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Abstract
Background: Family Planning programs in�uence women’s health by contributing to universal access to
sexual and reproductive healthcare services. Access to contraception assists in delaying, spacing and
limiting pregnancies. Despite being the �rst country that had implemented the family planning back in
1952, the Indian government has failed to achieve desirable family planning outcomes. This study
examines the cohort-wise family planning behaviour of married women.

Methods: Data from four rounds of National Family Health Survey (NFHS), India conducted in 1992-93,
1998-2000, 2005-06, and 2015-16 were pooled to construct marriage cohorts with sample size of 749102
women aged 15-49 years. Twelve consecutive marriage cohorts were made from 1957 to 2016. A trend
analysis was performed on cohorts married after 1957 to determine if they will ultimately attain ever-use
of family planning levels. Bivariate and multivariate analysis were carried out to understand the family
planning behaviour by marital cohorts and marital duration.

Results: The result found that ever use of contraception has decreased among the recent cohorts in all
the four rounds of survey. The study found that the odds of use of contraception has increased in recent
cohorts. The women in 2012-16 cohort were 1.6 times more likely to use any contraception than women
from 1957-61 cohort. Results found that use of contraception increases with increase in marital duration
of the women. After attaining the parity of 3 children, the desire of conceiving additional child among
women has decreased signi�cantly over the cohorts. The result also found that among the older cohorts,
the sterilization was preferred after 5+ parity, and for the recent cohorts, sterilization is being preferred
with 0-2 parity.

Conclusion: There is a need to identify the groups with the unmet need for contraception, and an attempt
to reach these groups with contraceptive services is highly desirable.

Background
India is known to be as the �rst country that had implemented the family planning back in 1952. Only two
countries adopted family planning policies in 1960, and the same �gure rose to 74 countries by 1975, and
around 115 countries adopted family planning policies by 1996 [1]. Family planning is one of the widely
known cost-effective public health and development interventions, and this could be understood by the
fact that cost of unwanted child is always higher than the cost of averting an unwanted child [2]. During
the early years of 1960s, India was the only country that had a full-�edged government sponsored family
planning program [3]. Controlling population growth through adopting family planning measures has
always been stressed out by the Government of India. Despite launching a family planning program, the
government failed to put an end to the escalating concerns of rising population in the country. A study
found that however Indian couple has the desire to limit the family size, they wanted at least four children
[4]. With such a desire, it is not possible for any country to control the population growth, no matter if the
country is �rst to implement the family planning programs in the world. When the Indian government �rst
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implemented the family planning program in 1952, it failed in understanding it completely as Government
of India only allowed rhythm method as a part of birth control during starting years of the program [3].
Even after many years of family planning program, the country’s population continues to grow. Quereishi
et al. (2017) in their study found that despite knowing family planning methods, people do not use these
methods as there exists a knowledge practice gap [5]. 

Family Planning in India:

During three decades from 1960s to 1990s, fertility in the developing countries declined from six children
to three children per women, moreover, the progress in contraceptive prevalence use also increased from
less than 10 percent to around 60 percent in Indian states during those three decades [6]. Since the family
planning programs in India were not successful at the beginning, because the programs were not
culturally appropriate and were not sensitive to the client needs, the Indian government resorted to the
coercive measures to control the population growth [7-8]. The problem of population growth was so
severe that Union Health Minister of India in 1975 wrote down to the Prime Minister of India about the
need of elements of compulsion in the family planning methods [9]. As a result of adopting coercive
measures to bring down the population growth rate, the �gure of 1.3 million sterilization in 1974-75
doubled to 2.6 million in 1975-76, which further tripled to nearly 8.1 million of sterilization in 1976-77. The
Indian government adopted the coercive measures to control the population growth, but it is always
advised that family planning programs should be culturally appropriate and monitored and modi�ed
according to the client needs. When in 1977, as a result of the general election in the country, a new party
had formed the government at the center, a new policy of family planning was formulated with the idea
of voluntarism, as a result of which sterilizations dropped to around 1 million during 1977-78. 

Family Planning programs in�uence women’s health by contributing to universal access to sexual and
reproductive healthcare services. Furthermore, the bene�ts of family planning go beyond the health
impacts as it also impacts all the 17 sustainable development goals [10]. Also, family planning has been
perceived as a cost-effective solution for achieving gender equality by empowering women [10]. A women
access to chosen method of family planning has been aligned with the gender equality [11]. Access to
contraception assists in delaying, spacing and limiting pregnancies, lower healthcare costs and warrant
that more girls complete their education and stay in the workforce [11]. In the backdrop of above
background, this study attempts to examine cohort analysis of family planning behaviour of married
women in India. The studies of time trends in family planning behaviour, with various factors are
common [12-13], little is known about the cohort analysis of family planning. Cohort analysis helps in
studying the past scenario. Since India adopted family planning program in 1952, this is a study of 12
cohorts of women where cohorts have been categorised into four-year groups from 1957-61 to 2012-16.
Minimum levels of birth controls is a process that can lead to transition in the control of marital fertility.
Such transitions take place within as well as across marriage cohorts. Marriage cohorts are the base of
this study and the study focuses cohorts in which the event of utilization of family planning methods
occurred. Ideally, the period of study should encompass the entire Indian demographic transition from
1910 to 1976, but data limitations preclude such a lengthy analysis. Still, the period 1957-62 begins at a
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time when the mortality transition was underway but far from complete, and includes the entire fertility
transition to date. The speci�c objective of the study was to study the cohort-wise family planning
behaviour of married women in India from 1957 to 2016. This study did cohort analysis on ever use of
any contraception, ever had a terminated pregnancy and sterilization among married women.

Methods
Data Source: 

The study utilized the secondary source of data from four rounds of Demographic Health Survey (DHS),
India which is known as National Family Health Survey (NFHS). This survey is the most signi�cant
demographic health survey in India funded by the government of India, along with other international
organizations and provides the estimated of fertility, mortality, reproductive and family planning. The
survey also covers the maternal and child health related indicators, child nutrition, water and sanitation,
health insurance, domestic violence and HIV/AIDS among others. All the NFHS conducted by
International Institute for Population Sciences (IIPS), Mumbai as the nodal agency under the auspices of
the Ministry of Health & family Welfare (MoHFW), Govt. of India. The series of NFHS has covered
different set of population (sample) according to existing population i.e., 89777 ever-married women
aged 13-49 and 88562 households in 1992-93 (NFHS-1); 89199 eligible women aged 15-49, 32393
children and 91196 households in 1998-99 (NFHS-2); 109041 households, 124385 women age 15-49 and
74369 men age 15-54 in 2005-06 (NFHS-3); and 601509 households, 699686 eligible women age 15-49
and 112122 men aged 15-54 in 2015-16 (NFHS-4). All these surveys have a minimum response rate of 90
percent. The �rst three rounds provides estimates at state/union territory and national level as well as
separate estimates for urban and rural areas while the last NFHS even provide the estimates at the
district level covering 640 districts. It utilizes multistage strati�ed sampling where census 2011 served as
sampling frame, PSUs (Primary Sampling Unit) were villages in rural areas and Census Enumeration
Blocks (CEBs) in urban areas. Sampling of the same is provided in the NFHS reports published by IIPS
(IIPS &, 1993; IIPS &, 2000; IIPS & , 2006; IIPS and ICF, 2017). The data from the Survey conducted in
1992-93, 1998-99, 2005-06, and 2015-16 were pooled to construct the marriage cohorts. The study
considered only those women aged 15-49 who were married after 1957 and have given birth to at least
one child. Twelve consecutive marriage cohorts were made from 1957 to 2016, and marital duration is
calculated using the year of marriage and surveyed year. The total sample of ever-married women of age
15-49 years was 749102.

Study Variables:

Dependent variables:

In each of the survey, the questions related to family planning has been asked including ever use of
contraception, type of contraception, when did respondent starting using it, etc. Similarly, questions
include whether the respondent had any terminated pregnancy (pregnancy resulted in abortion,
miscarriage or stillbirth) and respondent had sterilized. 
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Independent  variables:

Different background variables such as state, place of residence (urban/ rural), women and husband
education level (no education, Primary, Secondary and Higher), religion (Hindu, Muslim, Sikh and others),
caste (Schedule Caste/ Tribe (SC/ST), Other Backward Caste (OBC) and others), wealth index (Richest,
Rich, Middle, Poor and Poorest) of household are directly available in the data and duration of marriage
has been included as independent variables. Wealth index is based on the number and kinds of consumer
goods, the household owns. All the independent variables are included in this study after going through
the literature and discussion in the introduction.

Statistical analysis

Bivariate analysis has been carried out to �nd the proportion of the different indicators of family planning
behaviour by marital cohorts. All independent variables which have been found to be associated
using Chi-square test, included in the multivariate logistic regression model for �nding the differentials
across the marriage cohort taking the initial cohort to be base, and dependent variable to ever use
contraception, ever had terminated pregnancy and sterilization. The data on the total number of children
and child preference was also available in the survey and hence was included for the subsequent
analysis. All the data analysis is carried out in SPSS 25 and STATA 14.0. Adjusted odds were calculated
to measure the difference between the target variable. Appropriate weights were applied to account the
complex sampling design and respondent attrition as available in the data.

The Equation for multivariate logistic regression model is as follows

Where p̂ is the expected probability that the outcome is present; X1 through Xn  are distinct independent
variables; and β0  through  βn are the regression coe�cients.

Results
Table 1 shows the prevalence of family planning measures (Ever use any contraception method, Ever had
a terminated pregnancy, and sterilization) by the marriage cohorts. About half of the married women in
the 1962-66 cohort had ever used any contraception. In the marriage cohort of 1972-76, the highest
percentage of married women had ever used any contraception. This cohort coincided with that regime of
the Indian government which had adopted coercive measures of family planning. For the recent cohort,
about 13 percent of the married women had ever used any contraception. Nearly one in every four women
of the marriage cohort 1957-61 had a terminated pregnancy. Pregnancy termination is one such measure
that has declined among women of successive cohorts except few. The decline in termination in
pregnancy can be attributed to the improvement in medical care and better health-care infrastructures.
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About half of the women in marriage cohorts from 1967-71, 1972-76, and 1977-81 adopted sterilization
as a measure of family planning. The highest prevalence of sterilization among women is found to be
associated with the marriage cohort of 1972-76.

Table 1: Prevalence of family planning measures (Ever use any contraception method, Ever had a
terminated pregnancy, and sterilization) by the marriage cohorts in India

Marriage
Cohorts

Ever Use any Contraception
Method

Ever had a terminated
pregnancy

Sterilization Total
Sample

1957-1961 42.4 24.9 42.0 3,125

1962-1966 49.7 23.4 48.5 9,057

1967-1971 55.3 22.6 53.2 16,446

1972-1976 56.5 22.1 53.5 26,145

1977-1981 54.5 20.0 50.4 42,126

1982-1986 52.2 17.7 47.9 75,416

1987-1991 49.9 16.2 45.1 1,06,839

1992-1996 52.3 17.2 46.7 1,07,428

1997-2001 51.9 17.4 45.2 1,06,021

2002-2006 46.6 17.3 39.1 97,166

2007-2011 32.9 15.8 23.9 93,282

2012-2016 12.6 8.1 8.2 66,051

Total 45.6 16.8 39.9 7,49,102

 

Table 2 shows the prevalence of ever use of contraception among women of different marriage cohorts
by their marital duration. In the marriage cohorts of 1967-71 and 1977-81, 100 percent of women with
marital duration 15-19 years and 5-9 years respectively had ever used contraception. In the marriage
cohort of 1972-76, more than half of the women with marital duration 15-19, 20-24, 25-29, and 30+ had
ever used contraception. Around 13 percent of women with 0-4 years of marital duration, of marriage
cohort 2012-16, had ever used any contraception.
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Table 2: Prevalence of ever use of contraception among women of different marriage cohorts by their
marital duration in India

  Marital duration 

Marriage Cohorts 0-4 5-9 10-14 15-19 20-24 25-29 30+

1957-1961             42.4

1962-1966         0.0 50.3 48.6

1967-1971       100.0 55.7 54.1 56.5

1972-1976     0.0 53.8 58.5 59.3 55.6

1977-1981   100.0 46.5 57.1 59.2 58.7 54.8

1982-1986   27.9 49.2 57.8 62.6 58.9 57.4

1987-1991 9.3 31.5 49.8 63.0 61.3 60.2  

1992-1996 12.0 31.1 54.0 61.5 61.1    

1997-2001 9.1 36.9 58.2 59.5      

2002-2006 12.5 47.5 53.0        

2007-2011 25.4 35.7          

2012-2016 12.6            

 

Table 3 shows the prevalence of terminated pregnancy among women of different marriage cohorts by
their marital duration. Women with 0-4 years of marital duration in various cohorts have lesser
termination of pregnancies than the women in 5-9 years of marital duration. The result found that the
termination of pregnancies was higher among the women who had a higher marital duration than those
women who had lesser marital duration. As the marital duration increases, there are perceived chances of
higher termination of pregnancy as with increase in marital duration, the exposure time increases. In the
marriage cohort of 2012-16, about 8 percent of women with 0-4 years of marital duration ever had a
terminated pregnancy.
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Table 3: Prevalence of ever had a terminated pregnancy among women of different marriage cohorts
by their marital duration in India

  Marital duration 

Marriage Cohorts 0-4 5-9 10-14 15-19 20-24 25-29 30+

1957-1961             24.9

1962-1966     0.0 0.0   24.34 21.7

1967-1971         23.2 22.6 20.9

1972-1976     0.0 23.0 23.1 21.7 18.7

1977-1981   0.0 20.9 23.0 23.6 18.0 13.2

1982-1986   17.2 23.0 23.2 19.5 14.0 14.4

1987-1991 9.2 18.7 22.0 21.7 16.0 15.2  

1992-1996 10.5 18.7 21.0 17.9 17.2    

1997-2001 8.4 18.5 18.4 18.1      

2002-2006 9.8 17.2 18.7        

2007-2011 13.0 16.8          

2012-2016 8.1            
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Table 4: Prevalence of sterilization among women of different marriage cohorts by their marital
duration in India

  Marital duration

Marriage Cohorts 0-4 5-9 10-14 15-19 20-24 25-29 30+

1957-1961             42.0

1962-1966     0.0 100.0   48.9 47.8

1967-1971       100.0 52.9 51.9 56.0

1972-1976     0.0 49.4 55.0 57.2 55.0

1977-1981   100.0 40.2 50.9 55.1 57.2 54.2

1982-1986   19.6 41.0 51.2 59.7 57.2 56.5

1987-1991 2.0 21.3 41.0 58.1 57.9 58.0  

1992-1996 3.2 21.6 47.6 56.8 56.8    

1997-2001 3.5 28.8 50.8 53.1      

2002-2006 8.2 39.6 44.9        

2007-2011 15.1 26.8          

2012-2016 8.2            

 

Table 4 shows the prevalence of sterilization among women of different marriage cohorts by their marital
duration. Sterilization was once a most trusted measure of family planning, but in recent times the
sterilization has not been the preferred choice. Nearly all the women in the cohorts of 1962-66 and 1967-
71 with a marital duration of 15-19 years had opted for sterilization. Only 8 percent of women with 0-4
years of marital duration in the marriage cohort of 2012-16 had opted for sterilization. The rate of
sterilization has increased consistently with the increase in marital duration in most of the marriage
cohorts. More than 50 percent of the women, who are corresponding to the 1972-76 cohort by their
marital duration, had sterilization. Sterilization was used as a coercive measure of family planning in
India during 1976-77.
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Table 5: Odds of family planning measures among women of various marriage cohorts in India

Marriage
Cohorts

Ever Use any Contraception
Method

Ever had a terminated
pregnancy

Sterilization

1957-1961      

1962-1966 1.66* 0.88* 1.05 

1967-1971 2.62* 0.91* 1.02 

1972-1976 3.41* 0.88* 1.04 

1977-1981 4.16* 0.85* 1.1 

1982-1986 4.07* 0.8* 1.05 

1987-1991 3.6* 0.68* 0.95 

1992-1996 3.79* 0.65* 1.05 

1997-2001 3.91* 0.61* 1.23 

2002-2006 3.65* 0.55* 1.47*

2007-2011 3.53* 0.62* 1.37*

2012-2016 1.6* 0.32* 1.4*

Controlled variable are State, Place of residence, Women education level, Husband education level,
religion, caste, Wealth index and Duration of marriage, * shows that it is signi�cant at 5% level

 

Table 5 shows the result of regression analysis by keeping the 1957-61 cohort as a reference cohort. For
the analysis, variables of state, place of residence, women education level, husband education level,
religion, wealth index, and duration of marriage were controlled. The result found that ever used any
contraceptive method is higher for all the marriage cohort than the reference cohort; the trend, however, is
not the same. For the marriage cohort of 1977-81, the ever use of any contraception method is highest
than the rest of cohorts, this cohort faced the regressive government policies where sterilizations were
conducted forcefully. The termination of pregnancy has been declining in the successive cohorts, except
few cohorts. The use of sterilization is not signi�cant for most of the cohorts, except for the recent three
cohorts. In recent times, sterilization has become more regular, and women are opting for sterilization.
Women in the recent cohorts are about 1.4 times more likely to opt for sterilization than the women in the
reference cohort.
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Table 6:     Percentage of women in various cohorts desiring additional children after attaining the
parity of three in India

Marriage Cohorts Atleast have 3 children Wants more children

1957-1961 91.7 1.0

1962-1966 89.0 1.8

1967-1971 87.3 3.5

1972-1976 83.8 6.3

1977-1981 77.3 9.7

1982-1986 66.9 13.1

1987-1991 53.2 19.3

1992-1996 48.4 16.7

1997-2001 42.2 18.4

2002-2006 31.7 26.1

2007-2011 11.7 45.2

2012-2016 0.5 82.5

Total 43.9 25.9

 

Table 6 shows the probability of having more children after having three children from the women’s
perspective. In India, the fertility has been high since long, and that is why we choose to ask the
probability of having more children after having three children. Two premises can be drawn from this
table; �rst is that the fertility is declining continuously and the proportion of women having three children
reduced from about 92 percent of women in 1957-61 cohort to 0.5 percent of women in the 2012-16
cohort. Second, as the proportion of women having three children decreasing in the successive cohorts,
the probability that women want more children is increasing in the successive cohort, except 1992-96.
Taking all the cohorts together, around 44 percent of women had three children, and of them, 26 percent
of women wanted more children. The desire of having more children even after having three children is
determined by many factors like son preference, poverty, social status, and social security.

Table 7 depicts the ever use of contraception among different cohorts of the women during all the four
rounds of NFHS. The result found that ever use of contraception has decreased among the recent cohorts
in all the four rounds of survey. The ever use of contraception is higher among the cohorts of the 70s and
80s. 
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Table 7: Prevalence of Ever use of contraception among women of various cohorts

Marriage Cohorts Ever use of contraceptive

NFHS-1 NFHS-2 NFHS-3 NFHS-4

1957-1961 42.6 37.5    

1962-1966 49.3 51.1    

1967-1971 55.3 56.0 54.3  

1972-1976 54.7 59.5 57.1  

1977-1981 48.6 59.3 58.9 49.8

1982-1986 31.9 55.1 61.3 53.4

1987-1991 12.8 41.3 62.0 55.6

1992-1996 3.8 20.9 53.9 57.2

1997-2001   5.6 36.9 55.6

2002-2006     15.4 48.2

2007-2011       30.4

2012-2016       12.6

 

Table 8 depicts the parity at the time when the women opted for sterilization. This is one of the important
indicators that help in determining the usefulness of sterilization. The result found that sterilization has
increased among the women with 0-2 parity for the successive cohorts. The result found that among the
older cohorts, the sterilization was preferred after 5+ parity; and for the recent cohorts, sterilization is
being preferred with 0-2 parity. About 40 percent of women have opted for sterilization after attaining 0-2
parity, and nearly 46 percent of women have opted sterilization after achieving 3-4 parity. Nearly 15
percent of women went for sterilization after attaining the 5- parity.
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Table 8: Percentage of women in various cohorts opted for sterilization after attaining a certain parity

Marriage Cohorts Parity at Sterilization

0-2 3-4 5+

1957-1961 4.52 28.52 66.95

1962-1966 6.57 36.69 56.74

1967-1971 8.3 43.91 47.78

1972-1976 11.64 53.63 34.73

1977-1981 19.14 56.83 24.03

1982-1986 26.18 54.74 19.08

1987-1991 35.56 49.47 14.97

1992-1996 43.25 46.17 10.59

1997-2001 51.13 42.52 6.35

2002-2006 62.55 35.42 2.03

2007-2011 80.71 19.01 0.28

2012-2016 83.76 14.54 1.7

Total 39.49 45.55 14.96

Discussion
In this paper, we have attempted to study the family planning behaviour in India using cohort analysis.
We have taken three indicators namely ever used any contraception method, Ever had a terminated
pregnancy, and sterilization as a measure of family planning. During the 70s when the emergency was
put upon the people of India, the Government of India adopted widespread coercive measures to reduce
the fertility; As a result of that, the sterilization is highest among the women falling in the 70s cohorts.
The coercive measures of family planning adopted during the 70s were so sinful that Indian National
Congress lost the people’s con�dence during national election took place in 1977. Coercive sterilization
was widely adopted in Uttar Pradesh, Haryana, Bihar [7]. The sterilization is highest among the women of
1972-76 cohort. During the time of emergency in 1976, a total of around 1.7 million sterilizations were
reported, this number was nearly equal to the annual average of last ten years in the history of
sterilization in India [14]. Forcefully sterilization became a norm during the emergency period, and it was
so much in fashion that Maharashtra government in August 1976, prompted a bill making sterilization
compulsory among couples having three or more children [15].

Termination of pregnancy as such is not a measure of family planning, but in the analysis, we have
counted for terminated pregnancy because low contraception use or unmet need of contraception may
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increase the frequency of terminated pregnancies [16]. It has been found that the terminated pregnancy
was higher among the older cohorts than in recent cohorts. One in every four women of marriage cohort
1957-61 had a terminated pregnancy whereas, only one in twelve women of the most recent cohort had a
terminated pregnancy. There are various reasons given for the higher rate of termination of pregnancies;
son preference [17-18]; Poverty [19], however, a study conducted in Japan found that sex-selective
abortions are not a characteristics of poverty [20]; and education [21]. The occurrence of the termination
of pregnancy increases with the increase in marital duration before it again declines at a higher marital
duration. For all the cohorts of women, termination of pregnancy is higher when the marital duration is
between 5 to 24 years. In the early years of marriage, women prefer not to terminate the pregnancy
because, during the early years of marriage, the child about to born to them is most likely to be the �rst
child. A high adverse pregnancy outcome risk is associated with the termination of pregnancy when the
mothers are in their last stage of the reproductive span, and this is why termination of pregnancies are
lower when the marital duration is higher. Higher maternal age is found to be associated with a range of
adverse pregnancy outcomes, and these risks are independent of parity [22]. Many previous studies have
noted an association between advanced maternal age and adverse pregnancy outcomes [23-30].

The use of contraception has increased among the recent cohorts of married women. As compared to the
reference cohort (1957-61), the recent cohorts are about 3.5 to 4 times more likely to ever use any
contraception method. This increase in contraception use among the women of recent cohorts has led to
a decline in fertility. Contraception is one of the predictors of fertility transition and is also a proximate
determinants of fertility [31-32]. The odds of ever had a terminated pregnancy had declined substantially
for the subsequent cohorts. After attaining 0-2 parity, an increase in the proportion of women choosing
for sterilization is observed in the successive cohorts. More than 80 percent of the women in the 2007-11
& 2012-16 cohorts opted for sterilization after attaining 0-2. The increase in sterilization is a result of
persistent efforts in road to promoting family planning. The parity is said to be one of the best predictors
of sterilization [33-34]. More than 50 percent of the women in the cohorts of 1957-61 & 1962-66 opted for
sterilization after attaining the parity of 5, whereas, more than 50 percent of women in the 1997-2001 and
successive cohorts had opted for sterilization after attaining the parity of 0-2. Sterilization has
contributed to a greater extent in reducing the fertility rates in the country.

The study also focussed on the desire of more children among couples after having at least three
children. The result found that the desire of more children after having three children has increased
drastically among the subsequent cohorts of the married women, but at the same time, this has been
accompanied by the decline in the proportion of women having at least three children. The desire of
having extra children after having a few children are determined by various factors. The most crucial
factor is the combination of sexes among the offspring already delivered to the women. Number of sons
and daughters already a couple is having is also found to be a predictor of family size and may in�uence
the fertility among parents [35-38]. The proportion of women having at least three children has declined
drastically and as a result of which there is a decline in fertility rates in India. According to Chauhan &
Arokiasamy (2018), the declining fertility rates promote conducive policy environments in a country [39].
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Conclusion
The pooled data from the NFHS survey are categorised into various cohorts of married women to study
the family planning behaviour in India. This cohort analysis helped in understanding the family planning
behaviour in India from 1957 to 2016. The odds of ever use of contraception has increased in the
subsequent cohorts. Still, there is a need for contraception promotion as not even 50 percent of married
women are using contraception. Only one in 3 married women in the 2007-11 cohort has ever used any
contraception, thus missing out 66 percent of the married women who have not used contraception in the
same cohort. The women are not using contraception either by their choice, or there is an unmet need for
contraception. Various studies have found that in India, there is a high unmet need for the contraception
use [40-45]. The prevalence of contraceptive use is increasing not only in India but globally, with a
challenge to tackle the unmet need for contraception [46]. There is a need to identify the groups with the
unmet need for contraception, and an attempt to reach these groups with contraceptive services is highly
desirable.
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