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Abstract

Obesity predisposes pregnant women to increased risk of pregnancy complications for mother and fetus. Avoiding
unintended pregnancy among obese women is therefore of major importance, given the increased risks associated with
pregnancy. This study determined the prevalence of obesity among female contraceptive users in the University of Port
Harcourt Teaching Hospital. This was a cross-sectional study among randomly selected married non-pregnant women
of reproductive age attending the Family Medicine clinic. Data was collected using a specially designed structured
questionnaire and analysed using SPSS version 20. The p-value of less than 0.05 was used as the criterion for
significance. A total of 422 randomly selected participants who satisfied the inclusion and exclusion criteria were
studied. Their age range was 15-49 years with a mean of 32.86 + 6.85 years. Majority of the respondents (60.7%) had
13-18 years of formal education. The contraception prevalence among obese participants was 37.2%. The barrier
method was the most commonly used (32.6%). There was no association between contraceptive use and the
participants’ Body Mass Index (p= 0.730). The prevalence of obesity among contraceptive users was 37.2%. The barrier
method was the most commonly used method. Although there was no association between contraceptive use and
obesity, primary care providers including family physicians should educate women on the adverse effect of obesity on
the general health of women.
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1. Introduction

The global rate of obesity is very high with one billion and 300 million adults meeting the criteria for overweight and
obesity respectively [1]. There are many ways to quantify obesity, the most common being the BMI (BMI = weight in
kilograms divided by the square of height in meters (kg/m?2). BMI provides a continuous measurement of weight-for-
height, with cutoffs for overweight and different classes of obesity. The accepted classification of body mass index
published by both the WHO [2] and the National Institute for Health and Clinical Excellence (NICE) [3] is as follows:

e Underweight <18.5 kg/m?2
e Normal 18.5-24.9 kg/m?

e Overweight 25-29.9 kg/m?
¢ Obese 230 kg/m?

Obesity among pregnant women predisposes them to pregnancy complications for mother and fetus [4, 5].It also makes
procedure-dependent contraceptive methods such as sterilization and insertion of intrauterine devices, technically
challenging for the provider to perform [6]. Even with these problems associated with obesity, there is the social desire
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for fat women in some cultures. An example is the premarital "fattening rooms" among the Annang people in the South-
South geopolitical zone of Nigeria [7]. This practice predisposes them to the complications of obesity during pregnancy.

Contraceptive use has increased substantially over the past decades worldwide due to the improvement on existing
contraceptive methods and the development of several new more effective and acceptable methods, with fewer side-
effects [8]. In addition, some contraceptive methods have been reported to offer important non-contraceptive benefits
for women [9, 10].

Considering the pregnancy complications associated with obesity, preventing unintended pregnancy by the use of
contraceptives is as important for obese women, as for women contending with any chronic health condition.
Unfortunately, there exist obstacles to contraceptive use in developing countries. These include the negative influence
of husbands who may feel that it is an encouragement of wives to be unfaithful, the fear of loss of authority as head of
the family, and their desire for large number of children [11, 12]. Among the women, some are uninformed about the
benefits of contraceptive use [13].

Little is known about the BMI of contraceptive-seeking women in the University of Port Harcourt Teaching Hospital, yet
itis important that providers deliver contraceptive counseling that incorporates the best available evidence. This study
was therefore designed to determine the prevalence of obesity among female contraceptive users in the University of
Port Harcourt Teaching Hospital.

2. Material and methods

2.1. Study site

This study was carried out in the Family Medicine Clinic, University of Port-Harcourt Teaching Hospital, Nigeria. Its
catchment areas include neigbouring Imo, Akwa Ibom, Bayelsa and Abia States.

2.2. Study design

This was a cross-sectional hospital based study which was conducted in four weeks.

2.3. Study population

The subjects consisted of only married non-pregnant women of reproductive age (15- 49 years of age) in nuclear
families attending the family medicine clinic. All the women outside the reproductive age (15-49 years of age), pregnant
women, married women not of nuclear families, single women of reproductive age, women with prior hysterectomy,
those who declined consent, divorced and widowed women were excluded from the study.

2.4. Sample size

Sample size was determined using the formulan = Z2pg/d? (where n is the desired sample size) [14] for estimating
minimum sample size for descriptive studies when studying proportions with entire population size >10,000. There
was no known reasonable estimate of the prevalence of obesity among contraceptive users in the environment of the
study hence 50% was used to derive the minimum sample size [15]. The derived figure was 384 but was increased by
10% to make room for attrition. Thus the desired sample size was 422.

2.5. Sampling method

A systematic sampling method was used to select the participants.

2.6. Study instrument

This included a specially designed, structured and pretested questionnaire developed by the researcher and a
stadiometer (Seca Corporation, Maryland, United State of America) used for measuring the subjects heights (meters)
and body weights (kilogram).

2.7. Data collection

The data collection was through the questionnaire by the researcher. The questionnaire administration was done after
careful explanation of the study to ensure confidentiality and consent extraction. Data on the socio-demographic
characteristics and current contraceptive method were collected. The stadiometer was used to measure height and
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weight. To measure the height, the participants’ were asked to take off her shoes, hats or head ties; stand with back to
the rigid meter rule on the stadiometer; and hold their head in a position where she can look straight at a spot, head
high, on the opposite wall. A flat rule was placed on the participant’s head, so that the hair (if present) was pressed flat.
Height was measured to the nearest meter, at the level where the flat rule touched the rigid meter rule. To measure
weight, participants were asked to remove heavy outer garments, empty their pockets and step on the stadiometer,
which was placed on a hard, even surface. Weight was measured to the nearest kilogram.

2.8. Data analysis

The data collected was fed into SPSS version 14. Tables and Charts were constructed for presentation of the results.
Statistical analysis employed included percentages, frequencies and mean. The chi-square test was used in assessing
the significant associations between categorical groups. A P-value of <0.05 was considered statistically significant.

2.9. Ethical consideration

The approval of the hospital ethical committee was obtained. Also consents of all the subjects were obtained before
inclusion in the study. Consent was also obtained from spouses of participants less than 18 years of age. The ethical
principles for the guidance of physicians in medical research were observed [16, 17].

3. Results

Four hundred and twenty two randomly selected non-pregnant women of reproductive age who satisfied the inclusion
and exclusion criteria were enrolled. The ages of the respondents ranged from 15-49 years with mean age of 32.86 +
6.85 years.

Table 1 Distribution of the socio-demographic characteristics of the respondents

Characteristics Frequency (n) Percentage of total
Age distribution

15-29 2 0.5
20-24 36 8.5
25-29 118 28.0
30-34 111 26.3
35-39 72 17.1
40-44 48 11.4
45-49 35 8.3
Educational duration

1-6 37 8.8
7-12 117 27.7
13-18 256 60.7
19-24 12 2.8
Religion

Christianity 406 96.2
Islam 5 1.2
Traditional 3 0.7
Others 8 1.9
Occupation

Artisan 23 5.4
Civil Servant 46 10.9
Corper (NYSC* members) 3 0.7
Farmer 11 2.6
High level profession 51 12.1
Housewife 64 15.2
Pastor(clergy women) 3 0.7
Student 71 16.8
Teacher 53 12.6
Trader 97 23.0

*NYSC National Youth Service Corp
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A significant proportion of the respondents (28.0%) were aged between 25 and 29 years while those aged 15-19 years
formed the least (0.5%). Majority of the respondents (60.7%) had 13-18years of formal education while only 2.8% of
the respondents had 19-24 years of education. Almost all the respondents (96.2%) belonged to the Christian religion.
The largest proportion of the respondents (16.8%) was students. Pastors (Clergy women) and National Youth Service
Corp members constituted 0.7% each (Table 1).

The barrier method (condom) was the most commonly used contraceptive method (32.6%) followed by the billing
method (23.3%) while the withdrawal method (2.3%) was the least contraceptive method being used by contraceptive
users (Table 2).

Table 2 Types of contraceptive method currently being used by the respondents

Contraceptive method currently used Frequency (n=215) Percentage
Barrier method (Condom) 70 32.6
Billing/Rhythm 50 23.3
Implants 15 7.0
Injectibles 26 12.1
Intrauterine contraceptive device 19 8.8

Oral contraception pill 24 11.1
Voluntary surgical contraception 6 2.8

Others (withdrawal) 5 2.3

Considering the relationship between type of contraceptive utilization and respondent’s body mass index, out of the
215 respondents using contraceptive methods, the proportion with normal body mass index was 25.1%, obesity
(37.2%), overweight (37.2%) and underweight (0.5%). The barrier method (condom) was the most commonly used
contraceptive method in all the BMI categories though it was most commonly used by those with obesity and
overweight. However, there was no association between type of contraceptive utilization and respondents’ body mass
index (p= 0.730) (Table 3).

Table 3 Relationship between Respondents’ contraceptive utilization and BMI categories

Types of contraceptive used Body mass Index(BMI) Total X2 P-
value
Normal Obesity Over Under- N=215
n=54(%) n=80(%) weight weight
n=80(%) n=1(%)
Barrier method (Condom) 19 (35.2) 23 (28.8) 28 (35.0) 0 (0.0) 70 (32.6)
Billing/Rhythm 11 (20.4) 20 (25.0) 19 (23.8) 0 (0.0) 50 (23.3)
Implants 3(5.6) 5 (6.3) 7 (8.8) 0 (0.0) 15 (7.0)
Injectibles 10 (18.5) 7 (8.8) 8 (10.0) 1(100.0) 26 (12.1) 16.68 0.7302
[IUCD 3(5.6) 9(11.3) 7 (8.8) 0 (0.0) 19 (8.8)
Oral contraceptives 5(9.3) 11 (13.8) 8(10.0) 0 (0.0) 24 (11.2)
Voluntary surgical 1(1.9) 4 (5.0) 1(1.3) 0 (0.0) 6 (2.8)
contraceptive
Others (withdrawal) 2 (3.7) 1(1.3) 2 (2.5) 0 (0.0) 5(2.3)
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4., Discussion

This study was aimed to determine the prevalence of obesity among contraceptive users in the Family Medicine Clinic
in University of Port Harcourt Teaching Hospital; Nigeria found a prevalence of 37.2%. This is higher than the prevalence
of 25.1% among participants with normal BMI. The comparatively high contraceptive use by the obese participants is
commendable considering its adverse effect on pregnancy especially if unintended. Pregnancy in an obese woman
predisposes her to complications such as pre-eclampsia, wound infections, anaesthetic complications, miscarriages,
cardiovascular problems and consequent maternal death. These obstetric complications are potentially higher in low
resource settings where specialized care for obstetric and medical problems associated with obesity may be suboptimal
[18]. It also adversely affects the health of future generations with increased rates of obesity and diabetes in the
offspring [4]. Obesity may make procedure-dependent contraceptive methods such as sterilization and insertion of I[UD
more challenging for the provider to perform predisposing to increased rate of complications among them [19].
Intramuscular injections may also require longer needles to achieve appropriate medication delivery [20]. Unintended
pregnancy and childbirth carries a lot risks for the mother and child. The woman has to either carry the pregnancy to
term or have an induced abortion [21] which is illegal in Nigeria. Births that are unintended by the mother places her
at elevated risks of adverse social, economic, and health outcomes for her and the child [22]. Unintended pregnancy in
an obese woman is a condition that should be avoided hence frontline practitioners such as family physicians and nurses
should utilize all contacts with obese women as avenue for health education on the importance of contraceptive use.

The 37.2% prevalence in this study is substantial yet considerably lower than the 42% reported by Akarolo-Anthony et
al for the general reproductive-aged adult female population in Abuja, an urban city in Nigeria [23]. This comparatively
lower prevalence than in the general population is not expected because of certain characteristics in the participants of
this study predisposing them to obesity but may not be present in the Abuja study participants that consisted of married
and unmarried civil servants. These characteristics include the fact that all of the participants in our study consisted of
married women who would have been exposed to the weight gain during and after pregnancy [24], and some of them
are exposed to the “fattening room” practice which is rife among the women in the area [7]. Also sedentary lifestyle is
common in Port Harcourt sequel to the high crime rates such as kidnapping at night and high traffic. These may
discourage jogging and other forms of exercises outside their homes thus promoting obesity [25].

The barrier method was the most widely used contraceptive method in this study. Similar finding had been reported by
other researchers [26, 27]. This observation could be a reflection of the high level of education among the respondents
and little or no side effects associated with condom use. Education is known to improve correct use of contraceptive
methods and interpersonal communication. Also the cheapness and wide availability of condoms, and the present
HIV/AIDS scourge may have contributed to this finding too since the condom is known to prevent its infection.

Strengths of our study include the prospective design and objective assessment of weight and BMI. There is dearth of
literature on the body mass index of women of reproductive age using contraceptive methods in Port Harcourt and this
study begins to fill that knowledge gap.

Our study is not without limitations. As an observational study, the demographic characteristics of our participants may
differ from other populations, in turn limiting the generalizability of our findings.

5. Conclusion

The prevalence of obesity among contraceptive users was 37.2%. The barrier method was the most commonly used
method. Although there was no association between contraceptive use and obesity, primary care providers including
family physicians should educate women on the adverse effect of obesity on pregnancy hence embrace contraceptive
use.
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