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Introduction 

As the third most populous state in India, Bihar also has the highest proportion of people under 

the age of 25 (58%) and the lowest proportion of people residing in urban areas (11%) of any 

Indian state [1]. With Bihar having the highest rate of male outmigration of any state in India, 

Job-related migration often begins while young, even among males as young as 15 years of age 

[2]. The needs of a largely young, rural, and migrating population place increasing pressure for 

social and health sector support in the state.  

A decade ago, the total fertility rate (TFR) in Bihar dropped to 3.9 children per woman (Figure 

1). Since 2015, TFR appears to have stagnated around 3.4, which is the highest of any Indian 

state (India’s national average for TFR is 2.3) [3]. Between 2011 to 2013, Annual Health Survey 

data from Bihar also indicated stagnation around a 37% modern contraceptive prevalence rate 

[4].  

From 2005 to 2015 in Bihar, the proportion of girls aged 11-14 years attending secondary school 

increased from 56% to 89% [5, 6]. In the meantime, female literacy in the state increased from 

37% to 50% [5, 6]. Programs such as the Bihar Cycle Program (conditional transfer of bicycles 

contingent upon secondary school enrollment) showed increases in age-appropriate enrollment in 

secondary school from implementation in 2006 to 2008 [7].  

 

Figure 1. Total Fertility Rate in Bihar Compared to India Average (1992-2016) 

 

 

In the backdrop of these changes, the Government of Bihar and CARE India sought to 

understand the landscape of family planning across the state. Prior to 2017, hormonal oral 

contraceptive pills and intrauterine devices were the only modern spacing methods available in 

the public health sector to the population, in addition to condoms, female and male sterilization, 

and emergency contraceptive pills [8]. To address the needs of a large population (more than 110 

million according to the 2011 Census [1]) through the public sector, a nuanced understanding of 

family planning parameters remained crucial. To better understand the family planning situation 

in Bihar, CARE India conducted a large-scale cross-sectional survey in all 38 districts of Bihar. 
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The intention of this survey was to provide programmatically relevant data on family planning 

parameters in the state, including total fertility rate, modern contraceptive use, and frontline 

worker interaction, among other relevant factors. This paper presents the key findings on sexual 

and reproductive health milestones. 

 

 

Materials and Methods 

Program Background 
 

Since 2014, CARE India, a non-governmental organization, has worked in all 38 districts of 

Bihar as the nodal development partner supporting the State Government of Bihar and under 

financial patronage of the Bill and Melinda Gates Foundation. CARE functions as a Technical 

Support Unit (TSU) to provide catalytic support to the Health and Social Welfare Departments of 

Government of Bihar (GoB) for systems strengthening in maternal and child health, family 

planning and nutrition interventions. Prior to 2014, CARE worked in eight districts of Bihar to 

implement a core set of reproductive, maternal, newborn, and child health interventions as part 

of the Integrated Family Health Initiative [9, 10]. In 2014, this support was expanded to a 

Technical Support Unit (TSU) that supports the Government of Bihar at state, district and block 

levels for technical support to the government’s health programs and integrated child 

development services (ICDS) at health facility and health outreach levels [10]. 
 

The TSU works closely with the Department of Health and State Health Society in Bihar on 

strategy formulation and implementation, strengthening linkages between health outreach 

activities and health facilities, identifying and addressing systems gaps, improving contracting 

and payment mechanisms with private sector providers, and improving the use of data-driven 

program management at the state, district, and block levels in Bihar. This support included 

strengthening of family planning services and outreach, aligned with the health and development 

goals of the Government of Bihar.   

Survey Design and Approach 

CARE’s Concurrent Measurement and Learning Unit conducts regular data collection on an 

ongoing basis to inform programs. From April to July 2016, the Concurrent Measurement and 

Learning Unit conducted a large multi-stage cluster sample survey across all 38 districts of Bihar 

from April to July 2016. Eligible women were selected using a three-stage sampling strategy. 

Blocks (sub-districts) served as the primary sampling units (PSUs), with anganwadi centers and 

municipal wards serving as the secondary sampling units for rural and urban areas, respectively. 

An anganwadi center (AWC) is a village level unit under the Integrated Child Development 

Services scheme, responsible for providing maternal and child health and nutrition services. 

Five blocks were selected from each district using cluster random sampling, with SSUs selected 

using ‘Probability Proportional to Size (PPS)’ sampling based on reported population of the 

SSUs. In blocks with both rural and urban settlements, the required number of AWC areas and 

wards were determined based on the urban-rural allocation (using proportional allocation) in 

these blocks per the 2011 Census.  
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This survey utilized anganwadi centers as the sampling frame to reflect functional local units 

rather than census enumeration blocks employed by NFHS-4 survey [11]. The sampling design 

was structured to mimic the structure of public health delivery at the last mile for alignment with 

health programming. The current survey involved data collection from April to June 2016, 

providing more recent data compared to NFHS-4 (which collected data from March to August 

2015) [11]. 

 

The sample size, powered on calculating estimates of modern contraceptive prevalence (mCPR), 

was 600 women per district, for a total sample size of 22,800 women. The population included in 

the survey was currently married women of reproductive age (15 to 49 years) who had been 

living in the surveyed household for at least 3 months and who had been married (or started 

living with husband) for at least 3 months. Women were excluded if they were visitors or guests 

of the surveyed household, if they were widowed, divorced, or separated, and if they were living 

in a hostel instead of a household.  

 

The survey tool was developed in Hindi and pre-tested. Data were collected by approximately 

150 female data collectors fluent in the local language and minimum requirement of a bachelor’s 

degree. Data collectors received an 18-day training on standardization, approach, and field 

practice from a team of trainers with graduate-level education on quantitative data collection. 

Quality control of data collectors was conducted through monitoring visits by CARE’s block 

monitoring learning and evaluation coordinators (minimum requirements of bachelor’s level 

education). 

 

The current study was approved by the Ashirwad Ethics Committee, Ashirwad Hospital and 

Research Center, Ulhasnagar, India (ashirwadethicscommittee@gmail.com). Verbal informed 

consent was collected from each agreeing participant before the interview, after explaining the 

details of the study in Hindi.  

 

Analysis 

The survey included sections on fertility behavior, sociodemographic indicators, family planning 

knowledge and information, access to health and family planning services, and frontline worker 

interaction. The estimates were obtained using survey analysis methods that incorporated 

appropriate parameters for multi-stage sampling and sampling weights (based on 2011’s census 

population for 15-49 year old females). Taylor series expansion method was used for variance 

estimates. Descriptive analysis was carried out to determine the distribution of socio-

demographic characteristics. Results were disaggregated by age category, parity, and sex and 

birth order of children. SAS version 9.4 was used for analysis. 

 

Results 

Data from the MWRA survey show timing of major milestones related to sexual and 

reproductive health for currently married women between the ages of 15 to 49 years. Across the 

state of Bihar, the mean age of first marriage was 16.2 years. From the age of marriage, women 

reported an average 9 year gap to initiation of modern contraception use (mean age of first 

contraceptive use reported as 25.1 years) (Figure 2; Table 1). Women reported an average of two 

mailto:ashirwadethicscommittee@gmail.com
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and a half years gap between their first and second births (Table 1). At the time of first 

contraceptive use, women had a mean of 2.74 children (Table 1). Sixty-one percent of surveyed 

women were married before the age of 18, with 41% of women having their first birth by age 18 

(data not shown).  

Table 1. Distribution of sexual and reproductive health milestones, overall and by age bin, Survey 

on Currently Married Women of Reproductive Age, Bihar, 2016 [N=22,800]  

Indicator Age bin (years) Mean (95% CI) [Median] 

 All study 

participants 

N= 22,800* 

15-19 

n=1,519* 

20-24 

n=4,955* 

25-34 

n=9,148* 

35-49 

n=7,178* 

Age at first marriage (in 

years)  

16.22 (16.19-

16.25) [16] 

15.74 (15.65-

15.83) 

16.67 (16.61-

16.74) 

16.26 (16.38-

17.10) 

15.88 (15.81-

15.94) 

Age at first sex (in years) 16.69 (16.66-

16.72) [17] 

15.87 (15.79-

15.96) 

16.89 (16.84-

16.95) 

16.79 (16.74-

16.84) 

16.60 (16.54-

16.66) 

Age at first birth (in years) 19.24 (19.20-

19.38) [19] 

16.77 (16.67-

16.86) 

18.52 (18.46-

18.58) 

19.33 (19.27-

19.38) 

19.85 (19.78-

19.92) 

Age at first contraceptive 

use (in years) 

25.11 (25.01-

25.21) [25] 

17.18 (17.01-

17.35) 

20.33 (20.23-

20.43) 

24.30 (24.20-

24.41) 

28.10 (27.93-

28.27) 

Age at female sterilization 

(in years) 

26.83 (26.71-

26.96) [27] 

17.33 (16.62-

18.05) 

21.08 (20.90-

21.25) 

25.22 (24.20-

24.41) 

29.39 (29.20-

29.59) 

Number of living children 

at first contraceptive use 

2.74 (2.71-2.77) 0.80 (0.69-

0.90) 

1.66 (1.60-

1.72) 

2.69 (2.65-

2.73) 

3.27 (3.22-3.33) 

Spacing between 1st & 2nd 

birth (in months) 

30.81 (30.39-

31.22) 

19.21 (18.04-

20.38) 

24.39 (23.93-

24.86) 

31.73 (31.18-

32.28) 

37.87 (36.63-

39.12) 

Interval between marriage 

and first contraceptive use 

(in months) 

109.07 (107.78-

110.36) 

21.90 (19.23-

24.57) 

49.15 (47.53-

50.78) 

98.39 (96.64-

99.84) 

146.44 (144.20-

148.68) 

*Missing responses were excluded (as applicable) 

 

Figure 2. Trajectory of Sexual and Reproductive Milestones, Survey on Currently Married Women 

of Reproductive Age, Bihar, 2016  

 

Among surveyed women, modern contraceptive prevalence rate (mCPR) was reported as 38.2% 

(Table 2). Modern contraceptive prevalence was found to rise drastically with age group, with 

women in younger age groups reporting the lowest use of modern contraception (4.4% among 

married women aged 15 to 19 years (Table 2)). At the same time, the youngest age groups also 
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reported the highest unmet need for spacing (20.4% among women aged 15 to 19 years and 

19.1% among women aged 20 to 24 years) (Table 2)). Among women who have been pregnant 

once up to a viable gestational age (one parity women), unmet need is highest overall (38.8% 

among one parity women compared to 28.1% average unmet need) as well as for spacing (32.1% 

unmet need among one parity women compared to 7.2% average) (Table 2a). Values for unmet 

need are practically zero for nulliparous women (Table 2a).  

Ideal family size was reported by women to be an average of three children, with two sons 

preferred (Table 2). One parity and two parity women reported an ideal family size of two 

children, with one son preferred (Table 2a).  

 
Table 2. Key Family Planning Behavioral Indicators, Overall and by Age Bin, Survey on Currently 

Married Women of Reproductive Age, Bihar, 2016 [N=22,800] 
Indicator Age bin (years)Proportion (95% CI) 

 All study participants 

N= 22,800** 

15-19 

n=1,519** 

20-24 

n=4,955** 

25-34 

n=9,148** 

35-49 

n=7,178** 

Contraceptive Prevalence 

Rate 

43.84 (43.20-44.49) 8.23 (6.85-

9.61) 

22.22 (21.06-

23.37) 

50.30 (49.28-

51.33) 

58.08 (56.94-

59.22) 

Modern Contraceptive 

Prevalence Rate 

38.25 (37.61-38.88) 4.41 (3.38-

5.44) 

15.98 (14.96-

17.00) 

44.70 (43.68-

45.72) 

52.55 (51.39-

53.70) 

Denominator n=18,074 (fecund women not currently pregnant) 

Unmet Need (Overall) 28.09 (27.43-28.74) 25.65 (23.05-

28.25) 

34.01 (32.48-

35.55) 

27.37 (26.38-

28.36) 

25.64 (24.49-

26.80) 

Unmet Need for Limiting 20.93 (20.33-21.52) 5.26 (3.93-

6.59) 

14.89 (13.74-

16.05) 

23.01 (22.08-

23.95) 

25.06 (23.92-

26.21) 

Unmet Need for Spacing 7.16 (6.78-7.54) 20.39 (17.99-

22.79) 

19.12 (17.85-

20.40) 

4.36 (3.90-

4.81) 

0.58 (0.38-

0.78) 

Ideal Number of 

Children* 

2.88 (2.86-2.89) 2.61 (2.56-

2.66) 

2.64 (2.61-

2.66) 

2.85 (2.83-

2.88) 

3.10 (3.08-

3.13) 

Ideal Number of Male 

Children* 

1.61 (1.60-1.62) 1.42 (1.37-

1.46) 

1.45 (1.43-

1.48) 

1.60 (1.59-

1.62) 

1.74 (1.72-

1.76) 

*Regardless of the number of existing children 

** Missing responses were excluded (as applicable) 

 

Table 2a. Key Family Planning Behavioral Indicators, Overall and by Parity, Survey on Currently 

Married Women of Reproductive Age, Bihar, 2016 [N=22,800] 
Indicator Parity categories 

Proportion (95% CI) 

 All study participants 

N= 22,800** 

0 parity 

n=1,676** 

1 parity 

n=2,668** 

2 parity 

n=4,329** 

>2 parity 

n=14,127** 

Contraceptive 

Prevalence Rate 

43.84 (43.20-44.49) 2.92 (2.12-

3.73) 

13.60 (12.30-

14.91) 

40.51 (39.05-

41.97) 

55.43 (54.61-

56.25) 

Modern 

Contraceptive 

Prevalence Rate 

38.25 (37.61-38.88) 1.55 (0.96-

2.14) 

6.75 (5.79-

7.70) 

32.94 (31.54-

34.34) 

50.17 (49.35-

51.00) 

Denominator n=18,074 (fecund women not currently pregnant) 

Unmet Need 

(Overall) 

28.09 (27.43-28.74) 0.64 (0.20-

1.08) 

38.80 (36.65-

40.94) 

32.98 (31.42-

34.54) 

27.74 )26.91-

28.56) 

Unmet Need for 

Limiting 

20.93 (20.33-21.52) 0.08 (0.00-

0.24) 

6.68 (5.59-

7.78) 

21.79 (20.42-

23.15) 

25.48 (24.67-

26.28) 

Unmet Need for 

Spacing 

7.16 (6.78-7.54) 0.56 (0.15-

0.97) 

32.11 (30.06-

34.16) 

11.19 (10.15-

12.24) 

2.26 (1.99-2.53) 

Ideal Number of 

Children* 

2.88 (2.86-2.89) 2.35 (2.25-

2.45) 

2.36 (2.33-

2.39) 

2.39 (2.37-

2.41) 

3.15 (3.13-3.16) 

Ideal Number of 

Male Children* 

1.61 (1.60-1.62) 1.18 (1.09-

1.26) 

1.24 (1.22-

1.27) 

1.32 (1.30-

1.34) 

1.78 (1.77-1.79) 
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*Regardless of the number of existing children  

** Missing responses were excluded (as applicable) 

 

Among women reporting that they had at least one son, mCPR was reported to be more than 20 

percentage points higher (30.2%) compared to those who reported having no sons and daughters 

only (9.5%) (Table 2b). Use of modern contraception was also reported to be twice as high 

among women reporting having more than one son (61.4%) compared to those having only one 

son (37.5%). Report of any abortion was not found to differ across the groups (Table 2b).  

 

Table 2b. Key Family Planning Behavioral Indicators, By Birth Order and Sex Composition, 

Survey on Currently Married Women of Reproductive Age, Bihar, 2016 [N=22,800] 
Indicator Categories of participants according to birth order and sex composition of child*  

Proportion (95% CI) 

 All 

Women 

N= 

22,800 

Zero parity/ 

nulliparous 

n=1,676 

Childbearing women with 

no son & only daughter(s) 

(irrespective of the 

number of daughters) 

n=2,591 

Childbearing 

women with 1 

son n=7,431 

Childbearing women 

with more than 1 son 

(irrespective of the 

number of daughters) 

n=10,963 

CPR 43.84 

(43.20-

44.49) 

2.92 (2.12-

3.73) 

16.25 (14.82-17.67) 37.54 (36.44-

38.64) 

61.39 (60.48-62.30) 

mCPR 38.25 

(37.61-

38.88) 

1.55 (0.96-

2.14) 

9.53 (8.40-10.66) 30.22 (29.18-

31.27) 

56.55 (55.63-57.48) 

Unmet Need 

(Overall) 

28.09 

(27.43-

28.74) 

0.64 (0.20-

1.08) 

37.49 (35.29-39.69) 35.24 (34.01-

36.46) 

25.52 (24.62-26.42) 

Unmet Need for 

Limiting 

7.16 

(6.78-

7.54) 

0.56 (0.15-

0.97) 

28.25 (26.20-30.29) 10.80 (10.00-

11.59) 

1.35 (1.12-1.59) 

Unmet Need for 

Spacing 

20.93 

(20.33-

21.52) 

0.08 (0.00-

0.24) 

9.24 (7.92-10.56) 24.44 (23.34-

25.54) 

24.17 (23.28-25.05) 

Report of any 

abortion 

(spontaneous or 

induced) 

17.5 

(17.05-

17.94) 

8.77 (7.42-

10.13) 

12.47 (11.20-13.74) 9.25 (8.59-9.90) 5.91 (5.47-6.35) 

Missing responses were excluded (as applicable) 

 

Of the modern method mix, 88% was accounted for by female sterilization, with male condoms 

accounting for 3%, and hormonal oral contraceptive pills and intrauterine device each for 2%. 

Injectable contraceptives, accounting for 1% of the method mix, had been available from private 

sector sources prior to public sector introduction which took place after this study. Across the 

state, only 22 women reported that their husbands had been sterilized, which accounted for only 

1% of the method mix (Table 3). Any traditional method use was reported at 6.6%, accounted for 

mainly by rhythm (72% of traditional method use) and withdrawal (28% of traditional method 

use).  

 

Even among 15-19 year-olds, use of permanent methods accounted for 33% of the method mix, 

rising to 66% of the method mix among 20-24 year olds (Table 1). Use of long-acting reversible 

contraception was approximately 1% among all age groups (Table 3). A higher proportion of 
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women in each age group used traditional methods compared to modern spacing methods (Table 

3).  

Table 3. Contraceptive Method Mix, Overall and by Age Bin, Survey on Currently Married 

Women of Reproductive Age, Bihar, 2016 [N=22,800] 
Indicator Age bin (years) 

Proportion (95% CI) 

 All Women 

N= 22,800 

15-19 

n=1,519 

20-24 

n=4,955 

25-34 

n=9,148 

35-49 

n=7,178 

Contraceptive Prevalence 

Rate 

43.84 (43.20-

44.49) 

8.23 (6.85-9.61) 22.22 (21.06-

23.37) 

50.30 (49.28-

51.33) 

58.08 (56.94-

59.22) 

Any current traditional 

method use 

6.64 (6.32-6.96) 4.48 (3.44-5.52) 6.74 (6.04-7.44) 6.75 (6.23-7.26) 6.90 (6.31-

7.48) 

      Rhythm  4.82 (4.55-5.10) 3.09 (2.22-3.97) 4.66 (4.07-5.25) 4.94 (4.50-5.38) 5.15 (4.64-

5.66) 

     Withdrawal 1.85 (1.68-2.03) 1.38 (0.79-1.97) 2.28 (1.86-2.70) 1.84 (1.56-2.11) 1.67 (1.37-

1.97) 

     Other 0.19 (0.14-0.25) 0.0 (0.0-0.0) 0.08 (0.00-0.16) 0.22 (0.12-0.31) 0.28 (0.16-

0.40) 

Modern contraceptive 

prevalence rate 

38.25 (37.61-

38.88) 

4.41 (3.38-5.44) 15.98 (14.96-

17.00) 

44.70 (43.68-

45.72) 

52.55 (51.39-

53.70) 

Any permanent FP 

method use 

33.73 (33.11-

34.34) 

1.51 (0.90-2.13) 10.98 (10.11-

11.85) 

38.86 (37.86-

39.86) 

49.71 (48.55-

50.86) 

     Female sterilization 33.53 (32.92-

34.14) 

1.51 (0.90-2.13) 10.98 (10.11-

11.85) 

38.69 (37.69-

39.68) 

49.30 (48.15-

50.46) 

     Male sterilization 

(n=22) 

0.28 (0.21-0.35) 0.13 (0.00-0.31) 0.0 (0.00-0.00) 0.28 (0.18-0.39) 0.50 (0.34-

0.67) 

Any long-acting reversible 

methods use 

1.04 (0.91-1.17) 0.53 (0.16-0.89) 1.03 (0.75-1.31) 1.42 (1.18-1.66) 0.67 (0.48-

0.86) 

     Intrauterine Device 

(IUCD)/Postpartum IUCD 

0.60 (0.50-0.70) 0.32 (0.07-0.58) 0.58 (0.37-0.78) 0.79 (0.61-0.97) 0.44 (0.28-

0.60) 

     Injectables 0.43 (0.35-0.52) 0.26 (0.01-0.52) 0.32 (016-0.48) 0.61 (0.45-0.77) 0.32 (0.19-

0.45) 

Any short-acting methods 

use 

3.66 (3.42-3.91) 2.44 (1.66-2.31) 3.90 (3.36-4.43) 4.62 (4.19-5.05) 2.54 (2.17-

2.90) 

     Male condom 1.32 (1.17-1.47) 0.92 (0.44-1.40) 1.23 (0.92-1.54) 1.89 (1.61-2.17) 0.74 (0.54-

0.94) 

     Daily Oral 

contraceptive Pills 

0.95 (0.82-1.07) 0.0 (0.0-0.0) 0.77 (0.52-1.01) 1.24 (1.01-1.46) 0.91 (0.69-

1.12) 

     Emergency 

contraception 

0.02 (0.00-0.04) 0.0 (0.0-0.0) 0.02 (0.00-0.06) 0.02 (0.00-0.05) 0.05 (0.00-

0.10) 

     Lactational 

amenorrhoea method 

0.90 (0.78-1.03) 1.05 (0.54-1.57) 1.47 (1.14-1.81) 0.91 (0.71-1.10) 0.47 (0.31-

0.63) 

    Standard days method 0.54 (0.45-0.64) 0.46 (0.12-0.80) 0.48 (0.29-0.68) 0.64 (0.48-0.81) 0.47 (0.31-

0.63) 

 

Among surveyed women, the majority had heard about female sterilization (93%), oral 

contraceptive pills (62%), male sterilization (61%), intrauterine contraceptive device (61%), 

injectables (55%), male condom (54%). A lower proportion had heard about emergency 

contraception (16%) and female condom (6%). The private sector was the main source of 

contraception for injectables (61%) and abortions (86%), with the public sector as the main 

source for female sterilization and intrauterine devices. Pharmacies were the main source for 

hormonal oral contraceptive pills (68%) and condoms (75%).  
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Of all women surveyed, more than half of all women (59%, n=13,445) had never used a modern 

family planning method, with 11% of women using traditional methods only (Figure 3). Thirty 

one percent of women reported undergoing female sterilization without using any other modern 

method previously, while 10% of women reported that they ever used some modern spacing 

methods. Of the women ever using a modern spacing method, only 3% (n=756 women) 

continued using spacing methods, with 4% discontinuing and 3% switching to female 

sterilization (Figure 3).  
 

Figure 3. Composition of current users and non-users of modern contraceptive methods 

(Percentage breakdown among 22,800 surveyed women) 

 

Of the 1325 women who had a delivery in the two years prior to the survey and had ever used 

modern spacing methods, 45% (n=620) reported that they had discontinued their method.  Top 

reasons for discontinuation included infrequent sex or the respondent’s husband living away 

(25%), wanting to become pregnant (23%), health concerns (12%), concern with disruption of 

bodily processes (9%), husband’s disapproval (9%), and fear of side effects (7%).  

Among women desiring to delay their next pregnancy by two years (n=1233), 46% (n=571) were 

not using modern spacing methods. Top reasons for non-use included infrequent sex or husband 

not living at home (26%), belief that family planning is up to God (23%), husband’s opposition 

(16%), health concerns (11%), currently breastfeeding (11%), fear of side effects (10%), not 

menstruating since last birth (8%), not knowing any source of FP methods (6%), and concern 

with disruption of bodily processes (5%). Overall rates of discontinuation were highest for male 

condom (77%), oral contraceptive pills (52%), injectables (40%), and intrauterine devices (39%).  

Among all surveyed women, about a quarter reported having interaction with a frontline worker 

regarding family planning in the previous year, with a quarter of women also reporting attending 

a Village Health and Sanitation Day (VHSND) session in the previous year (Table 4). A third of 

Total Married 
women: 
100%

n=22,800

Ever users of 
modern method: 

41%
n=9,354

Had sterilization 
only: 31%

n=7,069

Current modern method users:  
38%

n=8,428

Ever used  
modern spacing 
method users: 

10%
n=2,285

Switched to 
Sterilization: 3%

n=621

Continued spacing 
method: 3%

n=756

Discontinued 
method: 4%

n=908
Never used a 

modern method: 
59%

n=13,445

Ever used traditional 
only: 11%

n=2,604

Never used any 
method: 48%

n=10,842

Current non-users of 
modern method:  63%

n=14,372
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women reported accepting a modern family planning method, with almost a third of women 

reporting that family planning had been discussed at a VHSND event (Table 4a).   

Women in the 15-19 age group reported the lowest percentages of frontline worker interaction on 

FP and modern method acceptance compared to other age groups (Table 4). Parity-wise, 

nulliparous women reported the lowest percentages of frontline worker interaction and VHSND 

attendance, with one parity women reporting the highest percentage of VHSND attendance 

(Table 4a).  

The method information index (percent of FP users who reported receiving information about 

other FP methods at the time of adoption of current/most recent method, side effects, and ways to 

mitigate side effects) was reported as 3.3%. A quarter of surveyed women reported recent 

exposure to family planning related information via mass media (TV, radio, newspaper).  

 
Table 4. Respondents’ exposure to family planning through platform and from any source, by age 

bin, Survey on Currently Married Women of Reproductive Age, Bihar, 2016 
Indicator Age bin (years) 

Proportion (95% CI) 

 All Women 

N= 22,800 

15-19 

n=1,519 

20-24 

n=4,955 

25-34 

n=9,148 

35-49 

n=7,178 

Frontline worker interaction on FP in 

previous 12 months 

23.7 (23.0-

24.5) 

15.41 (12.83-

17.98) 

22.66 (21.17-

24.14) 

27.49 (26.13-

28.85) 

21.65 (19.82-

23.49) 

Acceptance of modern FP method  32.4 (31.0-

33.7) 

9.29 (5.88-

12.69) 

21.72 (19.73-

23.71) 

41.57 (39.57-

43.57) 

38.17 (33.56-

42.78) 

Attended VHSND (Village Health 

Sanitation and Nutrition) in last 12 months 

23.4 (22.9-

24.0) 

31.34 (29.00-

33.67) 

39.68 (38.31-

41.04) 

24.67 (23.79-

25.56) 

8.97 (8.31-

9.63) 

Any discussion on FP took place during 

VHSND (Village Health Sanitation and 

Nutrition) 

30.0 (28.8-

31.2) 

20.17 (16.56-

23.77) 

26.91 (24.95-

28.87) 

33.01 (31.07-

34.95) 

36.02 (32.32-

39.73) 

Received information about places from 

which FP services could be availed   

74.4 (72.3-

76.5) 

61.46 (51.71-

71.20) 

74.10 (70.37-

77.84) 

75.30 (72.20-

78.40) 

77.59 (72.21-

82.96) 

 

Table 4a. Respondents’ exposure to family planning through platform and from any source, by 

parity, Survey on Currently Married Women of Reproductive Age, Bihar, 2016 
Indicator Parity categories 

Proportion (95% CI) 

 All Women 

N= 22,800 

0 parity 

n=1,676 

1 parity 

n=2,668 

2 parity 

n=4,329 

>2 parity 

n=14,127 

Frontline worker interaction on FP in 

previous 12 months 

23.7 (23.0-

24.5) 

10.11 (7.55-

12.67) 

 

16.33 (14.49-

18.17) 

23.41 (21.62-

25.20) 

 

27.53 (26.36-

28.69) 

 

Acceptance of modern FP method 32.4 (31.0-

33.7) 

--- 8.18 (6.29-

10.07) 

25.39 (22.82-

27.95) 

 

42.14 (40.31-

43.98) 

Attended VHSND in last 12 months 23.4 (22.9-

24.0) 

11.22 (9.71-

12.73) 

 

35.76 (33.94-

37.58) 

 

28.90 (27.55-

30.25) 

 

20.88 (20.21-

21.55) 

Any discussion on FP took place 

during WHSND 

30.0 (28.8-

31.2) 

20.21 (14.47-

25.96) 

 

22.64 (19.98-

25.30) 

 

29.10 (26.58-

31.61) 

 

33.36 (31.65-

35.06) 

 

Received information about places 

from which FP services could be 

availed   

74.4 (72.3-

76.5) 

60.53 (44.97-

76.08) 

 

70.83 (64.77-

76.90) 

 

73.08 (68.52-

77.64) 

 

76.22 (73.56-

78.88) 

 

 



10 
 

Discussion 

These survey results indicate high prevalence of early marriage and early childbearing across the 

state of Bihar. The median age at first marriage of 16.6 years is well below India’s average of 

marriage of 19 years [11]. Forty-one percent of women had their first childbirth by 18 years in 

Bihar, compared to the national average of 8% [11, 12]. These behaviors persist despite 

increased female secondary school attendance rates over the past decade. The lack of 

employment opportunities and viable economic alternatives to marriage may be contributing to 

persistently high early marriage rates, among other factors [12]. In Bihar, only 16% of women 

reported being employed with either cash or in-kind payment in the previous year, a proportion 

which has remained unchanged since 2005 [5, 6]. 

 

Women report a gap of two and a half years between first and second births, which meets the 

criteria for healthy spacing of 24 months between births [13]. However, these data indicate that 

spacing behaviors may be differential based on the sex of the child. The early initiation of 

childbearing continues to have developmental consequences for young women and girls, 

including adverse nutritional, health, lower autonomy and household decision-making as well as 

risk for violence [14-16]. Only 10% of surveyed women ever use any modern spacing methods, 

with a higher proportion of women using traditional methods rather than modern spacing 

methods. These data suggest that modified traditional methods or spousal separation resulting 

from male migration rather than the use of modern methods may contribute to spacing between 

births.  
 

Unmet need in Bihar is twice as high as the average for India [11, 12]. Younger women reported 

the highest unmet need, particularly for spacing methods. Women who have been pregnant once 

up to viable gestational age (one parity women) reported the highest rates of unmet overall and 

for modern spacing. The data indicate a latent demand for spacing methods that is not being met 

by the current available FP services, especially among lower parity women. One parity and two 

parity women report an ideal family size of two children, with one son preferred, indicating 

demand for lower fertility among these groups compared to the overall population.  

 

Use of modern contraception in Bihar is below India’s average of 48% [11, 12]. However, the 

higher proportion of women reporting use of modern contraception if their first child was a son 

or last child was a son indicates gender dynamics underlying FP practices. Data across India 

have documented strong pressure across families for bearing of sons due to perceived greater 

economic value and security compared to daughters [17, 18]. While reported abortion did not 

differ by birth order and sex composition, the stigma around abortion and the illegality of sex-

selective abortion may limit reported behaviors [17, 18]. The 2015-16 National Family Health 

Survey (NFHS-4) in Bihar shows that pregnant women with no sons were more likely to have an 

ultrasound compared to women who had at least one son. Women with two daughters and no 

sons who had an ultrasound test during their subsequent pregnancy were almost twice as likely to 

have a son as to have a daughter for their third child [11]. Reports indicate that abortion and 

specifically sex-selective abortion may affect family planning behaviors in Bihar [17, 18]. 
 

Demand remains low among nulliparous women, indicating persistent barriers in delaying first 

births among young, newly married couples [19, 20]. Programmatic learnings from Bihar 
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indicate that intentional programming on healthy timing and spacing among young couples can 

contribute to sustained increased in modern contraceptive prevalence and couple communication 

[19, 20]. The national average for modern contraceptive use among 15-19 year old married 

adolescents is 10% whereas it is only 4% in Bihar [11]. Demographic and Health (DHS) surveys 

in Bangladesh, Nepal, and Pakistan show that approximately 47%, 15% and 7% of 15 to 19-year-

old married adolescents report use of modern contraception [21]. While these surveys used 

different sampling techniques, results are indicative that use of modern contraception in Bihar is 

low for the South Asia region. 

 

The highly skewed method mix indicates a family planning program dominated by a single 

method, female sterilization. These results are on par with the earlier 2012-2013 Annual Health 

Survey, which showed the method mix among married women aged 15-49 to be dominated by 

female sterilization [3]. While sampling methods differed from NFHS-4 in the current survey, 

overall patterns between the two surveys consistently reflect low use of modern contraceptive 

methods among younger age groups and a skew towards female sterilization across surveys [6].  

 

The main government public sector health outreach platforms are frontline workers and Village 

Health and Sanitation Days (VHSND), which are centered around child immunization but 

provide opportunities for integration of other services such as family planning methods [22]. 

Given that a third of women interact with frontline workers and VHSND attendance is highest 

among one parity women, strengthening these platforms provides an opportunity to reach 

younger women with expanded family planning services. Given the high rates of unmet need 

among low parity women, a focus on low parity women may help address latent demand. Special 

attention is needed for nulliparous women given low rates of unmet need and contraceptive 

uptake among this group.  

 

Programmatic Implications 

 

Use of traditional methods may represent an opportunity for building on understanding of 

reproduction and menstruation for use of effective methods for spacing. Women report 

infrequent sex and husbands living away as top reasons for both method discontinuation and 

non-use. Reports indicate many migrant males return periodically depending on their job profile 

and location of migration [2]. A secondary analysis of 2014 DHS data of Nepal, neighboring 

Bihar to the north, shows male migration as a contributing factor to non-use of contraception 

[23]. With nearly one-third of women of reproductive age separated from their husbands, many 

do not use family planning methods on a regular basis because they do not perceive an 

immediate risk of pregnancy [24]. Women in Nepal show a preference for emergency 

contraception and barrier methods over long-acting methods, reflecting that they might be 

sexually active for short periods of time when their husbands visit at home [23]. In Bihar, high 

male migration may also be playing a role in contraceptive dynamics and preferences.   

 

Greater understanding of the key drivers of migration and association with reproductive 

behaviors is needed for identification of programmatic interventions. In addition, an in-depth 

understanding of additional reasons underlying contraceptive non-use and discontinuation is 

needed to identify programmatic gaps. The differential use of contraception by sex of child also 
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indicates the importance of addressing underlying gender perceptions and value placed on sex of 

children as a potential driver of family planning behavior within programming. 

 

As of the timing of this survey in 2016, the ‘basket of contraceptive choice’ available in the 

public sector in Bihar (and India overall) was extremely limited. While injectable contraception 

has been available in other countries of South Asia and from private providers in India from the 

1980s [6], this method was introduced in the Indian public health system in 2017 [7]. Implants, 

which are available in every country of South Asia, are not yet available via India’s public health 

channel [10]. These data indicated the need for structured technical assistance to address the 

family planning needs of this large state. Against the backdrop of an expanded contraceptive 

method mix in 2017, these data helped to inform the rollout and implementation to address 

programmatic gaps [26]. 

 

This current study identifies programming opportunities to reach the modern spacing needs of 

young married couples, which are largely being missed by the current public sector program. In 

addition, the study highlights knowledge gaps as the basis for planning future studies. Use of 

age-disaggregated data and understanding of the family planning situation remains crucial to 

address supply and demand-side barriers to family planning in Bihar. 

 

 

Limitations 
 

The quantitative nature of this survey provides limited understanding of the reasons underlying 

family planning behaviors from this data alone. Given the sensitive nature of the questions, 

reporting of contraceptive usage and other FP behaviors and awareness may have been affected 

by social desirability bias. However, use of vernacular speaking female data collectors is 

expected to have minimized the extent of social desirability bias. Given its cross-sectional 

nature, recall errors could be present in reporting of past behaviors and practices. Nevertheless, 

as there were no specific incentives related to recall, any error in recall is likely to be non-

differential and unlikely to result in information bias. 

 

Conclusions 
 

This survey provides representative, population-based data to understand family planning status, 

use, and preferences among married women of reproductive age. These data indicate that family 

planning has been largely addressing the needs of women who have achieved or exceeded 

desired family size but missing the needs of modern spacing, especially among younger couples. 

In the context of an expanded basket of contraceptive choices, continued focus is needed to meet 

the modern spacing needs of younger and lower parity couples. Learnings from other programs 

suggest that demand-side programming among newly married and nulliparous couples may help 

couples achieve their goals for family size and spacing goals. Intentional focus should be given 

to underlying gender perceptions and value placed on sex of children as a potential driver of 

family planning behavior within programming. 
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