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Abstract: 

Background: Hormonal methods of birth control are a safe and reliable way to prevent pregnancy for 
most women. Their uptake rate in comparism to other contraceptive methods in our environment has not 
been well documented. 

Objective: To determine the uptake of hormonal contraceptives and assess socio-demographic 
characteristics related to the choice, among acceptors in a tertiary health facility in Rivers State. 

Methodology: A hospital-based cross-sectional study was adopted. A sample size of 124 was used. New 
clients were consecutively recruited over a 12-month period. Demographic data (age, parity, educational 
level, marital status) and contraceptive-related data (choice of contraceptive method, reasons for use) 
were obtained and analyzed using SPSS version 20.0. 

Results: A total of 124 new female clients were recruited with median age of 34 years. Of these, 
92(74.2%) accepted hormonal methods while 32 (25.8%) chose non-hormonal methods. Among the 
hormonal contraceptive acceptors, 94.6% (n=87) used implants, 4.3% (n=4) used injectable and 1.1% 
(n=1) used oral contraceptive pill. Bivariate analysis of socio-demographic factors and hormonal uptake 
among the acceptors was statistically significant for marital status, educational level and reason for 
contraception.  

Conclusion: We found a substantial uptake of hormonal contraceptives, mainly implants. The uptake was 
particularly pronounced among married women with higher educational level and whose reason for 
contraception is completed family size. 
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Introduction: 

Hormonal methods of birth control contain estrogen and progestin, or progestin only; they are a safe and 
reliable way to prevent pregnancy for most women. Hormonal methods include subdermal implants, 
injectable, pills, Mirena IUCS, vaginal ring or skin patch. Non hormonal methods include copper IUCD, 
condoms, cervical cap, diaphragm, and sponge. 

Hormonal contraception, particularly oral pills and injectable (depot medroxyprogesterone acetate), is the 
most popular and widely available form of contraception in Kenya [1]. Hormonal contraceptives are a 
safe and effective form of contraception for women <40 years, women with superficial venous thrombosis 
/ varicose veins, later postpartum period, breastfeeding mothers after 6 months and HIV-infected women 
[2].  

Contraceptive implants are one of the most effective family planning methods available and well-
accepted worldwide [3][4]. They are long term hormonal contraceptives and a better option for women in 
sub-Saharan Africa due to its effectiveness and convenience [5][6]. Jadelle is a set of two flexible 
cylindrical implants, each containing 75 micrograms of progestin-levenorgestrel, while the Implanon 
contains 68 micrograms of Etonogestrel [7]. They are sealed with adhesives, sterilized and inserted in a 
superficial plane beneath the skin of the upper arm under aseptic condition and can be effective for five 
years in the case of Jadelle but three years for Implanon [8][9]. Unlike other hormonal delivery systems, 
they do not cause unnecessary peaks in progestin levels and do not use estrogen, and thus their health 
risks are minimal [10] [11]. 

The injectable contraceptive method was the most preferred method of birth control among women of 
reproductive age group in Warri (South-South), South-Eastern and Kano (Northern) Nigeria [12] [13] 
[14]. Injectable contraceptive was also the method of choice among women seeking terminal fertility 
control in South-Western Nigeria [15]. Contrary to the forgoing, intrauterine contraceptive device was the 
most chosen method in 74.6% of the married women attending family planning of a tertiary institution in 
Oshogbo, Nigeria [16]. 

The contraceptive CHOICE project, one of the largest prospective cohort studies of women in the US 
seeking reversible contraception, found that when the barriers of cost, access and knowledge are removed, 
women chose the most effective and least user-dependent methods [17]. In their study, the uptake of long-
acting reversible contraceptives increased from 5% at the baseline to 75% during the study. 

Studies elsewhere have reported high levels of hormonal contraceptive utilization in various groups [18] 
[19] [20]. The uptake rate of hormonal contraceptives in comparism to other contraceptive methods in our 
environment has not been well documented. This study seeks to determine the uptake of hormonal 
contraceptives and assess socio-demographic characteristics related to the choice, among acceptors in a 
tertiary health facility in Rivers State. 

Methodology: 

A hospital-based cross-sectional study was adopted. Using the formula for cross-sectional studies [21], a 
sample size of 124 was attained based on the alpha level of 0.05, contraceptive uptake of 15% in Nigeria 
from 2013 Demographic Health Survey (DHS) [22], precision of 7.5% and non-response rate of 30%.    

New clients at the family planning clinic were consecutively recruited over a 12-month period. 
Demographic data (age, parity, educational level, and marital status) and contraceptive-related data 
(choice of contraceptive method and reasons for use) were obtained in the study. Data was collected by 
the  authors  from  the  records  directly  and analyzed using the Statistical Package for Social Sciences 
(SPSS) version 20.0.  



The hormonal contraceptive uptake among the new clients at the family planning clinic was expressed in 
percentages. Bivariate analysis employed Chi square/Fisher’s exact statistics in determining significant 
differences in the demographic pattern. Statistical significance was set at P<0.25 for bivariate analysis.  

Statistically significant variables on bivariate analysis were entered into a multivariate analysis model. 
Multivariate analysis was done using unconditional binary logistic regression model. The dependent 
variable was hormonal contraceptive uptake (categorized as Yes/No) while the demographic 
characteristics and reasons for contraceptive use comprised the independent variables. Odds ratio and 
95% confidence intervals were determined and P<0.05 following multivariate analysis were considered 
statistically significant. 

Results: 

The study comprised of a total of 124 new female clients with median age of 34 years and an age range of 
20 to 49 years. Of these, 92(74.2%) accepted hormonal methods while 32 (25.8%) chose non-hormonal 
methods (Fig 1). Among the hormonal contraceptive acceptors, 94.6% (n=87) used implants, 4.3% (n=4) 
used injectable and 1.1% (n=1) used oral contraceptives (Fig 2). 
 
 
 

 
Fig 1: Distribution of type of contraceptive accepted by the clients 
 



 
 
Fig 2: Distribution of hormonal contraceptive accepted by the clients 
 
 
Table 1 shows the socio-demographic profile of clients, majority of whom had secondary education & 
above (90.3%); were married (93.4%) and had parity of 3 & above (71.8%). Majority of the clients 
(55.7%) also had completed family size as their reason for contraception. Bivariate analysis of socio-
demographic factors and hormonal uptake among the acceptors was statistically significant (p<0.25) for 
marital status, educational level and reason for contraception; however, these were not statistically 
significant (p<0.05) on multivariate analysis as shown in Table 2. 
 
Table 1: Socio-demographic characteristics and uptake of hormonal contraceptive (Bivariate 
Analysis): 
 Hormonal uptake  

 

Variables 

Yes                   
n (%) 

No                    
n (%) 

Total                  
n (%) 

Age category    

≤ 34 years 51 (72.9) 19 (27.1) 70 (100.0) 

> 34 years  41 (75.9) 13 (24.1) 54 (100.0) 
 Chi-Square = 0.150; P = .699  
Educational level    
Below secondary 9 (75.0) 3 (25.0) 12 (100.0) 
Secondary & higher 83 (74.1) 29 (25.9) 112 (100.0) 
 Fisher’s exact P = 1.000  
Marital status    
Married  85 (72.6) 32 (27.4) 117 (100.0) 
Single 7 (100.0) 0 (0.0) 7 (100.0) 
 Fisher’s exact P = .189*  



Parity    

Para ≤ 2 29 (82.9) 6 (17.1) 35 (100.0) 

Para > 2 63 (70.8) 26 (29.2) 89 (100.0) 
 Chi-Square = 1.912; P = .167*  
Completed family size    
Yes 48 (69.6) 21(30.4) 69 (100.0) 
No 44 (80.0) 11 (20.0) 55 (100.0) 
 Chi-Square = 1.740; P = .187*  
Child spacing    
Yes 42 (79.2) 11 (20.8) 53 (100.0) 
No 50 (70.4) 421 (29.6) 71 (100.0) 
 Chi-Square = 1.234; P = .267  
 
*Statistically significant P<0.25 
 
 
 
Table 2: Socio-demographic characteristics and uptake of hormonal contraceptive (Multivariate 
Analysis) 
 
Multivariate analysis of socio-demographic variables (P<0.25 on bivariate analysis) and hormonal uptake 
among family planning acceptors 

Variables* Coefficient(B)  Odds ratio (OR) 95% CI p value 

Parity     

Para > 2             0.477 1.61 0.45 – 5.83 0.467 

Para ≤ 2R   1 1  

Completed family size     

Yes             0.287 1.33 0.45 – 3.96 0.605 

No R   1 1  

*Marital status not included in the multivariate analysis model due to the presence of zero in one of cross 
tabulation cells.  R-Reference category;  CI-Confidence interval (Finding not statistically significant @, 
P<0.05). 

 



Discussion: 

Our study shows that the uptake of hormonal contraceptives at our Centre as a percentage of all acceptors 
was high (74.2%). This is similar to the findings by Abaasa A. et al [19] of 51.1% and Balkus J. et al [20] 
of 72%. Of the new hormonal contraceptive users, a huge majority, 87 (94.6%) accepted the subdermal 
implantable methods above the rest. This is contrary to the findings of the above studies where a majority 
of their acceptors chose the injectable, followed by the contraceptive pills, above the implants. Other 
studies [18] [23] also recorded a low uptake of implants. 

The high uptake of the implants in our study may be attributed to the fact that it is readily available in our 
Centre; there is no lack of medical personnel skilled at insertion and the reason for contraception, which is 
mainly, completed family size, demanding long-acting methods. The non-availability of the commodity at 
the time of counseling and sometimes lack of medical personnel that is skilled at implant insertion when 
needed makes its need to be unmet in some Centers [18]. 

Uptake of hormonal contraceptive was higher among the younger age group just like in other studies [19]; 
however, this was not statistically significant when compared to the non-acceptors. Majority of our clients 
were highly educated with 90.3% haven attained secondary education and above. Both younger age group 
and lower educational status have been associated with lower contraceptive use in Uganda [24]. 

Bivariate analysis of socio-demographic factors and hormonal uptake among the acceptors was 
statistically significant (p<0.25) for marital status, educational level and reason for contraception; 
however these were not statistically significant (p<0.05) on multivariate analysis. Like this study, marital 
status was associated with hormonal contraceptive use in the study by Balkus J. et al [20]. 

Conclusion: 
We found a substantial uptake of hormonal contraceptives, mainly implants, among women attending our 
family planning clinic. The uptake was particularly pronounced among married women with higher 
educational level and whose reason for contraception was completed family size. Promotion and 
provision of hormonal contraception greatly increases the proportion of women using a reliable method of 
contraception. 
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