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ABSTRACT

Introduction

This study explores the intricate landscape of contraceptive use among married women of
reproductive age (MWRA) in India, emphasizing regional variations and the multitude of
factors influencing these practices. India, with its vast population exceeding 1.3 billion,
stands at a critical juncture where effective family planning is essential for health,
socioeconomic stability, and overall well-being. The study underscores the importance of
contraception in fostering a balanced demographic structure and highlights the diverse
patterns of contraceptive use across different states. Urban areas typically exhibit higher
rates of contraceptive use due to better healthcare access, education, and awareness,
whereas rural areas face challenges such as traditional beliefs and limited healthcare
infrastructure. The influence of religious and cultural norms on family planning practices is
also significant, shaping public perceptions and behaviors towards contraception.
Methods

The study utilizes data from the fifth round of the National Family Health Survey (NFHS-
5) conducted between 2019-2021, covering 707 districts, 28 states, and 8 union territories.
This comprehensive survey provides insights into various factors such as age at first use,
preferred methods, and current use of contraception. It reveals significant disparities in
contraceptive practices, with southern states generally showing higher adoption rates
compared to northern and eastern regions. Factors such as education, socioeconomic status,
and marital age play crucial roles in these variations.

Results

The findings indicate that knowledge about contraception is widespread among
respondents, with high levels of awareness of modern spacing methods and permanent
methods. Media sources and healthcare professionals play key roles in disseminating family
planning information. Despite this, challenges remain, particularly in rural areas where
traditional beliefs and lower educational levels hinder the adoption of family planning
methods.

Discussion

This research provides valuable insights for policymakers and healthcare providers to
develop targeted interventions that address the specific needs and obstacles of different
regions. By understanding the complex interplay of cultural, educational, and economic
factors, strategies can be designed to enhance the uptake of contraceptives, improve
reproductive health outcomes, and empower women to make informed choices about their
reproductive health. Ultimately, the study aims to contribute to the broader goals of gender
equity, maternal and child health, and sustainable social development.
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Organization Profile

Introduction

Piramal Swasthya, a flagship initiative of the Piramal Foundation, is dedicated to providing
accessible and affordable healthcare solutions to underserved communities in India.
Established with a vision to transform healthcare delivery through innovation and
sustainability, Piramal Swasthya focuses on improving health outcomes and reducing
disparities across the country.

Mission and Objectives

e Mission: To ensure equitable healthcare access and quality for all, especially in
remote and marginalized areas.
e Objectives:
o Enhance maternal and child health services.
o Combat communicable diseases through preventive measures.
o Strengthen primary healthcare systems in underserved regions.

Organizational Structure

e Leadership: Led by [Name of Key Leaders], Piramal Swasthya operates under the
guidance of experienced healthcare professionals and strategic leaders.

e Operational Framework: The organization employs a decentralized operational
model to effectively manage healthcare initiatives across diverse geographies.

Healthcare Services and Initiatives

e Service Offerings:

o Telemedicine: Providing remote consultation services through digital
platforms.

o Mobile Health Units: Delivering healthcare services directly to
communities with limited access.

o Health Camps: Organizing periodic health camps for screenings,
vaccinations, and health education.

o Community Health Workers: Training and deploying local health workers
to promote health awareness and deliver basic healthcare services.

Technological Integration

o Innovative Solutions:
o Utilization of mobile technology and apps for remote diagnostics and health
monitoring.
o Development of telehealth solutions to bridge the gap in specialist healthcare
access.
o Implementation of data analytics for evidence-based decision-making and
resource allocation.
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Partnerships and Collaborations

o Strategic Alliances:
o Collaborations with state governments, NGOs, corporate sponsors, and
international agencies.
o Partnerships with academic institutions for research and capacity-building
initiatives.

Impact and Success Stories

e Healthcare Impact:
o Improved maternal and child health indicators.
o Decreased prevalence of diseases through vaccination and health awareness
campaigns.
o Enhanced healthcare access and utilization among disadvantaged
communities.

Challenges and Strategies

e Operational Challenges:
o Addressing infrastructural limitations in remote areas.
o Ensuring sustainability of healthcare interventions amidst funding
fluctuations.
o Strategies:
o Adaptation of technology to overcome geographical barriers.
o Continuous engagement with local communities for sustainable healthcare
practices.

Ethical Framework:

o Upholding patient confidentiality and privacy in digital healthcare services.
o Ensuring informed consent and cultural sensitivity in healthcare delivery.

Expansion Plans:

Scaling existing programs to reach more underserved populations.
Introducing innovative healthcare models to address emerging health
challenges.

o Strengthening partnerships to leverage resources and expertise for
sustainable growth.

Conclusion

Piramal Swasthya exemplifies a commitment to improving healthcare equity through
innovative solutions, strategic partnerships, and community-centric approaches. By
focusing on sustainable development goals and leveraging technology, the organization
continues to make significant strides in transforming healthcare access and outcomes across
India.
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INTRODUCTION

In India, where modernity and tradition coexist in a vibrant tapestry, the necessity of
contraception becomes apparent as a vital requirement for the country's overall growth. India,
a country with a population of over 1.3 billion, is at a crossroads in terms of demographic
concerns that call for a planned and proactive approach to family planning. Beyond a person's
right to choose how they reproduce, contraception is extremely important since it influences
the nation's health, socioeconomic environment, and general well-being. As India progresses
in the twenty-first century, juggling the intricacies of an expanding populace, the necessity
of efficient contraception becomes evident. In addition to protecting people's and families'
health, maintaining demographic balance is essential to building a thriving and sustainable
society. In examining the connections between health, education, gender equality, and
economic advancement, this introduction explores the complex issues surrounding India's
need for contraception as the country works toward a future of both prosperity and
population.

As the second-most populous country in the world, India's demographic landscape is far from
uniform, with each state contributing its unique hues to the canvas of family planning
practices. The prevalence of using contraception might vary depending on how urbanized an
area is. The adoption of family planning techniques is typically influenced by the greater
availability of healthcare facilities, educational opportunities, and awareness campaigns in
urban regions. Contraception prevalence statistics may be impacted by issues in rural areas
with healthcare awareness and availability. Religious convictions frequently influence
cultural customs and conventions, which in turn shapes public opinions toward family
planning. Cultural circumstances have the power to shape people's beliefs and behaviors
about contraception acceptability, impacting both individuals and groups. Certain religious
doctrines may specifically address the topic of contraception, supporting or opposing
particular techniques. Religious convictions may play a role in the stigma, or taboos
associated with contraception.

Women with higher levels of education are probably in a better position to make decisions
about their reproduction, including when and how many children to have. When women take
an active part in family planning, this empowerment may result in a rise in the usage of
contraceptives. Access to information, particularly that pertaining to family planning and
reproductive health, is improved through education. People with higher levels of education
are more likely to look for and understand information on contraceptive techniques, which
puts them in a better position to make decisions regarding their reproductive health.
Communities can benefit from education in a cascading manner. Increases in education
frequently have a good impact on family planning practices and conventions in the
community. This may foster an atmosphere that promotes and encourages the use of
contraception.

In India, the disparity in contraceptive use between rural and urban settlements is influenced

by a multitude of interrelated factors that are reflective of the different terrains in which these
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surroundings are found. Urban locations frequently have greater rates of contraceptive usage
because they offer better access to healthcare, educational opportunities, and economic
development. Urban populations have a greater awareness and comprehension of family
planning methods due in part to their higher exposure to information channels and close
proximity to healthcare services. Furthermore, urban environments' greater diversity and
cosmopolitanism tend to promote an atmosphere of greater openness, which lessens the
impact of cultural taboos and stigmas related to contraception. On the other hand, issues in
rural settlements include a higher commitment to traditional beliefs, a weaker healthcare
infrastructure, and lower educational attainment levels. These elements may make it more
difficult for people to obtain family planning services and may also diminish the prevalence
of contraceptive use. The factors that make rural communities distinct when it comes to the
dynamics influencing contraceptive practices are further highlighted by the importance of
larger families and the impact of agriculture on labour contributions. Making targeted
interventions that address the unique demands and problems presented by both rural and
urban contexts in India requires an understanding of these distinctions.

Comparing and analyzing the use of contraceptives is crucial because it sheds light on the
factors that influence reproductive health behaviours and helps academics, policymakers, and
medical professionals create focused, successful interventions. Comprehending the
discrepancies in contraceptive use among various demographic groups, geographical areas,
and socioeconomic classes facilitates the detection of inequalities and the development of
sophisticated approaches tailored to particular requirements. By illuminating the cultural,
educational, and economic variables influencing family planning decisions, these analyses
aid in the development of well-informed decisions. Furthermore, comparative studies provide
a framework for assessing the effectiveness of current interventions, directing the
improvement of public health policies to better meet the changing requirements of various
populations. Societies can promote reproductive liberty, enhance maternal and child health
outcomes, and advance more general sustainable development goals by conducting thorough
studies on contraceptive usage.

A thorough understanding of population dynamics and reproductive health behaviors is
provided by researching the use of contraceptives, which is essential for successful public
health planning. Public health planners can determine particular requirements, gaps, and
disparities in family planning methods by looking at patterns of contraceptive use across
various populations, regions, and socioeconomic groups. This information serves as the
foundation for creating focused interventions that deal with the particular difficulties that
different populations experience. Furthermore, examining the use of contraceptives makes it
possible to assess the effectiveness of current initiatives and regulations, which helps to
improve and maximize public health tactics.

By addressing differences in family planning duties and offering insightful information about
the dynamics of reproductive decision-making, research on the use of contraceptives is
essential to advancing gender equity. Gender-based disparities may be evaluated thanks to
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thorough data on the use of contraceptives, which highlights the degree to which women have
access to and control over family planning options. Policymakers and campaigners can
uncover hurdles that disproportionately affect women by studying patterns of contraceptive
usage. These barriers may include inadequate access to healthcare or education, cultural
norms that reinforce conventional gender roles, and economic inequities. This information is
the basis for creating focused treatments that enable women to make decisions about their
reproductive health with knowledge. Furthermore, researching the use of contraceptives
helps to challenge societal norms that might restrict women's autonomy in family planning
decisions, creating a setting where men and women are equally able to participate in and have
an impact on decisions regarding the number and spacing of pregnancies. Examining the use
of contraceptives is, in essence, a crucial first step in achieving gender equity by addressing
the many issues that affect women's reproductive autonomy and decision-making authority.

Researching the use of contraceptives is essential for promoting social development,
improving mother and child health, and reducing unwanted births. Policymakers and
healthcare professionals can create tailored policies that correspond with the various needs
and preferences of communities by having a sophisticated grasp of contraceptive practices.
A key component of preventing unwanted pregnancies, which lowers maternal mortality rates
and improves overall results for the health of mothers and children, is effective family
planning, which is made possible by the promotion of easily accessible and culturally
appropriate contraceptive techniques. Studies on contraceptive usage lead to healthier
pregnancies, lower infant mortality, and better child well-being by giving people the ability
to plan and spread out pregnancies. Furthermore, having control over one's family size has a
good impact on socioeconomic variables and fosters social development by enabling people
to pursue higher education, find lucrative jobs, and support vibrant communities. Essentially,
researching the use of contraceptives becomes central to a comprehensive strategy for public
health, guiding societies toward better general health and sustainable development.

RATIONALE

Understanding the disparities in contraceptive utilization among married women of
reproductive age in different regions of India is crucial for developing targeted reproductive
health initiatives. Variances in the age at first use, preferred methods, ever use, and current
use indicate each state's diverse socio-cultural and economic landscapes. Examining the
trends in contraceptive usage, encompassing the decisions to delay, space, or limit
pregnancies, highlights the regional distinctions in fertility preferences and the availability
of family planning services. Additionally, the identification of factors such as undergoing
sterilization at a young age provides valuable insights into the adoption of long-term
contraceptive methods. This comparative analysis across multiple states facilitates the
creation of evidence-based policies and the implementation of programs tailored to address
the specific requirements and obstacles encountered in each locality. Ultimately, the primary
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objective is to increase the uptake of contraceptives, enhance reproductive health outcomes,
and empower women to make informed choices regarding their reproductive health
throughout India.

LITERATURE REVIEW

Contraceptive use among married women of reproductive age (MWRA) is a complex
phenomenon influenced by various socio-cultural, economic, and geographical factors. In
India, where diversity is inherent in its states, understanding how contraceptive practices
differ across regions is imperative for effective family planning interventions. This literature
review synthesizes existing research on the multi-state comparison of contraceptive use
patterns and predictors among MWRA in India, with a focus on age at first use, method at
first use, ever use, current use, and the role of sterilization. Studies have consistently
highlighted substantial variations in contraceptive practices across different states of India.
For instance, analysis of National Family Health Survey (NFHS) data reveals disparities in
the prevalence of contraceptive use, with southern states generally exhibiting higher adoption
rates compared to states in the northern and eastern regions'. These differences are attributed
to varying levels of awareness, access to healthcare services, and cultural norms surrounding
fertility control®. Research indicates that the age at first use of contraceptives varies
significantly among MWRA across states. While some states report an early initiation of
contraceptive use, others exhibit delayed uptake, influenced by factors such as education,
socio-economic status, and marital age. Moreover, method preference differs across regions,
with traditional methods like female sterilization being more prevalent in certain states, while
modern contraceptives gain popularity in others.

OBJECTIVES

e To understand patterns (in delaying, spacing, and limiting) among Married women of
reproductive age groups across states in India.
e To identify the key predictors and how they differ across states.

METHODOLOGY

The study used data from the fifth round of the Demographic and Health Surveys (DHS),
also known as the National Family Health Survey-5, which was conducted in India in 2019-
2021 by the International Institute for Population Sciences in Mumbai, under the supervision
of the Ministry of Health and Family Welfare (MoHFW), Government of India.
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The survey was nationally representative and provides information for 707 districts, 28 states,
and 8 union territories. It included 2,32,932 children born to 724,115 women in 636,699
households. The response rate was 98%.

The sample for the survey was selected in two stages from a sampling frame, with
stratification achieved by separating each district into urban and rural areas. In the first stage,
PSUs were selected, with probability proportional to the PSU size, and with independent
selection in each sampling stratum. In the second stage, 22 households per cluster were
selected with equal probability systematic selection from the newly created household listing.
Overall, NFHS-5 selected 30,456 Primary Sampling Units from 707 districts as of March
31st, 2017, and data collection was finished in 30,198 of those PSUs.

Our study lays emphasis on the women married at the time of the study. The exposure
variables used are listed as follows : year of marriage (before 2000/2001-2010/2011
onwards), religion (hindu/muslim/others), caste(general/SC/ST/Others), residence
(rural/urban), education (illiterate/primary/secondary/higher), BMI (normal/obese), family
size (<=4, 5-6, >6), wealth index (low/middle/high) , husband’s education
(illiterate/primary/secondary/higher), gender of first child (male/female) , type of delivery
(normal/caesarean) , birth order (0/1/2/>2), place of delivery for child (non-
institutional/institutional). Other exposure variables used were knowledge of any mode, any
modern spacing method, any permanent method of contraception, hearing about family
planning from media sources, having health insurance, currently breastfeeding, migration of
husband and ever been told about FP by FLW. These variables were dichotomous and
categorized as yes or no.

The outcome variables were designed keeping in mind the multi-faceted information that the
NFHS provides us related to contraception and family planning. These variables were : age
at which the respondent started using current delaying method (<=19/20-24/25-34/>=35) ,
age at which respondent started using current modern spacing method (<=19/20-24/25-
34/>=35), age at which respondent started using current traditional method (<=19/20-24/25-
34/>=35), age at sterilization (<25/25-29/30-34/35-39/40-44/>45), parity at sterilization
(0/1/2/>2) , number of male children at sterilization (0/1/2/>2). The remaining outcome
variables, ie, whether the respondent has ever used contraception, was using any traditional,
permanent or modern method at the time of the study and if the respondent had future
intention to use contraception were dichotomous and labelled as yes or no.

All variables involved in the study were expressed as frequency, percentages, and proportions
with their subsequent confidence intervals. Multivariable logistic regression analyses were
conducted to obtain the measure of association between various predictors and outcome of
interest by adjusting potential confounders. SAS 9.4 was utilized for data processing,
cleaning, and analysis.
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RESULTS

(Descriptive results)

Across all zones, Hindus constitute the majority of respondents (80.2% zone-1,82.8% Zzone-2
80.7% zone-4 83.2% zone-5) With the highest percentage in Zone 3 (87.49%) and the lowest in
Zone 6 (56.22%). Muslims and others represent smaller proportions in each zone, with
notable variations across regions. The caste distribution significantly varies, with General,
SC (Scheduled Caste), ST (Scheduled Tribe), and Other castes being represented. General
caste has higher proportions in Zones 1, 4, and 5 (27.1%, 22.3%, 32.5% respectively),
whereas SC and ST populations were more prominent in Zones 4 (27.03%) and Zone 6
(33.2%) respectively, whereas others category ranged from 31.4% (zone-6) to 61.14% (zone-2).
Urban populations were predominant in Zones 1 (27.3%), 2 (40.5%), and 5 (44.2%) while
rural populations were higher in Zones 3 (75.18), 4 (77.9%), and 6 (81.5%). Notably, Zone
5 reported the highest urban population (44.21%) while Zone 6 had the highest rural
population (82.03%). Literate respondents constitute the majority in all zones, with Zone 2,
5, and 6, constituting the higher percentage (~75.0%) and Zone 3 the lowest (58.4 %). The
distribution of family size varied across zones, with a higher proportion of smaller families
(<=4 members) in Zones 2 (56.4%), 4 (42.5%) and 6 (49.2%), and larger families (>6
members) in Zones 1 (31.3%) and 3 (32.7). The wealth index categories respondents into
low, middle, and high-income groups, Zone 2 shows the highest proportion of respondents
in the high-income group (81.7%), while Zone 4 has the highest proportion in the low-income
group (37.1%). The proportion of literate husbands was widespread across all zones, ranging
from (78.2%) in Zone 4 to (89.9%) in Zone 5. Most respondents reported no migration of
their husbands, with percentages ranging from 84.19%zone-4 t0 97.31% zone-s.

Respondents with 0 living children showed a fairly even distribution of approximately (9.0%)
across all Zones, for respondents having one living child the percentage ranged from 16.3%
Zone-3 10 26.8% zone-6, While among respondents with two living children Zone 3 recorded the
lowest proportion (30.2%) and Zone 2 highest (49.5%). The proportion of respondents having
three or more living children ranged from 21.2% zone2 to 43.7% zone-3. The birth order
distribution indicates variations across zones, with a higher proportion of respondents with
birth order 2 in Zones 1 (35.76%), 2 (47.82%), and 5 (40.18%), and a higher proportion of
respondents having more than 2 children in Zones 1 (37.51%), 3 (47.49%), and 4 (39.65%).
The proportion of individuals with one or more sons and daughters ranged from 48.2% zone-
2t0 60.3% zone-3. Most respondents reported no child loss, with percentages ranging from
85.52% zone-3 t0 92.83% zone-2. Zone 3 has the highest percentage of respondents reporting
child loss (14.48 %).
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Marriages that occurred before the year 2000 accounted for a significant proportion ranging
from 29.3% zone-6 t0 36.8% zone-2 and marriages that took place between 2001 and 2010 ranged
from 30.6% 7zone-3 t0 35.1% Zzone-6, While marriages occurred from 2011 onwards represented
a considerable share ranging from 30.2% zone-2 t0 36.1% zone-1. (Refer to annexure 1 for the
descriptive result table)

The study found that most of the respondents from all zones had a high level of knowledge
about contraceptives. Almost all of them were familiar with any mode of contraception, with
percentages ranging from 99.27% zone-s to 99.93% zone-1. Similarly, knowledge of modern
spacing methods was widespread, with percentages ranging from 93.68% zone-2 to 99.80%
zone-4. Knowledge of Permanent methods was also significantly high among respondents
across zones, with percentages ranging from 96.19% zone-6 t0 99.48% 7zone-3. The majority of
respondents reported hearing about family planning through media sources, with percentages
(67.81% 7one-1,67.95% 7one-2,66.08 zone-3, 54.33% zone-4, 67.05%z0ne-5, 60.17%z0ne-6). Health
insurance coverage varied among respondents across different zones, while some zones
showed relatively high percentages of individuals with health insurance 54.18% zone-1, others
reported lower coverage rates 19.33% zones. FP-related advice received from FLW was
reported to be less than 50% across all 6 Zones, (43.7% zone-1, 45.4% zone-2, 48.2% 7zone-3,
39.6% zone-4, 38.0% zone-s, 42.2% zone-6). The study found that a significant proportion of
respondents reported ever used any contraception, with percentages ranging from 75.85%
Zone-2 t0 83.78% zone-1. The proportion of respondents who reported currently using any
contraception ranged from 59.3% zones to 71.4% zone-1, While approximately 65.0% of
respondents from other Zones reported currently using any contraception. A smaller
proportion of individuals reported using traditional contraceptive methods, with percentages
varying from 2.27% zone-2 t0 16.24% zone-6, While usage of permanent contraceptive methods
was observed to be relatively high, with percentages ranging from 8.82% to 59.68%. The
proportion of respondents who were currently using the permanent method ranged from
28.3% 7Zone-3 t0 59.2% zone-2 across 5 Zones, while it was exceptionally lower in Zone 6 (9.1%).
The usage of modern spacing methods varied among the population surveyed across all
groups there was a significant percentage of individuals using modern spacing methods for
contraception ranging from 6.2% zone2 t0 33.8% zones. Less than 15% of respondents across
all the Zones started using modern contraceptives below the age of 20 years, while this
percentage gradually increased with age reaching a peak of 56.4% zone-3 among respondents
aged 25-34 years whereas there was a decline in use of modern spacing methods with a
maximum of 13.1% zone-3 in older age group (>=35 years). The proportion of respondents
who started using the traditional spacing method below the age of 20 ranged from 2.6% zone-
3 10 9.8 zone4, Whereas there was relatively high proportion of respondents who started using
traditional spacing method in the age group 20-24 years ranged from 23.4% zone2 to 31.4%
zone-4, While there was a significantly higher proportion of respondents who started using
traditional spacing method in the age group of 25-34 years ranged from 46.9% zone-4 to 62.2%

Zone-2, and a very low proportion of respondents started using traditional spacing method with
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a maximum of 16.2% zone-3. The proportion of respondents who started using the current
delaying method below the age of 20 years was below 12.0% zone-4 across 6 Zones, while a
maximum of (34.9% zone4 and 56.8% zone-3) of respondents started using the current delaying
method in the age group of 20-24 years and 25-34 years respectively, and there was a
relatively lower proportion of respondents who started using current delaying methods in the
age group 35 & above years. Among those aged under 25, a significant proportion of
(53.19% zone2) underwent sterilization, indicating a considerable uptake of permanent
contraception at a relatively young age, among individuals aged 25 to 29 years 41.2% zone-1
opted for sterilization which exhibited a significant preference for permanent contraception
during the late twenties and this was reported across all the six Zones whereas there was
relatively lower proportion of respondents opting for sterilization in older age groups. Around
50% of respondents from Zones 1 and 3 showed a positive intention towards future
contraceptive use whereas the proportion of respondents in other Zones was relatively low
(34.4% zone-2, 44.0% zone-4, 40.7% zone-5, 26.5% zone-6). (Refer to annexure 2 for the descriptive
result table)

(Stratified results)

Among Hindus, the majority started using the current delaying method between the age group
of 25-34 (~50%), with a significant percentage adopted by the respondents between the age
group of 20-24 (~30%), Muslims and Others showed similar patterns, with a notable
proportion started using the current delaying method in the 25-34 age range (~55%) across
all zones. General and SC categories showed higher percentages of individuals started using
the current delaying methods between ages 25-34 (~59%), similarly, more than 40% of the
ST respondents started using the current delaying method predominantly between age group
25-34. Among Urban residents ~ 60.0% of respondents started using the current delaying
method in the age group of 25-34 years, similarly ~ 55% of rural respondents started using
the current delaying method in the 25-34 years age group. Among Literate and Illiterate also
(~50.0%) respondents started using the current delaying method in the age group of 25-34
years whereas there were the relatively low proportion of respondents who started using the
current delaying in other age groups (15-24 and 35-49). Respondents having literate and
illiterate husbands showed similar patterns, (~50.0%) who started using the current delaying
method in the age group (25-34). Respondents with 4 or less family size, 5-6 family size and
more than 6 family size showed a similar pattern where a higher proportion of them (~50.0%
- 60.0%) started using the current delaying method in the age group of 25-34 years whereas
Zone-4 showed a relatively low proportion of respondents (~45.0%). Among different SES
(socio-economic status), respondents from higher SES showed a relatively higher proportion
(~55.0%), whereas (~40.0% - 50.0%) of respondents from medium and low SES started using
the current delaying method in age groups (25-34) across different zones. Among CMWRA
whose husbands were migrants or non-migrants, nearly 50.0%-55.0% of women aged 25-30
years started using the current delaying method in Zone 1 and a similar proportion was found
in other zones, notably, there was very little difference, but in Zone 5 there was a difference
of ~20.0% in the proportion of CMWRA started using the current delaying method in the
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same age group (25-34). A higher proportion of respondents having 0 living children started
using current delaying method in the age group of 20-24 (~45.0%) across all zones, whereas
Zone 4 showed variation in this proportion with 44.0% of respondents having 0O living
children started using current delaying method in age group of <=19 years, while respondents
having >=1 living children showed a higher proportion of >55.0% respondents started using
the current delaying method in the age group of 25 - 34 years and there was no significant
difference of this proportion among all zones. Respondents having at least 1 male child, or 1
or more female children showed similar patterns in the age at which they started using the
current delaying method across all zones, while respondents having 1 or more male and
female children show a higher proportion (~60.0%) as compared to respondents having 1 or
more male child and no female child or 1 or more female child and no male child with
(~50.0%) in the age group (25-34) years. The proportion of respondents who were married
after the year 2010 showed a higher proportion (~45.0%) started using the current delaying
method in the early age group of 20-24 years as compared to respondents who were married
before 2000 or between 2001 to 2010 where a higher proportion of respondents (50.0%-
60.0%) started using current delaying method in the age group 25-34 years. Respondents
having knowledge of any mode of contraception showed a higher proportion (~50.0%) using
the current delaying method for the first time in the age group of 25-34 years followed by
(~30.0%) respondents who started using the current delaying method in the age group of 20-
24 years and other zones showed similar patterns. Respondents having knowledge of any
modern spacing method of contraception showed a higher proportion (~50.0%) using the
current delaying method for the first time in the age group of 25-34 years whereas,
respondents having knowledge of any permanent method of contraception showed similar
patterns (~50.0%) respondents started using the current delaying method in the age group of
25-34 years, this proportion was slightly higher than the respondents who were not having
the knowledge of any modern spacing and permanent method of contraception this
distribution was similar across all zones. There were no major differences in the proportion
of people who had ever heard about family planning from media sources and those who
hadn’t, a higher proportion of the respondents belonged to the age category of 25-34 years
(55.0%) who had heard about the family planning from media sources and have started using
the current delaying method similarly (~53.0%) of respondents who haven’t heard about the
family planning from media sources but started using in the same age group (25-34) years,
these patterns were similar across all 6 Zones. More than 50.0% of respondents who had
health insurance started using the current delaying method in the age group of 25-34 years
whereas there was not much difference in the proportion of respondents who didn’t have any
health insurance, other zones showed a similar pattern for the same. Most of the respondents
who were ever told about FP by the FLW used the current delaying method for the first time
below the age of 25 years. In Hindus, the majority started using the current modern spacing
method between the age group of 25-34 (~52%), followed by (~30.0%) of the respondents
between the age group of 20-24, Muslims and Others showed similar patterns, with a notable
proportion started using the current modern spacing method in the 25-34 age range (~55%)

across all zones. General and SC categories showed higher percentages of individuals started
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using the current modern spacing methods between ages 25-34 (~59%), similarly, more than
40% of the ST respondents started using the current modern spacing method predominantly
between age group 25-34. Among Urban residents ~ 60.0% of respondents started using the
current modern spacing method in the age group of 25-34 years, similarly ~ 50% of rural
respondents started using the current modern spacing method in the 25-34 years age group.
Among Literate and Illiterate, also (~50.0%) of respondents started using the current modern
spacing method in the age group of 25-34 years whereas there were a relatively low
proportion of respondents started using the current modern spacing in other age groups (15-
24 and 35-49). Respondents having literate husbands showed a relatively higher proportion
(~55.0%) of respondents who started using the current modern spacing method in the age
group of 25-34 than the respondents whose husbands were illiterate (~45.0%). Respondents
with 4 or less family sizes, 5-6 family sizes and more than 6 family sizes showed similar
patterns where the higher proportion of them (~50.0% - 60.0%) started using the current
modern spacing method in the age group of 25-34 years whereas Zone-4 showed a relatively
low proportion of respondents (~45.0%). Among different SES (socio-economic status),
respondents from higher SES showed a relatively higher proportion (~55.0%), whereas
(~40.0% - 50.0%) of respondents from medium and low SES started using the current modern
spacing method in age groups (25-34) across different zones. Among CMWRA whose
husbands were migrants or non-migrants, nearly 50.0%-55.0% of women aged 25-30 years
started using the current modern spacing method in Zone 1 and a similar proportion was
found in other zones, notably, there was very less difference of this distribution but in Zone
5 there was a difference of ~20.0% in the proportion of CMWRA started using current
modern spacing method in the same age group (25-34). A higher proportion of respondents
having 0 living children started using current modern spacing method in the age group of
20-24 (~45.0%) across all zones, whereas Zone 4 showed variation in this proportion with
44.0% of respondents having 0 living children started using current modern spacing method
in age group of <=19 years, while respondents having >=1 living children showed a higher
proportion of >55.0% respondents started using the current modern spacing method in the
age group of 25 - 34 years and there was no significant difference of this proportion among
all zones. Respondents having at least 1 male child, or 1 or more female child showed similar
patterns in the age at which they started using the current modern spacing method across all
zones, while respondents having 1 or more male and female children show a higher
proportion (~60.0%) as compared to respondents having 1 or more male child and no female
child or 1 or more female child and no male child with (~50.0%) in the age group (25-34)
years. The proportion of respondents who were married after year 2010 showed a higher
proportion (~45.0%) started using the current modern spacing method at the early age group
of 20-24 years as compared to respondents who were married before 2000 or in between
2001 to 2010 where a higher proportion of respondents (50.0%-60.0%) started using current
modern spacing method in the age group 25-34 years. Respondents having knowledge of any
mode of contraception showed a higher proportion (~50.0%) using the current modern
spacing method for the first time in the age group of 25-34 years followed by (~30.0%)

respondents started using the current modern spacing method in the age group of 20-24 years
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and other zones showed similar patterns. Respondents having knowledge of any modern
spacing method of contraception showed a higher proportion (~50.0-55.0%) using the current
modern spacing method for the first time in the age group of 25-34 years whereas,
respondents having knowledge of any permanent method of contraception showed similar
patterns (~55.0%) respondents started using the current modern spacing method in the age
group of 25-34 years, this proportion was slightly higher than the respondents who were not
having the knowledge of any modern spacing and permanent method of contraception this
distribution was similar across all zones. There were no major differences in the proportion
of people who had ever heard about the family planning from media sources and those who
haven’t, a higher proportion of the respondents belonged to age category of 25-34 years
(60.0%) who had heard about the family planning from media sources and have started using
the current modern spacing method similarly (~53.0%) of respondents who haven’t heard
about the family planning from media sources but started using in the same age group (25-
34) years, these patterns were similar across all 6 Zones. More than 50.0% of respondents
who had health insurance started using the current modern spacing method in age group of
25-34 years whereas there was not much difference in the proportion of respondents who
didn’t have any health insurance, other zones showed similar pattern for the same.
Respondents who were ever told about FP by FLW started using modern spacing method in
the age group 25-34 years, whereas those who were not told by FLW shower a higher
proportion started using the same in the age category 20-24years, similar patterns were seen
across all the zones. Among Hindus, the majority started using the current traditional method
between the age group of 25-34 ranging from (~58%), followed by (~30.0%) of the
respondents between the age group of 20-24, Muslims and Others showed similar patterns,
with a notable proportion started using the current traditional method in the 25-34 age range
(~55%) across all zones. General and SC categories showed higher percentages of individuals
started using the current traditional methods between ages 25-34 (~60%), similarly, more
than 45% of the ST respondents started using the current traditional method predominantly
between age group 25-34. Among Urban residents more than 60.0% of respondents started
using the current traditional method in the age group of 25-34 years, similarly ~ 50% of rural
respondents started using current traditional method in 25-34 years age group. Among
Literate and Illiterate more than 50.0% or respondents started using the current traditional
method in the age group of 25-34 years whereas there were relatively low proportion of
respondents started using the current traditional in other age groups (15-24 and 35-49).
Respondents having literate husbands showed a relatively higher proportion (~60.0%) of
respondents who started using the current traditional method in the age group of 25-34 than
the respondents whose husbands were illiterate (~50.0%). Respondents with 4 or less family
size, 5-6 family size and more than 6 family size showed similar pattern where the higher
proportion of them (~50.0% - 60.0%) started using current traditional method in age group
of 25-34 years whereas Zone-4 showed relatively low proportion of respondents (~45.0%).
Among different SES (socio-economic status), respondents from higher SES showed
relatively higher proportion (~55.0%), whereas (~45.0% - 55.0%) of respondents from
medium and low SES started using the current traditional method in age group (25-34) across
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different zones. Among CMWRA whose husbands were migrants or non-migrants, nearly
50.0%-55.0% of women aged 25-30 years started using the current traditional method in
Zone 1 and similar proportion was found in other zones, notably there was very less
difference of this distribution but in Zone 5 there was a difference of ~15.0% in the proportion
of CMWRA started using current traditional method in the same age group (25-34). A higher
proportion of respondents having 0 living children started using current traditional method
in the age group of 20-24 (~45.0%) across all zones, whereas Zone 4 showed variation in
this proportion with 44.0% of respondents having 0 living children started using current
traditional method in age group of <=19 years, while respondents having >=1 living children
showed a higher proportion of >55.0% respondents started using the current traditional
method in the age group of 25 - 34 years and there was no significant difference of this
proportion among all zones. Respondents having at least 1 male child, or 1 or more female
child showed similar patterns in the age at which they started using the current traditional
method across all zones, while respondents having 1 or more male and female children show
a higher proportion (~60.0%) as compared to respondents having 1 or more male child and
no female child or 1 or more female child and no male child with (~50.0%) in the age group
(25-34) years. The proportion of respondents who were married after year 2010 showed a
higher proportion (~45.0%) started using the current traditional method at the early age group
of 20-24 years as compared to respondents who were married before 2000 or in between
2001 to 2010 where a higher proportion of respondents more than 50.0% started using current
traditional method in the age group 25-34 years. Respondents having knowledge of any mode
of contraception showed a higher proportion (~55.0%) using the current traditional method
for the first time in the age group of 25-34 years followed by (~30.0%) respondents started
using the current traditional method in the age group of 20-24 years and other zones showed
similar patterns. Respondents having knowledge of any modern spacing method of
contraception showed a higher proportion (~50.0%-60.0%) using the current traditional
method for the first time in the age group of 25-34 years whereas, respondents having
knowledge of any permanent method of contraception showed similar patterns (~55.0%)
respondents started using the current traditional method in the age group of 25-34 years, this
proportion was higher than the respondents who were not having the knowledge of any
modern spacing or permanent method of contraception and this distribution was similar
across all zones. There were no major differences in the proportion of people who had ever
heard about the family planning from media sources and those who haven’t, a higher
proportion of the respondents belonged to age category of 25-34 years (60.0%) who had
heard about the family planning from media sources and have started using the current
traditional method, similarly (~53.0%) of respondents who haven’t heard about the family
planning from media sources but started using in the same age group (25-34) years, these
patterns were similar across all 6 Zones. More than 50.0% of respondents who had health
insurance started using the current traditional method in age group of 25-34 years whereas
there was not much difference in the proportion of respondents who didn’t have any health
insurance, other zones showed similar pattern for the same. Among all the religion (Hindus,

Muslims, and Others) more than 70.0% of respondents adopted sterilization below the age of
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30 years, this proportion was similar in all the six zones, while in Zone-6 this proportion was
the lowest (~60.0%), to be specific the proportion of respondents adopting sterilization was
highest in the age group 25-29 years (~45.0%). Among General caste more than 70.0% of
the respondents adopted sterilization below the age of 30 years and this distribution was
similar among other castes also (SC, ST, Others) across 5 zones, while in Zone 6 this
distribution slightly varied with ~62.0% of the respondents adopting sterilization below 30
years of age. Rural and Urban residents showed similar pattern in age at which they adopted
sterilization where more than 70.0% of them were below 30 years of age, across 5 zones,
while this proportion varied in Zone 6 where ~60.0% of respondents adopted sterilization in
the same age group. Among literate and illiterate respondents, a high proportion (~70.0%)
adopted sterilization below the age of 30 years across 5 zones while in Zone 6 this proportion
was ~60.0%. Below the age of 30 years illiterate respondents showed a slightly higher
distribution as compared to literates whereas above the age of 30 years this pattern reversed,
and literate respondents showed slightly higher proportion for the same. There were similar
patterns among the respondents having literate or illiterate husbands adopting sterilization in
different age groups across all the six zones. Among respondents having 4 or less family size
or 5 to 6 or more than 6, the majority (~75.0%) of the respondents adopted sterilization below
the age of 30 years, this pattern was similar across all zones. Respondents from different
socio-economic statuses (low, medium, and high) showed similar pattern in age at which they
adopted sterilization but in Zone 2 respondents belonging to age group of less than 25 years,
more than 50.0% adopted sterilization whereas in other 5 zones this proportion was below
50.0%. Respondents having migrant or non-migrant husbands showed similar pattern in age
at which they adopted sterilization, more than 70.0% of respondents adopted sterilization
below the age of 30 years. Respondents having one or more male child and no female child
showed a higher proportion adopting sterilization below the age of 25 (~50.0%) as compared
to those who were having one or more female children and no female child or 1 or more
female and male children (~25.0%-40.0%), while in other age categories the difference in
this proportion is not very high among respondents having different combination of siblings,
this pattern was similar across all the zones. Respondents who had ever lost any child showed
a relatively lower proportion (~25.0%) adopted sterilization in age group of below 25 years
as compared to those who did not have any child loss (~35.0%-40.0%) in 5 zones while in
zone 2 this proportion is similar in both categories (~50.0%). In the age group of 25-29 years
this proportion was similar in both categories (~40.0%) while in other age groups this
proportion decreases, this pattern was similar in all the zones. Respondents who were married
after 2010 showed a relatively higher proportion (40.0%-50.0%), adopting sterilization in the
age group of below 25 whereas those who were married before 2010 were less (~35.0%-
40.0%) across 5 zones while in Zone 2 all three categories(married before 2000, 2001-2010,
2011 onwards) showed no significant difference in their proportions, in other age categories
there were no significant differences between the proportions of this distribution. More than
70.0% of the respondents who had knowledge of any mode of contraception adopted
sterilization below the age of 30 years across 5 zones while in Zone 6 this proportion was

slightly lower (~62.0%). There was no significant difference in the proportion of respondents
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having knowledge of modern contraceptive methods and those who did not have in all the
age groups across all the zones. More than 70.0% of respondents who had knowledge of
permanent method of contraception underwent sterilization below the age of 30 years across
4 zones, while Zone 2 had the highest proportion (~82.0%) and Zone 6 having the lowest
(~60.0%) for the same. Respondents who have heard about FP through media sources and
who haven’t, showed similar proportions and this was in all the age groups across all zones.
There was no significant difference between respondents who had health insurance and who
didn’t have it in the age at which they adopted sterilization. This was similar across all the
zones. Among Hindus more than 75.0% of the respondents had ever used any contraception,
with Zone 3 having the highest 83.6% and Zone 2 having the lowest 76.1%, among Muslims
more than 68.0% of the respondents had ever used any mode of contraception across all the
5 zones, with Zone 5 (70.5%) having the lowest this proportion was similar for Others
religion also. Among different castes the proportion of respondents who had ever used any
mode of contraception were similar ranging from 70.0% to 85.0%, this distribution was
similar across 5 zones while zone 2 had the lowest (~73.0%) for the same. The proportion of
urban respondents who had ever used any contraception showed a slightly higher proportion
(~77.0% in Zone 2 and 5 and ~86.0% in Zone 1,3,4and 6) as compared to rural
respondents.(~74.0% in Zone 2 and 5 and ~84.0% in Zone 1,3,4 and 6). Proportion of literate
or illiterate respondents who had ever used any contraception were similar across 4 zones
(~84.0%zone-1, 83.0%zone-3, 80.0%zone-4, 76.0%zone-s, 77.0%zone-6) While in Zone 2 literate
respondents were 81.0% and illiterate were 73.0% who had ever used any contraception.
Similar patterns were observed among respondents having literate or illiterate husbands and
who had ever used any contraception across all zones (~70.0%). Respondents having 5-6
members in family showed a higher proportion (>75.0%) who had ever used any
contraception as compared to those having less than 5 or more than 6 (~70.0%). Among
respondents of different socioeconomic status highest proportion, who had ever used any
contraception belonged to Higher SES (>80.0%) followed by respondents belonged to
medium SES (~75.0%) while the lowest in low socioeconomic status (~70.0%). Respondents
whose husbands were non-migrants and who had ever used any contraception showed a
relatively higher proportion (75.0%-85.0%) as compared to respondents (60.0%-75.0%)
across all zones, also the highest proportion of the same was in Zone 1, 85.0%. More than
85.0% of respondents who had 2 or more children had ever used any mode of contraception
whereas respondents having 1 living child showed a relatively low proportion (~70.0%)
across 5 zones while in Zone in Zone 2 this proportion was 56.0%. There were less than
40.0% of the respondents who had no living children and had ever used any contraception.
More than 85.0% of respondents with birth order 2 or more and had ever used any mode of
contraception whereas respondents having birth order 1 showed a relatively low proportion
(~70.0%) across 5 zones while in Zone in Zone 2 this proportion was 56.0%. There were less
than 40.0% of the respondents whose birth order was 0 and had ever used any contraception.
Respondents having 1 or more male children with no female child and those who had one or
more female children along with one or more male children showed relatively higher

proportion of ever use of any contraceptive (~80.0%) and (~92.0%) respectively, as
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compared to those who had one or more female children with no male child (75.0%). There
was very less difference in the proportion of respondents who had ever lost any child and
who had not and ever used any contraceptive, respondents who had lost any child showed
proportion of (80.0%-85.0%) and those who had not (~75.0%-80.0%) across all the six zones.
Proportion of respondents who were married before 2000, in between 2001 to 2010 and ever
used any contraceptive were higher (~85.0%-90.0%) as compared to those who were married
after 2010 (<70.0%). More than 75.0% of respondents who had knowledge of any mode of
contraception and had ever used any method, across all zones, similarly there were more than
75% of respondents who had knowledge of any modern spacing method and ever used any
contraception while this proportion among the respondents who didn’t have knowledge was
less than (~50.0%) across all zones. There were more than 75% of respondents who had
knowledge of permanent method and ever used any contraception while this proportion
among the respondents who didn’t have knowledge was less than (~40.0%) across all zones.
There was very less variation among the respondents who had heard about family planning
from media sources and had ever used any contraception (~82.0%) than the respondents who
had not heard about the same (~75.0%) this pattern was similar across all zones. The
proportion of respondents who had health insurance and had ever used any contraception was
(~80.0%) while this proportion among those who did not have any health insurance was
(~75.0%) across all the 6 zones. The proportion of respondents who were ever told about FP
by FLW and had ever used any contraceptive showed a higher proportion (~50.0%) as
compared to those who didn’t have any interaction with FLW regarding FP (~35.0%). The
proportion of Hindus currently using any contraception was higher in Zone 1, 2, 4, 6
(~70.0%) as compared to Muslims and other religions, while in Zone 3 and 5 Other religions
(Other than Hindus or Muslims) showed the higher proportion of the same. Among different
castes the proportion of respondents who were currently using any mode of contraception
were similar ranging from (60.0-%-70.0%), this distribution was similar across 6 zones. The
proportion of urban respondents who were currently using any contraception showed a
slightly higher proportion (~70.0%) as compared to rural respondents.(~65.0%) across 5
zones, while in Zone 2 this proportion was higher among rural respondents. Respondents
who were literate showed a higher proportion (~75.0%) as compared to illiterate respondents
(~65.0%), this was similar across 4 zones, while in Zone 4 and 6 this proportion was higher
among illiterate respondents. Similar patterns were observed among respondents having
literate or illiterate husbands and who had ever used any contraception across all zones
(~70.0%). Respondents having 5-6 members in family showed a higher proportion (>75.0%)
who were currently using any contraception as compared to those having less than 5 or more
than 6 (~70.0%). Among respondents of different socioeconomic status highest proportion,
who were currently using any contraception belonged to Higher SES (>60.0%) followed by
respondents belonged to medium SES (~60.0%) while the lowest in low socioeconomic
status (~55.0%). Respondents whose husbands were non-migrants and who were currently
using any contraception showed a relatively higher proportion (60.0%-70.0%) as compared
to respondents whose husband were migrant (40.0%-50.0%) across all zones. Approximately

80.0% of respondents who had 2 or more children and currently using any mode of
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contraception whereas respondents having 1 living child showed a relatively low proportion
(~55.0%) across 6 zones. There were less than 25.0% of the respondents who had no living
children and were currently using any contraception. More than 70.0% of respondents with
birth order 2 or more and were currently using any mode of contraception whereas
respondents having birth order 1 showed a relatively low proportion (~55.0%) across 5 zones
while in Zone 2 this proportion was 34.0%. There were less than 25.0% of the respondents
whose birth order was 0 and were currently using any contraception. Respondents having 1
or more male children with no female child and those who had one or more female children
along with one or more male children showed relatively higher proportion of currently using
any contraceptive (~75.0%) and (~80.0%) respectively, as compared to those who had one
or more female children with no male child (60.0%). There was very less difference in the
proportion of respondents who had ever lost any child and who had not and were currently
using any contraceptive, respondents who had lost any child showed proportion of (70.0%-
75.0%) and those who had not (~60.0%-65.0%) across all the six zones. Proportion of
respondents who were married before 2000, in between 2001 to 2010 and currently using any
contraceptive were higher (~75.0%-80.0%) as compared to those who were married after
2010 (<60.0%). More than 70.0% of respondents who had knowledge of any mode of
contraception and were currently using any method, across all zones, similarly there were
more than 70.0% of respondents who had knowledge of any modern spacing method and
currently using any contraception while this proportion among the respondents who didn’t
have knowledge was less than (~50.0%) across all zones. There were more than 65% of
respondents who had knowledge of permanent method and currently using any contraception
while this proportion among the respondents who didn’t have knowledge was less than
(~40.0%) across all zones. There was very less variation among the respondents who had
heard about family planning from media sources and were currently using any contraception
(~70.0%) than the respondents who had not heard about the same (~65.0%), this pattern was
similar across all zones. The proportion of respondents who had health insurance and were
currently using contraception was (~75.0%) while this proportion among those who did not
have any health insurance was (~65.0%) across all the 6 zones. The proportion of Hindus
currently using any traditional method was lower in Zone 1, 2, 3, 4 (<10.0%) as compared to
Muslims and other religions, while in Zone 5 and 6 Other religions (Other than Hindus or
Muslims) showed the lower proportion for the same. Among different castes the proportion
of respondents who were currently using any traditional mode of contraception were similar
(<15.0%), this distribution was similar across 5 zones while in Zone 2 this proportion was
the lowest (<5.0%). The proportion of urban respondents who were currently using any
traditional method ranged from (10.0%-20.0%), while this proportion among rural residents
ranged between (5.0%-15.0%). Respondents who were illiterate showed a slightly higher
proportion (~15.0%) as compared to literate respondents (~10.0%), this was similar across
all zones. Respondents with literate or illiterate husbands’ similar patterns in the proportion
of current use of any traditional method (~15.0%). Respondents with different family size
(Up to 4, 5 to 6, more than 6 members) showed similar patterns in the current use of any

traditional method of contraception (5.0%-15.0%) Different socioeconomic status group
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(High, medium, and low) showed similar patterns in the current use of any traditional method
of contraception (~15.0%) this pattern was similar across all six zones. Proportion of
respondents whose husbands were non migrant ranged from (10.0%-15.0%), this proportion
among respondents whose husbands were migrant were (5.0%-10.0%) across all zones.
Respondents with 1 or 2 living children showed a higher proportion of currently using any
traditional contraception (10.0%-15.0%) while this proportion among respondents with no
living children or more than 2 were (5.0%-10.0%) across all zones, similar pattern of
distribution were observed among different birth order categories (10.0%-20.0%).
Respondent with one or more female children and no male child showed a relatively higher
proportion of current traditional use (~15.0%) as compared to those having one or more male
children and no female child and one or more male and female child. There was very less
difference in the proportion of respondents who had ever lost any child and who did not have
and currently using any traditional method (10.0%-15.0%) across all six zones. Respondents
who were married before year 2000 showed a relatively low proportion of current use of any
traditional method (~11.0%) while respondents who were married after 2000 showed a
relatively higher proportion of the same (~16.0%) across all 6 zones. Respondents who had
knowledge of any mode of contraception and currently using any traditional method ranged
from (10.0%-15.0%) across all zones. Respondents who had knowledge of any modern
spacing method and currently using traditional method ranged between (5.0%-15.0%),
similarly respondents having knowledge of any permanent method and were currently using
any traditional method ranged between (5.0%-15.0%). There was no difference in the
proportion of respondents who had heard of the FP from media sources and currently using
any traditional method across all the zones (10.0%-15.0%). Respondents who didn’t have
any health insurance showed a higher proportion of current use of any traditional method
(15.0%) while respondents who had any health insurance showed a relatively lower
proportion of the same (10.0%). The proportion of Hindus currently using permanent method
was higher (~40.0%) as compared to Muslims and other religions where this proportion
ranged between (20.0%-30.0%). Proportion of respondents who belonged to marginalized
group (SC/ST) showed higher proportion or permanent method use (40.0%) while
respondents who were non marginalized showed a relatively low proportion of permanent
use (~30.0%). Proportion of respondents who were rural residents showed a higher
proportion of current use of permanent method (~40.0%) while urban residents showed this
proportion (~30.0%) this pattern was similar across 5 zones, while in zone 2 this proportion
was (~50.0%). Literate respondents were seen currently using permanent method more
(~50.0%) as compared to illiterate respondents where this proportion was (~40.0%) across
all the six zones. Respondents having literate or illiterate husbands and currently using
permanent method was similar across all zones (30.0%-40.0%). Respondents having 5-6
members in family showed a higher proportion (>60.0%) who were currently using
permanent method as compared to those having less than 5 or more than 6 (~50.0%), while
in zone 6 these proportions were 10.0% and 8.0% respectively. Respondents belonging to
different SES showed similar proportion of current use of permanent method while in Zone

1 and 3 respondents from low SES showed slightly high proportion of the same. Respondents
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whose husbands were non-migrants and who were currently using permanent method showed
a relatively higher proportion (~50.0%) as compared to respondents whose husband were
migrant (40.0%) across all zones. Approximately 60.0% of respondents who had 2 or more
children were currently using permanent method whereas respondents having 1 living child
showed a maximum of 15.0% across 6 zones. There were less than 1.0% of the respondents
who had no living children and were currently using the permanent method. Approximately
60.0% of respondents with birth order 2 or more and currently using permanent method
whereas respondents having 1 birth order showed a maximum of 15.0% across 6 zones. There
were less than 1.0% of the respondents whose birth order was 0 and were currently using the
permanent method. Respondents having more than 1 male and 1 female child showed a
higher proportion who were currently using permanent method 60.0%, followed by
respondents having at least one male child and no female child(~40.0%) while respondents
having no male child and at least 1 female child was the lowest (~15.0%) across all zones.
Respondents who had any child loss showed a higher proportion (40.0%) using permanent
method as compared to respondents who had no child loss (30.0%) across all 6 zones.
Proportion of respondents who were married before 2000 and currently sterilized was the
highest (>50.0%) followed by respondents who were married in between 2001 to 2010
(40.0%), whereas proportion of respondents who were married after 2010 were the lowest
(10.0%). ~40.0% of respondents who had knowledge of any mode of contraception and were
currently using permanent method, across all zones, similarly there were ~40.0% of
respondents who had knowledge of any modern spacing method and currently using
permanent method while this proportion among the respondents who didn’t have knowledge
was less than (~30.0%) across all zones. There were ~40.0% of respondents who had
knowledge of permanent method and were currently using permanent method, across all
zones. Respondents who did not hear about FP from media sources showed a high proportion
currently using permanent method (~45.0%) as compared to those who had heard about the
FP from media sources (35.0%) across all zones. The proportion of respondents who had
health insurance and were currently using permanent method was (>40.0%) while this
proportion among those who did not have any health insurance was (~40.0%) across all the
6 zones. The proportion of Muslims currently using modern spacing method was higher
(~35.0%) as compared to Hindus and other religions where this proportion ranged between
(20.0%-30.0%). Proportion of respondents from general category and were currently using
modern method was 30.0% whereas in other categories (SC/ST/OBC) it was relatively low
(15.0%-25.0%). Proportion of respondents who were urban residents showed a higher
proportion of current use of modern spacing method (~30.0%) while urban residents showed
this proportion (~20.0%) this pattern was similar across 5 zones, while in zone 2 this
proportion was very less (~6.0%). Illiterate respondents were seen currently using modern
spacing method more (~25.0%) as compared to literate respondents where this proportion
was (<20.0%) across all the six zones. Respondents having literate husbands showed a
relatively higher proportion using modern spacing method(<40.0%) while respondents with
illiterate husbands showed this proportion (<35.0%). Respondents with family size more

than 6 showed a relatively higher proportion who were currently using modern spacing
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method (<30.0%) while followed by respondent with 5-6 family members (~20.0%), while
respondents with family size 4 or less showed this proportion (~10.0%). Respondents
belonging to high SES showed higher proportion of current use of modern spacing method
(~30.0%) followed by medium SES respondents (~25.0%), while respondents belonging to
low SES showed the lowest proportion of the same (20.0%). Respondents whose husbands
were non-migrants and who were currently using modern spacing method showed a relatively
higher proportion (~20.0%) as compared to respondents whose husband were migrant
(15.0%) across all zones. Approximately 30.0% of respondents who had 1 living child and
were currently using modern spacing method followed by respondents having 2 living
children (25.0%), while respondents who had no living children or more than 3 living
children showed similar proportion of this (<20.0%). Approximately 30.0% of respondents
with birth order 1 and were currently using modern spacing method followed by respondents
with birth order 2 (~25.0%), while respondents with birth order 0 or more than 2 showed
similar proportion of this (<20.0%) this proportion was similar across all six zones.
Respondents who had one or more female child with no male child showed the highest
proportion of current use of modern contraceptive use (~35.0%), while proportion
respondents having one or more male children and currently using modern spacing method
(~25.0%), whereas respondents having one or more male and female children showed the
lowest proportion who were currently using modern spacing method (~15.0%). Respondents
who had any child loss showed a lower proportion (~15.0%) who were currently using
modern spacing method as compared to respondents who did not have any child loss
(~25.0%) across all 6 zones. Respondents who were married after 2011 showed a higher
proportion currently using modern spacing method (~30.0%) while respondents who were
married before 2011 showed a relatively lower proportion of current use of modern spacing
method (<30.0%). <25.0% of respondents who had knowledge of any mode of contraception
and were currently using modern spacing method, across all zones, similarly there were
<25.0% of respondents who had knowledge of any modern spacing method and currently
using modern spacing method across all zones. There were ~25.0% of respondents who had
knowledge of permanent method and were currently using modern spacing method, across
all zones. Respondents who have hear about FP from media sources showed a high proportion
of currently using modern spacing method (~25.0%) as compared to those who had not heard
about the FP from media sources (15.0%) across all zones. The proportion of respondents
who did not have health insurance and were currently using modern spacing method was
(~25.0%) while this proportion among those who had any health insurance was (~15.0%)
across all the 6 zones. Among different religions, Hindus showed a higher proportion of
future intention to use contraceptive (>50.0%) while in Muslims this proportion was
(~35.0%) and in other religions this proportion was (~45.0%), this pattern was similar across
all the zones. Future intention to use any contraceptive was higher among marginalized
(~50.0%) as compared to non-marginalized (~45.0%) this pattern was similar across all 5
zones while in zone 1 this proportion reversed with non-marginalized having the higher as
compared to marginalized group. Rural respondents who had intention to use any

contraceptive was higher in Zones 1,3,4 and (~40.0%) while in Zones 2 and 5 urban
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respondents showed higher proportion of the same (~45.0%). Respondents who were
illiterate showed a higher proportion who had intention to use any mode of contraception
(~50.0%) while this proportion among literate respondents was (~40.0%) across all zones.
Proportion of respondents whose husband were literate and had future intention to use any
contraceptive was higher (~55.0%) as compared to those whose husbands were illiterate
(~40.0%). Respondents whose family size in more than 6 had a higher proportion of future
intention to use any contraceptive (~60.0%) while this proportion in respondents with 5-6
family members was (~55.0%) followed by respondents whose family size is less than 4 was
(~40.0%). Respondents whose husbands were migrants and had future intention to use any
contraceptive was (~65.0%) while this proportion among those whose husbands were non-
migrants was (~50.0%) across all the zones. Respondents who had 0 or 1 living child showed
the higher proportion of future intention to use any method (60.0%) as compared to those
who had more than 1 (~40.0%). Respondents whose birth order was 0 or 1 showed the higher
proportion of future intention to use any method (60.0%) as compared to those who had birth
order more than 1 was (~40.0%) across all the six zones. Respondents who had one or more
female children with no male child showed a higher proportion of future intention to use any
contraception (~55.0%), while this proportion among respondents who had 1 or more male
child and no female child was (50.0%) followed by the respondents who had one or more
male and female children (~40.0%). More than 50.0% of respondents who did not have any
child showed future intention to use contraceptive while this proportion among respondents
who did have any child loss history was (<50.0%). Respondents married after 2010 showed
the higher proportion of future intention to use any method (>65.0) while respondents who
were married before 2011 showed this proportion as (~40.0%), across all zones. Respondents
who had knowledge of any mode of contraception showed a higher proportion of future
intention to use any method (~55.0%) while this proportion among respondents who did not
have knowledge of any mode of contraception was <10.0% across all six zones, similarly
respondents who had knowledge of any modern spacing method showed higher proportion
of future intention to use any method (~55.0%) as compared to those who did not have
knowledge of modern spacing method across all zones. Respondents who had knowledge of
permanent method of contraception showed higher proportion of future intention to use any
method (~50.0%) as compared to those who did not have any knowledge. Respondents who
had heard about FP through media sources showed a higher proportion (~55.0%) of future
intention to use any method as compared to those who have not heard about FP through media
sources. Respondents who did not have health insurance showed a higher proportion
(~45.0%) of future intention to use any method as compared to those who had health
insurance (~40.0%). Respondents who were told about FP by FLW had higher proportion of
future intention to use any method (>50.0%), while who were not told about FP by FLW was
(<50.0%).
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(Stratified logistic regression results)

Logistic regression showed that odds of ever using any contraceptive was low among
Muslims (aOR Mustims =0.59Zone 1, 0.87 Zone 2, 0.68 zone 3, 0.66 zone 4, 0.68 Zone 5, 0.82 zone 6) and
other religions with reference to Hindus. Odds of ever using any contraceptive among SC,
ST and OBC is low (<1.0) as compared to General category this pattern was similar across
all the zones. Urban residents showed a higher odd of ever using any contraceptive with
highest odds in Zone 4 (aOR umwan =1.29) and lowest in Zone 6 (aOR uman =1.06). Literate
respondents showed a lower odd (aORLiwerate <1.0) of ever use of any contraceptives with
reference to illiterate respondents. Odds of ever using any contraceptive among respondents
who had 5 to 6 members family size showed a slightly higher (aOR 5.6 family size :-1.13 to 1.185
across 6 zones) with reference to respondents who family size was 4 or less. Respondents
across 6 Zones whose husband were migrant (aOR Migrant husband ~1.5), belonged to medium
and high socioeconomic status (aOR Medium~1.3, aORnigh~1.5), had 1 or more living children
(aOR 1 Living child ~5.0, @OR 2 Living children ~20.0), higher birth order (aOR ;=18.0, aOR 2~20.0),
knowledge of any modern spacing method (aOR~10.0), knowledge of any permanent method
(aOR~10.0), heard about family planning from media sources (aOR~1.3), has health
insurance (aOR~1.5), ever told about FP by FLW (aOR~2.5), were associated with higher
odds of ever using any contraception. Among respondents, those who belonged to Non-
Hindus religions (aOR Non-Hindus ~0.9), SC/ST/OBC (aOR~0.8), were literate (aOR~0.6), had
no son and one or more daughters (aOR~0.5), were married between 2001 to 2010 (aOR~0.9)
and married after 2010 (aOR~0.3) were less likely to be currently using any contraception.
On the other hand across all the zones respondents who belonged to urban residence (aOR
Urban ~1.2), family size 5 to 6 or more than 6 (aOR5.6 family size~1.2, @OR More than 6 ~1.01), from
SES medium and high (aOR medium~1.1 and aOR high ~1.2), had literate husband (aOR Literate
Husbands ~1.1), whose husbands were migrants (aOR wigrant ~2.4), who had 1 or more living
children (aOR 1 iving children ~5.0 and aOR 2 tiving chilkdren ~13 and aOR 3 or more children ~20), had
birth order more than 1 (aOR 1 Birth Order ~6 and aOR 2 Birth Order ~15 and aOR >2 Birth Order ~18),
had one or more son and daughter (aOR 1 or more Sons & Daughters~1.5), experienced anty child loss
(aOR  Any child 10ss ~1.2), knowledge of any modern spacing method (aOR wmodem Spacing
Knowledge™~3.5), knowledge of any permanent method (aOR ~7.6), heard about family planning
from media sources (aOR~1.3), has health insurance (aOR~1.5), ever told about FP by FLW
(aOR~1.7), were associated with higher odds of currently using any contraception. Among
respondents, those who belonged to SC/ST/OBC (aORsc~0.9 and aORsr~0.8 and
aORopc~0.8), from SES medium and high (aOR wmedium~0.8 and aOR nigh ~0.9), had one or
more sons and daughters (aOR~0.7), heard about family planning from media sources
(aORMedia Sources~ 0.9), has health insurance (aOR Health insurance ~0.6) were less likely to be
currently using any traditional method. On the contrary across all the zones respondents who
belonged to Non-Hindu religion (aOR wmuslim ~1.5 and aOR ogers~1.2), belonged to urban
residence (aOR urban ~1.2), were literate (aOR~1.3), were married between 2001 to 2010
(aOR petween 2001 10 2010 ~1.4) and married after 2010 (aOR 2011 onwards~0.3), had family size 5
to 6 or more than 6 (aOR5.6 family size~1.1 and aOR More than 6 ~1.2), had literate husband (aOR
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Literate Husbands ~1.1), whose husbands were migrants (aOR wigrant ~1.6), who had 1 or more
living children (aOR 1 iiving children ~4.0 and aOR 2 tiving chilkdren ~3 and aOR 3 or more children ~2),
had birth order more than 1 (aOR 1 Birth Order ~4 and aOR 2 Birth order ~3 and aOR > Birth Order ~2),
had no son and 1 or more daughters (aOR 1o son and 1 or more daughters ~1.2), experienced any child
loss (AOR Any child 10ss ~1.1), knowledge of any modern spacing method (aOR modem Spacing
Knowledge~2.4), knowledge of any permanent method (aOR ~1.6), ever told about FP by FLW
(aOR~1.8), were associated with higher odds of ever using any traditional method. Among
respondents, those who belonged to Non-Hindus religions (aOR musiims ~0.3 and
aORothers~0.6), urban residence (aOR uran~0.7), were literate (aOR~0.4), family size 5 to 6
or more than 6 (aORs.6 family size~1.09, aOR More than 6 ~0.8), had no son and one or more
daughters (aOR~0.2), heard about family planning from media sources (aOR~0.9), were
married between 2001 to 2010 (aOR~0.5) and married after 2010 (aOR~0.1) were less likely
to be currently using any permanent method. On the other hand across all the zones
respondents who belonged to SC/ST/OBC (aOR sc~1.06 and aOR sc~1.07 and aOR
others~1.18), from SES medium and high (aOR Medium~1.1 and aOR nigh ~1.4), had literate
husband (aOR Literate Husbands ~1.09), whose husbands were migrants (aOR Migrant ~1.5), who
had 1 or more living children (aOR 1 iiving children ~16.9 and aOR 2 1iving chilkdren ~181 and aOR 3
or more children ~372), had birth order more than 1 (aOR 1 Birth order ~23), had one or more son and
daughter (aOR 1 or more Sons & Daughters~1.8), experienced anty child loss (AOR any child loss ~1.2),
knowledge of any modern spacing method (aOR modem Spacing Knowledge~1.3), has health
insurance (aOR~1.6), ever told about FP by FLW (aOR~1.3), were associated with higher
odds of ever using any permanent method. Among respondents, those who belonged to
SC/ST/OBC (aORsc~0.7 and aORst~0.7 and aORopc~0.7), had one or more sons and
daughters (aOR~0.8), has health insurance (aOR Health insurance ~0.8) and experienced any child
loss (aOR any child 10ss ~0.7) were less likely to be currently using any modern spacing method.
On the contrary across all the zones respondents who belonged to Non-Hindu religion (aOR
Muslim ~1.3 and aOR omers~1.1"), belonged to urban residence (aOR uran ~1.4), from SES
medium and high (aOR medium~1.4 and aOR gignh ~1.3), were literate (aOR Literate~2.5), were
married between 2001 to 2010 (aOR between 2001 10 2010 ~2.6) and married after 2010 (aOR 2011
onwards~2.8), heard about family planning from media sources (aORwmedia sources~ 1.4), had
family size 5 to 6 or more than 6 (aORs.6 family size~1.2 and aOR more than 6 ~1.3), had literate
husband (aOR Literate Husbands ~1.2), whose husbands were migrants (aOR migrant~1.7), who had
1 or more living children (aOR 1 living children ~3.13 and aOR 2 tiving chilkdren ~2.3 and aOR 3 or more
children ~1.5), had birth order more than 1 (aOR 1 Birth order ~3.5 and aOR 2 Birth Order ~2.4 and
aOR >2 Birth Order ~1.6), had no son and 1 or more daughters (aOR 1o son and 1 or more daughters ~1.2),
knowledge of any permanent method (aOR ~1.3), ever told about FP by FLW (aOR to1d about
FPby FLW ~4.5), were associated with higher odds of ever using any modern spacing method.
Among respondents, those who belonged to Non-Hindus religions (aOR wmuslims ~0.6 and
aOROothers~0.3), urban residence (aOR urpan ~0.8), from SES medium and high (aOR medium~0.8
and aOR nigh ~0.5), whose husbands were migrants (aOR wigrant ~0.6), who had 1 or more
living children (aOR 1 tiving children ~1.0 and aOR 2 liying chilkdren ~0.6 and aOR 3 or more children ~0.4),

had birth order more than 1 (aOR 1 Birth Order ~1.1 and aOR 2 Birth Order ~0.6 and aOR >2 Birth Order
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~0.4), experienced anty child loss (aOR Any child 10ss ~0.6),, had one or more sons daughters
(aOR~0.5) were less likely to be currently using any permanent method. On the other hand
across all the zones respondents who belonged to SC/ST/OBC (aOR sc~1.1and aOR s~1.4
and aOR omers~1.3), were literate (aOR~2.2), had literate husband (aOR Literate Husbands ~1.1),
family size 5 to 6 or more than 6 (aORs.6 family size~1.4, QOR More than 6 ~1.6), had no son and
one or more daughters (aOR no son and one or more daughters ~1.3), were married between 2001 to
2010 (aOR~4.5) and married after 2010 (aOR~9.2) heard about family planning from media
sources (aOR~1.5), knowledge of any modern spacing method (aOR Modem Spacing
Knowledge~3.1), has health insurance (aOR~1.6), ever told about FP by FLW (aOR~1.7), were
associated with higher odds of ever using any permanent method. (Refer to annexure 3 to 8
for the logistic regression table)

39




Discussion

Family planning is crucial for reproductive health and socio-economic development. It not
only impacts individual and family health but also influences demographic and economic
trends. This discussion focuses on the family planning practices of currently married women
aged 15-49 in India, highlighting the variations in contraceptive use and its impact on birth
timing, spacing, and limitation. By analyzing data from the National Family Health Survey
(NFHS-5), this analysis aims to provide a comprehensive understanding of family planning
practices across different states in India. The use of contraceptives among married women in
India shows a considerable variation across states due to a lot of socio-cultural, economic,
and demographic factors. The national average for the modern contraceptive prevalence rate
(mCPR) is 56.5% (NFHS-5). However, this value differs across states in India due to
significant regional disparities. For instance, states such as Kerala and Punjab exhibit higher
usage rates, often exceeding 60%, while states like Bihar and Uttar Pradesh have much lower
rates, sometimes below 30% (IIPS, 2020). Contraceptive use among women in India can be
classified into three main patterns: delaying the first birth, spacing births, and limiting the
number of children. Each of these patterns has specific socio-economic and cultural
implications and is influenced by various factors.

The decision to delay the first childbirth is significantly linked to higher educational
achievements and career ambitions among women. In regions like Maharashtra and Tamil
Nadu, women often postpone their first pregnancy in order to pursue higher education and
professional careers (IIPS, 2020). This tendency is supported by improved access to
contraceptives and greater awareness of reproductive health. On the other hand, in states like
Rajasthan and Madhya Pradesh, early marriage and lower levels of education among women
result in reduced use of contraceptives to delay the first childbirth (UNFPA, 2020). Spacing
births is crucial for the health of both the mothers and children. The NFHS-5 data indicates
that shorter birth intervals are more common in states with lower mCPR. For example, Bihar
and Uttar Pradesh, which have lower contraceptive use, report shorter birth intervals due to
limited access to contraceptive methods and lower awareness (IIPS, 2020). On the other
hand, states like Kerala and Himachal Pradesh, where contraceptive prevalence is higher,
show longer birth intervals, contributing to better health outcomes for mothers and children
(WHO, 2021). The practice of limiting the number of children, often through permanent
methods like sterilization, is widespread in India, particularly after attaining the desired
family size. Southern states such as Andhra Pradesh and Tamil Nadu have higher rates of
sterilization, which reflects a cultural acceptance of family size limitation and a strong
healthcare infrastructure supporting such procedures (FPAI, 2020). In contrast, northern
states like Uttar Pradesh and Bihar show a higher preference for temporary methods, partly
due to socio-cultural resistance to permanent methods and limited healthcare access
(Population Council, 2020). Several factors influence contraceptive use among currently
married women of reproductive age in India, such as socio-economic status, cultural beliefs,
education, healthcare access, and government policies. The economic status of a household
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plays a crucial role in determining the use of contraceptives. Wealthier households usually
have higher contraceptive prevalence because they have better access to information and
healthcare services. On the other hand, poorer households encounter barriers such as cost,
lack of access, and limited awareness, which affects contraceptive use (IIPS, 2020). Cultural
and religious beliefs have a significant impact on family planning practices. In states like
Uttar Pradesh and Rajasthan, traditional norms that support large families and early marriages
lead to lower contraceptive use (The Lancet, 2019). On the other hand, states with more
progressive attitudes toward gender equality, such as Kerala and Tamil Nadu, show higher
contraceptive use (Journal of Family Planning and Reproductive Health Care, 2020).
Education is a powerful predictor of contraceptive use. Women with higher educational levels
are more likely to use contraceptives effectively. They tend to marry at a later age, have better
knowledge of reproductive health, and have more autonomy in making decisions about
family planning (BMC Public Health, 2020). This relationship is observable in states like
Kerala, where high female literacy rates are associated with increased contraceptive use.
Access to healthcare services, including family planning, has a significant impact on
contraceptive use. According to the World Health Organization's 2021 report, states with
well-developed health infrastructure, such as Tamil Nadu and Maharashtra, have higher
contraceptive prevalence (WHO, 2021). In contrast, states with inadequate healthcare
facilities, such as Bihar and Jharkhand, report lower contraceptive use, as mentioned in the
2020 Journal of Global Health Reports (Journal of Global Health Reports, 2020).
Government policies and family planning programs play a critical role in promoting the use
of contraceptives. The effective implementation of programs such as the National Health
Mission and the Pradhan Mantri Surakshit Matritva Abhiyan has improved access to family
planning services in several states (Indian Journal of Public Health, 2020). States that have
effectively implemented these programs, such as Himachal Pradesh and Karnataka, have
shown higher contraceptive prevalence than states with weaker implementation mechanisms
(Health Policy and Planning, 2020). The variations in contraceptive use across different
regions emphasize the need for customized approaches to family planning programs. States
such as Uttar Pradesh, Bihar, and Madhya Pradesh in the northern and central regions require
increased efforts to enhance education, raise awareness about contraceptive methods, and
improve healthcare infrastructure. These states should prioritize addressing cultural barriers
and promoting gender equality to boost contraceptive use (Population Council, 2020). In
contrast, southern states like Kerala, Tamil Nadu, and Andhra Pradesh, which already have
higher contraceptive prevalence, should focus on sustaining and improving the quality of
family planning services. These states can act as examples of best practices in family
planning programs, demonstrating successful strategies in community engagement,
education, and healthcare delivery (UNFPA, 2020). Male involvement in family planning is
a crucial factor that affects the use of contraceptives. Historically, family planning has been
seen as the sole responsibility of women, which has limited male participation. However,
increasing male involvement can greatly enhance the use of contraceptives and the overall
outcomes of family planning. Initiatives in states like Kerala to involve men in family

planning decisions have led to better acceptance and usage of contraceptive methods
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(Reproductive Health Matters, 2020). Despite making progress, family planning practices in
India still face several challenges. Socio-cultural resistance, limited access to quality
healthcare, and disparities in education and economic status continue to hinder contraceptive
use. Addressing these challenges requires a multi-faceted approach such as, Tailored
education campaigns that can improve awareness and acceptance of contraceptive methods,
Promoting female education and gender equality can empower women to make informed
family-planning decisions (BMC Public Health, 2020), Improving access to healthcare by
strengthening healthcare infrastructure, particularly in rural and underserved areas, is
essential. This involves training healthcare providers, ensuring the availability of
contraceptives, and enhancing service delivery (Journal of Global Health Reports, 2020),
Programs should be culturally sensitive and involve community leaders to change traditional
norms and beliefs about family planning (The Lancet, 2019), Effective implementation of
government policies and programs, along with monitoring and evaluation mechanisms, can
enhance the reach and impact of family planning services (Indian Journal of Public Health,
2020), and lastly, Encouraging male engagement in family planning through targeted
programs which can lead to shared responsibility and better outcomes (Reproductive Health
Matters, 2020). There are notable regional differences in the patterns and predictors of
contraceptive use among currently married women of reproductive age in India. These
variations are influenced by various factors such as socio-economic status, cultural norms,
educational levels, and access to healthcare. While certain states have significantly advanced
family planning practices, others continue to face persistent challenges. To address these
disparities, it is crucial to implement comprehensive and context-specific strategies that
encompass multiple aspects including education, healthcare accessibility, cultural sensitivity,
effective policy implementation, and male involvement. By adopting a holistic approach,
India can improve its family planning outcomes, leading to better maternal and child health,
gender equality, and socio-economic development.
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Exposure
and
confounder
variables

Category

Muslims
Religion
(ref:hindu)
Others
SC
caste
(ref:general) Sl
OBC
Residence (ref
urban
: rural)
Middle
Wealth Index
(ref : low)
High
Husband's
Education Literate
(ref: illiterate)
Migration of
husband (ref M'i‘lorg;t
:Migrant) g
Knowledge of
any modern yes
spacing

Zone 1l
(aOR, LCL
ucL)
0.59(0.59 - 0.87(0.87-
0.59),p-  0.87)P-
value VALUE
<.0001 <.0001
0.73(0.73- 0.92(0.92-
0.73)P-  0.92)P-
VALUE VALUE
<.0001 <.0001
0.73(0.73- 0.9(0.9-0.9)
0.73) P-
P-VALUE
VALUE <.0001
<.0001
0.81(0.81- 0.76(0.76-
0.81)P-  0.76)P-
VALUE VALUE
<.0001 <.0001
0.85(0.85- 1.03(1.03-
0.85)P-  1.03)P-
VALUE VALUE
<.0001 <.0001
1.19(1.19- 1.17(1.17-
1.19)P-  1.17)P-
VALUE VALUE
<.0001 <.0001
1.02(1.02- 1.29(1.29-
1.02)P-  1.29)P-
VALUE VALUE
<.0001 <.0001
1.14(1.14- 1.63(1.63-
1.14)P-  1.63)P-
VALUE VALUE
<.0001 <.0001
1.03(1.03- 1.07(1.07-
1.03)P-  1.07)P-
VALUE VALUE
<.0001 <.0001
1.49(1.49- 1.55(1.55-
1.49)P-  1.55)P-
VALUE VALUE
<.0001 <.0001
6.16(6.16- 1.7(1.7-1.7)
6.17) P-
P-VALUE
VALUE < 0001
<.0001

0.69(0.69- 0.66(0.66- 0.68(0.68-
0.69) P- 0.66) P- 0.68) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
1.05(1.05- 0.91(0.91- 11(1.1-1.4)
1.05) P- 0.92)P- "o\ UE
VALUE VALUE < 0001
<.0001 <.0001
0.84(0.84- 0.89(0.89- 0.88(0.88-
0.84) P- 0.89) P- 0.88) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
0.64(0.64- 0.75(0.75- 1.03(1.03-
0.64) P- 0.75) P- 1.03) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
0.88(0.88- 0.72(0.72- 1.03(1.03-
0.88) P- 0.72) P- 1.03) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
1.13(1.13- 1.29(1.29- 1.24(1.24-
1.13) P- 1.29) P- 1.24) p-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
1.15(1.15-  1.42(1.42- 1.12(1.12-
1.15) P- 1.42) P- 1.12) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
1.43(1.43- 1.81(1.81- 1.43(1.43-
1.43) P- 1.81) P- 1.43) P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001
1.12(1.12- 1.34(1.34-
1\(/1A'L1L)JEP i 1.12) P- 1.34) P-
<0001 VALUE VALUE
<.0001 <.0001
1.28(1.28- 1.68(1.68- 17(1.7-4.7)
1.28) P- LENE | s
VALUE VALUE <0001
<.0001 <.0001
4.68(4.68- 10.29(10.28- 4.42(4.42-
468)P-  10.29)P-  4.42)P-
VALUE VALUE VALUE
<.0001 <.0001 <.0001

0.82(0.82-
0.82) P-
VALUE
<.0001

0.52(0.52-
0.52) P-
VALUE
<.0001

0.95(0.95-
0.95) P-
VALUE
<.0001

0.85(0.84-
0.85) P-
VALUE
<.0001

0.91(0.91-
0.91) P-
VALUE
<.0001

1.06(1.06-
1.06) P-
VALUE
<.0001

1.23(1.23-
1.23) P-
VALUE
<.0001

1.19(1.19-
1.19) P-
VALUE
<.0001

0.86(0.86-
0.86) P-
VALUE
<.0001

1.38(1.38-
1.38) P-
VALUE
<.0001

16.99(16.98-
17) P-VALUE
<.0001

T
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method (ref :
no)

Heard about

family 142(142- 124(124- 124(124- 1SULSL- 4 o\, o 128(1.27-
planning from 1.42)P-  124)P-  124)P-  151)p- 200l 4 o8y p.
media yes VALUE  VALUE  VALUE VALUE P;\/O'L:)LoulE VALUE
sources (ref: <.0001 <.0001 <.0001 <.0001 ’ <.0001
no)

1.97(1.97- 2.96(2.96- 1.99(1.99- 2.46(2.46- 2.55(2.55- 2.55(2.55-
1.97)P-  2.96)P-  1.99)P-  2.46)P-  255)P-  2.55)P-
VALUE VALUE VALUE VALUE VALUE VALUE
<0001 <0001  <.0001 <.0001 <.0001 <.0001

ever told
about FP by yes
FLW (ref:no)
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0.57(0.57- 0.73(0.73- 0.62(0.62- 0.68(0.68- 0.67(0.67- 0.79(0.79-
0.57)P-  0.73)P-  0.62)P-  0.68)P-  0.67)P-  0.79)P-

Muslims | UE VALUE VALUE VALUE VALUE  VALUE

Religion <.0001 <.0001 <.0001 <.0001 <.0001  <.0001
(ref:hindu) 0.78(0.78- 0.92(0.92- 1.19(1.19- 0.93(0.93- 1.13(1.13- 0.54(0.54-
Others 0.78)P-  0.92)P-  1.19)P-  0.93)P-  1.13)P-  0.54)P-

VALUE VALUE VALUE VALUE VALUE  VALUE

<.0001 <.0001 <.0001 <.0001 <.0001  <.0001

0.77(0.77- 0.86(0.86- 0.92(0.92- 0.82(0.82- 0.93(0.93-

sc 0.77)P- 0.9(0.9-0.9) 0.86)P-  0.93)P-  0.82)P-  0.93)P-

VALUE  PVALUE  VALUE VALUE VALUE  VALUE

<.0001 <.0001 <.0001 <.0001 <.0001  <.0001

0.74(0.74- 0.72(0.72- 0.79(0.79- 0.96(0.96- 0.9(0.9-

caste ST 0.74)P-  0.72)P-  1(1-1)P-  0.79)P-  0.96)P-  0.9)P-
(ref:general) VALUE VALUE VALUE VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001

0.83(0.83- 0.94(0.94- 0.74(0.74- 0.94(0.94- 0.96(0.96-

0BG 0.83)P-  1(1-1)P-  0.94)P-  0.74)P-  0.94)P-  0.96)P-

VALUE VALUE VALUE VALUE VALUE  VALUE

<.0001 <.0001 <.0001 <.0001 <0001  <.0001

1.13(1.13- 1.06(1.06- 1.24(1.24- 1.26(1.26- 1.13(1.13- 1.03(1.03-

Residence (ref 1.13)P-  1.06)P-  1.24)P-  1.26)P-  1.13)P-  1.03)P-

:rural) VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001

1.26(1.26- 1.14(1.14- 1.32(1.32- 1.17(1.17- 1.13(1.13-
Wealth Index Middle 1.1(1.1-1.1)  1.26) P- 1.14) P- 1.32) P- 1.17) P- 1.13) P-
(ref : low) P-VALUE VALUE VALUE VALUE VALUE VALUE

<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
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1.46(1.46- 1.45(1.45- 1.56(1.56- 1.33(1.33- 1.04(1.04-
1.2(1.2-1.2) 1.46)P-  1.45)P-  1.56)P-  1.33)P-  1.04)P-

High P-VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Husband's 0.95(0.95- 1.03(1.03- 1.07(1.07- 1.26(1.26- 0.83(0.83-
Education (ref: Literate 1.1(1.1-1.1)  0.95) P- 1.03) P- 1.07) P- 1.26) P- 0.83) P-
illiterate) P-VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
. . 2.42(2.42- 2.05(2.05- 2.49(2.49- 2.74(2.74- 2.58(2.58- 2.98(2.98-
Migration of
R N?n- 2.42) P- 2.05) P- 2.49) P- 2.74) P- 2.58) P- 2.98) P-
:Migrant) Migrant VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Knowledge of
any modern 3.53(3.52- 1.29(1.29- 2.31(2.31- 2.94(2.93- 9.76(9.76-
spacing yes 3.53) P- 1.29) P- 2.31)P- 5.5(5.5-5.5) 2.94)P- 9.77) P-
method (ref: VALUE VALUE VALUE P-VALUE VALUE VALUE
no) <.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Heard about
family 1.22(1.22- 1.07(1.07- 1.16(1.16- 1.38(1.38- 1.42(1.42- 1.23(1.23-
planning from yes 1.22) P- 1.07) P- 1.16) P- 1.38) P- 1.42) P- 1.23) P-
media sources VALUE VALUE VALUE VALUE VALUE VALUE
(ref: no) <.0001 <.0001 <.0001 <.0001 <.0001 <.0001

1.78(1.78- 1.52(1.52- 1.06(1.06- 1.31(1.31- 2.68(2.68-
1.78)P-  1.3(1.3-1.3) 1.52)P-  1.06)P-  1.31)P-  2.69)P-
VALUE  PVALUE  VALUE VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001

ever told about
FP by FLW yes
(ref:no)
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1.48(1.4 2.67(2.67- 1.59(1.591.08(1.08 0.41(0.41-

Muslim 8-1.48)  2.67)P-  -1.59)P- -1.08)P- 0.41) P-

s PVALUE  VALUE  VALUE VALUE 1.01(1.01-1.01)P-  VALUE

Religion <0001  <.0001  <.0001 <.0001 VALUE <.0001 <.0001
(ref:hindu) 1.29(1.2 1.37(1.37- 0.92(0.921.19(1.19 0.68(0.68-
others 2129 1:87)P-  -0.92)P- -1.19)P- 0.68) P-

PVALUE  VALUE  VALUE VALUE 0.49(0.49-0.49)P-  VALUE

<0001  <.0001  <.0001 <.0001 VALUE <.0001 <.0001
caste 0.91(0.9 1.01(1.01- 0.98(0.980.83(0.83 0.59(0.59-
O 1-0.91)  1.01)P-  -0.98)P- -0.83)P- 0.59) P-
: 8 PVALUE  VALUE  VALUE VALUE 0.93(0.93-0.94)P-  VALUE

<0001  <.0001  <.0001 <.0001 VALUE <.0001 <.0001
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ST
OBC
Residence urban
(ref : rural)
Middle
Wealth Index
(ref : low)
High
Husband's
Education Literate

(ref: illiterate)

Migration of

on-
husband (ref Migrant

:Migrant)

Knowledge of
any modern
spacing
method (ref:
no)

Heard about
family
planning
from media
sources (ref:
no)

yes

yes

ever told
about FP by yes
FLW (ref:no)

0.85(0.8
5-0.85)

P-VALUE
<.0001

0.87(0.8
7-0.87)

P-VALUE
<.0001

1.27(1.2
7-1.27)
P-VALUE
<.0001
0.85(0.8
5-0.85)
P-VALUE
<.0001
0.84(0.8
4-0.84)
P-VALUE
<.0001
1.06(1.0
6-1.06)
P-VALUE
<.0001
1.61(1.6
1-1.61)
P-VALUE
<.0001

2.41(2.4- 11.05(11.04-

2.41) -
VALUE
<.0001

0.95(0.9
5-0.95)

P-VALUE
<.0001

0.75(0.75-
0.75) P-
VALUE
<.0001

1.18(1.18-
1.18) P-
VALUE
<.0001

1.67(1.67-
1.67) P-
VALUE
<.0001
0.92(0.92-
0.92) P-
VALUE
<.0001
1.26(1.26-
1.26) P-
VALUE
<.0001
1.49(1.49-
1.49) P-
VALUE
<.0001
1.17(1.17-
1.17) P-
VALUE
<.0001

11.06) P-
VALUE
<.0001

1.2(1.2-1.2)

P-VALUE
<.0001

0.4(0.39- 1.26(1.26

0.4)P- -1.26) P-
VALUE VALUE 1.09(1.09-1.09) P-
<.0001 <.0001  VALUE <.0001

0.93(0.930.86(0.86
-0.93) P- -0.86) P-
VALUE VALUE 1.16(1.16-1.16) P-
<.0001 <.0001 VALUE <.0001

1.05(1.051.22(1.22
11.05) P- -1.22) P-

VALUE VALUE 1.81(1.81-1.81)P-
<.0001 <.0001  VALUE <.0001
0.96(0.96 1.1(1.1-
-0.96)P- 1.1)P-
VALUE VALUE 0.74(0.74-0.74) P-
<.0001 <.0001 VALUE <.0001

0.97(0.971.38(1.38
-0.97) P- -1.38) P-
VALUE VALUE
<.0001 <.0001

0.96(0.96 0.88(0.87
-0.96) P- -0.88) P-
VALUE VALUE 1.11(1.11-1.11) P-
<.0001 <.0001 VALUE <.0001
1.25(1.251.97(1.97
41.25)P- -1.97)P-
VALUE VALUE 0.89(0.89-0.89) P-
<.0001 <.0001 VALUE <.0001

1.06(1.06-1.06) P-
VALUE <.0001

2.4(2.4- 3.88(3.88

2.4)P- -3.88)P-
VALUE VALUE 4.83(4.83-4.83)P-
<.0001 <.0001 VALUE <.0001

0.84(0.841.22(1.22

-0.84) P- -1.22) P-

VALUE VALUE 0.89(0.89-0.89) P-
<.0001 <.0001  VALUE <.0001

1.88(1.8 <0.001(<0.00 0.43(0.430.52(0.52

8-1.88)
P-VALUE
<.0001

1-<0.001) P- -0.43) P- -0.52) P- >999.999(>999.99
VALUE VALUE VALUE 9->999.999) P-
<.0001 <.0001 <.0001 VALUE 0.0006
Annexure 6

0.7(0.7-0.7)
P-VALUE
<.0001

0.86(0.86-
0.86) P-
VALUE
<.0001

1.18(1.18-
1.18) P-
VALUE
<.0001
0.99(0.99-
0.99) P-
VALUE
<.0001
0.98(0.98-
0.98) P-
VALUE
<.0001
0.89(0.89-
0.89) P-
VALUE
<.0001
2.01(2.01-
2.01) P-
VALUE
<.0001

2.01(2.01-
2.01) P-
VALUE
<.0001

1.02(1.02-
1.02) P-
VALUE
<.0001

<0.001(<0.00

1-<0.001) P-
VALUE
<.0001
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1.32(1.32- 1.01(1.01- 1.44(1.44- 1.91(1.91- 1.28(1.28- 1.96(1.96-
1.32)P-  1.01)P-  1.44)P-  1.91)P-  1.28)P-  1.96)P-

Muslims | UE VALUE VALUE VALUE VALUE VALUE
Religion <.0001 <.0001 <.0001 <.0001 <.0001 <.0001
(ref:hindu) 1.13(1.13-  0.82(0.82- 1.05(1.05- 1.12(1.12- 0.63(0.63-
Others 1.13)P-  0.82)P- 1.1(1.1-1.1) 1.05)P-  1.12)P-  0.63)P-
VALUE VALUE  PVALUE  VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
0.75(0.75- 1.22(1.22- 0.96(0.96- 0.97(0.97- 0.92(0.92- 1.37(1.37-
sc 0.75)P-  1.22)P-  0.96)P-  0.97)P-  0.92)P-  1.37)P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
0.72(0.72- 1.58(1.58- 0.54(0.54- 1.09(1.09- 0.77(0.77- 1.18(1.18-
caste

0.72)P-  1.58)P-  0.54)P-  1.09)P-  0.77)P-  1.18)P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001

(ref:genera ST
D)

0.75(0.75- 1.39(1.39- 0.88(0.88- 0.64(0.64- 1.08(1.08-
0.75) P- 1.39) P- 0.88) P- 0.64) P- 1.08) P-  0.9(0.9-0.9)

OBC VALUE VALUE VALUE VALUE VALUE  P-VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
1.47(1.47- 1.38(1.38- 1.33(1.33- 1.27(1.27- 0.89(0.89-

Residence . 1.47)P-  1.38)P-  1.33)P-  1.27)P- 1.6(1.6-1.6) 0.89)P-
(ref : rural) VALUE VALUE VALUE VALUE  P-VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
1.04(1.04- 0.84(0.84- 1.12(1.12- 1.11(1.11- 1.04(1.04- 1.06(1.06-

I 1.04)P-  0.84)P-  1.12)P-  1.11)P-  1.05)P-  1.06)P-
VALUE VALUE VALUE VALUE VALUE VALUE

Wealth Index <.0001 <.0001 <.0001 <.0001 <.0001 <.0001
(ref : low) 1.32(1.31- 1.09(1.09- 1.43(1.43- 1.25(1.25- 1.86(1.86- 0.96(0.96-

o 1.32)P-  1.09)P-  1.43)P-  1.25)P-  1.86)P-  0.96)P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001

Huaband's 1.27(1.27- 0.97(0.97- 1.13(1.13- 1.37(1.37- 0.92(0.92-
Education. | Literate 11-1)P-  1.27)P-  0.97)P-  1.13)P-  1.37)P-  0.92)P-
(refiillitorate) VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Migration of 1.75(1.75- 0.94(0.94- 1.61(1.61- 2.04(2.04- 1.76(1.76- 2.39(2.39-
husband (ref O™ 1.75)P-  0.94)P-  1.61)P-  2.04)P-  1.76)P-  2.39)P-
Migrant) Migrant VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Heard about 1.46(1.46- 1.82(1.82- 1.47(1.47- 1.48(1.48-
family 1.46)P-  1.82)P-  1.47)P- 1.5(1.5-1.5) 1.48)P- 1.2(1.2-1.2)
planning from Y& VALUE VALUE VALUE  P-VALUE  VALUE  P-VALUE
media <.0001 <.0001 <.0001 <.0001 <.0001 <.0001

ol




sources (ref:
no)

ever told

4.211(4.202 3.989(3.984 4.164(4.159 3.192(3.188 3.899(3.893 3.034(3.022

ey b -4.22)P-  -3.995)P- -4.168)P- -3.195)P- -3.906)P- -3.046)P-
e VALUE  VALUE VALUE VALUE  VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Annexure 7
0.36(0.36- 0.65(0.65- 0.17(0.17- 0.34(0.34- 0.58(0.58- 0.25(0.25-
Mustime  0-30)P-  085)P-  017)P-  034)P-  058)P-  0.25)P-
VALUE VALUE  VALUE  VALUE VALUE VALUE
Religion <.0001 <0001 <0001  <.0001 <.0001 <.0001
(ref:hindu) 0.94(0.94- 1.19(1.19- 0.74(0.74- 1.14(1.14- 0.93(0.93-
Others  0-6(0-6:06) 0.94)P-  1.19)P-  0.74)P-  1.14)P-  0.93)P-
PVALUE  VALUE  VALUE  VALUE VALUE VALUE
<.0001 <0001 <0001  <.0001 <.0001 <.0001
1.06(1.06- 0.87(0.87- 0.9(0.9- 1.09(1.09- 0.88(0.88- 0.94(0.94-
sc 1.06)P-  0.87)P-  0.9)P-  1.09)P-  0.88)P-  0.94)P-
VALUE VALUE  VALUE  VALUE VALUE VALUE
<.0001 <0001 <0001  <.0001 <.0001 <.0001
caste 1.07(1.07- 0.65(0.65- 2.05(2.05- 0.67(0.67- 1.01(1.01- 0.98(0.98-
DR 1.07)P-  0.65)P-  2.05)P-  0.67)P-  1.01)P-  0.98)P-
VALUE VALUE  VALUE  VALUE VALUE VALUE
) <.0001 <0001 <0001  <.0001 <.0001 <.0001
1.18(1.18- 0.92(0.92- 1.12(1.12- 0.87(0.87- 1.43(1.43-
OBC 1.18)P-  0.92)P-  1.12)P- 1.1(1.1-1.1) 0.87)P-  1.43)P-
VALUE VALUE  VALUE P-VALUE  VALUE VALUE
<.0001 <0001 <0001  <.0001 <.0001 <.0001
0.92(0.92- 0.92(0.92- 0.92(0.92- 0.76(0.76-
Residence (ref 0.7(0.7-0.7) 0.92)P-  0.92)P-  0.92)P-  0.76)P- 1.1(1.1-1.1)
: rural) PVALUE  VALUE  VALUE  VALUE VALUE  P-VALUE
<.0001 <0001 <0001  <.0001 <.0001 <.0001
1.16(1.16- 1.32(1.32- 1.12(1.12- 1.21(1.21- 1.25(1.25-
_—— 1.16)P-  1.32)P-  1.12)P- 1.21)P-  1.25)P- 1.2(1.2-1.2)
VALUE VALUE  VALUE  VALUE VALUE  P-VALUE
Wealth Index <.0001 <0001  <.0001  <.0001 <.0001 <.0001
(ref : low) 1.09(1.00- 1.18(1.18- 1.16(1.16- 1.04(1.04- 1.22(1.22-
T 1.09)P- 1.4(1.41.4) 1.18)P-  1.16)P-  1.04)P-  1.22)P-
VALUE  PVALUE VALUE  VALUE VALUE VALUE
<.0001 <0001  <.0001  <.0001 <.0001 <.0001
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Husband's
Education
(ref: illiterate)

Literate

Migration of
husband (ref
:Migrant)

Non-
Migrant

Knowledge of
any modern
spacing
method (ref:
no)

Heard about
family
planning from
media
sources (ref:
no)

yes

yes

ever told
about FP by
FLW (ref:no)

yes

1.06(1.06- 0.89(0.89- 1.09(1.09- 1.07(1.07- 1.05(1.05- 0.95(0.95-
1.06) P- 0.89)P-  1.09)P-  1.07)P- 1.05) P- 0.95) P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
1.43(1.43- 2.01(2.01- 2.08(2.08- 1.56(1.56- 2.21(2.21- 1.43(1.43-
1.43) P- 2.01)P- 2.08)P-  1.56)P- 2.21) P- 1.43) P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
1.33(1.33- 0.99(0.99- 0.86(0.86- 2.27(2.27- 1.6(1.59- 4.16(4.15-
1.33) P- 0.99)P-  0.86)P-  2.27)P- 1.6) P- 4.16) P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
0.94(0.94- 0.93(0.93- 0.97(0.97- 0.97(0.97- 1.17(1.17-
0.94) P- 0.93)P- 0.97)P-  0.97)P- 1.17)P-  1.1(1.1-1.1)
VALUE VALUE VALUE VALUE VALUE P-VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
1.353(1.352 1.226(1.226 1.26(1.259 0.877(0.877 1.102(1.101 4.781(4.772
-1.355)P- -1.227)P- -1.261)P- -0.878)P- -1.102)P- -4.791)P-
VALUE VALUE VALUE VALUE VALUE VALUE
<.0001 <.0001 <.0001 <.0001 <.0001 <.0001
Annexure 8

Muslims
Religion
(ref:hindu)
Others
SC
caste
(ref:general) ST
OBC

0.64(0.64- 0.71(0.71- 0.97(0.97- 0.87(0.87- 0.71(0.71- 1.32(1.32-
0.64)P-  0.71)P-  0.97)P-  0.87)P-  0.71)P-  1.32)P-
VALUE VALUE VALUE VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001
0.37(0.37- 0.66(0.66- 0.82(0.82- 1.32(1.32- 1.19(1.19- 0.72(0.72-
0.37)P-  0.66)P-  0.82)P-  1.32)P-  1.19)P-  0.72)P-
VALUE VALUE VALUE VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001
1.91(1.91- 1.24(1.24- 1.35(1.35- 0.99(0.99- 1.21(1.21-
1.2(1.2-1.2) 1.91)P-  1.24)P-  1.35P-  0.99)P-  1.21)P-
PVALUE  VALUE VALUE VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001
1.41(1.41- 1.16(1.16- 1.27(1.27- 1.37(1.37-
1.41)P- 1.5(1.5-1.5) 1.4(1.4-1.4) 1.16)P-  1.27)P-  1.37)P-
VALUE  P-VALUE P-VALUE  VALUE VALUE  VALUE
<.0001 <.0001 <.0001 <.0001 <.0001  <.0001
1.2(1.2-1.2) 1.5(1.5-1.5)
1.39(1.39- 1.69(1.69- P-VALUE P-VALUE 0.93(0.93- 1.48(1.48-
1.39)P-  1.69)P-  <.0001 <.0001 0.93)P-  1.48)P-




Residence (ref

: rural) e
Middle
Wealth Index
(ref : low)
High
Husband's
Education (ref: Literate
illiterate)
Migration of Non-
husband (ref Migrant
:Migrant) g
Knowledge of
any modern
spacing yes
method (ref:
no)
Heard about
family

planning from yes
media sources
(ref: no)

ever told about
FP by FLW
(ref:no)

yes

VALUE VALUE
<.0001 <.0001
0.86(0.86- 1.21(1.21-
0.86)P-  1.21)P-
VALUE VALUE
<.0001 <.0001
0.82(0.82- 1.17(1.17-
0.82)P-  1.17)P-
VALUE VALUE
<.0001 <.0001
1.32(1.32-
0.6(0.6-0.6) 1.32) P-
PVALUE  VALUE
<.0001 <.0001
1.12(1.12-
1.12)P-  1.1(1.1-1.1)
VALUE  P-VALUE
<.0001 <.0001
0.68(0.68- 0.76(0.76-
0.68)P-  0.76)P-
VALUE VALUE
<.0001 <.0001
3.19(3.19- 2.95(2.95-
3.19)P-  2.95)P-
VALUE VALUE
<.0001 <.0001
1.69(1.69- 1.26(1.26-
1.69)P-  1.26)P-
VALUE VALUE
<.0001 <.0001
1.67(1.67- 1.96(1.96-
1.67)P-  1.96)P-
VALUE VALUE
<.0001 <.0001

0.81(0.81-
0.81) P-
VALUE
<.0001

0.96(0.96-
0.96) P-
VALUE
<.0001

0.85(0.85-
0.85) P-
VALUE
<.0001

0.94(0.94-
0.94) P-
VALUE
<.0001

0.57(0.57-
0.57) P-
VALUE
<.0001

2.81(2.81-
2.81) P-
VALUE
<.0001

1.3(1.3-1.3)
P-VALUE
<.0001

1.73(1.73-
1.73) P-
VALUE
<.0001

0.95(0.95
0.95) P-
VALUE
<.0001

0.92(0.92
0.92) P-
VALUE
<.0001

0.81(0.81
0.81) P-
VALUE
<.0001

1.13(1.13
1.13) P-
VALUE
<.0001

0.49(0.49
0.49) P-
VALUE
<.0001

3.25(3.25
3.25) P-
VALUE
<.0001

1.13(1.13
1.13) P-
VALUE
<.0001

1.72(1.72
1.72) P-
VALUE
<.0001

VALUE
<.0001

1.08(1.08
1.08) P-
VALUE
<.0001

0.96(0.96
0.96) P-
VALUE
<.0001

1.02(1.02
1.02) P-
VALUE
<.0001

1.36(1.36
1.36) P-
VALUE
<.0001

0.71(0.71
0.71) P-
VALUE
<.0001

3.04(3.04
3.04) P-
VALUE
<.0001

1.77(1.77
1.77) P-
VALUE
<.0001

2.27(2.27
2.27) P-
VALUE
<.0001

VALUE
<.0001

0.95(0.95-
0.95) P-
VALUE
<.0001

0.87(0.87-
0.87) P-
VALUE
<.0001

0.73(0.73-
0.73) P-
VALUE
<.0001

0.85(0.85-
0.85) P-
VALUE
<.0001

0.52(0.52-
0.52) P-
VALUE
<.0001

4.89(4.89-
4.9) P-
VALUE
<.0001

1.33(1.33-
1.33) P-
VALUE
<.0001

2.04(2.04-
2.04) P-
VALUE
<.0001
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