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INTRODUCTION 

Contraception behaviour dynamics has obvious linkages 

with fertility control and optimal population size. As a 

medium for accelerating economic development, slow 

population growth has been the underlying premise of 

most family planning programmes worldwide, including 

in India. Several strides were made in family planning 

approaches including the quality of care and family 

planning as the population's rights in the last 2 decades.1-3 

However, the progress in meeting contraceptive needs 

remains slow. Globally, the prevalence of contraceptive 

use has increased only by 10 per cent (54 to 64%) in the 

last two decades.4,5 In fact, in a populous country like 

India, contraceptive prevalence shows a stagnated or 

declining trend. Several parameters such as couple 

protection rate, unmet need for family planning, the 

prevalence of reversible and irreversible family planning 
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ABSTRACT 

Background: Contraceptive discontinuation for reasons other than the desire to get pregnant is a significant public 

health concern. This study aimed to understand the elaborated role of side effects and method failure behind modern 

reversible contraception method discontinuation among married women aged 15-49 years in India. 
Methods: The analysis was based on 142992 episodes of contraceptive use contributed by 90414 married women aged 

15-49 years covered in the National family health survey-4 (2015-2016). Multivariate analyses, discontinuation rates 

using the multiple/single decrement life table and multi-level multinomial competing risk analyses were performed.  
Results: Discontinuation rate due to side effects within 12 months of use was highest for injectables (14.7%) and lowest 

for male condoms (3%) and due to method failure, it was highest for male condoms (3%) and lowest among IUD users 

(1.2%). Compared to women using IUD, those using pills had 2.3 times and 1.6 times the higher hazard of 

discontinuation due to method failure and side effects, respectively. 
Conclusions: The discontinuation rate of all selected methods was higher due to side effects than method failure. The 

high discontinuation rate of many contraceptive methods and the frequency of contraceptive failure suggest the need 

for strategies to promote improved contraceptive use following method selection. Improved quality of services through 

proper counselling of the potential contraceptive users would enhance informed choice, thus increasing modern 

contraception continuation among women in India. 
 
Keywords: Modern methods, Contraceptive discontinuation, Side effect, Method failure, India 
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methods reflect the progress of the family planning 

programme. However, by far, the unmet need for family 

planning and the ability to use contraception continuously 

without discomfort are some of the critical goals of quality 

family planning services.2,6-11 Contraceptive dis-

continuation for reasons other than the desire to become 

pregnant results in millions of women having an unmet 

need for contraception. To a large extent, unintended 

pregnancies are an outcome of contraception 

discontinuation.12-18 An analysis using the demographic 

and health survey (DHS) data for 36 countries revealed 

that contraceptive discontinuation accounted for about 

one-third of total unintended births in all countries 

together.19 Moreover, contraceptive discontinuation is 

associated with an increased rate of induced 

abortions.16,18,20,21 

Considering India as the second most populous country 

globally with an accelerating rate of population 

momentum, a further decline in fertility level depends 

much upon the consistent, correct and effective use of 

contraception .17 Evidence indicated that ensuring access 

to contraception and providing the users with their 

preferred methods of contraception results in a high rate of 

contraceptive continuation.22 The discontinuation rates 

were far less among women who received information and 

counselling than those who did not.23 Contraceptive 

discontinuation due to reasons other than the desire to get 

pregnant was an important public health concern. The 

major two reasons attributed to the discontinuation of the 

reversible contraceptive method included side 

effects/health concerns and method failure, which 

negatively affected women's reproductive health.24 The 

effectiveness of any contraception can be assessed through 

its failure rate and almost negligible side effects. The 

methods with a high probability of failure cannot be 

promoted because it is a grave violation of women’s 

reproductive rights as method failure directly lead to the 

burden of unwanted pregnancy among women. Harmful 

and health effect of any contraception depends on the level 

of side effects it poses to the women. Both these factors 

can be reduced through technological advancement and a 

method with the least side effects and minimum chances 

of method failure should be promoted at the policy and 

programme level.  

This study, therefore, aimed to understand the elaborated 

role of side effects and method failure behind modern 

reversible contraception method discontinuation among 

women from various socio-economic and demographic 

characteristics. Since contraceptive prevalence alone did 

not provide a clear picture of contraceptive behaviour 

instead, consistent use, switching of methods, 

contraception failure, therefore, reproductive calendar data 

was used to examine underlying factors for contraceptive 

discontinuation. In this study, an estimation of the modern-

contraceptive discontinuation rate is provided, spanning 

over a time frame of 60 months disaggregated by each 

year.  

METHODS 

Study type 

The cross-sectional study data of the contraceptive use 

from the fourth round of the NFHS (2015-2016) was used 

in this study. Specifically, the study used the five years of 

retrospective calendar data from the NFHS-4.  

Study place 

The NFHS-4 is a nationally representative sample survey 

covering all the states and Union Territories. The sample 

included in this study thus represented India.  

Study period 

The data collection under the NFHS-4 survey was 

completed from January 2015 to December 2016.  

Sample selection criteria  

The survey used a multi-stage stratified sampling method 

to select the households and eligible women for 

interviews.  

Procedure  

In the survey, information was collected from ever-

married women and never-married women aged 15-49 

years and men aged 15-54 years. A detailed history of 

contraceptive use during the past five years was collected 

from the survey participants. NFHS-4 collected 

information from 601,509 households, with 699,686 

eligible women aged 15-49 years. The details of the 

sampling design and implementation of the survey can be 

obtained from the all India NFHS-4 report (International 

institute for population sciences (IIPS) and ICF, 2017). 

The history of contraceptive methods used by women were 

collected through a reproductive calendar that recorded 

monthly contraceptive/pregnancy status for the five 

calendar years preceding the survey.  

Ethical approval 

Ethical approval was taken and only those respondents 

who voluntarily gave consent were interviewed in the 

survey. The data used in this paper is available in the 

public domain for research purposes. 

Statistical analysis 

The unit of analysis was the episodes of discontinued 

contraceptive methods among married women aged 15-49 

years and not the women themselves. An episode of the 

use of contraception was defined as a consequent month or 

series of months during which a woman was using a 

contraceptive method. Since the analysis involved a 

history of use for the past five years, hence a woman may 

contribute more than one episode of any contraceptive 
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method in the analysis if she switched from one method to 

another or used the same method after an interval of a 

month(s). The episodes starting in the 3-62 months prior to 

the survey were included in the analysis and those beyond 

this range were excluded. Since female sterilisation was 

considered a permanent or irreversible contraceptive 

method and sterilised women were less likely to use any 

other method except condoms in some instances, 

therefore, the episodes of female sterilisation were also 

excluded from the analysis. In total, the analysis was 

conducted using 93,902 episodes contributed by 60857 

married women aged 15-49 years.  

Bio-demographic variables 

Bio-demographic characteristics used in this study to 

understand the background of contraceptive 

discontinuation included current age of women (15-19 

years, 20-24 years, 25-29 years, 30-34 years, 35-39 years, 

40-44 years, 45-49 years) and parity of the women (no 

child born (parity 0), one child (parity 1), two children 

(parity 2), three or more children ever born (parity 3+)). A 

variable named contraceptive intent was constructed using 

the information about the planning status (birth interval) of 

births. In the survey, all women were asked: whether the 

birth was wanted at that time, wanted later or not wanted 

at all. If a woman reported that the birth was wanted at that 

time or wanted later and was using the contraceptive 

method, then the contraceptive intent for that segment was 

classified as spacer, as they were using the contraception 

to have a gap between two births. If it was reported as not 

wanted at all and were using the contraceptive method, 

then the intent for that segment was classified as limiter, 

as they were using the contraceptive method to limit 

childbirth.  

Socio-economic variables  

Socio-economic variables used in the study included place 

of residence (urban-rural), religion (Hindu, Muslim, 

Christian, Sikh, others including Buddhist/Neo Buddhist, 

Jain and others), caste (scheduled caste-SC/scheduled 

tribe-ST, other backward classes-OBCs, others), education 

(no education, primary, secondary, higher secondary and 

above), mass media exposure (no, yes), wealth index 

(poorest, poorer, middle, richer, richest) and region (north, 

central, west, east, north-east, south). 

Contraceptive methods 

Discontinuation of selected modern methods of 

contraception was examined. The modern method 

included were injectables, intrauterine devices 

(IUDs/PPIUDs), contraceptive pills and male condoms.  

Reasons for discontinuation 

The survey recorded 20 reasons for discontinuation in the 

reproductive calendar history. However, for analytical 

reasons from policy and program point of view, only two 

prominent reasons for discontinuation were considered: 

contraceptive method failure (became pregnant while 

using) and side effect/health concern (side effect, health 

concerns, gained weight and created menstrual problem).  

The unit of analysis was episodes of contraceptive 

methods used among married women aged 15-49 years. 

Descriptive statistics and bivariate analysis were 

performed to describe the context. Discontinuation rates of 

the contraceptive method were calculated using the 

multiple/single decrement life table and multinomial 

competing risk analyses. Using the single decrement life 

table approach, the life table gross rates were calculated 

for comparisons across subgroups, whereas the multiple 

decrement life-table method was used to calculate the net 

rates and model the observed dependent rates.26 

A woman may discontinue the contraceptive method due 

to various reasons at any point in time; therefore, such data 

was often described as competing risks data. Hence, to 

understand the relationship between contraceptive 

discontinuation with selected socio-economic correlates, 

competing risk regression was used over the multinomial 

or cox-proportional hazard model. If an individual was at 

risk due to exposure to more than one cause for failure, the 

use of classical survival methods was not appropriate to 

analyse the time-to-event data.27 In the case of competing 

time-to-event data, the cumulative incidence function 

(CIF), which was the marginal probability of each 

competing event and was defined as the probability of 

individuals who developed the event of interest, regardless 

of if they were censored or failed from other competing 

events. According to Davis and Lawrance (1989), CIF was 

calculated as a product of two estimates: the estimate of 

hazard at ordered failure time tf for the event of interest 

expressed as,  

ℎ̂𝑐 (𝑡𝑓) =
𝑚𝑐𝑓

𝑛𝑓
,  

where,  

mcf denotes the number of events for risk c at time, 

tf and nf is the number of subjects at that time.  

And the estimate of overall probability of surviving 

previous time,  

𝑡(𝑑−1): Ŝ(𝑡𝑓−1), 

where,  

St denotes the overall survival function rather than the 

cause specific survival function, 

therefore, the incidence probability of failing from an 

event c at time tf can be estimated, 

𝐼𝑐(𝑡𝑓) = 𝑆̂(𝑡𝑓−1) × ℎ̂𝑐(𝑡𝑓). 
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Then, the CIF for event c at time tf is the cumulative sum 

up of incidence probabilities over all event c failure times, 

and is expressed as, 

𝐶𝐼𝐹𝑐(𝑡𝑓) = ∑ 𝐼𝑐(𝑡𝑓)
𝑓
𝑓′=1 = ∑ 𝑆̂(𝑡𝑓′−1) × ℎ̂𝑐(𝑡𝑓′)

𝑓
𝑓′=1 . 

 

In a study, Fine et al 1999 proposed a proportional hazards 

function to model the CIF with covariates accounting for 

all the previously occurred event, including competing 

events, by considering the CIF curve as a sub-distribution 

function and expressed as,28  

ℎ𝑐,𝐶𝐼𝐹(𝑡)

= lim
∆→0

𝑃𝑟(𝑡 < 𝑇𝑐 < 𝑡 + ∆𝑡|𝑇𝑐 > 𝑡 ∪ 𝑇𝑐′ ≤ 𝑡, 𝑐′ ≠ 𝑐)

∆𝑡
 

 

Therefore, the CIF based proportional hazard model is 

defined as, 

ℎ𝑐,𝐶𝐼𝐹(𝑡) = ℎ0𝑐,𝐶𝐼𝐹(𝑒𝑥𝑝)[∑ 𝛾𝑖𝑋𝑖
𝑃
𝑖=1 ]. 

Unlike classical survival methods like the proportional 

hazard model, CIF does not disregard other competing 

risks while analysing a specific cause of interest. 

Therefore, in the present study, CIF based survival 

regression model had been used to examine the potential 

socio-economic risk factors of modern contraception 

discontinuation.  

RESULTS 

Gross life-table cumulative discontinuation rate 

Of the total contraceptive episodes analysed (93,902), half 

of the episodes’ used were accounted for by male condoms 

(50%) followed by contraceptive pills (36.3%). Injectables 

accounted for less than two per cent of total episodes 

(Table 1). The median duration (in months) of a method 

used was the highest for IUD (12 months) followed by pills 

(9 months) and was the least for injectables. 

The gross life table cumulative discontinuation rate of the 

selected modern contraceptive methods due to method 

failure and side effect and health concerns is presented in 

Table 2. The discontinuation rate due to method failure 

within 12 months of use was highest for male condoms 

(3%) and was lowest among IUD users (1.2%). On the 

contrary, the discontinuation rate due to side effect or 

health concern within 12 months of use was highest for 

injectables (14.7%) and lowest for male condoms (3%). 

The magnitude of discontinuation rate of all the selected 

methods was higher for discontinuation due to side effects 

as compared to method failure. However, discontinuation 

due to side effect as well as method failure for male 

condom was consistent (3%). The probability of 

discontinuation of the contraceptive method due to method 

failure and side effect was higher for all the contraceptive 

methods with an increased duration of its use (Figure 1 and 

2). Until 24 months, the probability of discontinuing 

injectables because of method failure was higher 

compared to pills. However, after 24 months, this was 

reversed, the probability of discontinuing pills due to 

method failure was higher as compared to injectables. On 

the contrary, the probability of discontinuation due to side 

effect or health concern was higher for injectables until 36 

months as well as until 54 months of use (Figure 2). The 

probability of discontinuation due to side effect was low 

for the male condom. 

Life-table net discontinuation rate by background 

characteristics 

Table 3 presents the life table net discontinuation rate of 

the selected modern contraceptive method due to method 

failure and side effects or health concerns by selected 

socio-economic and demographic characteristics of 

women. In general, the magnitude of discontinuation due 

to side effects for all methods was higher than 

discontinuation due to method failure. With an increase in 

age of the women, the discontinuation rate due to method 

failure first increased then decreased for pills and IUD 

users. However, the discontinuation rate declined 

consistently among male condom users and a U-shape 

curve was observed for injectable users. For example, the 

discontinuation rate of pills due to method failure was 

2.8% among 15-24 years aged women, which increased to 

3.4% among 25-34 years aged and 3% among 35-49 years 

women. Conversely, the discontinuation rate of injectables 

was 3.9% among 15-24 years, 2.2% among 25-34 years 

and 2.7% among 35-49 years. Whereas, in general, the 

discontinuation rate due to side effects or health concerns 

increased with the advancement in age except for 

injectables which showed a U-shaped curve.  

The discontinuation rate due to method failure and side 

effects was higher in urban areas than in rural areas except 

for injectables and male condoms. Women from the Sikh 

community reported the highest discontinuation rate due 

to side effects for all kinds of methods. The 

discontinuation rate was highest among women from the 

poorest quintile due to method failure, whereas it was 

highest among women from the richest quintile due to side 

effects. The discontinuation rate due to method failure 

increased with an increase in the parity of the women. 

However, this was not so for discontinuation due to side 

effects. The discontinuation rate due to method failure and 

a side effect of all selected methods was higher among 

women using a method to limit birth compared to those 

using birth spacing. For example, ‘the pill users' 

iscontinuation rate due to method failure was 3.1% for 

spacing and 11.5% for limiting. 

Survival hazard ratio of contraceptive discontinuation 

Table 4 presents the survival hazard ratio of 

discontinuation of a contraceptive method using the 

competing risk regression model by specific reasons of 

discontinuation. As compared to women using the IUD 

method, the survival hazard ratio of discontinuation was 

higher among women using other selected methods, for 
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both method failure as well as side effects except for 

condom, which showed higher hazard for method failure 

(SHR=3.24) but lower hazard ratio for side effects 

(SHR=0.31). The women using pills had 2.35 times and 

1.6 times higher hazard of discontinuation of pills due to 

method failure and side effect, respectively, compared to 

women using IUD. With an increase in age, the hazard of 

discontinuation of the method significantly declined due to 

method failure.  

Women from the Muslim community had a higher hazard 

of discontinuing a method due to method failure 

(SHR=1.16) but a lower hazard due to side effects 

(SRH=0.86). The survival hazard ratio of discontinuation 

due to both reasons were higher among women using a 

contraceptive method for limiting birth compared to birth 

spacing (SHR=2.76 for method failure versus SHR=1.40 

for side effects). The survival hazard ratio of 

discontinuation of a method due to method failure 

increased with increased parity of the women. In general, 

the difference in hazard ratio of discontinuation of the 

contraceptive method due to method failure and the side 

effect was insignificant for place of residence, caste, 

educational status and wealth quintile.

 

Table 1: Percent distribution and median duration of number of contraceptive episodes use among married women 

aged 15-49 years, India, NFHS-4 (2015-2016). 

Contraceptive method 
Number of episodes Median duration of use 

(in months) 
Total 

1 2 3+ 

Pill 65.9 24.9 9.2 9 34097 

IUD 84.7 11.8 3.5 12 11190 

Injectable 80.4 14.7 4.9 6 1722 

Male condom 61.6 26.7 11.8 7 46893 

Table 2: Discontinuation rate by reason for discontinuation among married women aged 15-49 years who 

experienced an episode of contraceptive use within the five years preceding the survey, India, (2015-2016). 

Contraceptive 

method 

Method failure (in months) Side effects/health concernsa (in months) Number 

of 

episodes 

of useb 
12  24  36  48  60  12  24  36  48  60 

Pill 1.9 2.9 3.4 4.2 5.0 11.1 15.8 18.3 20.6 23.8 34097 

IUD  1.2 1.8 2.2 2.8 2.8 9.1 13.6 18.3 20.9 25.0 11190 

Injectables 2.1 3.1 3.2 3.6 3.6 14.7 16.8 18.1 18.8 26.8 1722 

Male condom 3.0 4.5 5.2 6.0 6.9 3.0 3.9 4.3 4.6 5.1 46893 

Figures are based on life table calculations using the information on episodes of contraceptive use that began 3-62 months preceding the 

survey. All methods exclude female and male sterilisations; IUD=intrauterine device; reasons for discontinuation are mutually exclusive; 
aincludes side effects/health concerns, created menstrual problem, and gained weight; bnumber of episodes of use includes both episodes 

of use that were discontinued during the period of observation and episodes of use that were not discontinued during the period of 

observation. 

Table 3: Discontinuation rates of contraceptive methods by reasons for discontinuation among women by selected 

background characteristics, India, 2015-2016. 

Background 

characteristics 

Method failure Side effects/health concerns 

Pill IUD Injectables 
Male 

condom 
Pill IUD Injectables 

Male 

condom 

Total 3.2 1.8 2.6 4.4 16.1 14.4 15.9 3.6 

Age (in years) 

15-24 2.8 1.8 3.9 4.6 11.2 11.0 16.0 2.4 

25-34 3.4 2.2 2.2 4.5 15.6 13.5 15.4 3.5 

35-49 3.0 0.9 2.7 3.4 24.8 20.4 16.7 6.3 

Parity 

0-1 2.2 1.3 2.3 3.5 16.1 13.6 14.6 3.0 

2-3 3.2 1.5 2.5 4.3 16.1 14.6 18.3 4.1 

4+ 5.5 6.0 3.2 7.5 15.7 16.0 10.9 3.6 

Continued. 
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Background 

characteristics 

Method failure Side effects/health concerns 

Pill IUD Injectables 
Male 

condom 
Pill IUD Injectables 

Male 

condom 

Women’s education 

No education 4.1 5.2 1.5 6.3 14.1 15.2 12.2 3.4 

Primary 3.7 3.2 3.6 5.6 16.5 11.8 13.0 3.6 

Secondary 2.9 1.2 4.0 3.9 15.7 14.8 15.7 3.8 

Higher secondary 1.8 1.3 0.2 3.7 21.9 14.1 21.8 3.3 

Mass media exposure 

Yes 2.7 1.2 2.3 3.9 17.7 15.0 16.6 3.7 

No 4.0 4.2 3.7 6.1 13.3 12.1 13.7 3.3 

Contraceptive intent 

Spacer 3.1 1.9 2.5 4.4 11.0 11.2 14.6 2.6 

Limiter 11.5 2.8 12.1 15.0 14.9 12.7 16.7 3.9 

Religion 

Hindu 3.2 1.9 3.0 3.9 16.5 13.6 15.5 3.6 

Muslim 3.5 1.9 1.9 6.5 12.0 14.5 12.8 2.7 

Christian 1.4 1.3 0.3 3.6 19.6 9.3 22.2 4.2 

Sikh 1.6 0.3 3.3 3.3 43.2 22.1 35.4 6.8 

Others 1.8 4.8 0.0 8.4 16.4 22.0 39.4 2.5 

Caste 

Scheduled caste 3.1 1.4 4.0 4.7 16.4 14.2 11.5 3.7 

Scheduled tribe 2.6 1.4 4.2 3.1 14.9 15.3 14.8 3.9 

OBC 3.4 2.6 2.4 4.4 16.3 12.4 15.8 3.3 

Other 3.3 1.4 2.0 4.3 17.3 17.5 17.7 3.8 

Household wealth quintile 

Poorest 3.5 3.3 2.4 4.7 12.4 11.5 10.9 3.7 

Poorer 3.2 1.4 4.8 5.1 13.9 12.8 15.0 2.9 

Middle 3.1 3.2 1.2 4.9 15.8 14.4 14.0 3.3 

Richer 2.7 1.3 2.6 3.8 17.6 13.4 15.0 3.5 

Richest 3.2 1.6 2.3 4.1 22.9 16.0 20.5 4.0 

Place of residence 

Rural 3.0 1.4 2.4 3.8 14.7 14.4 16.4 3.7 

Urban 3.7 2.3 2.9 5.0 19.3 14.5 15.2 3.5 

Region         

North 2.3 0.7 3.8 3.3 24.0 15.9 14.0 4.5 

Central 5.7 1.6 1.8 5.9 15.5 15.0 14.8 2.7 

East 2.8 2.4 3.1 3.0 16.2 12.8 15.0 3.7 

North-East 2.2 0.5 2.5 1.3 10.2 9.2 14.3 2.5 

West 5.8 4.7 3.5 6.4 14.6 15.4 20.5 3.6 

South 0.8 0.5 0.0 0.8 14.9 13.1 19.2 3.7 

Discontinuation rates has been calculated using information on episodes of contraceptive method use that began 3-62 months preceding 

the survey. 

Table 4: Cause-specific survival hazard ratio of factors associated with reason for contraceptive discontinuation by 

selected background characteristics, India, 2015-2016. 

Background characteristics 
Reasons for discontinuation 

Method failure Side effect/health concern 

Contraceptive method 

IUD® 1.00 1.00 

Pill 2.35** 1.59** 

Injectables 1.92** 1.81** 

Condom 3.24** 0.31** 

Age (in years) 

15-24® 1.00 1.00 

Continued. 
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Background characteristics 
Reasons for discontinuation 

Method failure Side effect/health concern 

25-34 0.54** 0.94 

35-49 0.32** 0.90 

Parity 

0-1® 1.00 1.00 

2-3 1.70** 1.05 

4+ 2.62** 1.10 

Women’s education 

No education®  1.00 1.00 

Primary 1.02 1.09 

Secondary 0.96 1.19** 

Higher secondary 1.06 1.09 

Contraceptive intention 

Spacing® 1.00 1.00 

Limiting 2.76** 1.40** 

Religion 

Hindu® 1.00 1.00 

Muslim  1.16* 0.86** 

Christian 1.14 1.37** 

Sikh 1.34* 1.80** 

Others  0.95 1.04 

Caste 

Scheduled caste®  1.00 1.00 

Scheduled tribe  0.97 1.04 

Other backward class  0.97 0.96 

Other 0.98 0.98 

House hold wealth quintile 

Poorest® 1.00 1.00 

Poorer  0.96 1.09 

Middle 0.93 1.13* 

Richer  0.90 1.07 

Richest 0.84 1.10 

Place of residence 

Urban® 1.00 1.00 

Rural 0.94 0.98 

Region 

North®  1.00 1.00 

Central 2.01** 0.90* 

East 1.20* 0.76** 

North-East 0.98 0.55** 

West 2.02** 0.88 

South 0.68 1.26** 
®reference category; the reference category for dependent variable for competing risk regression are the rest of the reasons 

for discontinuation other than the reason of interest; **p<0.01, *p<0.05. 

 

DISCUSSION 

This study examined the modern contraception 

discontinuation among married women of reproductive 

age group in India, using reproductive calendar data by 

exploring the episodes of contraception use, 

discontinuation due to side effects and method failure. The 

contraceptive histories collected in the NFHS-4 provides a 

unique opportunity to examine an array of issues regarding 

contraceptive adoption. Most studies on contraception 

obtain information collected from a cross-sectional survey 

that can severely limit to capture the nuances in 

contraceptive behaviour. For instance, in these kinds of 

studies, the contraception prevalence rate was generally 

calculated based on two questions: ever used any method, 

and whether currently using any method, often with a 

reference period of 12 months preceding the survey. 

However, consistent use of reversible methods did not 

adequately reflect in a cross-sectional kind of survey 

design particularly, for a method that needed to be adopted 
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during every sexual act, for example, condom. The present 

study filled this gap using contraceptive histories collected 

in NFHS and provides a unique opportunity in examining 

varied issues regarding contraceptive adoption. 

The study found that the discontinuation rate of all selected 

methods was higher due to side effects than method 

failure. The survival hazard ratio of discontinuation due to 

both reasons was higher among women using the 

contraceptive method for limiting birth than birth spacing. 

Contraceptive methods that were most often discontinued 

due to side effects/health concerns were pill, IUD and 

injectables. Side effect or health concern was the leading 

cause for discontinuation among women using injectables. 

Previous studies had documented that one of the major side 

effects of modern contraception use was menstrual periods 

irregularity, increased bleeding length and cramping.29,30 

An earlier study also revealed that estrogen-related, dose-

dependent, nonlethal side effects are the principal health-

threatening side effects of combined pills.31 The majority 

of IUD users discontinued due to prolonged and heavier 

bleeding.32 Moreover, discontinuation of injectables was 

also linked to the lack of awareness and counselling about 

its side effects.33 Methods with fewer or no side effects 

could lead to greater satisfaction of any method use 

resulting in higher contraceptive continuation and fewer 

unintended pregnancies and induced abortions.  

 

Figure 1: Cumulative life table discontinuation rates for selected reversible methods due to method failure among 

married women aged 15-49 years, India, 2010-2016. 

 

Figure 2: Cumulative life table discontinuation rates for reversible methods due to side effects/health concerns 

among married women aged 15-49 years, India, 2010-2016. 
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Method failure was one of the important reasons for 

contraceptive discontinuation and often led to unintended 

pregnancies. Evidence indicated that method failure 

accounted for about 16 per cent of unintended births, 

ranging from as low as 2 per cent in Benin to as high as 41 

per cent in Bangladesh.19 The discontinuation rate due to 

method failure was the highest for male condoms and the 

lowest for IUD. This study documented that 5 per cent of 

pill users and 6 per cent of condom users discontinued due 

to method failure (60 months episode). The higher 

contribution of method failure can be attributed to lower 

effectiveness compared to their theoretical effectiveness. 

This was likely an indication that adequate counselling 

was necessary to ensure that methods were used correctly 

and consistently. Evidence also suggested that oral 

contraceptives discontinuation due to failure was quite 

common and male condoms failure was often due to 

incorrect use.34 Another possible reason for 

discontinuation of pills could be non-compliance.35 A past 

study demonstrated that a fieldworker’s enthusiastic 

attitude towards oral contraceptives (OCs) and discussion 

about cycles of pills was found to have a positive role in 

the continuation of OC use.36 

Contraceptive use behaviour is an important determinant 

of fertility with considerable socio-economic and 

demographic implications and contraception 

discontinuation due to method failure can significantly 

increase unintended pregnancies affecting the women and 

a country as a whole to stabilise population growth. High 

rates of contraceptive discontinuation was a negative 

influencer for any family planning programs and 

undermine their ability to protect women from unwanted 

pregnancies.23 Therefore, a study on contraceptive 

discontinuation had significant programmatic implications 

especially given that in India, over 10 per cent of women 

in the reproductive age group have an unmet need for 

contraception with considerable variation across the socio-

economic groups.  

The study's strengths were that the findings were based on 

a very large number of women surveyed in a nationally 

representative survey with a robust sampling design. The 

study documented the pattern and predictors of 

contraceptive discontinuation using the calendar data and 

the results can be helpful for strengthening family planning 

policy and program. The high rates of discontinuation 

stress the need to improve service quality and counselling 

so that women can be informed about informed choices 

and forewarned about possible side-effects and health 

concerns. Given the high discontinuation rate of many 

contraceptive methods and the frequency of contraceptive 

failure, suggesting inconsistent or incorrect use, strategies 

to promote improved contraceptive use following method 

selection are essential.1,37,38 

Limitations  

The current study had a couple of limitations. Female and 

male sterilisation cases were excluded from the analyses, 

which might have excluded a few cases from the analysis 

who might be using any method even after their husband 

was sterilised. Further, during the discontinuation 

analyses, early entry, late entry and women using any 

method throughout the calendar period were censored, 

resulting in the exclusion of few women whose partners 

might be using a male condom to avoid sexually 

transmitted diseases. Since the respondents were asked 

about their contraceptive history for the last five years, 

there was a likelihood of recall bias resulting in under or 

over-reporting of contraceptive methods used. 

Furthermore, the current analysis was based on the cross-

sectional survey and hence the causality cannot be 

established and only shows the relationship of 

discontinuation with the selected socio-economic 

background of the women. 

CONCLUSION 

The discontinuation rate of all selected methods was 

higher due to side effects than method failure. The high 

discontinuation rate of many contraceptive methods and 

the frequency of contraceptive failure suggest the need for 

strategies to promote improved contraceptive use 

following method selection. Improved quality of services 

through proper counselling of the potential contraceptive 

users would enhance informed choice, thus increasing 

modern contraception continuation among women in 

India. 
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