Individual and Contextual Level Impact of Accredited Social Health Activists (ASHAS)
on Modern Contraceptive Use in India: A Multilevel Analysis

Background

Global trends show that sexual and reproductive health services fall short of needs in low-
and-middle-income-countries (LMICs).* While the global contraceptive prevalence rate
increased from 36 to 63% between 1970 and 2017, there are currently approximately 218
million women of reproductive age (15-49 years) in LMICs with unmet need for
contraception - meaning they have no desire to get pregnant but are not using a contraceptive
method.* There is a wealth of evidence linking uptake of family planning (FP) services to
reductions in maternal mortality by decreasing the rates of unplanned pregnancies, unsafe
abortions, and the health risks associated with early childbearing, high parity, and closely
spaced births.® Ensuring uptake of contraception by those with unmet need and providing
them with the minimum standards of maternal care recommended by the World Health
Organization would decrease unintended pregnancies by 68%, unsafe abortions by 72%, and
maternal deaths by 62% in LMICs.!

Globally, governments and development partners have prioritized investments in FP
programs to increase access to and uptake of family planning methods. The importance and
urgency of family planning is reflected in three of the targets of the United Nations
Sustainable Development Goals (SDGs) for 2030, namely: reducing the global maternal
mortality ratio (3.1), ensuring universal access to sexual and reproductive healthcare services
(3.7), and universal access to sexual and reproductive health and rights (5.6).* Its importance
is also captured in the Family Planning 2020 initiative (FP2020), which resulted from a
global convention held in 2012 in the presence of governments, donors, the private sector,
and other organizations. The FP2020 agenda aimed to reach the ambitious target of 120
million additional women using modern contraceptives by 2020 in 69 of the poorest countries
in the world. > With FP2020, national governments made commitments to address the supply
and demand barriers that affect women and girls’ access to and use of contraceptives.

India is one of the countries that has made a political commitment to the FP2020 initiative. In
2014, the Government of India pledged in its FP2020 policy document to increase the
modern contraceptive prevalence rate to 63.7% by increasing uptake of FP services by 48
million additional women.® This accounts for a sizable 40% of the global target of 120
million women, and would have amounted to the prevention of 23.9 million unwanted births,
1 million infant deaths, and 42,000 maternal deaths in India by 2020.° It would have also
saved the country approximately $18.2USD billion in consumption expenditures in 2020, in
contrast to the $3 billion the Gol had pledged to invest in its FP program by 2020.5 The most
recent numbers in India from 2020, however, show that this rate to date is below the FP2020
targeted trajectory, where it remains at a low of 40.6% among all women, with a higher rate
of 55% among married women. More importantly, it indicates a need to investigate why
targets were not reached and whether current programming efforts have been successful.

The role of ASHASs in family planning in India

Accredited social health activists (ASHAs) form a cornerstone of the national FP program in
India. ASHASs are women community health workers (CHWSs) tasked with mobilizing,
counselling, and supporting women in the community on maternal and child health issues and
services. ASHAs are the primary point of contact for communities to access FP information



and services. In 2020, 1.4 million ASHAs were active and distributing contraceptives at
home to women, at a ratio of about 1 ASHA to every 1000 people across the nation, making
it one the largest nationally implemented CHW programs in the world.®

Despite the importance and scope of the program, there are few studies that have investigated
the effect of ASHA exposure on uptake of contraception by women in India. These studies
indicate that ASHASs have a positive effect on contraceptive use by women they do reach in
the community. 1% Their reach, however, might be limited, particularly to women who are
unmarried, young, poor, uneducated, and who are from marginalized groups, such as
scheduled castes/scheduled tribes, and Muslim women. It also remains unclear based on these
studies if the positive effect of ASHAs holds nationally. Given these gaps, there is an urgent
need to assess the impact of the routine ASHA program in influencing uptake of
contraception by women in their communities, while accounting for women’s socio-
demographic characteristics and contextual factors within that community.

Therefore, the aim of this study was to examine the individual and contextual effects of
ASHAs in influencing uptake of family planning services by women in India. To isolate the
effect of ASHAS, the study controlled for women’s sociodemographic characteristics and
household, community, and contextual factors that are well established determinants of
family planning use.

Study design and dataset

This cross-sectional study was conducted using secondary data from the 4th wave of the
National Family Health Survey (NFHS-4) conducted in 2015-16 in India through the
Demographic Health Survey (DHS) program. The NFHS-4 is similar to DHS surveys in other
countries.” DHS surveys are nationally representative household surveys that provide data for
a wide range of indicators in the areas of population, health, and nutrition in 90 LMICs. The
data is often used to assist in evaluating existing programs in the health sector, and to help
identify the need for new programs. The NFHS-4 provides essential information on health
and family welfare for India. It collects detailed data on marriage, fertility, mortality, family
planning, reproductive health, and child health in India.

Measures
Outcome measure
The outcome of this study was whether a woman is a current user of modern contraception.

Independent Variables

Individual-level variables were categorized according to the social-ecological framework.
Individual characteristics included age, education, marital status, and number of children.
Household characteristics included a woman’s ideal number of children, whether she has a
son, religion, caste, and household wealth. Community characteristics measured at the
individual-level included any exposure to an ASHA at least once in the past 3 months,
discussing FP with a health worker, and exposure to media encouraging contraceptive use.
Contextual variables included residence (urban/rural), proportion of women in the
community exposed to ASHAS, and proportion of wealthy women in the community.

Statistical approach and analysis

Given the hierarchical nature of the dataset and the nature of the research questions, the study
relied on multilevel analysis to allow for correlation between current contraceptive use of
women living within the same community, and to explore the extent of this variation across



communities. Six logistic multilevel models were fitted to the data to answer the research
questions.

The null model, MO, showed the variance in modern contraceptive use attributed to the
community random effect in the absence of any explanatory variable. This was used as a
methodological test to check if the use of a multilevel model is justified. The subsequent
model building strategy that was employed and the order of covariates added to the model
relied on the role of the predictors and the theoretical framework used (the social-ecological
model).

Results

Results showed that, despite the program’s ambition for national outreach, only 10% of the
women in the sample were exposed to an ASHA at least once in the past three months.
Regional variations were observed, where the modern contraceptive prevalence rate varied
from 10-70% across States. On average across communities, the mean exposure to ASHAS
was 10.23% of women. Controlling for between-community differences, women exposed to
an ASHA had 1.15x the odds of using FP compared to unexposed women. After adjusting for
individual and household characteristics, the final model indicated that exposure to an ASHA
decreases likelihood of contraceptive use compared to no exposure (OR = 0.84, 95% ClI:
0.82-0.86). Interestingly, the contextual effect of ASHAS was significant when at least 15%
of the women in the community were exposed to an ASHA. Compared to living in a
community where no women are exposed to ASHAs, living in a community where 15-100%
of the women are exposed increases odds of contraceptive use by a factor of 1.06. The
contextual effects of community wealth and residence type (urban/rural) were also
significant.

Conclusion

This study shows the importance of considering the role of context when designing health
promotion programs. Exploring these contextual effects further would allow the formulation
of more refined hypotheses that specify the conditions under which certain outcomes would
occur and help policymakers and public health practitioners develop tailor-made
interventions. By examining the contextual effect of the ASHA intervention, this study found
that the program is a scalable one with a positive and promising overall effect on
communities in terms of modern contraceptive use. This positive effect, however, is largely
missed due to the low overall exposure of women to ASHASs at the national and community
levels. Addressing the persistent regional and socio-demographic inequities observed in
modern contraceptive use in India will help accelerate progress towards SDGs by 2030.
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