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ABSTRACT

This research paper examines the profound structural inequality embedded
in the global and domestic distribution of reproductive contraceptive
burdens. Utilizing an interdisciplinary research analytical methodology
combining legal doctrinal analysis, empirical clinical literature, and
bioethical evaluation, the paper investigates how the pharmacological,
physiological, and medical physical costs of contraception have been
disproportionately assigned to women. While modern family planning is
celebrated as a triumph of gender emancipation, clinical reality reveals a
stark paradox: the standard burden of preventing pregnancy relies
overwhelmingly on female systemic interventions including combined oral
contraceptives, intrauterine devices, subdermal implants, and tubal ligations
each carrying documented risks of thromboembolism, depression, metabolic
disruption, systemic inflammation, and surgical complications. Conversely,
male contraceptive options have remained stagnant for over half a century,
constrained by unequal clinical trial safety thresholds and entrenched gender
norms. Through an analytical evaluation of constitutional rights, specifically
Article 14 (Equality), Article 15 (Non-discrimination), and Article 21 (Right
to Life, Health, and Bodily Integrity) of the Indian Constitution, alongside
landmark international and domestic legal precedents, this study
demonstrates that institutional state policies and market dynamics perpetuate
a gendered hierarchy of somatic risk. The findings reveal that female
contraceptive acceptance is enforced through coercive health systems,
informed consent deficits, and systemic medical normalization of female
pain. To rectify this structural asymmetry, the paper proposes a
comprehensive framework of legal reform, gender-balanced biomedical
R&D mandates, mandatory bioethical standards in clinical trials, and
institutional rights-based healthcare delivery models.

Keywords: Bodily Integrity, Gender Disparity, Informed Consent,
Pharmacology, Reproductive Rights.
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I. INTRODUCTION
A. Historical Context of Reproductive Control

The history of human civilization is intimately tied to the regulation, management, and control
of reproduction. However, the modern pharmacological revolution of the midtwentieth century
radically altered the mechanics of population control and individual family planning. The
approval of the oral contraceptive pill in 1960 was heralded as an epochal milestone in civil
liberties, offering women unprecedented control over their reproductive choices, educational
attainment, and workforce participation.! Yet, beneath this narrative of liberation lies a
profound biological and legal paradox. The technological development of contraception
occurred within deeply entrenched patriarchal structures, resulting in a medical model that

targeted the female physiological apparatus as the primary site of intervention.

In the early clinical trials of synthetic progestins and estrogens most notably conducted in
Puerto Rico in the late 1950s researchers administered dosages exponentially higher than those
used today, leading to severe adverse events, including unmonitored thromboembolic
fatalities.? Despite early warnings of systemic toxicity, the imperative to curb global population
growth prioritized rapid dissemination over rigorous biological risk mitigation for female
users. Consequently, the burden of fertility management was institutionalized as an exclusively
female biological responsibility. Over successive decades, while contraceptive formulations
were refined, the fundamental premise remained unaltered: the physical, hormonal, and

surgical costs of contraception were to be borne almost entirely by women.

In India, historical population policies further exacerbated this gendered burden. The post-
independence era witnessed aggressive state-sponsored family planning campaigns. During the
Emergency period (1975-1977), coercive male vasectomy drives triggered massive public
backlash, prompting state authorities to shift focus entirely toward femaletargeted methods.
Subsequent decades saw the institutionalization of targeted female sterilizations and the mass
roll-out of long-acting reversible contraceptives (LARCs) in public health programs,

establishing a structural landscape wherein the female body became the default vehicle for

' G. Pincus, The Control of Fertility (Academic Press 1965); see also E. Tyler, Oral Contraception in Historical
Perspective, 182(2) JAMA 112 (1962).

2 B. Seaman, The Doctors' Case Against the Pill (Peter H. Wyden 1969).

3. M. Connelly, Fatal Misconception: The Struggle to Control World Population (Harvard Univ. Press 2008).
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demographic control.
B. Problem Statement and Scope of the Physical Burden

The central problem addressed by this study is the pharmacological and legal
institutionalization of physical inequality in reproductive healthcare. Despite the physiological
reality that male fertility is continuous while female fertility is cyclical, the global burden of
contraception remains overwhelming skewed toward female biology. Statistically, female
methods comprising oral contraceptive pills (OCPs), intrauterine devices (IUDs), injectable
contraceptives (e.g., DMPA), implants, and tubal ligation account for over 80% of active

contraceptive use globally.*

The physical cost of this biological asymmetry is severe and multi-dimensional. Hormonal
contraceptives exert systemic metabolic effects, altering the renin-angiotensin-aldosterone
system, increasing hepatic synthesis of clotting factors, and modulating neurosteroid activity
in the central nervous system.’ Clinical outcomes range from minor side effects such as nausea,
weight gain, mastalgia, and affective dysregulation to life-threatening pathologies including
deep vein thrombosis (DVT), pulmonary embolism, ischemic stroke, and invasive cervical
cancer.® Non-hormonal interventions, such as copper intrauterine devices, routinely cause
severe dysmenorrhea, menorrhagia, and pelvic inflammatory complications. Surgical methods,
particularly mass sterilizations, carry inherent surgical risks, anesthetic morbidity, and

mortality.

This research paper critically examines this systemic disparity through the lens of
constitutional law, biomedical ethics, and legal theory. It investigates why male
pharmacological alternatives which have demonstrated high efficacy in clinical trials continue
to face insurmountable regulatory and financial barriers due to asymmetric risk-benefit
thresholds imposed by regulatory authorities. The scope of this paper encompasses a rigorous

doctrinal and empirical analysis of how law and medicine intersect to validate and perpetuate

4. United Nations, Department of Economic and Social Affairs, Population Division, World Contraceptive Use
2020 (ST/ESA/SER.A/444, 2020).

5. 1. E. Rossouw et al., Risks and Benefits of Estrogen Plus Progestin in Healthy Postmenopausal Women, 288(3)
JAMA 321 (2002); see also C. Skovlund et al., Association of Hormonal Contraception With Depression, 73(11)
JAMA Psychiatry 1154 (2016).

6 . World Health Organization, Medical Eligibility Criteria for Contraceptive Use (5th edn, WHO Guidelines
Approved by the Guidelines Review Committee 2015).
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the physical suffering of women under the guise of reproductive autonomy.
II. LITERATURE REVIEW
A. Biomedical and Pharmacological Perspectives

The medical literature establishing the physiological hazards of female hormonal
contraceptives is extensive. Early groundbreaking work by Seaman (1969) highlighted the

unvarnished clinical risks of high-dose estrogen formulations, sparking the landmark Nelson

Pill Hearings in the United States Senate.” Modern epidemiological investigations have
confirmed that even third- and fourth-generation oral contraceptives containing synthetic
progestins like desogestrel, gestodene, or drospirenone carry a two- to four-fold increasedrisk

of venous thromboembolism compared to non-users.®

Furthermore, recent psychiatric epidemiology has uncovered profound neurochemical side
effects. Skovlund et al. (2016), in a massive nationwide cohort study of over 1 million Danish
women, demonstrated a statistically significant correlation between hormonal contraceptive
use and subsequent clinical diagnosis of depression as well as antidepressant initiation.”
Despite these alarming physiological and psychological findings, medical consensus continues
to evaluate these risks against the baseline morbidity of unwanted pregnancy, creating a
regulatory paradigm that excuses high levels of female drug toxicity because the alternative

gestation is biologically demanding.

Conversely, literature analyzing male contraceptive development reveals a profound regulatory
double standard. Studies evaluating hormonal male contraceptives such as combinations of

testosterone undecanoate and progestins show efficacy rates exceeding

95%.1° However, clinical trials (e.g., WHO Study 682) were terminated early due to adverse

events including acne, mood shifts, and libido alterations side effects that are routinely

7. U.S. Senate Committee on Small Business, Competitive Problems in the Drug Industry: Hearings on Oral
Contraception (91st Cong., 2d Sess. 1970).

8 . O. Lidegaard et al., Risk of Venous Thromboembolism from Combined Oral Contraceptive Pills Containing
Different Progestogens, 343 BMJ d6423 (2011).

® . C. Skovlund et al., Association of Hormonal Contraception With Depression, 73(11) JAMA Psychiatry 1154
(2016).

10 M. H. Zitzmann et al., Efficacy and Safety of an Injectable Combination Contraceptive for Men, 101(11) J.
Clin. Endocrinol. Metab. 3938 (2016).
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accepted as standard, benign trade-offs in female oral contraceptive trials.!! Bioethicists such
as Lisa Campo-Engelstein have termed this disparity the "pharmacological double standard,"
arguing that pharmaceutical regulation treats male bodies as normative standards requiring

absolute safety, while treating female bodies as inherently adaptable to medicalized burden.!?
B. Socio-Legal Jurisprudence and Reproductive Autonomy

Legal scholarship on reproductive rights has historically focused on access to abortion and
contraception, framing both as components of bodily autonomy and privacy. In the United
States, seminal jurisprudence established reproductive decision-making as a fundamental right.
In Griswold v. Connecticut,'® the U.S. Supreme Court recognized a constitutional right to
privacy regarding contraceptive use for married couples, later expanding it to unmarried
individuals in Eisenstadt v. Baird.'* However, critical legal theorists argue that framing
contraception purely as a right to access obscures the material and physical quality of the
contraceptive methods available. Catharine MacKinnon highlights that legal formal equality

fails when it ignores the gendered physiological realities enforced by patriarchal technology.'?

In Indian jurisprudence, the Supreme Court has expanded Article 21 of the Constitution to
encompass bodily integrity, reproductive choice, and healthcare. In Suchita Srivastava v.
Chandigarh Administration,'® the Court explicitly held that a woman’s right to make
reproductive choices is a dimension of personal liberty under Article 21. This was further
reinforced in the landmark privacy judgment, K.S. Puttaswamy v. Union of India,'"where

bodily autonomy was affirmed as an intrinsic element of dignity.

However, legal scholarship addressing the state's failure to enforce safe, equal, and non-
coercive contraceptive delivery systems remains limited. The Supreme Court of India
confronted systemic failures in female sterilization camp practices in Ramakant Rai v. Union

of India'® and subsequently in the monumental ruling Devika Biswas v. Union of India."® In

11 Id. at 3943.

12 L. Campo-Engelstein, For the Good of the Sex: Coercive Vasectomy and the Reallocation of Reproductive
Risk, 37(2) J. Med. Ethics 101 (2011).

13,381 U.S. 479 (1965).

4,405 U.S. 438 (1972).

15 C. A. MacKinnon, Feminism Unmodified: Discourses on Life and Law (Harvard Univ. Press 1987).
16(2009) 9 SCC 1.

17.(2017) 10 SCC 1.

13 (2009) 16 SCC 565.

19°(2016) 10 SCC 726.
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Devika Biswas, the Court struck down the unsafe, target-driven mass sterilization camps for
women, ruling that forced or poorly executed sterilizations violate Articles 14, 21, and
international human rights obligations. Despite this judicial intervention, scholars note that
structural legislative and policy reforms to shift pharmacological burdens onto male options

remain virtually absent.

III. RESEARCH METHODOLOGY

A. Methodological Framework

This research utilizes an interdisciplinary Research Analytical Methodology, synthesizing
doctrinal legal analysis, bioethical inquiry, and socio-medical policy evaluation. The primary
objective is to critically assess the structural, legal, and biological mechanisms that sustain the

gendered burden of physical harm in reproductive health.

1. Doctrinal Legal Analysis: The study examines statutory instruments,
constitutional provisions, regulatory standards, and landmark judicial decisions across Indian
and international jurisdictions. Key constitutional guarantees under Articles 14, 15, and 21 of
the Constitution of India are analyzed alongside public law frameworks governing

pharmaceutical approvals and clinical trials.

2. Bioethical and Pharmacological Inquiry: The paper critically reviews clinical
trial data, toxicological reports, and epidemiological literature concerning the incidence rate of
adverse events among female contraceptive users versus male contraceptive trial subjects.
Bioethical principles specifically non-maleficence, justice, and informed consent are applied

to evaluate pharmaceutical regulatory policies.

3. Socio-Legal Empirical Synthesis: Secondary quantitative data from national
health surveys, including the National Family Health Survey (NFHS-4 and NFHS-5) of India,
are analyzed to illustrate the prevalence of female-targeted contraceptive usage, sterilization

rates, and reported adverse physiological outcomes.

B. Research Questions and Objectives

This research is guided by the following primary research questions:
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1. How do current pharmacological design and regulatory frameworks institutionalize

agendered disparity in the physical burden of contraception?

2. In what ways does the asymmetry in clinical trial risk-benefit evaluations for male

andfemale contraceptives violate constitutional guarantees of equality and bodily integrity?

3. To what extent do state-sponsored family planning policies in India reflect
genderedbiopolitics, and how have judicial directives in Devika Biswas v. Union of India

impacted systemic implementation?

4. What legal, regulatory, and policy frameworks must be enacted to establish an

equitabledistribution of reproductive physiological costs?

IV. DISCUSSION AND ANALYSIS

A. Comparative Pharmacology and Side-Effect Disparities
1. Hormonal Mechanisms and Systemic Risks

To understand the physical cost of contraception, one must first examine the physiological
mechanisms of systemic female contraceptives. Combined oral contraceptives (COCs) utilize
synthetic estrogens (ethinylestradiol) and synthetic progestins to suppress gonadotropin-
releasing hormone (GnRH), thereby inhibiting follicle-stimulating hormone (FSH) and
luteinizing hormone (LH) secretion to prevent ovulation. While highly effective at preventing

pregnancy, this systemic inhibition fundamentally disrupts endogenous endocrine equilibrium.

The hepatic metabolism of ethinylestradiol increases the hepatic production of coagulation
factors (prothrombin, factor VII, factor VIII, factor X) while decreasing natural anticoagulant
proteins such as antithrombin IIT and protein S.2° This alteration induces a hypercoagulable
state. The clinical consequence is an elevated risk of deep vein thrombosis, which can embolize
to the pulmonary vasculature, resulting in fatal pulmonary embolism. Modern third- and
fourth-generation formulations utilizing gestodene, desogestrel, or drospirenone initially
marketed as having fewer androgenic side effects were subsequently demonstrated to carry

twice the thromboembolic risk of second-generation

20 F. R. Rosendaal et al., Estrogens, Progestogens and Thrombosis, 115(6) Br. J. Haematol. 517 (2001).
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levonorgestrel-based pills.?!

In addition to vascular risks, long-acting reversible contraceptives (LARCs) such as Depot
Medroxyprogesterone Acetate (DMPA / Depo-Provera) induce significant loss of bone mineral
density (BMD) due to prolonged hypoestrogenic states, increasing the risk of osteoporotic
fractures later in life.?> Non-hormonal options like the Copper-T intrauterine device evade
systemic endocrine disruption but inflict local endometrial trauma, causing chronic pelvic pain,
hypermenorrhea, and increased vulnerability to ascending pelvic inflammatory disease (PID)

that can lead to permanent tubal factor infertility.
2. Male Contraceptive Trial Halts vs. Female Side-Effect Standards

A rigorous comparative analysis reveals a striking bioethical inconsistency in how regulatory
authorities weigh risks and benefits across genders. The development of hormonal male
contraceptives, which operate by administering exogenous testosterone combined with
progestins to suppress spermatogenesis through gonadotropin feedback, has demonstrated
comparable efficacy to female COCs. However, the commercial advancement of male methods

has repeatedly stalled during clinical testing.

A prime illustration is the World Health Organization-sponsored Phase II clinical trial (Study
682) evaluating an injectable male contraceptive containing testosterone undecanoate and
norethisterone enanthate. The study was suspended in 2011 by an external safety review
committee due to an reported incidence of side effects including depression, mood changes,
acne, weight gain, and libido changes.?* Critically, the incidence rates of mood alterations and
depression in this male trial were comparable to and in some instances lower than those
documented in large-scale female contraceptive studies, such as the Danish cohort study by

Skovlund et al.**

The underlying reason for this differential treatment lies in the bioethical risk-benefit baseline

applied by regulatory bodies such as the U.S. FDA and the European Medicines Agency

2L 0. Lidegaard et al., Risk of Venous Thromboembolism from Combined Oral Contraceptive Pills Containing
Different Progestogens, 343 BMJ d6423 (2011).

22 U.S. Food and Drug Administration, Black Box Warning: Depo-Provera Contraceptive Injection (2004).

23 | M. H. Zitzmann et al., Efficacy and Safety of an Injectable Combination Contraceptive for Men, 101(11) J.
Clin. Endocrinol. Metab. 3938 (2016).

24 C. Skovlund et al., Association of Hormonal Contraception With Depression, 73(11) JAMA Psychiatry 1154
(2016).
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(EMA). Under current pharmacological safety paradigms, the risk of a contraceptive drug for
women is measured against the physical hazards of pregnancy and childbirth (e.g.,
preeclampsia, postpartum hemorrhage, maternal mortality). Because pregnancy carries
inherent biological risk, regulatory bodies tolerate significant pharmacological toxicity in

female contraceptives.

Conversely, because a male user does not personally experience the biological risk of
pregnancy, regulatory logic dictates that a male contraceptive must carry near-zero
physiological risk to maintain a favorable benefit-risk ratio. Thus, male contraceptives are
evaluated in a somatic vacuum that ignores the male partner's moral and socio-legal
responsibilities in reproduction. This bioethical framework effectively legitimizes the physical
suffering of female users, locking them into a system where their health is systematically traded

off against unwanted pregnancy.
B. Constitutional and Jurisprudential Analysis
1. Bodily Integrity and Fundamental Rights (Article 21)

Under the Indian constitutional framework, Article 21 guarantees the fundamental right to life
and personal liberty. Over decades of jurisprudence, the Supreme Court of India has expanded
Article 21 to encompass the right to health, reproductive autonomy, and complete bodily
integrity. In Consumer Education and Research Centre v. Union of India,*the Court held that

the right to health is an integral facet of a meaningful life under Article 21.

In Suchita Srivastava v. Chandigarh Administration,*® the Supreme Court explicitly anchored

reproductive choice within the personal liberty clause of Article 21, stating:

"There is no doubt that a woman's right to make reproductive choices is also a
dimension of 'personal liberty' as understood under Article 21 of the
Constitution... It is important to recognize that a woman's right to privacy,

dignity and bodily integrity should be respected."

This doctrine was solidified in the landmark unanimous ruling of the nine-judge bench in K.S.

25 (1995) 3 SCC 42.
26 (2009) 9 SCC 1.
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Puttaswamy v. Union of India,>” where Justice Chandrachud reaffirmed that reproductive

choice and control over one's body are fundamental components of constitutional privacy.

However, the current socio-pharmacological reality violates the core tenets of Puttaswamy and
Suchita Srivastava. When state health systems and market failures present women with a binary
choice between assuming severe pharmacological risks or risking unwanted pregnancy, true
reproductive autonomy is rendered illusory. The state's failure to provide safe, non-toxic
options or to invest in gender-equitable male contraceptive technologies constitutes a structural

infringement on female bodily integrity under Article 21.
2. Non-Discrimination and Equal Protection (Article 14 & 15)

Article 14 of the Constitution of India guarantees equality before the law and equal protection
of the laws, prohibiting arbitrary state action. Article 15(1) explicitly prohibits discrimination
on grounds of sex. The doctrine of substantive equality, developed in cases such as Navtej
Singh Johar v. Union of India*® and Joseph Shine v. Union of India,*® requires the state to

dismantle institutional structures that perpetuate systemic gender subordination.

In Joseph Shine, the Supreme Court held that laws and policies based on traditional gender
stereotypes regarding the roles of men and women violate Article 15. The state's family
planning strategy which overwhelmingly directs invasive interventions (sterilization, long-
acting implants, hormonal injections) toward women while failing to promote or fund male
vasectomy programs relies on patriarchal stereotypes that assign child-rearing and fertility

management exclusively to female bodies.

According to the National Family Health Survey (NFHS-5, 2019-2021), female sterilization
accounts for 37.9% of all contraceptive methods used in India, making it the single most

dominant method, whereas male sterilization (vasectomy) accounts for a meager

0.3%.2° This massive disparity is not merely a reflection of private choice; it is the direct
outcome of state-sponsored target-driven initiatives that disproportionately incentivize female

sterilization. This policy framework amounts to indirect gender discrimination under Article

27.(2017) 10 SCC 1.

28.(2018) 10 SCC 1.

28 (2019) 3 SCC 39.

29, International Institute for Population Sciences (IIPS) and ICF, National Family Health Survey (NFHS-5), 2019-
21: India (2021).
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15, as it inflicts asymmetric biological harm on female citizens.
C. Institutional Policy and Sterilization Target Economics

The institutional neglect of female somatic well-being in contraceptive delivery reached a

critical turning point in the legal challenge brought in Devika Biswas v. Union of

India.*° The petitioner exposed systemic human rights violations in mass female sterilization
camps held across various states, where poor, marginalized women were subjected to
laproscopic tubal ligations under unsanitary conditions, without informed consent, proper pre-

operative screening, or post-operative care.

In a sweeping judgment, the Supreme Court recognized that target-driven sterilization drives
compromised medical safety and infringed upon fundamental human rights. The Court issued

comprehensive directives:

1. Complete prohibition of mass sterilisation camps within three years, requiring all

sterilisations to be conducted in accredited static medical facilities.

2. Mandatory implementation of strict consent forms in local languages, ensuring

fulldisclosure of health risks, failure rates, and permanence.

3. Establishment of state-level Family Planning Indemnity Schemes and Quality

Assurance Committees to investigate surgical complications and deaths.

4. Explicit directives to increase male participation in family planning through non-

scalpel vasectomy (NSV) drives.

Despite the mandate in Devika Biswas, administrative execution remains deeply flawed.
Sterilization budget allocations continue to prioritize female procedures. A vasectomy is
surgically simpler, less invasive, cheaper, and carries significantly lower risk of severe
morbidity compared to a tubal ligation or female laparoscopic sterilization. Yet, deep-seated
socio-cultural myths such as the erroneous belief that vasectomy causes loss of male physical
strength or impotence remain unaddressed by public health campaigns. The state's

administrative inertia in dismantling these myths sustains the financial and physical reliance

30, (2016) 10 SCC 726.
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on female bodies.

V. FINDINGS

This interdisciplinary research yields several critical findings regarding the pharmacology and

legal status of contraceptive inequality:

1. Asymmetric Pharmacological Risk Tolerances: Regulatory agencies maintain a
bifurcated safety standard. Female contraceptives are permitted to cause documented systemic
side effects including thromboembolism, metabolic disruption, depression, and loss of bone
density because risks are offset against the biological hazards of pregnancy. Male
contraceptives are held to near-zero risk thresholds, effectively halting male drug

commercialization.

2. Constitutional Infringement of Articles 14, 15, and 21: The concentration of physical
contraceptive risks on women, driven by state health policies that disproportionately
incentivize female sterilization and systemic hormonal delivery, constitutes indirect sex

discrimination and infringes upon female bodily integrity and dignity.

3. Deficits in Informed Consent: In low-resource settings, women receiving long-acting
reversible contraceptives (LARCs) or undergoing tubal ligations are rarely provided
comprehensive risk disclosures regarding long-term endocrine or metabolic complications,

violating the judicial mandates of Devika Biswas v. Union of India.

4. Economic and Surgical Irresponsibility: Vasectomy, despite being less invasive, safer,
and more cost-effective than tubal ligation, accounts for less than 1% of contraceptive usage

in India due to persistent public health failures in addressing male cultural stigma.

VI. RECOMMENDATIONS

To address the deep structural inequalities in reproductive healthcare, a reform agenda must be

implemented across statutory, regulatory, and institutional domains:

1. Re-evaluation of Regulatory Risk-Benefit Paradigms: International regulatory bodies
(FDA, EMA, CDSCO) must overhaul approval frameworks for male contraceptives. Safety

standards should evaluate male contraceptive candidates within a paradigm of shared couple-
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based reproductive responsibility rather than treating male bodies in isolation.

2. Mandatory State Funding for Male Contraceptive R&D: Governments must mandate
targeted research grants and tax incentives for pharmaceutical companies developing
reversible male methods, such as reversible inhibition of sperm under guidance (RISUG) and

non-hormonal epididymal targets.

3. Enforcement of Informed Consent Protocols: State health departments must enforce
standardized, multi-lingual informed consent forms for all hormonal and surgical contraceptive

distributions, detailing rare and severe systemic risks.

4. Targeted Public Health Campaigns for Vasectomy: National health authorities must
launch aggressive, culturally sensitive campaigns to dismantle myths surrounding non-scalpel

vasectomy (NSV), rebalancing sterilization demographics.

VII. CONCLUSION

The burden of contraception represents one of the most persistent, unrecognized forms of
gendered physical inequality in modern society. Under the banner of reproductive rights,
medicine and law have collaborated in a system that extracts a severe somatic price almost
exclusively from female bodies. From the severe vascular risks of synthetic hormones to the
surgical complications of mass sterilization camps, women continue to pay a heavy physical

toll for pregnancy prevention.

True reproductive autonomy cannot exist in a system where choices are limited to varying
degrees of female biological burden. Fulfilling the constitutional guarantees of equality, bodily
integrity, and dignity enshrined in Articles 14, 15, and 21 of the Indian Constitution requires a
fundamental restructuring of technological, regulatory, and policy frameworks. By demanding
equal male accountability, reforming regulatory safety standards, and eliminating target-driven
sterilization biases, society can transition from a coercive model of gendered burden to an era

of genuine, shared reproductive equality.
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