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Abstract

Background: Whether providers who regularly provide family planning services consider 

contraceptive methods as unsafe for women with obesity is unknown.

Methods: We analyzed questionnaire responses received from December 2009 to March 2010 

from 635 office-based physicians and 1323 Title X clinic providers delivering family planning 

services, who were randomly sampled (response rate 65%) before the release of national evidence-

based contraception guidelines. We examined provider and clinical setting characteristics and 

clinic patient demographics for association with provider misconceptions about safety of 

combined oral contraceptives (COCs), depot medroxyprogesterone acetate (DMPA), or 

intrauterine devices (IUDs) for women with obesity. If providers considered methods as unsafe or 

do not know, we categorized those responses as misconceptions. We used multivariable logistic 

regression to estimate adjusted odds ratios (aORs) and 95% confidence intervals (CIs).

Results: A substantial proportion of respondents had misconceptions about the safety of COCs 

(31%), DMPA (24%), copper (Cu) (18%), and levonorgestrel (LNG)-IUDs (16%) for women with 

obesity. Provider type was associated with increased odds of misconceptions for all four methods 

compared with office-based obstetrician/gynecologists. Not having the method available onsite 

was associated with safety misconceptions of DMPA (aOR 1.90, 95% CI 1.07–3.36), Cu-IUD 

(aOR 4.19, 95% CI 1.51–11.61), and LNG-IUD (aOR 5.25, 95% CI 1.67–16.49).

Conclusion: While the majority of providers considered all four contraceptive methods safe for 

women with obesity, substantial proportions had misconceptions about safety of COCs, DMPA, 

and IUDs. Provider education, particularly among certain specialties, is needed to increase 

knowledge regarding moderate and highly effective contraceptive methods among this patient 

population.
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Introduction

WOMEN WITH OBESITY have similar or higher rates of unintended pregnancy than women 

without obesity.1,2 Pregnancies in the context of maternal obesity are associated with 

increased risk of adverse maternal and neonatal outcomes such as gestational diabetes, 

hypertensive disorders, depression, operative or surgical deliveries, infection, pre-term birth, 

congenital anomalies, and perinatal death.3 Over half of women with obesity who are at risk 

of unintended pregnancy either do not use a contraceptive method or use the least effective 

methods.4

To address the unmet needs for contraception among women with certain characteristics or 

medical conditions, including obesity, the Centers for Disease Control and Prevention 

(CDC) released the United States Medical Eligibility Criteria for Contraceptive Use (US 

MEC) in 2010, adapted from the World Health Organization MEC. The US MEC offers 

recommendations for the safe use of hormonal and nonhormonal methods.5 It includes 

recommendations for providers to guide the use of combined hormonal contraceptives (pills, 

patch, and vaginal ring), progestin-only contraceptives (pills, depot medroxyprogesterone 

acetate [DMPA], and the implant), and levonorgestrel (LNG)- and copper-bearing (Cu)-

intrauterine devices (IUDs) for women with obesity.5

Recommendations state that women with obesity can use without restriction (US MEC 

category 1) or generally can use, as benefits outweigh any theoretical risks (US MEC 

category 2), all methods of combined hormonal contraceptives, progestin-only 

contraceptives, and IUDs. Providers may be concerned, however, that hormonal 

contraceptives may increase the risks for venous thromboembolism (VTE), weight gain, or 

other adverse events among women with obesity.

The purpose of this analysis was to describe the attitudes of healthcare providers on the 

safety of contraception for women with obesity and identify factors associated with provider 

misconceptions of contraceptive safety before the release of recommendations in the US 

MEC for this patient population.

Materials and Methods

Before publication of the US MEC in 2010, CDC mailed a baseline questionnaire to a 

random sample of 4000 providers, including office-based physicians (OBPs) and public-

sector Title X clinic providers, asking about their attitudes regarding the safety of and 

providing practices for various contraceptives for certain groups of women. OBPs were 

randomly sampled from the American Medical Association Physician Masterfile in the 

specialties of obstetrics and gynecology, family medicine, and adolescent medicine. Title X 

clinics were randomly sampled from a directory at the Office of Population Affairs.

We considered each OBP and one healthcare provider from each Title X clinic eligible to 

participate if they provided family planning services to reproductive-aged women twice per 

week or more. We calculated response rates based on recommendations from the Council of 

American Survey Research Organizations, which assume that the proportion of eligible 

respondents among those with unknown eligibility is equivalent to the proportion of eligible 

Jatlaoui et al. Page 2

J Womens Health (Larchmt). Author manuscript; available in PMC 2019 May 13.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



respondents in the subgroup with known eligibility or ineligibility. The overall response rate 

was 64.8%. We excluded nonclinician respondents (n = 8 counselors or educators) and those 

with missing data on provider type (n = 37), a variable created for this analysis to describe 

provider clinical focus and occupation across sampling strata. The final analytic sample 

included 1958 family planning providers (n = 635 OBPs and n = 1323 Title X clinic 

providers).

We weighted data to adjust for nonresponse and the probability of selection into the sample 

within each OBP specialty and for all Title X clinics. CDC determined the project to be 

nonresearch/public health practice, thus IRB approval was not required. More detailed 

methods have been previously described.6,7

This analysis examined healthcare provider attitudes regarding the safety of combined oral 

contraceptives (COCs), DMPA, LNG-IUDs, and Cu-IUDs for obese women (BMI ≥30 kg/

m2). Respondents were asked whether they considered each of the four methods to be very 

safe, safe, unsafe, or very unsafe for obese women, or whether they did not know. Since the 

US MEC considers these four methods to be safe or generally safe for women with obesity 

(US MEC category 1 or 2), we combined responses of “very safe” and “safe,” and “unsafe” 

and “very unsafe.”

We first described the sample by sampling strata, OBPs, and Title X clinic providers, for 

characteristics not previously reported among the analytic sample of 1958 clinicians.7 We 

then estimated the prevalence of provider attitudes about the safety of contraception for 

women with obesity for each of the four contraceptive methods by sample characteristics 

and used the Rao-Scott chi-square test to examine significant differences between groups ( p 
< 0.05). This was done among OBPs and Title X clinic providers combined because 

differences in the two sampling strata were captured by the created six-level variable 

provider type, which categorized OBP respondents into obstetrician/gynecologist (OB/

GYN), family medicine physician, or adolescent medicine physician and categorized Title X 

providers into physician, advanced care provider, or nurse. We defined advanced care 

providers as certified nurse midwives, nurse practitioners, and physician assistants.

We examined potential differences in provider attitudes by provider characteristics (e.g., 
provider type, sex, time since completing medical training, number of days of formal family 

planning training during clinical education, time spent discussing family planning per 

patient, and whether the provider was trained in either Cu- or LNG-IUD interval insertion), 

clinical setting characteristics (e.g., primary setting type, region of the United States, and 

availability of methods onsite), and patient demographics (e.g., number of reproductive-aged 

females seen per week, proportion of female patients of reproductive age who receive family 

planning services, and proportion of patients aged less than 20 and greater than 35 years).

When we compared factors associated with responses of “unsafe or very unsafe” to factors 

associated with responses of “don’t know” in chi-square analyses, we found similar results; 

thus, we combined responses of “don’t know” with responses of “unsafe or very unsafe” for 

the remainder of analyses and considered these responses to be misconceptions about the 

safety of contraceptive methods for women with obesity.
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We used logistic regression to calculate unadjusted and adjusted odds ratios and 95% 

confidence intervals (CIs) to determine factors associated with provider misconceptions. To 

identify factors to include in multivariable models, unadjusted odds ratios (ORs) were 

computed for all factors significantly associated with provider attitudes in chi-square 

analyses.

We then selected a common set of covariates that included factors significant in at least one 

unadjusted model across the four contraceptive methods. This common set of covariates 

used in multivariable models for all four contraceptive methods included the following: 

provider type, sex, primary setting, number of days of formal family planning training 

during clinical education, and proportion of women to whom they provide family planning 

services. For the COC and DMPA multivariable models, we also included onsite availability 

of that particular method. For the Cu-IUD and LNG-IUD multivariable models, we included 

training in IUD interval insertion and onsite availability of IUDs (both types, one type, and 

none).

We tested for collinearity, which was not found between any covariates. All analyses were 

performed using SAS 9.3 survey procedures to account for the complex sample design.

Results

OBPs and Title X clinic providers differed significantly by provider, clinical setting, and 

patient demographic characteristics (Table 1). According to previously published findings 

from these data, more OBPs than Title X providers were male and completed formal medical 

training 25 years ago or more, and fewer OBPs reported high proportions (>50%) of female 

patients who received family planning services, who used Medicaid or other financial 

assistance, who were racial or ethnic minorities, and who were non-English speaking.7 The 

majority of OBPs worked in the private/health maintenance organization (HMO) setting and 

the majority of Title X providers worked in community health centers, health departments, 

or classified their setting as other, followed by family planning clinics (Planned Parenthood 

affiliate or family planning clinic) (Table 1).

Time spent per patient discussing family planning, training in family planning, IUD interval 

insertion training and onsite availability of contraceptive methods also differed significantly 

between OBPs and Title X providers (Table 1). Significantly, more Title X providers spent 

10 minutes or more discussing family planning per patient compared with OBPs. The 

proportion of providers receiving 5 or more days of formal family planning training during 

their education was significantly higher for OBPs than Title X providers, although both 

exceeded 80%. More OBPs reported prior training in IUD interval insertion compared with 

Title X providers. While more Title X providers than OBPs reported onsite availability of 

COCs, DMPA, and Cu-IUDs, more OBPs than Title X providers reported onsite availability 

of LNG-IUDs and reported onsite availability of both IUD types.

The majority of both OBPs and Title X providers considered all four methods of 

contraception to be safe or very safe for women with obesity (Table 1). However, the 

distribution of providers’ attitudes about safety of COCs and DMPA differed significantly; a 
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greater proportion of OBPs than Title X providers considered COCs and DMPA as unsafe or 

very unsafe for women with obesity, while a greater proportion of Title X providers than 

OBPs were uncertain. Substantial proportions of both OBPs and Title X providers were 

uncertain whether IUDs are safe for women with obesity (10%–14%).

In adjusted analyses, the odds of provider misconceptions (unsafe, very unsafe, or don’t 

know) regarding the safety of COCs or DMPA for women with obesity varied by provider 

type, primary setting, the proportion of female patients of reproductive age who receive 

family planning services, and onsite availability (Table 2). Compared with office-based OB/

GYNs, the odds of misconceptions about COCs were higher among office-based family 

medicine physicians, Title X physicians, and Title X nurses. All provider types except Title 

X-advanced care providers had increased odds of misconceptions about the safety of DMPA 

for women with obesity compared with office-based OB/GYNs. Providers working in a 

private or HMO setting also had increased odds of misconceptions regarding COCs and 

DMPA compared with providers working in family planning clinics. Providers who worked 

in community health centers, health departments, or other settings, university, or hospital 

settings also had increased odds of misconceptions regarding DMPA. Providers delivering 

family planning services to 0%–24% or 50%–74% of their female patients of reproductive 

age had increased odds of misconceptions regarding COCs compared with providers 

delivering these services to 75% or more reproductive-aged female patients. This variable 

was not significantly associated with misconceptions regarding DMPA. Misconceptions 

regarding DMPA were observed for providers who did not have DMPA available onsite; not 

having COCs available onsite was not associated with COC misconceptions for women with 

obesity.

The prevalence of provider misconceptions regarding the safety of Cu-IUD or LNG-IUD for 

women with obesity varied by provider type and sex, percent of female patients of 

reproductive age to whom they provide family planning services, whether they were trained 

in IUD interval insertion, and onsite availability of IUDs (Table 3).

Compared with office-based OB/GYNs, all other provider types had increased odds of 

misconceptions about the safety of Cu-IUDs and LNG-IUDs for women with obesity with 

adjusted ORs exceeding 5.0 (although 95% CIs were wide); odds were highest among 

office-based adolescent medicine and family medicine physicians and Title X nurses.

Male providers had more than twice the odds compared with female providers of 

misconceptions about the safety of IUDs for women with obesity, but this association was 

only significant for LNG-IUDs.

Compared with providers who reported providing family planning services to 75% or more 

of their female patients of reproductive age, providers who reported lower percentages of 

such service delivery had higher odds of misconceptions about the safety of Cu-IUD for 

women with obesity with adjusted ORs exceeding 3.0, but this was not a significant 

association for LNG-IUD.
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Providers not trained in IUD interval insertion had increased odds of misconceptions about 

the safety of Cu-IUDs for women with obesity, but again this was not a significant 

association for LNG-IUD.

Providers who reported no onsite availability of either IUD type had increased odds of 

misconceptions about the safety of Cu-IUD and LNG-IUD for women with obesity 

compared with providers who reported that both IUD types were available onsite with 

adjusted ORs exceeding 4.0; providers who reported having one IUD available onsite had 

significantly increased odds of misconceptions about the safety of Cu-IUD, but this was not 

a significant association for LNG-IUD.

Discussion

This analysis finds that among healthcare providers who provide family planning services to 

reproductive-aged women twice per week or more, a substantial proportion has 

misconceptions regarding the safety of contraceptive methods for women with obesity. 

While it is reassuring that the majority of providers consider these methods safe for women 

with obesity, it is concerning that substantial proportions consider COCs, DMPA, and IUDs 

unsafe or were uncertain about their safety for these women.

For obese women, providers may be concerned about potential comorbidities, or about side 

effects and adverse events, such as weight gain and venous or arterial events; risks for these 

outcomes vary by contraceptive method.8,9 It is possible that providers consider DMPA as 

unsafe for obese women given potential risk for weight gain seen among overweight or 

obese adolescents, although data do not show a significant change in weight among adult 

DMPA users.9 Since users of COCs (which contain estrogen) are at an increased risk of VTE 

compared with nonusers, it is also possible that providers consider COCs unsafe for women 

with obesity, another risk factor for VTE; still, the absolute risks for VTE are low.8,10 

Recommendations from both CDC and ACOG support the use of these methods for women 

with obesity.5,11

Reasons for provider misconceptions about the safety of IUDs are less clear. It is possible 

that providers are unsure whether they can successfully place an IUD in a women with 

obesity, they may be concerned that a difficult placement may increase complications such 

as perforations, or they may have concerns with bleeding abnormalities common among 

obese women that may affect IUD acceptability or continued use.12,13

Previous studies have found that, despite evidence-based guidelines supporting the safety of 

contraceptive use—IUDs in particular—providers may not consider IUDs appropriate for 

certain patients and thus are not likely to discuss or recommend them.7,14,15 These studies 

also identified similar factors associated with provider misconceptions about the safety of 

IUDs, such as provider type, fewer proportions of patients receiving contraceptive services, 

method availability, and IUD training. In our adjusted models, misconceptions for all four 

methods were associated with provider type. The unavailability of the methods onsite was 

also associated with misconceptions for DMPA and both IUDs. Other factors associated with 
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misconceptions for some, but not all, methods included primary setting, percentage of 

women with whom they provide family planning services, sex of provider, and IUD training.

It is possible that providers who have more exposure to contraception through on-the-job 

training, higher frequency of contraceptive visits, or contraception available onsite are more 

knowledgeable about providing contraception to specific patient populations. Two recent 

studies have demonstrated that continuing education, both didactic and hands-on training, 

are critical for IUD provision, especially for patient populations less likely to access IUDs, 

such as adolescents or postpartum women,15,16 and may be useful to increase IUD access for 

women with obesity. A recent randomized trial demonstrated that evidence-based training on 

counseling and insertion of long-acting reversible contraceptives (LARC and IUDs) 

increased LARC utilization and decreased pregnancy rates at intervention sites compared 

with control sites.17

Our analysis is subject to several limitations. Our survey questions did not define safety, and 

safety may have been interpreted by respondents as effectiveness. In the event respondents 

considered effectiveness an aspect of safety, we may have overestimated the proportion of 

respondents with true safety misconceptions. While there are data demonstrating 

pharmacokinetic differences for women with obesity using COCs and DMPA compared with 

nonobese women,18 limited clinical data overall do not demonstrate an increased risk for 

unintended pregnancy among contraceptive users with obesity.19–22 Our survey defined 

obesity as BMI ≥30 kg/m2 and it is possible that providers perceive safety of these methods 

differently for women of different obesity classes (e.g., BMI ≥40 kg/m2), which our survey 

could not assess.

Although our overall response rate, 65%, is within the range of other provider surveys,23 we 

are unable to determine how respondents differed from nonrespondents related to our 

outcomes of interest. All data were self-reported and certain characteristics may be 

influenced by recall bias. Finally, other factors that may influence provider attitudes about 

the safety of contraception for women with obesity were not assessed, such as patient 

preferences for contraception, insurance coverage, whether providers themselves were 

obese, and the proportion of patients that respondents serve who are obese.

For women with obesity, any risk of adverse events from using contraception will likely be 

outweighed by the benefits of contraception to prevent the risks faced during an unintended 

pregnancy and in the postpartum period. As rates of obesity remain high, efforts are needed 

to address the risk of unintended pregnancy among this patient population and help patients 

choose and continue safe and effective methods of contraception. One recent study found 

that obese women who discuss contraception with a provider are more likely to use effective 

contraception, yet over half report no recent discussion of contraception with a provider.4

It is important that providers caring for women with obesity, which span primary and 

specialty care, identify female patients of reproductive age at risk for unintended pregnancy 

and counsel accordingly regarding contraception. The U.S. Medical Eligibility Criteria 

supports the safe use of the most effective methods and moderately effective methods for 

women with obesity.5 Since the release of these recommendations, CDC has developed 

Jatlaoui et al. Page 7

J Womens Health (Larchmt). Author manuscript; available in PMC 2019 May 13.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



provider tools, apps, and webinars and partnered with professional organizations to 

disseminate these guidelines and future research may evaluate progress with these efforts.

Training providers in counseling and provision of contraception methods for women with 

obesity are imperative next steps to implement these recommendations, as well as change 

provider attitudes and reduce barriers to contraception for this population. Hands-on 

trainings can start in medical or nursing school and residency, and should be available for 

continued education.

Conclusion

While the majority of providers considered all four contraceptive methods safe for women 

with obesity, substantial proportions had misconceptions about safety of COCs, DMPA, and 

IUDs. Provider education, particularly among certain specialties, is needed to increase 

knowledge regarding moderate and highly effective contraceptive methods among this 

patient population.
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