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Hkkjr ljdkj
LokLF; ,oa ifjokj dY;k.k ea=ky;
fuekZ.k Hkou ubZ fnYyh & 110108

Government of India
Ministry of Health & Family Welfare
Nirman Bhawan, New Delhi  110108

G. C. CHATURVEDI, IAS

Additional Secretary &
Mission Director (NRHM)
Tele : 23061451  Fax : 23061975
E-mail : chaturvedi_gc@nic.in

The National Population Policy advocated a holistic multisectoral approach towards population stabilization, with no 

targets for specific contraceptive methods except for achieving a national average total fertility rate (TFR) of  2.1 by the 

year 2010. The NRHM program of  the Government of  India introduced in 2005, which subsumes RCH II, places 

population stabilization as one of  its goal to achieve quality life and has set the goal of  TFR 2.1 by 2012. However, as per 

the population projections by the Registrar General of  India, the TFR would reach replacement level i.e. 2.1 only by 

2021. Under the current trends, the high focus states like Bihar, MP, Rajasthan, UP, Jharkhand, Chattisgarh etc. would 

take at least 25 years to attain replacement level fertility rates. There is very high unmet demand for terminal methods in 

these states, which they are not able to meet as per the service mode adopted presently.

There is, therefore, a need to adopt a strategy, which would provide assured, accessible, quality sterilization services, 

throughout the year, nearest to the doorsteps of  the needy couples, so as to meet their unmet need.

Recognizing the need the ministry has developed a fixed day static (FDS) approach in sterilization services which 

will ensure provision of  assured services throughout the year, on a regular and routine basis, provided by trained service 

providers posted in the facility, thereby achieving the twin objectives of  achieving population stabilization as well as 

quality sterilization services.

The document elaborates the FDS strategy formulated by the ministry in provision of  routine and round the year 

sterilization services to the community and I hope it will go a long way in achieving population stabilization sooner than 

projected.

(G.C. Chaturvedi)

FOREWORD
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Introduction

Currently, India is the second most populous country in the world with a population growth rate of  1.74%, 

contributing to 20% of  births worldwide. This rapid increase in population is one of  the major factors contributing 

towards low quality of  life in spite of  rapid strides being made on the economic front. 

The “National Population Policy 2000” advocated a holistic, multisectoral approach towards population 

stabilization, with no targets for specific contraceptive methods except for achieving a national average TFR of  2.1 by 

the year 2010. The NRHM program of  the  Government of  India introduced in 2005, which subsumes RCH II, places 

population stabilization as one of  its goal to achieve quality life and has set the goal of  TFR 2.1 by 2012. However, as per 

the population projections by the Registrar General of  India, the TFR would reach replacement level i.e. 2.1 only by 

2021. Under the current trends, the states like Bihar, Uttar Pradesh, Madhya Pradesh, Rajasthan, Jharkhand, 

Chattisgarh would take at least another 25 years to attain replacement level fertility rates. There is a very high unmet 

demand for terminal methods in these states, which they are not able to meet as per the service mode adopted presently.   

Addressing these unmet needs would enable the country to achieve the replacement level fertility, much before the 

current projected period. There is a therefore a need to adopt a strategy, which would provide assured, accessible, 

available and good quality sterilization services, through out the year, nearest to the doorsteps of  the needy couples, so 

as to meet their unmet needs.

Introduction
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States performing well in family planning programmes have demonstrated that the optimum level of  sterilization is 

over 2,000 sterilization per 10,000 unsterilized couples exposed to higher order of  births of  3 and 3+ . In states like 

Uttar Pradesh and Bihar it is less than 350. There is an urgent need to rectify the situation. The performance of  the 

states with high TFR and high levels of  unmet needs in terminal methods compared to some States which have 

achieved the replacement level fertility has been tabulated in Annexure A.  An overview of  the sterilization services 

provided in these states shows the following:

1. The provision of  services in states with high TFR and unmet needs  reveals that majority of  sterilizations services 

are provided in the latter half  of  the year (October to March - winter months) where as performance of  Andhra 

Pradesh which has achieved the replacement level fertility shows an uniform performance throughout the year. 

The seasonal variation in the performance is more due to lack of  service provision rather than acceptors' 

preference (Study on Rajasthan, UNFPA) .  

2. Andhra Pradesh has been doing around 4,485 sterilizations per 10,000 unsterilized couples exposed to higher order 

of  births of  3 and 3+ as compared to less than or around 1,000 in the states with high TFR. 

3. A major proportion of  sterilizations in the states with high unmet need continue to be performed through camps 

due to paucity of  trained service providers in sterilization at the CHCs and PHCs, leading to deputation of  

gynaecologists/surgeons from higher centers like district hospital. In contrast to this, the States which have 

achieved the replacement level fertility have been providing assured, weekly or fortnightly sterilization services at 

CHC and PHCs through trained providers posted in the facility itself. 

4. The data available with the GOI shows that the southern states where the replacement level fertility has been 

reached shows a high proportion of  minilap sterilizations ( 85 to 90%) compared to laparoscopic sterilizations 

(10 to15%), whereas laparoscopic sterilizations forms 70-90%  of  female sterilization in most of  the high TFR 

states like Uttar Pradesh, Rajasthan, Madhya Pradesh, Chattisgarh, Assam and Uttaranchal. As laparoscopic 

sterilizations are to be performed by trained gynaecologists/surgeons only, promoting it would limit service 

provision in these states where the availability of  specialists is low. Promoting Minilap would be a better 

proposition for increasing the provider base as it can be conducted by a trained MBBS doctor.

5. A number of  states with high unmet need like Jharkhand, Madhya Pradesh, Gujarat, West Bengal, Chattisgarh and 

Punjab have increased their NSV performance substantially in the past 2 years, which not only promotes male 

participation in family planning but is also a substantially easier approach in terms of  logistics for meeting the high 

unmet need in terminal methods. 

6. The Expected Level of  Achievement (ELA) in sterilization formulated by the Ministry for the various states based 

on unmet need, TFR, present performance etc. shows that a number of  high TFR states can achieve replacement 

level fertility by giving focused attention to sterilization services and increasing the sterilization performance.

Based on the situational analysis enumerated above, there is a need to shift from camp approach to FDS (fixed day 

static) approach.  

Situation Analysis (Need for FDS)Situation Analysis (Need for FDS)
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Definition
FDS (Fixed Day Static) approach in Sterilization Services is defined as “providing sterilization services in 

a health facility by trained providers posted in the same facility, on fixed days, throughout the year on a 

regular and routine manner”.

  
• To consciously move from a camp approach to a regular routine service.

• To make the facility self  sufficient in provision of  sterilization services. 

• To enable clients to have assured service on any given day at their designated facility without depending on a 

traveling team of  providers from elsewhere.

• To ensure the availability of  at least one Minilap/NSV trained MBBS medical officer in the CHCs , Block PHCs, 

24x7 PHCs and PHCs  for providing regular services in sterilization.

• To ensure quality of  care in sterilization services through adherence to laid down. standards of  the GOI.

  
• Ensures uninterrupted service provision throughout the year, following demand generation. 

• Quality of  care is ensured with a lower client load per session and proper follow up care.

• Shifts from the seasonal, camp approach to assured routine sterilization services, provided by trained service 

providers posted in the  facility on a regular basis.

• Enables the clients to get the facility at their doorstep.

• Sterilization performance can be scaled up easily and rapidly.

  
These guidelines have been developed keeping in mind the specific information needs of  the following stakeholders 

for planning for FDS:

• State and Districts Family Welfare Officers;

• CMHOs/CMOs/DHOs/JDs/CSs;

• State and Districts Programme Managers; 

• I/C of  training institutes such as NIHFW, SIHFW, CTIs, and I/C of  identified training institutes for conducting 

NSV/ Minilap/ Laparoscopic training; and

• Master and District Trainers of  NSV/ Minilap/ Laparoscopic training.

Objectives

Advantages

Target Audience
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Guiding Principles (for Meeting 

the Unmet need in Terminal Methods)

Guiding Principles (for Meeting 

the Unmet need in Terminal Methods)

• Supportive policy environment.

• Human Resource Development.

• Maintaining demand-supply balance. 

• Quality Assurance. 

• Monitoring and Evaluation.

1. Advocacy at State/District/Facility  level.

2. Estimating state/district/facility level of  achievement  based on the local unmet need (ELA).

3. Assessment of  facilities (Facilities mapping).

4. Assessment of  capacity (Sterilization services possible).

5. Building capacity (Human resource development) for providing FDS services: both male and female sterilizations 

as per ELA requirement.

6. Strengthening physical infrastructure of  identified facilities.

7. Publicizing FDS availability  to the community.

8. Monitoring FDS services output. 

9. Monitoring performance standards of  trained service providers. 

10. Providing clear financial guidelines.

11. Ensuring prompt payment of  compensation money to acceptors and providers. 

Strategies to Address 

the Guiding Principles
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  1. Advocacy at State/District level

 The latest NFHS survey shows that the desire for a small family is universally high in the country with nearly 85 % of  

women in the reproductive age group desiring for 2 children. However nearly 40% couples are with 3 or 3+ children in 

the states with high TFR and unmet need. The policy makers in these states therefore need to give high priority for 

operationalizing the FDS service approach for meeting the demand. 

  2. Estimating state/district/facility level of achievement 

based on the local unmet need ( ELA) 

The M and E Division of  the ministry in coordination with the Family Planning Division has formulated the Expected 

Level of  Achievement (ELA) in sterilization (2008) for the various states based on their unmet need, TFR and present 

performance. The states can now formulate their district wise ELA by extrapolating the state ELA, based on the district 

unmet need emerging from the DLHS III.

  3. Assessment of Resources (Facility mapping)

i) Identification of centers for providing sterilization services

(Under the Supreme Court Directives on sterilization services only those facilities which are designated health 

facilities by the state can provide sterilization services whether in the camp mode or regular mode).

      The following health facilities in a district should provide female and male sterilization as regular, routine 

services throughout  the year.

‡ District  Hospitals.

‡ Sub District Hospitals.

‡ CHCs and Block PHCs with availability of  functioning  operation theatre.

‡ 24 x 7 PHCs,  with availability of  functioning operation theatre.

‡ Other Government facilities with availability of  functioning  operation theatre. 

ii) Range of services 
1. NSV/Conventional Vasectomy.

2. Minilap Sterilization. 

3. Laproscopic Sterilizations wherever gynecologists/surgeons are available. 

iii) Periodicity of services

‡ District /Hospital - weekly

‡ Sub District/ Hospital - weekly

‡ CHC / Block PHC  - fortnightly 

‡ 24×7 PHC / PHC     - monthly

However those facilities which are already providing the services in a frequency more than what is 

suggested above may rationalize the distribution of the providers among the various facilities in the 

district and strive to augment the services even further to address the prevailing huge unmet need.
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  4. Assessment of capacity (sterilization services possible) 

Please refer to the state/ district monitoring checklist for Family Planning explaining the manpower development plan 

based on the sterilization service possible in a district (Annexure B).

Number of  facilities to be providing FDS services in a district of  20 and 10 lakhs population respectively are 

approximately as follows:

Illustration: 1

Sterilization services possible in a district of  an average population of  20 lakhs are around 16,080 as illustrated below:
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Illustration: 2

Sterilization services possible in a district of  an average population of  10 lakhs is around 10,380 cases as illustrated 

below:

(This illustration is also applicable for a district with a population of  20 lacs approximately but in a high focus state with weak infrastructure 

and low density and penetration of  primary health care structures)

  5. Capacity building (Human resource development) for FDS  male 

and female sterilizations

A. Qualification Norms Of Providers: (As Laid Down In The GOI Manuals On Standards 

In Sterilization Services)

Justification for promoting minilap over laparoscopic sterilizations

As outlined in the situation analysis, there is a need to shift the emphasis from laproscopic sterilization to minilap, 

especially in the states with high unmet need for the following reasons: 

• Can be offered more widely than laparoscopy because even an MBBS doctor trained in the procedure can 

provide it.

• Can be employed for post partum sterilization, while laparoscopy cannot.

• Requires simple, inexpensive and easily maintainable surgical equipments in comparison to expensive 

laparoscopes which needs intensive and costly maintenance. 

• Involves low start up and continuing costs.

• Causes less post operative distress.

• Can be easily performed under local anesthesia.



Justification for promoting NSV as a major strategy in addition to the tubectomy services 

There is a need to give focused attention to promote  NSV services because of  the following reasons:

• A trained MBBS doctor with minimal infrastructural requirements available even at the PHC level can easily 

provide NSV. 

• It is a simple walk away procedure requiring only local anesthesia and low cost instruments. 

• It is a stitch less and scalpel less procedure. 

• Post operative complications are almost nonexistent.

• Ideal for low cost settings and low infrastructure facilities which is still  prevalent in most parts of  the country.

• Shifts the responsibility of  family planning from the women to men. 

The capacity building for sterilization services requires a well defined strategy for training MBBS doctors in minilap 

and NSV for regular services. However, in case of  non availability of  a trained service provider in the facility at any 

time, services of  trained provider from outside the facility or from private sector could be utilized till the time at 

least one doctor is trained from the same facility. This is to ensure continuity of  services to the community.  

B. Road Map For Training in Female and Male Sterilization Methods

STEP I:   STATE LEVEL orientation training for District level Trainers

8
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STEP II: District level Training of  Service Providers 

C. Training Need Assessment And Planning Trainings in Terminal Methods 

The monitoring state/ district checklist given in annexure B will show the gap analysis in terms of  

providers required to be trained.

The District CMO needs to identify the gap in the number of  requisite service providers for 

conducting minilap/laparoscopic/NSV sterilizations and plan for training in a time bound manner.

Legends:   R: Required;    A: Available;    G: Gap to be filled  (Training load)

(*Maximum of  30 cases of  NSV/ Minilap/ Laparoscopic sterilization can be provided by a trained provider in one day) 



D. Calculation Of Manpower Requirement 

Illustration: 1.

Approximate number of  providers required for the following procedures in a district with 20 lac population is 

around 30

Illustration 2

Approximate number of  providers required for the following procedures in a district with 10 lac population is 

around 18

(This illustration No. 2  is also applicable for a population of  20 lacs approximately  in a district of  a  high focus state with weak 

infrastructure and low penetration of  primary health care services)

However those districts which are already having service providers in the various procedures in excess of  what 

has been suggested above, may rationalize their distribution among the various facilities in the district and 

strive to improve the manpower position even further to service the prevailing huge unmet need.
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E. Training Plan Based On Gap Analysis

Illustration: The following is a hypothetical case of  availability of  service providers as against the 

requirement of  30 providers in a district with 20 lac population, which may be analyzed to develop the micro 

plan for the training need of  the district:



F. Training In Permanent Family Planning Methods

Training in permanent family planning methods like minilap, laparoscopic sterilization and NSV has to be 

carried out as per the guidelines given below:
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G. Qualification Of Trainers

  6. Strengthening physical infrastructure of identified facilities  

The facility identified for providing   female / male sterilization services should have the infrastructure requirement as 

per the guidelines provided in 'Quality Assurance Manual for Sterilization Services' as given in Annexure C and 

accordingly efforts should be made to upgrade to those levels.

  7. Publicising information on FDS service in sterilization 

in designated centres

For service to be delivered in a cost effective manner adequate case load is necessary. Even though the unmet need in 

terminal methods is quite high, the information about the provision of  services is too inadequate to generate enough 

client load. Therefore regular and systematic demand generation activity in the form of  posters, pamphlets and audio 

and video materials are absolutely necessary to make the community aware of  the sterilization service availability in the 

various health facilities 

The district should take action for displaying this information widely in the premises of  these facilities and by other 

mass media channels through the IEC budget provided under RCH II. 

The ANMs, AWW, ASHAs should also disseminate this information during the Village Health and Nutrition Days. 

  8. Monitoring FDS service output 

For ensuring fixed day service in sterilization the District Family Welfare officer has to monitor

• Regularity of  services

• Performance in terms of  numbers achieved

as per proforma given in Annexure E 



  9.  Monitoring performance standards of trained service providers

Quality of  service as per Annexure D (to be conducted by the District Quality Assurance Committee).

Adherence to the guidelines of  GOI on norms and quality  of  services provided is essential for achieving the goal and 

objectives set out for FDS services

  10. Providing clear financial guidelines for FDS

Based on the guidelines presented here the states need to incorporate their strategy, action plan and budget requirement 

for FDS services in their annual RCH II PIPs 

  11. Ensuring prompt payment of compensation money to acceptors 

and providers 

The compensation money to acceptors should be paid immediately after the surgery as this is a compensation for loss 

of  wages. The amount due for service providers also needs to be paid promptly as these are performance based 

compensations and act as motivating factor for providing services, especially in low setting facilities.  The details of  the 

'Revised Compensation for Sterilization' are placed at Annexure F.
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Annexure-FAnnexure-F

OVERVIEW OF THE REVISED COMPENSATION SCHEME

A.  HIGH FOCUS STATES  

Bihar, Uttar Pradesh, Madhya Pradesh, Rajasthan, Jharkhand, Chattisgarh, Uttrakhand, Orissa, Jammu & Kashmir, 

Himachal Pradesh, Assam, Arunachal Pradesh, Manipur, Mizoram, Meghalaya, Nagaland, Tripura, Sikkim.

1. PUBLIC FACILITIES

2. ACCREDITED PRIVATE/ NGO FACILITIES

B.  NON HIGH FOCUS STATE 

Karnataka, Kerala, Tamil Nadu, Andhra Pradesh, Maharashtra, Goa, Gujarat, Punjab, Haryana, West Bengal, Delhi, 

Chandigarh, Puducherry, Andaman and Nicobar Islands, Lakshadweep and Minicoy Islands, Dadra and Nagar Haveli, 

Daman and Diu.

1. PUBLIC FACILITIES
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2. ACCREDITED PRIVATE/ NGO FACILITIES

The general guidelines and salient features of the new revised scheme are as follows:

1. Extension of  the increased package for vasectomy to all categories in all states including APL of  Non-High Focus 

states both for the public and accredited private/ NGO facilities.

2. Extension of  the increased package for tubectomy to all categories in the High Focus states and BPL/SC/ST only 

in Non High Focus states in the public sector.

3. Enhancement of  the existing scheme for APL clients of  tubectomy of  Non High Focus States from 

Rs 300 to Rs 650 in the public facilities in line with the increase to the motivators and service providers for 

BPL/SC/ST categories to ensure that they don't discriminate between different categories of  clients and provide 

the best possible service to all clients.

4. Extension of  the increased package for tubectomy to all categories in the High Focus states and BPL/SC/ST only 

in the Non High Focus States in the accredited private/NGO sector.

5. No compensation scheme is admissible to APL clients for tubectomy in the Non High Focus states in the 

accredited private/NGO facilities.

6. Increasing the Compensation Package from the existing Rs.800 to Rs.1500 for vasectomy in public facilities. 

7. Increasing the Compensation Package from the existing Rs.800  to Rs.1000 for tubectomy in public facilities.

8. Out of  the compensation package of  Rs.1500 for vasectomy, an amount of  Rs.1100, and out of  the package of  

Rs.1000 for tubectomy, an amount of   Rs.600 is to be paid to an acceptor as compensation for loss of  wages.

9. No compensation is payable to the acceptor if  he or she opts to avail of  sterilization services in the accredited 

private/ NGO sector. However the accredited private/NGO facility is bound to provide the services free to such 

an acceptor.

10. As against the existing scheme of  paying only to the ASHA/AWWs, it has been approved that whoever, whether 

from the government sector or from the community, motivates or brings a case for sterilization, would be paid the 

component earmarked for the motivator both in the public and accredited private/ NGO sector.

11. A self  motivated client is also entitled to the compensation earmarked for the motivator both in the public and 

accredited private/ NGO sector.
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12. In states where LHVs and ANMs are manning the services in the camps in place of  the regular staff  nurses, the 

component earmarked for Staff  Nurse may be paid to the LHV/ ANMs.

13. In the camp situations where the tubectomy cases are being conducted under local anesthesia administered by the 

operating surgeon himself  in the absence of  an anesthetist, the component earmarked for the anesthetist may be 

paid to the operating surgeon.

For details of  the compensation scheme as well as all other technical manuals and various guidelines pertaining to the 

family planning programme, issued from time to time please refer to the website of  the ministry at mohfw.nic.in
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