.org/10.1017/S0021932021000717 Published online by Cambridge University Press

https://doi.org/10.1017/S0021932021000717


the male methods of contraception, the prevalence of condom use was the highest, followed by
rhythm/SDM, withdrawal and male sterilization across the socioeconomic groups. Condom use
was high among ‘Other’ religious (non-Hindu, non-Muslim and non-Christian) groups (12.1%)
and Muslims (7.2%) in comparison to Hindus (5.2%) and Christians (2.4%). Similarly, the use of
withdrawal and rhythm methods was more common among Muslims and couples belonging to
‘Other’ religious groups compared with couples practising Hindu and Christian religions. The
male sterilization rates were found to be very low among all socioeconomic groups in India.
The male sterilization prevalence rate was more than 0.5% among a few groups, like
Scheduled Tribes, other religious groups and northern states.

Factors associated with use of male methods of contraception, 2015–16

Table 3 shows the results of the multinomial logistic regression analysis of factors associated with
the use of female methods, male sterilization and male spacing methods during NFHS 2015–16.
The analysis indicated that among all religious groups, couples of other religious groups were
significantly more likely to use male spacing methods (adjusted odds ratio [aOR]: 1.61, 95%
CI: 1.53–1.69) and male sterilization (aOR: 1.89, 95% CI: 1.51–2.35) in comparison to Hindus.
Christian couples, however, were less likely to use any method of contraception, including female
methods (aOR: 0.89, 95% CI: 0.85–0.92), male spacing methods (aOR: 0.66, 95% CI: 0.61–0.72)
and male sterilization (aOR: 0.58, 95% CI: 0.38–0.87) than Hindu couples. Muslim couples, too,
were significantly less likely to use female methods (aOR: 0.45, 95% CI: 0.44–0.46) and male ster-
ilization (aOR: 0.17, 95% CI: 0.12–0.24) than Hindu couples.

Among the social groups, ST couples (aOR: 2.20, 95% CI: 1.82–2.35) were significantly (two
times) more likely to use male sterilization than other (upper/no caste) caste group couples. This
was not significant for OBCs and SCs. In comparison to other caste group couples, ST, SC and
OBC couples were less likely to use both female methods (Table 3). Scheduled Tribe (aOR: 0.61,
95% CI: 0.58–0.64), SC (aOR: 0.94, 95% CI: 0.91–0.97) and OBC (aOR: 0.76, 95% CI: 0.74–0.78)
couples were also significantly less likely to use male spacing methods than ‘other caste group’
couples.

Women with higher education were significantly more likely to use male spacing methods with
their partners than those without education. Male partners of women with secondary (aOR: 1.35,
95% CI: 1.16–1.58) and primary (aOR: 1.54, 95% CI: 1.30–1.82) education were significantly more
likely to use male sterilization than male partners of uneducated women. Women having primary,
secondary and higher education were, respectively, 1.19, 1.46 and 1.63 times more likely to use
male spacing methods. Women with higher levels of education were 47% less likely to use female
methods in comparison to those without any formal education. Exposure to family planning

Table 2. (Continued )

Characteristic Contraceptive users
Female

sterilization Condoms
Male

sterilization Withdrawal Rhythm/SDMa N

Poorest 42.1 34.3 1.8 0.2 1.9 3.9 99,147

Poorer 51.9 42.4 3.1 0.3 2.4 3.8 107,854

Middle 55.8 45.7 4.3 0.2 2.3 3.3 103,417

Richer 57.2 45.3 6.3 0.3 2.2 3.2 96,835

Richest 59.2 40.8 12.0 0.3 2.5 3.6 92,374

aRequires male assistance.
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Table 3. Multinomial logistic regression showing adjusted odds ratios for use of female methods, male spacing methods
and male sterilization against non-use of contraception by socioeconomic characteristics, India, 2015–16

Variable
Female methods
aOR (95% CI)

Male spacing methods
aOR (95% CI)

Male sterilization
aOR (95% CI)

Age of woman

35� 2.1 (2.07, 2.13)*** 1 (0.98, 1.02) 3.01 (2.67, 3.4)***

15–34 (Ref.)

Religion

Other 1.18 (1.13, 1.22) 1.61 (1.53, 1.69)*** 1.89 (1.51, 2.35)***

Christian 0.89 (0.85, 0.92)*** 0.66 (0.61, 0.72)*** 0.58 (0.38, 0.87)***

Muslim 0.45 (0.44, 0.46)*** 1.02 (0.99, 1.05) 0.17 (0.12, 0.24)***

Hindu (Ref.)

Caste

ST 0.89 (0.87, 0.92)*** 0.61 (0.58, 0.64)*** 2.2 (1.82, 2.67)***

SC 0.88 (0.86, 0.89)*** 0.94 (0.91, 0.97)*** 1.03 (0.86, 1.23)

OBC 0.83 (0.82, 0.84)*** 0.76 (0.74, 0.78)*** 0.9 (0.78, 1.05)

Other (Ref.)

Place of residence

Urban 0.98 (0.97, 1)*** 1.33 (1.3, 1.36)*** 0.86 (0.75, 0.99)**

Rural (Ref.)

FP exposure through media

Yes 1.31 (1.29, 1.33)*** 1.19 (1.17, 1.22)*** 1.13 (0.99, 1.28)*

No (Ref.)

Education

Higher 0.53 (0.51, 0.54)*** 1.63 (1.58, 1.69)*** 0.89 (0.72, 1.09)

Secondary 0.95 (0.94, 0.97)*** 1.46 (1.42, 1.5)*** 1.35 (1.16, 1.58)***

Primary 1.24 (1.21, 1.26)*** 1.19 (1.15, 1.23)*** 1.54 (1.3, 1.82)***

No education (Ref.)

Number of living children

3� 2.21 (2.17, 2.24)*** 1.39 (1.36, 1.42)*** 1.84 (1.63, 2.09)***

0–2 (Ref.)

Wealth quintile

Richest 1.76 (1.71, 1.81)*** 2.61 (2.49, 2.72)*** 1.51 (1.18, 1.93)***

Richer 1.69 (1.65, 1.74)*** 1.95 (1.87, 2.03)*** 1.29 (1.04, 1.61)**

Middle 1.57 (1.54, 1.61)*** 1.66 (1.6, 1.73)*** 1.1 (0.89, 1.36)

Poorer 1.41 (1.38, 1.44)*** 1.41 (1.36, 1.46)*** 1.26 (1.04, 1.52)**

Poorest (Ref.)

Region

North 1.02 (1.00, 1.04) 8.89 (8.44, 9.38)*** 1.68 (1.43, 1.97)***

(Continued)
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through mass media was also found to have a significant effect on the use of female contraceptive
methods (aOR: 1.31, 95% CI: 1.29–1.33), male spacing methods (aOR: 1.19, 95% CI: 1.17–1.22)
and male sterilization (aOR: 1.13, 95% CI: 0.99–1.28).

It was observed that the household wealth of couples was directly associated with their use of all
kinds of contraceptive methods. Couples belonging to the richest wealth quintile were around 2.5
times (aOR: 2.61, 95% CI: 2.49–2.72) more likely to use male spacing methods than those from the
poorest group. Similarly, couples belonging to the richer, middle and poorer quintiles were also
significantly more likely to use male spacing methods than those from the poorest group. Male
sterilization usage was significantly more likely among the richest (aOR: 1.51, 95% CI: 1.18–1.93),
richer (aOR: 1.29, 95% CI: 1.04–1.61) and poorer (aOR: 1.26, 95% CI: 1.04–1.52) groups compared
with the poorest group.

Urban couples were significantly more likely to use male spacing methods (aOR: 1.33, 95% CI:
1.30–1.36) but significantly less likely to go for male sterilization (aOR: 0.86, 95% CI: 0.75–0.99)
than rural couples. Among the geographical regions, it was observed that couples in the northern
region were significantly more likely to use male methods of contraception, including male spac-
ing methods (aOR: 8.89, 95% CI: 8.44–9.38) and male sterilization (aOR: 1.68, 95% CI: 1.43–1.97),
compared with those from the south. Couples from the north-eastern (aOR: 11.37, 95% CI: 10.62–
12.18), eastern (aOR: 6.96, 95% CI: 6.60–7.34), western (aOR: 4.65, 95% CI: 4.40–4.92) and central
(aOR: 10.89, 95% CI: 10.35–11.46) regions of India were also significantly more likely to use male
spacing methods compared with couples from the southern region of India. However, couples
from the north-eastern (aOR: 0.28, 95% CI: 0.18–0.45), eastern (aOR: 0.25, 95% CI: 0.19–0.31)
and central (aOR: 0.53, 95% CI: 0.44–0.64) regions were significantly less likely to use male sterili-
zation in comparison to couples from the southern region. Couples from these three regions, along
with those from the western region, were also significantly less likely to use female methods than
couples from the southern region (see Table 3).

Discussion
India is committed to reducing the burden of family planning on females by strengthening and
increasing the use of male contraception. However, this analysis revealed that there continues to
be a greater burden on females across all socioeconomic groups and that trends in the use of male
methods of contraception were not encouraging during the period of 1992–2016. Though the
trend showed that the prevalence of use of male condoms went up, progress was marginal, with
only a 0.4% increase from 2005–06 to 2015–16. Furthermore, the findings revealed that the male
sterilization rate went down rapidly from 3.5% in 1992–93 to 0.3% in 2015–16. Sundari Ravindran
(1993) showed that male sterilization comprised 54% of all sterilizations in the 1970s, but went

Table 3. (Continued )

Variable
Female methods
aOR (95% CI)

Male spacing methods
aOR (95% CI)

Male sterilization
aOR (95% CI)

North-east 0.5 (0.48, 0.52)*** 11.37 (10.62, 12.18)*** 0.28 (0.18, 0.45)***

East 0.62 (0.6, 0.63)*** 6.96 (6.6, 7.34)*** 0.25 (0.19, 0.31)***

West 0.93 (0.91, 0.95)*** 4.65 (4.4, 4.92)*** 0.92 (0.77, 1.1)

Central 0.44 (0.43, 0.45)*** 10.89 (10.35, 11.46)*** 0.53 (0.44, 0.64)***

South (Ref.)

Ref.: reference category.
*p<0.10; **p<0.05; ***p<0.01.
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down to 15% in the 1980s and has now become nearly non-existent. If no efforts are made in the
national programme to revamp it, it will soon become an extinct procedure in India. Although the
issue of under-use of male sterilization is unstated and under-investigated, it has been blamed on
the shift in focus and lack of political will due to the controversies created by the forced steriliza-
tion policy of the government during the imposition of the State of Emergency in the 1970s
(Sundari Ravindran, 1993; Rao, 2016; Gupte, 2017; Singh et al., 2021).

The spatial analysis showed that the majority of districts that had a high prevalence of male
sterilization – Chamba (Himachal Pradesh), Karimanagar (Telangana), Warangal (Telangana),
Gondiya, (Maharashtra), Gadchiroli (Maharashtra), Mandla (Madhya Pradesh) and South and
West Sikkim districts – had a high concentration of tribal population. The multivariate analysis
also suggested that Scheduled Tribes were two times more likely to use male sterilization services
than other caste (upper/no caste) groups. Studies in India and selected states have found high
acceptability and use of male sterilization among tribes (Prusty, 2014; Jungari & Paswan,
2020). Vasectomy among tribal groups is higher due to the intergeneration transfer of knowledge
about the methods (National Institute for Research in Reproductive Health, 2012). The findings
for place of residence also showed that urban couples were less likely to prefer male sterilization
than rural couples, where major tribal populations are located.

It was found from the bivariate and multivariate results that male methods were more popular
among couples in the northern states in comparison to the southern states of India and other
regions despite the fact that women from the southern region have fewer restrictions, more auton-
omy and more inheritance rights than their northern counterparts (Jejeebhoy & Sathar, 2001;
Gupta & Yesudian, 2006). It is noteworthy to mention here that the practice of using male spacing
methods was low across all the regions of India and was lowest in the southern region. Couples
from the northern region, where patriarchal norms are more rigorous, were more likely to use
both male spacing and limiting methods, revealing that patriarchy was not the only reason behind
this decline. A study by Scott et al. (2011) found that the lack of intention to use vasectomy was
due to its low acceptability. This may be because of a lack of proper knowledge about the proce-
dure. Exposure to mass media plays an important role in creating awareness about family plan-
ning methods.

The present study also revealed that women who had exposure to family planning through
media were more likely go for all methods of family planning. However, the odds ratio was higher
for the use of female methods than male spacing methods and lowest for male sterilization.
Although the Government of India has provided a ‘basket of contraceptive choices’, contraceptive
use is considered to be ‘women’s business’ in India and large-scale surveys have revealed compar-
atively lower knowledge of male methods than female methods among both females and males in
the reproductive age groups (International Institute for Population Sciences, 2017). There is a lack
of data on male involvement in family planning and on counselling offered to men on family
planning methods. Existing myths, misconceptions and rumours about the procedure, lack of
skilled providers and strong patriarchal norms all lead to low access to vasectomy services in
India (Scott et al., 2011). Erroneous knowledge often leads to false assumptions about the physio-
logical and psychological impact of vasectomy on men (Shattuck et al., 2016). Indian studies have
found that there is a belief that men who undergo vasectomy come to be controlled by their wives
and become their slaves (Scott et al., 2011). In addition, Hall et al. (2008) revealed that women
prefer female sterilization over vasectomy because men make a greater economic contribution to
the family; should something happen to the man, household economic security would become
jeopardised.

Several studies from India and other countries have found that lack of trained health care pro-
viders and incorrect knowledge of no-scalpel vasectomy among community health workers are
supply-side barriers to utilization of vasectomy. Two studies from Jharkhand found good knowl-
edge regarding the eligibility for vasectomy among the population but little knowledge about sur-
gery and the post-surgery requirements (Mehra et al., 2013; Mahapatra et al., 2014).
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Interventional strategies to enhance vasectomy rate

Various studies in Asian and African settings have revealed that gender transformative messages,
group counselling, a whole-site training approach at hospitals and maternity clinics, cascade train-
ing, motivated service providers and health staff and training of shopkeepers at medical stores and
of Accredited Social Health Activists (ASHAs) for the promotion of vasectomy enhance both the
knowledge and the practice of vasectomy. In Bangladesh and Ghana, the ACQUIRE (Access,
Quality and Use in Reproductive Health) project used gender transformative messages like
‘Get a Permanent Smile’, which addressed the myths associated with vasectomy. The
programme – through posters and television commercials with the message ‘My husband is
the best’ – created a positive atmosphere in the community. An open discussion with couples,
during group counselling on No Scalpel Vasectomy (NSV), enhanced knowledge about and
acceptability of vasectomy among potential users in the Philippines. The ACQUIRE project in
Ghana also adopted whole-site training to establish ‘male friendly’ services, in which training
on providing NSV counselling and services were provided to all health workers (Bunce et al.,
2007). This resulted in the staff having greater knowledge of vasectomy and being aware of men’s
health problems (Shattuck et al., 2016). In Costa Rica, men with more gender equitable views were
pursued for getting vasectomy done as part of their quest for emotional commitment to the well-
being of their wives. By linking low fertility to being a ‘modern man’, the campaign resulted in an
increase in vasectomy rates of 76% in the 3-year time period 2003–06 and by another 70% in the
3 years following that period (Pomales, 2013).

Cascade training is regarded as a systematic and cost-effective way of building the capacity of
clinics and service providers. Under this approach, a small group of motivated service providers
and health staff are identified and trained to perform vasectomy. Once trained, they work as train-
ers locally. This type of training has been implemented in two projects in Rwanda in which cur-
ricula and skills have been created. Furthermore, outreach visits of the vasectomy teams to remote
health centres, to train other providers and to provide services, have been facilitated by district
hospitals. A 5-day training helped physicians to successfully master this new occlusion technique,
leading to a large number of service providers in Rwanda and thereby increasing the number of
cases (Labrecque et al., 2013). The project Responding to the Need for Family Planning through
Expanded Contraceptive Choices and Program Services (RESPOND) in Uttar Pradesh found that
training shopkeepers at medical stores and ASHAs to promote NSV and distribute informational
materials to potential FP clients was useful in spreading awareness (Scott et al., 2011).

Conclusion
The findings of this study reveal that the practice of male sterilization is becoming extinct and
needs greater attention in the national health and family welfare programmes of India. The
method is practised only in a few geographical pockets and is confined to one social group of
the country. The use of modern spacing methods among males needs to be strengthened to reduce
the burden of contraceptive use on women and to achieve greater parity in the use of family plan-
ning methods between men and women. Very little is known about male counselling on family
planning methods and male involvement in family planning. This gap may be filled by including
additional questions in the male questionnaire of the government-sponsored National Family
Health Survey (NFHS). There is a need for interventional strategies focusing on both demand-
and supply-side barriers, taking a leaf out of existing literature and national programmes.
Information, education and communication about male methods, community engagement, out-
reach through male motivators and peer educators and capacity building of health workers are key
to improving the use of male methods of family planning and to achieving gender equity.

Acknowledgments. The authors thank the Director of ICMR-NIRRH for her support in the preparation of this manuscript.
They are also thankful to Dr Prabhjeet Kaur, Library and Information Officer at ICMR-NIRRH, for proof-reading the

128 Ranjan Kumar Prusty and Shahina Begum

https://doi.org/10.1017/S0021932021000717 Published online by Cambridge University Press

https://doi.org/10.1017/S0021932021000717


manuscript. Data for all the rounds of NFHS are publicly available with no individual identifiers and are freely accessible from
https://dhsprogram.com/.

Funding. The authors have not received any specific funding for this study.

Conflicts of Interest. The authors have no conflicts of interest to declare.

Ethical Approval. The data used in this research were collected by publicly available large-scale health surveys following all
ethical procedures and with approval of the Ministry of Health and Family Welfare, Government of India.

References
Bunce A, Guest G, Searing H, Frajzyngier V, Riwa P, Kanama J and Achwal I (2007) Factors affecting vasectomy accept-

ability in Tanzania. International Family Planning Perspectives 33(1), 13–21.
Eisenberg ML and Lipshultz LI (2010) Estimating the number of vasectomies performed annually in the United States: data

from the National Survey of Family Growth. Journal of Urology 184(5), 2068–2072.
Gupta K and Yesudian PP (2006) Evidence of women’s empowerment in India: a study of socio-spatial disparities.

GeoJournal 65, 365–380.
Gupte PR (2017) India: “The Emergency”and the Politics of Mass Sterilization. Education About Asia 22(3), 40–44.
Hall MAK, Stephenson RB and Juvekar S (2008) Social and logistical barriers to the use of reversible contraception among

women in a rural Indian Village. Journal of Health, Population and Nutrition 26(2), 241–250.
International Institute for Population Sciences (2017) National Family Health Survey (NFHS-4) 2015–16 India.

International Institute for Population Sciences (IIPS) and ICF, Mumbai, India.
Jacobstein R (2015) The kindest cut: global need to increase vasectomy availability. The Lancet Global Health, 3(12), e733–

e734.
Jejeebhoy SJ and Sathar ZA (2001) Women’s autonomy in India and Pakistan: the influence of religion and region.

Population and Development Review 27(4), 687–712.
Jungari S and Paswan B (2020) Male perception and participation in family planning among tribal communities of

Maharashtra, India: a mixed-method study. International Quarterly of Community Health Education 40(3), 163–169.
Labrecque M, Kagabo L, Shattuck D, Wesson J, Rushanika C, Tshibanbe D et al. (2013) Strengthening vasectomy services

in Rwanda: introduction of thermal cautery with fascial interposition. Contraception 87(3), 375–379.
Mahapatra S, Narula C, Kalita TJ, Thakur CP andMehra R (2014) Assessment of knowledge and perception regarding male

sterilization (non-scalpel vasectomy) among community health workers in Jharkhand, India. Indian Journal of Community
Health 26(4), 431–436.

Mehra R, Thakur CP, Mahapatra S, Narula C and Kalita TJ (2013) Orientations: a capacity building tool for improving
knowledge and perception of health workers regarding non scalpel vasectomy. International Journal of Research in
Commerce, Economics and Management 3(8), 33–36.

National Institute for Research in Reproductive Health (2012)Annual Report 2011–12: Study on Determinants of Vasectomy
Acceptance in a Block of Thane District in Maharashtra. URL: https://www.nirrh.res.in/annual_report/AR_2011-12.pdf

Pomales T (2013) Men’s narratives of vasectomy: rearticulating masculinity and contraceptive responsibility in San José,
Costa Rica. Medical Anthropology Quarterly 27(1), 23–42.

Prusty RK (2014) Use of contraceptives and unmet need for family planning among tribal women in India and selected hilly
states. Journal of Health, Population and Nutrition 32(2), 342–355.

Rao M (2016) “Emergency gave vasectomy a bad name”: Indian men are not queuing up for the snip. Scroll. In. URL: https://
scroll.in/pulse/821817/emergency-gave-vasectomy-a-bad-name-indian-men-are-not-queuing-up-for-the-snip

Ross J and Hardee K (2017) Use of male methods of contraception worldwide. Journal of Biosocial Science 49(5), 648–663.
Scott B, Alam D and Raman S (2011) The RESPOND Project Study Series: Contributions to Global Knowledge Factors

Affecting Acceptance of Vasectomy in Uttar Pradesh: Insights from Community-Based, Participatory Qualitative
Research. Contributions to Global Knowledge Report No. 3. EngenderHealth, RESPOND Project, New York. URL:
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2413/2014/05/FactorsAffecting_EngenderHealth_Rep_2011.pdf

Shattuck D, Perry B, Packer C and Quee DC (2016) A review of 10 years of vasectomy programming and research in low-
resource settings. Global Health Science and Practice 4(4), 647–660.

Singh P, Singh KK and Singh P (2021) Factors explaining the dominion status of female sterilization in India over the past
two decades (1992–2016): a multilevel study. PLoS One 16(3), e0246530.

Sundari Ravindran TK (1993) Women and the politics of population and development in India. Reproductive Health Matters
1(1), 26–38.

Journal of Biosocial Science 129

https://doi.org/10.1017/S0021932021000717 Published online by Cambridge University Press

https://dhsprogram.com/
https://www.nirrh.res.in/annual_report/AR_2011-12.pdf
https://scroll.in/pulse/821817/emergency-gave-vasectomy-a-bad-name-indian-men-are-not-queuing-up-for-the-snip
https://scroll.in/pulse/821817/emergency-gave-vasectomy-a-bad-name-indian-men-are-not-queuing-up-for-the-snip
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2413/2014/05/FactorsAffecting_EngenderHealth_Rep_2011.pdf
https://doi.org/10.1017/S0021932021000717


United Nations (2015) Trends in Contraceptive Use Worldwide 2015 United Nations. URL: https://www.un.org/en/
development/desa/population/publications/pdf/family/trendsContraceptiveUse2015Report.pdf

United Nations (2018) Trends in Contraceptive Use Worldwide 2018 United Nations. URL: https://www.un.org/en/
development/desa/population/publications/dataset/contraception/wcu2018.asp

Cite this article: Prusty RK and Begum S (2023). Missing men in family planning: understanding the socio-spatial differentials
in male sterilization and male spacing methods of contraception in India. Journal of Biosocial Science 55, 116–130. https://
doi.org/10.1017/S0021932021000717

130 Ranjan Kumar Prusty and Shahina Begum

https://doi.org/10.1017/S0021932021000717 Published online by Cambridge University Press

https://www.un.org/en/development/desa/population/publications/pdf/family/trendsContraceptiveUse2015Report.pdf
https://www.un.org/en/development/desa/population/publications/pdf/family/trendsContraceptiveUse2015Report.pdf
https://www.un.org/en/development/desa/population/publications/dataset/contraception/wcu2018.asp
https://www.un.org/en/development/desa/population/publications/dataset/contraception/wcu2018.asp
https://doi.org/10.1017/S0021932021000717
https://doi.org/10.1017/S0021932021000717
https://doi.org/10.1017/S0021932021000717

	Missing men in family planning: understanding the socio-spatial differentials in male sterilization and male spacing methods of contraception in India
	Introduction
	Methods
	Data
	Outcome variables
	Independent variables
	Statistical analysis

	Results
	Trends in usage of male methods and male sterilization, 1992-2016
	Spatial trends and pattern in use of male methods of contraception, 1992-2016
	Socioeconomic differential in use of male methods of contraception, 2015-2016
	Factors associated with use of male methods of contraception, 2015-16

	Discussion
	Interventional strategies to enhance vasectomy rate

	Conclusion
	References


