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What can sterilization paperwork tell us about women’s 
encounters with the state in rural India? I conducted 18 
months of ethnographic fieldwork on women’s reproduc-
tive lives in a predominantly Adivasi (indigenous) region 
of Rajasthan, India, between 2012 and 2013. Some 43 per 
cent of rural and 35 per cent of urban married Rajasthani 
women undergo sterilization (IIPS & ICF 2017), other-
wise known as tubal ligation, a permanent surgical proce-
dure during which the uterine tubes are cut, blocked or tied 
to prevent eggs from reaching the uterus. There is a similar 
trend in India as a whole. In a context where 48 per cent 
of married women use a modern contraceptive method,1 
this difficult-to-reverse procedure is the prevalent form of 
contraception used by 36 per cent of married women. Half 
undergo the procedure by an average age of 25.7 (IIPS & 
ICF 2017).

During fieldwork, this operation typically took place in 
‘sterilization camps’, which the government outsourced to 
Marie Stopes India (MSI) – a subsidiary of Marie Stopes 
International (since 2020, known as MSI Reproductive 
Choices). This private, not-for-profit social enterprise 
provides contraception and safe abortion services world-
wide. This article aims to contribute to the ethnographic 
study of official documents (e.g. Hull 2012; Tarlo 2003) by 
looking at sterilization paperwork produced by a govern-
ment facility in rural India as a tool to tell stories about the 
state and its institutions (Furmage 2016).

Sterilization in context
Unlike early 20th-century Indian economists who under-
stood ‘India’s poverty as a symptom of colonial mis-
rule’, the mid-20th century saw the consolidation of the 
discourse that overpopulation was a cause of poverty 
and an obstacle to development, both in India and on a 
global scale (Hodges 2004: 1159). Instead of addressing 
the distribution of resources and access to opportunities, 
the primary attempt to combat increasing poverty relied on 
limiting population growth. Since India’s independence, 
increasingly coercive population control programmes 
have been introduced on the recommendation of interna-
tional funding agencies, such as the World Bank and the 
Population Council (Connelly 2006). 

What started with couples being encouraged to use the 
rhythm method soon escalated to include the insertion of 
millions of IUDs (intrauterine devices) via mobile units 
and the introduction of family planning targets and incen-
tives (Satia & Maru 1986). These changes were undertaken 
in the face of immense international pressure: for instance, 
the United States refused to provide food aid unless India 
introduced stricter population control measures (Connelly 
2006). The number of sterilizations, mostly vasectomies, 
slowly increased during the 1960s and started exceeding 
IUD insertions.

On 25 June 1975, Prime Minister Indira Gandhi declared 
a national emergency (known as ‘the Emergency’), which 
lasted until 21 March 1977. Over 21 months, the govern-
ment suspended elections and civic rights, cleared slums 
and devoted unprecedented resources to family planning 
in the name of economic development. Compulsory steri-
lization became an official part of the poverty reduction 
programme, and more than eight million people, primarily 
men, were forcefully sterilized. Access to social wel-
fare schemes, such as housing, water pumps and travel 
on public transport, alongside keeping jobs and passing 
exams, were conditional on the presentation of steriliza-

tion certificates that were obtained either by getting steri-
lized or by ‘motivating’ others to do so (Gwatkin 1979; 
Tarlo 2003). This historical period has become known as 
‘nasbandi ka waqt’ (‘a time of vasectomies’). It is often 
passed off as ‘a moment of madness’ in India’s history – 
a moment orchestrated by people without official posts, 
over-zealous bureaucrats and pressure from the interna-
tional community (Tarlo 2003). This narrative spares ‘the 
government’ and allows it to continue implementing popu-
lation control measures (Williams 2014).

After the Emergency, the historical trauma that envel-
oped vasectomies, alongside the development of laparo-
scopic tubal ligation techniques, meant that the focus of 
population control shifted from men to women. Tubal 
ligation has been the most prevalent method of contracep-
tion since the 1980s. Even within the reproductive rights 
frameworks that proliferated in the 1990s, reducing fer-
tility continued to be seen as a solution to poverty (Qadeer 
1998). During my fieldwork, almost half of rural mar-
ried women in Rajasthan underwent tubal ligation, most 
of them in camps (IIPS & ICF 2017). Soon after field-
work, 15 women died after undergoing the procedure in 
a camp in Chhattisgarh, and the Supreme Court ordered 
the government to shut down sterilization camps within 
three years. Despite this judgement, journalists report that 
sterilization camps continue to function throughout India 
(Ghosh 2021).

Sterilization certificates
After undergoing the sterilization procedure, women 
receive a sterilization certificate. Women would often 
wrap these government-issued documents in plastic bags 
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Documents that matter
Sterilization paperwork in rural India

Fig. 1. CMHO and MSI 
staff fill in paperwork at the 
registration desk. E
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and hide them inside metal chests deep inside their houses, 
away from children, dust, goats and other potential sources 
of damage. These metal chests hold other precious posses-
sions such as documents produced by various agencies: 
ration cards and land records issued by government offi-
cials, certificates of participation in NGO (non-govern-
ment organization) activities, bank account documents and 
vehicle loan contracts.

Hull (2012) demonstrates that even the humblest bureau-
cratic artefacts can have huge effects. Written documents 
are not simply records of activities but are constitutive of 
social and political action (Gupta 2012). Such documents 
are essential for accessing benefits and making claims 
on the state (Branagan 2021; Carswell & De Neve 2020; 
Street 2012). Sterilization certificates are required in some 
states to access specific benefit schemes, such as financial 
incentives for ‘parents of only daughters’, which often 
require parents to be sterilized to be eligible – for instance, 
the Bhagyalakshmi scheme in Karnataka or Ladli Lakshmi 
Yojana in Madhya Pradesh (Sekher 2010). While there 
was a similar scheme operating in Rajasthan at the time of 
fieldwork, most households did not qualify because they 
had at least one son. The sterilization certificate provided 
no tangible benefits to women in my field site at that time.

Nevertheless, women hold on to them and keep them 
safe as if they consider them a precious possession. Even 
if currently bureaucratically futile, sterilization certifi-
cates remain long-term investments in proof necessary for 
engaging with the state in these rural areas (Corbridge et 
al. 2005). My rural interlocutors know the consequences 
of the document’s materiality – or, indeed, its absence.

India’s family planning efforts continue to be haunted 
by the Emergency, when sterilization certificates could be 
exchanged for ‘(b)asic amenities such as land, jobs, elec-
tricity, water and paving’ (Tarlo 2003:11). No surprise, 
then, that even today, women should keep their steriliza-
tion certificates safely, not knowing if they may need them 
one day – a currently futile document may one day be 
needed to prove something in the unpredictable world of 
the state. Given their experiences, marginalized rural and 
urban poor cannot afford to expect the state to be predict-
able or reliable. The state is only predictable in its unpre-
dictability, in that the realm of bureaucracy is often routine 
yet unpredictable (Hull 2012). 

The state constantly demands documents as proof of all 
kinds and for new reasons (Srivastava 2012). For instance, 
the call to update the National Register of Citizens (NRC) 
in Assam demanded its residents produce paper proof that 
they or their ancestors arrived in India before 1971. An 
inability to provide such papers excluded almost two mil-
lion people from the final list published in August 2019 
(Karmakar 2019), with the dire consequence that these 
people were labelled ‘illegal immigrants’. In the face of 
calls to extend NRC to other states (The Hindu 2018), it 
is not surprising that people would hold on to all kinds 
of documents as potential safeguards against unpredict-
able possibilities – you may need them one day to prove 
something.

Not many women in my field site can read these docu-
ments themselves, but most acknowledge their authority. 
The sterilization certificate is invested with the power of 
the written word (Messick 1993). It establishes steriliza-
tion as a bureaucratic fact that not only ‘evidences’ the 
lived truth of the sterilized body but can supersede it (Hull 
2012). A sterilization certificate may not trigger processes 
in the present. Still, when placed with other ‘paper truths’ 
(Tarlo 2003) in plastic bags and hidden inside metal chests, 
it produces the state as a concrete, material, and, for most, 
illegible unit. It was entirely reasonable for poor, margin-
alized women to expect to need to provide ‘paper truths’ 

from their metal chests to further engage with this material 
state one day.

Paperwork in a sterilization camp
The sterilization certificate that women receive after 
their operation is also the product of several relationships 
(Luksaite 2016). It is only one of the material bureaucratic 
artefacts produced during the encounter between women, 
local state functionaries, MSI staff and biomedical per-
sonnel in a sterilization camp.

The registration process at the sterilization camp is an 
elaborate encounter with Indian bureaucracy. The MSI 
and the Chief Medical and Health Officer’s (CMHO) staff 
wait at the registration desk in front of the community 
health centre (CHC) to accompany the women along with 
their community health workers – mainly auxiliary nurse 
midwives (ANMs) – to the camp. Even though official 
family planning targets were abandoned in 1996, many 
local government functionaries are expected ‘to motivate’ 
women towards tubal ligation, with ANMs bearing the 
highest expectations. ANMs are known as ‘motivators’; 
the women they accompany are ‘cases’.

MSI and CMHO staff register the cases and their moti-
vators on MSI and CMHO registers. They fill out female 
sterilization case cards, perform pregnancy tests and wait 
for the MSI’s surgical team to arrive from Udaipur. In a 
CMHO meeting hall, whose corners are covered with piles 
of forms, leaflets, reports and newsletters from ongoing 
and discontinued government schemes, they occasionally 
counsel women on the procedure, its effects and post-oper-
ative care. The team fill out the case card with the women’s 
demographic data: the motivator’s name, the woman’s and 
her husband’s name, village, caste, religion, education, the 
woman’s age, number of sons and daughters and the age 
of the youngest child. They leave most spaces for more 
detailed and intimate information blank. The camp staff 
fill in the registers, but the motivators or camp staff fill in 
the case card. Motivators work in their villages long term 
and claim to know about the women they bring in as cases, 
though rarely consult the women themselves.

Women asked to sign the papers tend to giggle, showing 
their thumbs to indicate they want to use their thumbprint 
instead. Suraj (MSI supervisor of the camp and liaison 
between the CMHO’s office, clinical team and the moti-
vators) directed to the ANM when her case, holding an 
infant, indicated her thumb: ‘Take the baby from her – 
she needs to sign’. The ANM repeated this to the woman 
accompanying her: ‘bacca le’ (‘take the child’); an order 
where ‘le’, more than a request, signifies subordination. 
The camp staff open an ink box, take a woman’s thumb, 
and press it first in purple ink and then on paper, turning 
pages of the case card and various registers which require 
numerous signatures throughout.

Women’s signatures and thumbprints are essential 
for creating legitimate paperwork that can produce 
effects. Similar to how transparency in implementing the 
National Rural Employment Guarantee Act (NREGA) is 
constructed ‘through the production, transaction, circula-
tion, and exhibition of certain key documents’ (Mathur 
2012: 167), women’s signatures are integral to the family 
planning programme itself. The production of paperwork 
‘became proof of the “legality” of the operations’ (Das 
2004: 240) conducted during the Emergency. Today, 
women’s signatures stand as ‘evidence’ of ‘choice’ 
against the shadow of the Emergency and more contem-
porary concerns over the quality of care and incidents 
of botched procedures (Sharma 2014). To produce solid 
‘evidence’ of ‘choice’, the staff press women’s thumbs 
hard into ink and even harder onto paper and often com-
plain that a poor-quality ink makes their job harder. The 
case card covered with solid purple thumb imprints 
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supersedes any enquiry into the conditions that situate 
these ‘choices’.

In the same way that the state and its rules are illegible 
to its citizens and functionaries, the social worlds of citi-
zens are also illegible to the state’s gaze. The registration 
process at the camp illustrates how people’s lifeworlds are 
translated and simplified, enabling modern institutions to 
‘see like a state’ (Scott 1998). Suraj is filling in a form about 
Kanku, an Adivasi woman standing across a desk from 
him. After learning the number of her children, he asks, 
‘Your three children: how big are they?’; Kanku replies, 
‘Two are big, and one is small’. Trying to determine the 
age of the older two children, Suraj asks: ‘Are you plan-
ning the marriages for the two?’ Kanku laughs and says, 
‘No, no, they are not that big’. Suraj gets slightly impatient 
and asks: ‘So what age are they? Are they six or four? And 
how small is the small one?’ Kanku’s motivator intervenes: 
‘One is four, one is two, and one is six months old’.

The disjuncture between the language of official 
paperwork and the language used in the village becomes 
apparent in this ethnographic moment. While the state 
bureaucracy needs to count the age of people through the 
numeric system of years, age and birthdays are not particu-
larly relevant to the people in the village and, therefore, 
are rarely written down or celebrated. Suraj is aware that 
people rarely know their own or their children’s chrono-
logical ages, so his question about arranging the children’s 
marriages aims to establish if they are in their teens, which 
would be enough to satisfy the state’s need for numeric 
data.

However, what is a ‘big’ child for Suraj is not the same 
for Kanku. In the eyes of the woman, ‘big children’ are 

four and two years old, whereas Suraj assumes they would 
be teenagers. This disjuncture is explained by how the 
different intersections of class, caste and rural/urban dis-
tinctions influence the understanding of childhood, chil-
dren’s independence, the necessity for supervision and the 
political economy of childbearing. Age is ‘implicated in 
divisions of labour within and beyond households’ (Cole 
& Durham 2007: 14), with the children’s age – big or small 
– being defined by the care work required to attend to them 
by Kanku.

The motivator bridges the gap between state language 
and Kanku’s, a disjuncture that often occurs in peo-
ple’s encounters with institutions, including the camp. 
Motivators sometimes translate the official jargon and 
categories for women and provide answers based on their 
knowledge about the women and their families. They 
shape and adjust facts to fit what the state wants to hear 
in order to proceed with the procedure. Kanku’s ‘unruly 
empirical world is brought into conformity with a prefab-
ricated system of categories’ (Gupta 2013: 436). The case 
card is replete with ‘facts’ that obscure their production 
at the interface between paperwork, women, camp staff 
and motivators. Kanku’s case card noted her children’s 
numeric age, hiding the process through which they estab-
lished this guestimate.

Similarly, a woman’s age is always an approxima-
tion by the camp staff, motivators and the women them-
selves, providing five-year intervals of possibility based 
on the women’s appearance and reproductive history: 
‘tees–petees hogi’ (‘she will be 30-35’). This renders any 
official statistics regarding 25.7 being the median age 
of women getting the procedure (IIPS & ICF 2017) an 

From left to right, above to 
below:
Fig. 2. A blank sterilization 
certificate.
Fig. 3. An MSI slogan at 
the back of the sterilization 
certificate: ‘abhi nahi ya kabhi 
nahi, pasand aapki. chaans 
nahi lena, jab baat ho parivaar 
ki’ (not now or never, it is your 
choice; don’t leave it to chance 
when your family is concerned). 
Fig. 4. An MSI booklet with 
the slogan, see Fig. 3 for 
transliteration and translation.
Fig. 5. MSI posters placed on 
the CHC wall in the morning of 
the camp.
Fig. 6. Repainting opening 
times on the CHC wall where 
sterilization camps are held 
once a week, Jhadol, Rajasthan.
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arbitrary, even magical number. Magic numbers based 
on magical signatures on magical paperwork: the unfore-
seen potentialities of sterilization certificates feed the 
state’s magic, with illegibility, uncertainty and arbitrari-
ness being their key features (Cohen 2017; Das 2004; 
Gupta 2012).

The case card serves several functions within the camp. 
It is not only a tool of the state, enabling its functionaries 
to produce tables and data sets, present them in monthly 
meetings and keep their copies in archives afterwards. 
From the registration desk to the operating room, the case 
card circulates to, in the end, serve as a secure medical 
record. No trust is placed in the women themselves to 
handle this document. Instead, their motivators carry the 
case card as they accompany their cases through different 
medical examinations. 

After each examination – blood and urine tests, medical 
history, blood pressure measurement and a consultation 
with a gynaecologist – biomedical personnel inscribe 
their findings at the top of the card, thus enabling cases 
to proceed smoothly to the next stage. The case card – or 
a collaboratively constructed patient file – facilitates the 
connections between multiple bureaucratic and medical 
encounters (Berg & Bowker 1997). Carefully checked and 
double-checked at every meeting, the case card allows 

doctors to act, leading up to the final step –opening the 
doors to the operating room for the laparoscopic tubal liga-
tion to be performed.

Conclusion
Sterilization paperwork encapsulates some of the ambi-
guities that bureaucratic artefacts contain. Rural women, 
bureaucrats and clinical staff know that documents have 
serious effects. The case cards enable women to get their 
tubes tied, the registers demonstrate that women get steri-
lized voluntarily and the sterilization certificates may pro-
vide access to state benefits. They also know that these 
documents have serious effects despite being filled with 
arbitrary information, futility and potentiality. The magical 
modes of the state manifest through its documentary prac-
tices and are further maintained by the way women engage 
with bureaucratic artefacts in their homes. While continu-
ously producing the state as a concrete and material object, 
bureaucratic modes of engagement between rural women, 
health workers, bureaucrats and paperwork demonstrate 
the routine unpredictability and arbitrariness at the heart 
of state bureaucracy. These aspects of illegibility maintain 
the aura of authority in a world where documents have the 
potential to supersede reality (Hull 2012), especially in a 
programme haunted by a history of coercion. l

Fig. 7. A blank female sterilization case card.
Fig. 8. India’s family planning is haunted by a dark history of sterilisations, BBC Asia, a screenshot of a Twitter post.
Fig. 9. Marie Stopes in her laboratory, 1904.
Fig. 10. Birth control clinic in caravan, with nurse. Wellcome Collection.
Fig. 11. An ink stamp of Medical Officer, MSI, imprinted on the case card.
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