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Preventing unplanned pregnancies for women who are obese is especially important given the
likelihood of co-morbidities that endanger both the woman and fetus. Given that the most effective
contraception methods are available only by prescription, necessitating interaction with providers, this
study addresses the following questions: Does obesity impact contraception use and women’s choice in
contraception type? If so, is there a possibility that health care provider bias toward obese individuals
contributes to this impact?
This sequential mixed methods study leveraged quantitative analysis to inform qualitative
interviews with family medicine physicians. Regression analysis was conducted using the National
Surveys of Family Growth (NSFG), Cycle 2006-2010. The analytic sample (n=5,600+) controlled for
individual and socioeconomic factors including poverty, race, education and access to health care.
Qualitative, structured interviews were conducted with family medicine residents employed by an
accredited California family medicine residency program.
The findings demonstrate that sexually active women with a BMI over 35 (obese class II) are 49%
less likely to use contraception than women with a BMI below 25 (p-value <.05.) Recent access to
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reproductive health care did not significantly improve rates of contraception. Women in obese class II
who had a recent pelvic exam and/or family planning counseling remain 44% less likely to use
contraception (p-value= .000). The findings also demonstrate that obesity is not a significant predictor
of using a method prescribed or administered by a physician. Obese women are just as sexually active,
as likely to access reproductive health care and – when prescribed – often use the most efficacious
method of reversible contraception than other women.
These findings imply that continuing to focus intervention efforts primarily on access to
reproductive health care for this population may not deliver desired outcomes. The interviews explored
the context in which obese patients receive care to highlight and examine important nuances specific to
this population. Physicians cited patient concern about contraceptive side effects, provider bias and
time and/or resources constraints as contributing to lower rates of use. When asked for suggestions,
the majority of physicians recommended invoking a policy to ask all patients of reproductive age about
family planning goals. Other common suggestions addressed time constraints, inadequate equipment
and additional education for physicians regarding obesity specific reproductive health.
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CHAPTER 1: INTRODUCTION
Comprehensive reproductive healthcare and pregnancy prevention is a public health priority for
the obese population. 1-6 Nearly 70% of women over the age of 20 are overweight or obese in the
United States today (33% overweight; 36% obese.)7 Preventing unplanned pregnancies for obese
women is especially important given the likelihood of co-morbidities that endanger both the woman and
fetus during an unintended pregnancy. Given that the most effective contraception methods are
available primarily by prescription, necessitating interaction with providers, any obesity-specific
impediments to reproductive health care services must be overcome. To that end, this study addressed
the following question:
Does obesity impact contraception use and women’s choice in contraception type and if so,
how does health care possible provider bias toward obese individuals contribute to this impact?
The investigation combined quantitative examination of cross-sectional survey data from the
National Survey for Family Growth (NSFG) and qualitative analysis of physician perspectives to examine
the disparities between obese and non-obese women with respect to accessing reproductive health
services and use of contraception. Rates of contraception use by body size were examined and the
hypothesis that obese women are less likely to access reproductive health services was evaluated.
Subsequently, the type of contraception used by obese and non-obese women was investigated. These
results were then assessed within the context of prior research regarding possible health care provider
bias toward obese patients. 8-15 This was followed by examining the hypothesis that health care provider
bias is an impediment to well-informed contraceptive use by obese women.

1

Study Aims

Study Aim 1
Examine Relationship Between Obesity and Rates of Contraception
The study investigated if obese women are less likely to use contraception than other women
after adjustment for individual and socioeconomic factors. Contraception use among women who
sought care was investigated as well. The hypotheses for this aim were: (1) obese women are not as
likely to use contraception as non-obese women after controlling for individual and socioeconomic
factors and (2) obese women of reproductive age are not as likely to seek reproductive health services
as frequently as non-obese women, even after controlling for other influences.

Study Aim 2
Examine the relationship between obesity and type of contraception used.
The type of contraception used was particularly important given the pregnancy-related risks
faced by this population.
In addition to efficacy, contraception methods vary in their administration, availability and
duration. The hypothesis that obese women are more averse than other women to methods that
require a prescription or physical exam was evaluated as was a related hypothesis that they are more
likely to discontinue a method due to dissatisfaction and, therefore, to increase their risk of unintended
pregnancy.

2

Study Aim 3
Explore physicians’ perceptions of presence/implications of provider bias and evaluate the effect of
possible health care provider bias on obese women’s contraceptive decision-making.
Solicit ideas on improving rates of contraception use among obese women.
Qualitative interviews were conducted to obtain the perspectives of family medicine physicians,
currently in residency. The quantitative findings informed the design of questions about why the use of
contraception differs between obese and non-obese women and how practitioners can be better
prepared and supported in serving the reproductive health needs of this population.

3

CHAPTER 2: BACKGROUND AND SIGNIFICANCE

Conceptual Framework
Based on a review of literature from several subject areas and disciplines, the conceptual
framework depicted in figure 1 (below) outlines the pathways in which obesity may limit access to
contraception and reproductive health services.

The pathways depicted in the framework include:


Socioeconomic and individual factors contributing to obesity



Obesity impacting a woman’s personal pregnancy beliefs
4



Obesity reducing a woman’s willingness to seek reproductive health care



Obesity triggering health care provider bias which may reduce the likelihood that
family planning counseling is provided and/or the most efficacious method of
contraception is recommended.

Review of Literature
The key components in the conceptual model hypothesized to influence the contraceptive
decision-making of obese women are derived from the literature related to obesity, health care provider
bias and reproductive health literature. As discussed below, the effects of each of these influences are
hypothesized to impair obese women’s ability to obtain an effective method of contraception, thus,
increasing the chances that they will experience an unintended pregnancy.

Societal Obesity Stigma
Brownell argues that negative attitudes towards obesity remain an acceptable form of
discrimination.16 The stigma surrounding obesity is often justified by individuals because of the
significant social and financial price society pays for the condition.17 Obese individuals are often blamed
for these costs. Adjectives that have been used to describe obese people by those who interact with
them in employment, health care and education settings include: out-of-control, asexual, lazy, ugly and
weak-willed. 12,16,18,19
These negative attitudes have created a pervasive stigma, which can be defined as “an attribute
that conveys a devalued social identity within a particular context.”20 Research has shown that through
discrimination, obesity stigma negatively influences nearly every context within which a person
functions. From an early age, obese children are discounted in education settings by their teachers and
even family members.21-24 Evidence of discrimination and maltreatment has been shown in employment
settings and hiring practices, reducing individuals’ ability to provide for themselves and advance in
5

society.25,26 Discrimination in health care settings has been measured in several ways. The evidence
indicates that provision of health care and ultimately health status suffers as a result of discrimination
against the obese.8-15 Living with this stigma has been shown to impair mental and physical health, both
directly through physiological pathways (resulting from internalizing stress) and indirectly through
lifestyle changes such as avoiding health care and social settings.27,28
Health Care Providers and Obesity Stigma
Despite the association between stigma and poor health and the already pressing health
concerns of obesity, there is significant documentation of obesity stigma in health care settings.
Previous research concludes that health care providers response to patients differs by body size.12
Studies have examined obese patient interactions with nurses, physicians, medical students,
administrative staff and even obesity specialists and each type of interaction has been characterized by
components of stigmatization.12-16,29 Studies investigating stigma and obese obstetric patients found
that physicians viewed their patients as less self-disciplined, less healthy and less likely to take care of
themselves and exhibited negative and annoyed feelings when caring for those patients.30 This is
particularly concerning given the complicated and dangerous implications obesity can have during
pregnancy. Studies have also shown that physicians spend less time with obese patients and are less
willing to discuss health promotion and prevention.31
Low expectations from health care providers can self-perpetuate and negatively impact
relationships with obese patients while degrading their patients’ health care. Essentially, the condition
of obesity is perceived as evidence of non-compliance and laziness which, in turn, leads to less time
spent with obese patients to discuss weight reduction and other important health matters. Obese
patients encountering a lack of effective support are susceptible to becoming discouraged, leading to a
lack of enthusiasm evidenced by minimal effort and failure to advocate for themselves.16 Subsequently,
providers perceive the lack of progress and interest as justifying their initial assessment. This self6

perpetuating cycle can foster a sense of hopelessness.16 This further erodes the relationship between
health care providers and the patient, a key component of most successful treatment regimens.16,32
Though research is nascent in investigating the extent and impact of health care provider bias
on contraception use, studies have shown that provider discrimination has affected reproductive health.
Health care providers have been shown to be less likely to reinforce the importance of pelvic exams with
obese patients than non-obese patients and some have even gone so far to indicate that they are less
willing to touch obese patients.13,31 This is especially problematic for family planning since the most
effective methods often require a pelvic exam as well as vaginal insertion.33 Physicians have specifically
reported that obesity impairs their ability to correctly insert intra-uterine devices (IUD), widely known to
be one of the most effective contraceptive methods available.33,34 They are also less likely to discuss the
importance of other screenings, like mammograms, if their patients are obese.14 These limitations are
likely to impact a physician’s ability to discuss contraception, let alone inquire about aspects of their
patient’s life to ensure they prescribe an appropriate and effective method.

Obese Women of Reproductive Age
From an early age, obese children begin to feel ashamed, embarrassed and worthless as a result
of society’s persuasive dialogue surrounding obesity.35,36 These feelings are carried into adulthood,
often resulting in adults who have low self-esteem, low self-efficacy and intense internalization of
obesity stereotypes.16,31 As described previously, these feelings translate to reluctance to seek out
health care and failure to advocate for one’s rights and health options, which contributes to their poor
health status. This has been especially problematic for women of reproductive age who are more likely
to experience difficult pregnancies and poorer health outcomes for their children as a result of their
physical and mental health.37
It is also possible that low self-esteem and self-efficacy impact sexual practices and further place
obese women’s health at risk. The preliminary findings of new research indicate that obese women may
7

engage in sexual activities that place them at higher risk than their non-obese counterparts, though
admittedly nascent in its development.38 focusing on obese young adults and adolescents have shown
that this population is more likely than their non-obese counterparts to have a higher number of casual
partners, fail to use contraception and/or be intoxicated at time of intercourse.39-43 Though there may
be many factors associated with higher risk sexual behavior and obesity, one theory is that low selfesteem leaves women feeling powerless and lonely and may prevent women from negotiating for safer
sexual scenarios such as contraception use.16,31,38
Contraception
Though physicians have also reported difficulty in using some methods with obese women,
slight modifications of procedure can ensure the process is safe and effective.34 Health care provider
bias may disincline them from adapting their approach to better support obese women. Though much
attention has been focused on obesity and contraception, often questioning efficacy of methods in
populations with elevated BMI, recent data have shown that the most effective methods showed
extremely low failure rates and did not differ based on BMI.44,45
When addressing family planning with a patient, evidence has demonstrated the importance of
a positive, close relationship with one’s provider in appropriately matching a contraceptive method with
a woman’s needs.46 This is because of the sensitive nature of the topic and the many lifestyle
considerations that need to be discussed before determining which method will best meet a woman’s
family planning needs. In a study evaluating obese women's experience in family planning clinics, obese
women cited concerns over poor facility preparedness to accommodate their needs and embarrassment
during initial intake procedures.47 Obese patients anticipating prejudice may be less likely to advocate
for family planning services and may avoid health care settings in general, limiting their access to the
most effective methods of contraception.

8

Unintended Pregnancy
Without unfettered access to family planning counseling and effective contraceptive methods in
a supportive, positive and appropriately equipped health care environment, women are at increased risk
of unintended pregnancy.1 Unintended pregnancies that are continued to term are associated with
increased risk of detrimental prenatal behavior and negative health and social outcomes for both the
mother and child.48,49 Unfortunately, obese women have been shown to be at an even higher risk for
unintended pregnancy than their non-obese counterparts because of less consistent use of effective
contraception.38
In addition to experiencing unintended pregnancies at a higher rate, obese women may detect
their pregnancies less quickly, increasing the likelihood for negative health outcomes.48,49 For example,
if pregnancy recognition is delayed, obese women may initiate prenatal care later and delay any
behavioral changes that may accompany pregnancy recognition, e.g. vitamin supplementation, smoking
cessation. Obesity is associated with decreased fertility and women may believe they are less likely to
conceive and therefore, less likely to suspect pregnancy.5,6,50 Also, obesity is associated with menstrual
irregularities, including infrequent or missed menstrual cycles known as amenorrhea.6 Amenorrhea has
been linked with delayed pregnancy detection as women may not have realized they were ovulating and
at risk of pregnancy due to their unpredictable cycles.51 As discussed previously, obese women are also
more hesitant to seek medical care and may avoid visiting a physician to investigate any pregnancyrelated symptoms, further delaying recognition. This delay may also reduce women’s options for
pregnancy resolutions as many states have laws mandating gestational age limits for women seeking
abortions.52 Previous research has shown that obesity is a predictor of delay in receiving abortions.53
Maternal and Child Health Outcomes
Obesity is associated with a variety of dangerous health conditions for women and children both
during and following pregnancies carried to term. While pregnant, obese women are at increased risk
9

for many serious medical conditions, including gestational diabetes, pulmonary embolism and
hypertensive disorders including hypertension, pre-eclampsia/eclampsia.2-5,31 Often, the risk increases
linearly with BMI.6 During delivery, obesity is a risk factor for labor augmentation, caesarean delivery
and anesthesia complications.2,3
There are also components of the interaction between obesity and pregnancy that further
perpetuate the cycle of weight gain. Following delivery, obesity has been associated with postpartum
depression.54 Pregnancy also increases the likelihood of postnatal maternal obesity and research has
shown that obese women are less likely to lose pregnancy weight.5,6 Furthermore, obesity can impair
and/or shorten breastfeeding, a source of post-pregnancy weight loss and a proven health benefit for
infants.55
For infants, maternal obesity has been associated with significant fetal and infant morbidity and
mortality. A recent meta-analysis showed significant increase in risk for neural tube defects, including
spinal bifida, cardiovascular anomaly, cleft lip and palate, hydrocephaly and a limb reduction anomaly.56
Increase in maternal BMI is associated with failure to detect fetal abnormalities in an ultrasound due to
the location of adipose tissue, and can prevent detection of neural tube and cardiac defects.57 Recent
studies utilizing the life course perspective have demonstrated that maternal obesity can affect fetal
programming and predispose the child to obesity throughout life.37,58
Ultimately, research indicates that comprehensive reproductive healthcare is a high priority for
this population.

10

Review of Theories
The following theories frame the proposed impact of obesity and healthcare provider bias on a
women’s contraceptive decision-making.

Stereotype Content Model
For stigma to exist, social groups need to adopt and apply a stereotype to a group of people
based on perceived characteristics. The nature and content of that stereotype plays a large role in
determining the actions of those who stigmatize and how that stigma affects individuals to which it’s
applied. The conceptual model utilizes the Stereotype Content Model, developed by Fiske, et al., to help
clarify how stereotypes of obese people can detrimentally affect their health.59
The Stereotype Content Model is based on the premise that the content of all stereotypes vary
along two traits: warmth and competence. Stereotypes can be classified as being high or low for each
trait and, as a result, evoke feelings from those who perpetuate the stereotypes based on those
classifications. Furthermore, the content of the stereotypes dictate social structure in society, i.e.
positive stereotypes lead to higher social status.59 For example, elderly people are perceived as low in
competence but high in warmth, resulting in feelings of pity from higher social status groups. The
stereotype for Asian Americans has been shown to be the inverse, high in competence but low in
warmth, evoking feelings of envy by other society members. Though not reviewed in the study, there is
substantial evidence indicating that obesity is perceived as both low in competence and low in warmth,
and similar to other populations with the same designation, often resulting in members of higher social
groups feeling contempt towards obese people.16
Early research into the stereotypes and resulting stigma of obesity indicate that higher status
social groups rely on visibility and controllability to justify their response.20 Recent studies utilizing the
life course perspective have demonstrated that maternal obesity can affect fetal programming and
predispose the child to obesity with the condition.60 Furthermore, research has found that people use
11

descriptions such as lazy, undisciplined, gluttonous and asexual to describe obese people, indicating that
the low warmth and low competence designation in the Stereotype Content Model is accurate.16,18,19,61
This designation is indicated by the Stereotype Content Model to be associated with the most negative
stigmas, resulting in reactions of disgust and contempt by higher status individuals. The ramifications of
this stigma are substantial and can contribute to a lifetime of poor physical and mental health conditions
for those labeled obese.12,16
The relationship depicted in the conceptual model between obesity and health care provider
bias was developed on this theory, predicting that health care providers incorporate these negative
stereotypes into their decision-making and assume obese women are asexual and unattractive. The
model predicts that physicians are then less likely to provide family planning services and/or lower
quality, cursory counseling, thus negatively impacting contraception use.

Stress and Coping Model
Rooting stigma in a model addressing stress and coping is an important step towards
understanding the many impacts that it may have on an individual and any actions that individuals might
take. The core feature of a stigma is “an attribute that conveys a devalued social identity within a
particular context.”20 This devaluation exposes the individual to a variety of stressors, and even more so
if the stigma is a condition that is readily apparent, such as obesity.62 Stigmas that are based on physical
appearance can increase the potential and impact of stress because unfair treatment or judgments can
be triggered instantaneously.63 Stressors are defined as “an event in which environmental or internal
demands tax or exceed the adaptive resources of the individual.”64 Stigma may be particularly
debilitating as it often affects many aspects of a person’s life including self-perception, relationships, the
workplace, and physical and mental health.
An adapted version of the stress and coping model considers the many ways stigma can affect
the stigmatized person, including psychologically, socially, and biologically.62,65,66 It also identifies and
12

describes reactions to stigma within the context of coping with stress. It’s important to note that
responses to stress are dynamic and interdependent.65 Perpetual stigmatization often results in many
responses, altering future actions. Still, the model is a reasonable starting point for understanding the
actions obese women may take in response to societal level stigma and helps organize the diverse
responses into a framework that has been empirically tested.62
When exposed to stress, the model indicates that individuals may experience voluntary coping
responses and/or involuntary responses to manage the deluge of stress they experience. Coping is
defined as, “conscious volitional efforts to regulate emotion, thought, behavior, physiology, and the
environment in response to stressful events or circumstances.”65 Involuntary responses are largely
perceived to be outside a person’s control and therefore, not necessarily coping in nature. Within each
distinction of voluntary or involuntary is the further clarification of engagement or disengagement. This
subsequent classification is based on the fight (engagement) or flight (disengagement) response to
personal threat.65
Voluntary disengagement coping responses include those that can be classified as avoidance,
denial or wishful thinking. In the obesity model, these patterns are recognized when an obese woman
avoids visiting her health care provider altogether for fear of being stigmatized or chooses not to discuss
contraception in an effort to avoid any indication that her practitioner believes her to be asexual or
unattractive. Also, evidence shows that obese people are more likely to blame themselves for
discrimination, which may be an attempt to minimize evidence of prejudice in others, an element of
wishful thinking.61
Voluntary engagement coping responses are targeted at either changing the stressful situation
(primary control) or adapting to the stressful event (secondary control.) Changing the stressful event
would be actively engaging in problem solving and emotion regulation to change the status quo.
Though not depicted in the obesity model presented, actively advocating for one’s health care needs
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and/or taking steps to personally improve one’s health and subsequently that of their future children
could be classified as problem solving and emotion regulation. Also included in this category is
adaptation, which ranges from devaluing other’s opinions of oneself to accepting, and internalizing
those opinions. Internalizing those opinions can further perpetuate the status quo and contribute to
poor physical and mental health long term.
Involuntary engagement responses to stigma are evident throughout the obesity model, ranging
from physical and mental health deficits to impulsivity.62 Low birth weight, heart disease, hypertension
and depression are correlated with membership in stigmatized groups and considered to be the result of
the body’s involuntary response to increased stress.37,67,68 The stress and coping model also posits that
impulsive action can be considered an involuntary engagement response. Engaging in unprotected
intercourse and other risky sexual behavior could be an individual’s subconscious response to rejecting
the status quo that they are sexually undesirable due to their physical condition.
Disengaging involuntary responses to stress would consist of subconsciously avoiding thoughts
of prejudice and disadvantage stemming from obesity. Though difficult to measure, evidence shows
that individuals who unconsciously suppress feelings of stigmatization are much more likely to
experience positive health benefits from avoidance than those that deliberately try to suppress
prejudicial thoughts.69
The stress response(s) among stigmatized individuals is dictated by many factors, ranging from
social support to physical health to cognitive function. There are also positive and negative implications
of each, which need to be considered when designing research and interventions investigating the
patterns and effects on individuals.
This theory is incorporated in the model through the relationships between obesity and
women’s pregnancy beliefs, interactions with sexual partners, utilization of reproductive health services,
and ultimately contraception use. Avoidance of health care providers for fear of reprisal about weight
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or embarrassing interactions resulting from necessary accommodations for an individual’s body size is a
voluntary disengagement coping response. The internalization of being perceived as lazy, gluttonous
and asexual results in obese women having low self-worth, self-esteem and self-efficacy and limits their
ability to negotiate contraception use, seek care or advocate for a contraceptive method that better fits
their needs.

Theory of System Justification
For the pathways indicated in this model to lead to lack of /ineffective contraception and
subsequently poor maternal and child health, an implicit agreement between physicians and obese
women is required. The theory of system justification suggests that this agreement implies that both
parties will support and perpetuate the stigma presented in the discussion of the Stereotype Content
Model as the status quo for obese women. Whether it’s intentional or subconscious, the theory posits
that physicians and women reject the notion that obese women are in need of contraception based on
the perception that they are asexual, lazy and unattractive. Though detrimental, it is not surprising
when a high-status group casts judgment on a low status group. However, to better understand the
self-damaging behavior on the part of obese women, it is useful to consider the theory of system
justification.70
Initially, people may be predisposed to preserve their individual interests and self-esteem.
However, as society shifts to perceiving a disadvantaged group negatively, the stigmatized adopt that
perception, subsequently viewing themselves as inferior. Jost and his colleagues argue for four
principles that explain “out group favoritism” of disadvantaged individuals: (1) there is a general
ideological motive to justify the existing social order; (2) this motive is at least partially responsible for
the internalization of inferiority among members of disadvantaged groups; (3) it is observed most
readily at an implicit, subconscious level of awareness; and (4) paradoxically, it is sometimes strongest
among those who are most harmed by the status quo.71 Though likely self-damaging in the long run,
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some researchers have found that these behavioral patterns can be initially stress reducing for some low
status groups, which may explain the behavior’s prevalence.72,73 For example, for people with low
socioeconomic status, research has shown that individuals initially feel less anxiety when they believe
they are at fault for their current conditions, rather than perceiving themselves as systematically
discriminated against.2 Researchers have concluded that it may be easier to blame oneself than believe
that other individuals or even the system itself is at fault, a reality that would leave little room for
growth and opportunity. Unfortunately, this “attributional ambiguity” hinders efforts to address and
correct the stigma.62,73
In the case of obesity, it is unclear if it is actually less stressful for obese people to believe they
are at fault or that they have internalized the status quo.72,73 Regardless, research has shown that when
faced with prejudice and discrimination, obese individuals are more likely than other stigmatized groups
to blame themselves.73 This tendency could also result from the belief that their stigmatized identity is
temporary and therefore, individuals are less inclined to challenge stereotypes on behalf of the entire
group because they believe they can escape their status by losing weight.74,75 Either way, it seems
difficult for both the high and low status groups in this model to comprehend the systematic reasons
that people are obese, subsequently placing blame solely on the low status group. In many ways, a
broader understanding of the problem would implicate the favored class as also being at fault, which
neither group is likely to do given the universally positive perceptions of the higher status group.
System justification theory is particularly poignant in healthcare settings. Not only are
physicians often viewed as a high-status group because of their profession, interacting with physicians
often requires physical examinations with measurements that define an individual’s weight status.
Feeling shame about one’s physical condition leads to anxiety about interacting with healthcare
professionals and reluctance to seek care from those that may subconsciously be judging and
stigmatizing their obese patients.12,31 This relationship has been observed in a variety of high need, “low
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status” populations including those with mental health conditions and others with stigmatized health
issues.76 Research suggests that both perceived and actual self-stigma can result in loss of self-esteem
and self-efficacy and limit prospects for motivation and recovery.77
The stigma surrounding obesity has also increased due to recent analysis regarding the
significant social and financial price society pays for the condition.17 Obese individuals are often blamed
for these costs. The perception of the status quo is a dichotomy that obese people are out-of-control,
asexual, lazy and at-fault and that thin people are successful, motivated and deservedly of higher
status.12,16,18,19 These perceptions lead to depression and self-deprecation for the low status group, both
of which are linked with obesity.16 Obese individuals both internalize the stigma and engage in behavior
patterns that reinforce the existing social structure.78 Unfortunately, anxiety about stigma may interfere
with behavior and performance in a way that makes it impossible to disconfirm stereotypes.62 In this
context, such behavior contributes to poor health.
This theory provides further evidence and support for the conceptual model and many of the
factors depicted. The predicted avoidance and reluctance to advocate for oneself is represented by the
relationship between obesity and use of services and contraception use. The health care provider
perspective is also informed by this theory and will be explored in the qualitative interviews with family
medicine physicians.
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Contribution to the Field
This study is one of the first analyses to examine differences in contraceptive and reproductive
health services by obesity, particularly in the United States. A previous study pursued similar analysis
with a French population, and though informative, the health and social context of France is different
from the United States.38 Additionally, little research has been conducted specifically examining the
presence and effects of health care provider obesity bias on contraceptive use in obese populations.
This study examines contraceptive use among obese women and possible biases that may lower rates of
contraceptive use from the perspective of the physician. While the cited studies contribute to the
background and conceptual model for this research study, each of those studies address unique
components of health care provider involvement and patient healthcare that differ from the primary
aim of this study.
In particular, there are four papers that report on similar topics. One study, by Adams, Smith,
Wilbur and Grady, administered a survey to 1300 physicians and 300 women to assess physician’s
reluctance in conducting pelvic exams.13 Though the study did not address contraception use, it can be
ascertained that reluctance to perform pelvic exams may extend to reluctance to insert an IUD, an
efficacious form of contraception. The findings of Adams, et al. provide substantial insight into the
decision-making of physicians when faced with an obese patient. However, since the study was
published in 1993, there is a need for updated research given current contraceptive technology and the
increased prevalence of obesity.
A more recent study evaluated the experiences of obese women during prior visits to family
planning clinics. Women interviewed had presented for abortion and were asked to reflect on facility
preparedness, ranges of services provided and feelings experienced during the visit. Of obese women
participating in the survey, 10% reported that facilities were underprepared to provide care for heavier
women and 25% reported that at least one item in the clinic was inadequate for their size. Women also
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cited feelings of embarrassment when being weighed in public areas and were more likely to receive
unsolicited advice about their weight. This study validates several study hypotheses and provides
valuable patient perspective. Though, sample size and sampling procedures limit generalizability of
findings to a broad, national population, this appears to be the first study to address obesity and bias in
family planning settings.47
In the field of obstetrics and gynecology, researchers have published literature reviews and
editorials suggesting that physicians need to increase their awareness and prevention of unintended
pregnancy among obese women. Grimes et al. conducted a review of medical literature that indicated
that some contraceptive methods may be difficult to administer, have increased side effects and/or
lower efficacy in obese populations.34 This editorial implores physicians to carefully address family
planning with obese patients to prevent unintended pregnancies and match lifestyle needs with the
appropriate contraception. Though helpful in spurring conversation about this important topic, the
publication does not provide original analysis to reinforce the opinions of the authors. Furthermore,
more recent data show that efficacy is not an issue with some of the methods that were questioned,
including birth control pills and implants.44,45 A similar article was recently published that summarized
information regarding obesity and contraception for providers and updating the perceptions portrayed
in Grimes, et al. The authors conducted a literature review to evaluate efficacy, concern with side
effects and concerns surrounding contraception use in post bariatric patients.79 While the information
presented was useful, the authors concluded that more research needs to be conducted to better
understand contraception use in this high risk population.
Deficits in the field are also notable in terms of study design. The mixed method approach
combined quantitative analysis from a nationwide survey with qualitative analysis of personal interviews
with health care providers treating obese patients. By combining methods, this study tested all
hypotheses in the conceptual model. Furthermore, by including perspectives from health care
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providers, the study concludes with suggestions for specific targets for educational and process-oriented
interventions.
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CHAPTER 3: RESEARCH AND DESIGN METHODS

Overview
The mixed method nature of this study combines quantitative analysis of the National Survey of
Family Growth (NSFG) data with qualitative insights collected from interviews with health care providers
actively treating obese patients. By combining methods, significant estimates and predictors of
behaviors can be assessed within the possible context of provider bias. Furthermore, by including
perspectives from health care providers, opportunities to enact educational and process-oriented
interventions have been identified.

Questions and Hypotheses
Targeted research questions were framed to accomplish the study’s three aims and ultimately
generate answers to the overarching research question:
Does obesity impact contraception use and women’s choice of contraception type? If so,
does health care provider bias toward obese individuals contribute to this impact?
Each of the eight targeted research questions is presented below in context with the
appropriate study aim, the specific goal, underlying hypotheses and a brief summary of the approach.
Later in this chapter, the analytic plans for the quantitative and qualitative research phases describe the
specific research approach for each of the questions in detail. Research results for the quantitative and
qualitative analyses phases are presented in chapters 4 and 5 respectively.
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Study Aim 1
Examine the relationship between obesity and rates of contraception.
Three sequential research questions framed the regression analysis used to accomplish the first
aim of the study by first examining individual and socioeconomic factors, then contraceptive use and
subsequently access to reproductive health services.
Analyze Disparity Factors (aim 1 question 1.1):
How do obese women differ from other women in terms
of individual and socioeconomic factors?
The goal for this question was to test the effect of socioeconomic and individual level factors on
the probability of being obese. Understanding the initial individual characteristics in these populations
was necessary to control for differences. Focal relationships then highlight significant differences in
reproductive health behavior beyond these characteristics.
Research question 1.1 tested three hypotheses. First, that individual and socioeconomic factors
substantially increase a woman’s probability of being obese. This is likely because poverty and low
educational attainment impair an individual’s ability to improve diet, obtain preventive health resources
and/or live in a safe area that accommodates opportunities to exercise.80 Secondly, that these factors
are also likely to limit a woman’s ability to obtain contraception and, finally, that prior pregnancies may
increase the probability of obesity but may also increase the chance that a woman seeks reproductive
care and contraception.
The approach - detailed in the analytic plan - was to examine the full sample to identify factors
differentiating obese women from other women. The analysis accounts for age, race, poverty level,
education, number of partners, perceived trouble conceiving, ambivalence about unintended
pregnancies and parity.
22

Examine Use of Contraception (aim 1 question 1.2):
Are obese women less likely to use contraception than non-obese women?
The goal of this question was to analyze contraceptive use among obese and non-obese women.
Since contraception is available outside of a clinical setting, it was important to consider all methods as
obese women may be more likely to obtain a contraceptive method that does not require a prescription.
Research question 1.2 tested the hypothesis that obese women of reproductive age are not as
likely to seek reproductive health services as frequently as non-obese women, even after controlling for
other factors. As indicated in the conceptual model, obesity reduces self-efficacy and self-worth
restricting obese women’s imperative to seek contraception.
The approach - detailed in the analytic plan - was to examine the data to explore differences
between obese women and other women in rates of contraceptive use. With these findings - along with
the factors identified via researching possible disparities (question 1.1) - The full sample was
systematically restricted to establish the analytic sample.
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Examine Use of Reproductive Health Services (aim 1 question 1.3)
Do obese women use reproductive health services less often than non-obese women?
This goal of this question was to test if obesity affects the probability of accessing reproductive
health services, after controlling for the presence of the socioeconomic and individual level factors.
Research question 1.3 tested several hypotheses. Firstly, that sexually active obese women are
not as likely to seek reproductive health services as frequently as non-obese women. The theoretical
background for this research insinuates that societal perceptions of obese people are both low in
warmth and competence, perpetuating dangerously negative stereotypes that obese people are
unattractive, asexual, lazy and responsible for their condition. Individuals often internalize these
stereotypes, resulting in feelings of low self-efficacy and self-worth, represented in the model as “selfperception.” Due to these feelings as well as fears of judgment and reprisal, obese women may avoid
interacting with pharmacists and health care providers.
This question also tested the hypothesis that women who are obese may also seek validation in
sexual relationships given their poor self-image, possibly in higher risk settings. As a result, they engage
in sexual activities with multiple partners. Also tested was the hypothesis that women who are obese
may underestimate their risk of pregnancy, presuming they are not at risk of getting pregnant due to
reproductive complications associated with obesity and/or denial about their risk. Another factor
considered was that ambivalence about pregnancy, even if a woman indicates that she does not
currently desire a child, can impact contraception use. The final hypothesis for research question 1.3
was that obese women may be less likely to be upset by an unintended pregnancy as the event could be
initially perceived as an opportunity to improve their self-worth and self-efficacy, despite the intention
to not conceive.
The approach - detailed in the analytic plan - examined the restricted sample to evaluate
differences between obese women and other women in their use of reproductive health services. The
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NSFG data recorded respondents’ report of the following reproductive health services within the
previous 12 months: family planning counseling from a provider, pelvic exam and/or attending a visit
specifically related to birth control.
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Study Aim 2
Examine the relationship between obesity and type of contraception.
This study aim required an examination of the data related to the type of contraception used
and rates of discontinuation. Two specific research questions framed the regression analysis.
Investigate the Type of Contraception Used (aim 2 question 2.1)
Do obese women differ from non-obese women in the type of contraception they use?
The goal of this question was to analyze contraceptive use patterns among women using
contraception to determine if obesity affects the probability of utilizing specific contraceptive methods
after controlling for socioeconomic and individual-level factors outlined in the conceptual model.
Among women choosing to use contraception, method type and source impact their risk of unintended
pregnancy. Issues of access, application, and maintenance were considered.
This question tested several facets of the hypothesis that women who are obese may be less
likely to use certain methods than non-obese women. Obese women may be less likely to obtain
methods from a “usual source of care,” relying on other sources of access as well as over-the-counter
methods. They may also be less likely to use highly effective methods as often as non-obese women.
This is due in large part to their hesitance to undergo physical exams with health care providers. When
they do see a physician, obese women are less often referred highly effective methods and the
perception that providers are of a higher status, both physically and socially, may prevent obese patients
from questioning and inquiring about methods not readily recommended by their health care provider.
This is exacerbated when health care providers do not inquire about sexual activity and family planning.
The approach - detailed in the analytic plan - evaluated the analytic sample for differences
between obese women and other women in the types of contraception method used.
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Examine Discontinuation of Contraception (aim 2 question 2.2)
Are obese women more likely to report method dissatisfaction and discontinue use?
The goal of this question was to analyze dissatisfaction and discontinuation rates by obesity to
test if obesity impacts the probability that women will report having discontinued use.
Research question 2.2 tested the hypothesis that obese women are more likely to report
dissatisfaction with methods and discontinue use. This is likely because they are not receiving adequate
family planning counseling and may not be using methods that are most appropriate for them. When
methods do not meet women’s needs, women are more likely to discontinue methods or use them
incorrectly, placing themselves at risk for unintended pregnancy.
The approach - detailed in the analytic plan - evaluated the analytic sample for differences
between obese women and other women in rates of discontinuing the method of contraception due to
dissatisfaction.
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Study Aim 3
Examine Perspectives and Options for Support
Subsequent to concluding the quantitative analysis phase, those findings were used to inform
the qualitative research phase of the study.
Examine Physician Perspectives (aim 3 question set 3.1)
Primary Question: What are physician’s perspectives as to why obese women are less likely to use
contraception?
Follow-up Questions: Have physicians witnessed examples of women being treated differently based on
obesity status from colleagues? How does obesity affect physician’s family planning counseling with
female patients?
The goal of the primary question was to seek physicians’ perspective on quantitative findings
and then have them reflect on which aspects of care may impact obese women’s likelihood to utilize
contraception. Health care provider point of view is critical in understanding the relationship between
obesity and contraception use as many of the most effective methods of contraception require a
prescription. However, the health care provider perspective has been largely absent from the dialogue
about this issue.
The follow up questions presented interviewees with study hypotheses to spur reflection on
these issues within the context of the primary question. The purpose of this area of questioning was to
explore the possibility of obesity bias impacting patient care in general and ultimately, access to
reproductive health. Having physicians relate instances of health care provider bias and possible
implications for patients provided insight into how they personally regarded the issue.
Research question set 3.1 explored the possibility that physicians prioritize obesity as the
primary health concern and do not consistently address contraception despite the heightened risks to
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this population resulting from unintended pregnancy. The questions explored facets related to this
hypothesis including the perception that obese women are less likely to be sexually active due to the
negative stereotypes that surround obesity, particularly that obese individuals are asexual, unattractive
and socially undesirable partners.
Though physicians may be initially surprised by the discrepancy in contraception use between
obese and non-obese women, they will be able to cite specific aspects of patient care that are likely to
impact an obese woman’s medical experience as it relates to contraception. Physicians are also likely to
have noticed - and be open to discussing - examples of health care provider bias when referring to
interactions they personally witnessed. They are likely to acknowledge that it adversely affects patient
care. As rates of obesity increase, health care provider bias will likely increase as well due to the added
socioeconomic burden and increasing resentment and frustration towards obese people. Obesity bias
will likely re-direct focus away from reproductive health for women to weight management and
associated comorbidities.
The approach - detailed in the analytic plan –entailed presenting residents with findings from
the quantitative analysis and seeking reflection on why obese women were less likely to use
contraception. At this point in the interview, residents were not presented study hypotheses, butrather were simply asked to cite reasons for the disparity. Residents were then asked directly if they felt
social views of obesity impact patient/provider interactions Interviews were coded and analyzed per
processes outlined in the methods section.
Improve Provider Support (aim 3 question 3.2)
How can providers help improve rates of contraception use among obese women?
The goal of this question was to elicit suggestions from physicians as to how they can help
improve the likelihood that sexually active obese women desiring to prevent pregnancy receive a
contraceptive method that meets their needs.
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Research question 3.2 tested the hypothesis that physicians are likely to offer perceptive and
useful insights into how medical practices can better serve obese women. Physicians will acknowledge
that unintended pregnancy in this population is a poor health outcome given the extensive
comorbidities and should be re-prioritized to be addressed in each appointment. Providers need to
directly inquire about family planning in the population, regardless of the pressing health concerns that
also need to be addressed.
The approach – detailed in the analytic plan – was to ask residents how to improve rates of
contraception use in this population, specifically from a health care perspective rather than patientinitiated change. Interviews were coded and analyzed per processes outlined in the methods section.
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Improve Support to Providers (aim 3 question set 3.3)
Primary Question: In what ways can physicians be better supported to increase contraception
use in this population?
Follow-up Questions: How does obesity affect physicians’’ recommendations for specific type of
contraception? How does obesity impact physicians’ recommendations of methods that require vaginal
insertion (such as the IUD)?
The goal was to explore physicians’ personal perspectives of limitations and concerns regarding
contraception and side effects for obese women. Physicians were asked to brainstorm ways in which
outside influences can support physicians in ensuring obese women improve their rates of
contraception serve this population. Additionally, physicians were asked to reflect on how obesity
impacts their decision-making when recommending contraception.
Research question set 3.3 tested the hypothesis that physicians would identify system-based
constraints in the current medical approach to providing obese women with reproductive health care
that and be willing and able to suggest practical solutions. In order for physicians to provide more
support to obese women, systematic changes in time allotted for patients, support from lower-level
care staff and additional provider education needs to be provided. As new concerns in health and
health care emerge, physicians are bombarded with questions that need to be addressed and
procedures that need to be implemented. Developing a practical, system-supported approach for
broaching contraception with patients and systematically prioritizing family planning in health care will
spur physicians to address this issue for all patients.
The follow-up questions will help gauge physicians’ knowledge and practice surrounding
contraception use for obese women. Physicians will likely cite prevalent misconceptions about side
effects highlighting the need for continuing education and clarification. Additionally, physicians will
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identify systematic barriers that impede discussing and prescribing the most efficacious methods of
contraception with obese women.
The approach - detailed in the analytic plan – presented residents with the opportunity to
identify obstacles to improving rates of contraception use in this population and suggest ways to
mitigate those problems. They were also asked to reflect on how obesity impacts their
recommendation of contraception methods. Interviews were coded and analyzed per processes
outlined in the methods section.
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Research Design
This study is based on a sequential mixed method design, with quantitative findings contributing
to the development of questions for qualitative interviews. Quantitative and qualitative data collection
and analysis were used to examine the pathways framed by the conceptual model. Results are
presented in terms of quantitative statistical analysis and qualitative inferences.

Quantitative Research
The quantitative research phase of the study addressed study aims 1 and 2 relating to examining
rates of contraception and types of contraception used by obese women. First, the full sample of data
were examined to gain insights into how obese women differ from other women. Subsequently, the
data were examined to pinpoint which women are more likely to be obese. With these insights, the
process defined below was used to control the study’s focus and accuracy by restricting the full sample
to establish the analytic sample.
The analytic sample was then examined to explore the differences in contraception use between
obese women and other women. Next the analytic sample was used to investigate the differences in
access to reproductive health care between obese and other women. Access to reproductive health
services was then incorporated along with the other factors to investigate the relationship between
obesity and contraception use.
The study’s findings at this point quantified rates of contraception by sexually active, obese
women desiring not to become pregnant and highlighted a significant disparity in contraceptive use
between obese women and other women that cannot be explained by differences in access to
reproductive health care. This disparity was then investigated for contributing factors by examining the
analytic sample for types of contraception used. These findings were then examined in the context of
patient access to prescription and/or physician administered contraception.
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Research Dataset: National Survey of Family Growth (NSFG)
The quantitative portion of the study was conducted using the National Survey of Family Growth
(NSFG). Conducted by the U.S. Centers for Disease Control and Prevention's National Center for Health
Statistics (CDC NCHS), the purpose of the NSFG is to provide nationally representative data on topics
related to reproductive health.81 The study has been conducted seven times since 1973 and surveys a
nationally representative sample of non-institutionalized women and men (ages 15–44 years) in the
United States. Since 1982, NSFG samples include women ages 15–44 regardless of marital status.82 The
interviews were administered in person by trained female interviewers, most frequently in the homes of
participants. The data have been de-identified to protect the identity of the respondents. Methods of
data collection were reviewed and approved by the Institutional Review Board at the National Center for
Health Statistics.
Researchers at the University of Michigan’s Institute for Social Research were contracted by the
CDC NCHS to conduct the survey from June 2006 to June 2010. The survey is based on a multi-stage,
stratified, clustered probability sample. The sample is drawn from 110 geographic areas or ‘‘primary
sampling units’’ (PSUs) across the country. To protect the respondent’s privacy, only one person was
interviewed in each selected household. During the period from 2006–2010, those aged 15–19 and
black and Hispanic adults were sampled at higher rates than others. More details on NSFG data
collection and procedures are available on the agency’s website.81
The NSFG includes survey weights for statistical analyses to account for oversampling and the
multi-stage study design. Results from weighted datasets were used for comparison to those from unweighted datasets in the final models, as shown in Appendix A. Since this study uses data from all four
years, the weight designed to address those issues for the total 2006-2010 dataset was used.
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Sample/Inclusion Criteria
The 2006–2010 NSFG has an initial sample size of 12,279 women and a response rate of 78%.81
The analytic sample was selected from this overall sample as shown in Figure 2.
Figure 2

Respondents who were under the age of 20, had BMI levels below 18.5 or did not have reported
values for those measures were eliminated from the sample. BMI levels were not available for women
under age 20 as adolescence is a period of growth and BMI is not a recommended measure during this
time period. Women with BMI values below 18.5 may have unique fertility issues due to being
underweight and therefore, are not comparable to other women in this analysis. Respondents who are
not physically capable of having children or were currently pregnant were eliminated because they are
not utilizing contraception. Only respondents who were sexually active in the last 12 months, and thus
likely in need of contraception, were included. The final reduction was to exclude women trying to
become pregnant since they are not likely to use contraception. These restrictions created a sample of
sexually active women who need contraception to prevent unintended pregnancies.
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Variables
Variables were often recoded to create categories for analyses. Most recodes were based on
typical use of similar variables in characteristic descriptions throughout public health research, unless
otherwise stated. Descriptions of each variable and the manner in which it was recoded and used follow
below.

Focal Independent Variable

Body Mass Index (BMI)
The main independent variable is obesity, used in study aims 1 and 2. Body Mass Index (BMI) is
used throughout the study as a measure for obesity. Though self-reported BMI measures are not the
most accurate measure of obesity, obtaining anthropometric measures in a nationwide survey is
expensive and rarely done. For population level estimates of obesity, self-reported BMI is a widely used
and accepted measure.83 Still, it is important to consider the error that may be introduced as a result of
this measure. Research shows that self-reported BMI differs by gender, age and can be especially
problematic if used to predict morbidity or mortality.84,85 Men are more likely to be misclassified as
obese due to muscle mass weighing more than adipose tissue.84 Given that the sample is all women,
male-female differences in misclassification did not affect the analysis. BMI measures tend to have
higher error in older populations. The study sample age range is 18-44, reducing the likelihood of agerelated reporting error in self-reported BMI measures.
BMI was calculated by NSFG staff using the self-reported height and weight measurements for
each respondent over the age of 19 with the following formula: BMI= weight (kg)/ [height (m)] 2. NSFG
does not recommend using BMI measurements for respondents younger than 20 as these women are
considered adolescents and may have varying proportions of height and weight depending on their
individual growth stage.
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The initial BMI range was 15-60. A categorical version of the variable was created based on
Centers for Disease Control (CDC) recommendations. Women who had a BMI below 18.5 were not
included in the analysis given that many of the factors that could contribute to being underweight are
not associated with obesity. As indicated in each individual analysis and table, categories of the BMI
variable were often combined to create a four-category BMI variable. The categories are as follows:


Underweight: BMI lower than 18.5



Normal: BMI between 18.5- 24.9



Overweight: BMI between 25-29.9



Obese Class I: BMI between 30-34.9



Obese Class II: BMI between 35-39.9



Obese Class III: BMI 40 and above

Focal Dependent Variables
The following variables were used throughout the analyses as the dependent variables:

Contraception Use
Contraception use was the dependent variable for analyzing contraception use by obesity level
(question 1.2). The variable representing contraception use in the study was based on respondents
citing use of any contraception method in the last 12 months. This question was only asked of
respondents who also reported having had sexual intercourse with a male in the last 12 months. The
variable is coded dichotomous, yes/no.
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Use of Reproductive Health Services
Use of reproductive health services is based on NSFG survey data reporting use of three specific
types of reproductive health services (research question 1.3). A separate set of models were generated
and examined for each of them:


Received family planning counseling: This variable is dichotomous yes/no, based on
respondents’ answers to the following question: “In the past 12 months, have you received a
counseling or information about birth control?”



Pelvic exam in last 12 months: This variable is dichotomous yes/no, based on respondents’
answers to the following question: “In the past 12 months, have you received a pelvic exam?”



Attended a medical visit related to birth control: This variable is dichotomous yes/no, based on
respondents’ answers to the following question: “In the past 12 months, have you received a
check up or medical test related to using a birth control method?”

Contraception type
Contraception type is based on survey questions related to the use of specific types of
contraception (research question 2.1). Respondents were asked if they had used a specific method of
contraception in the 12 months prior to the interview. Their answers were then used to create
dichotomous yes/no variables for each of the following methods: pill; diaphragm; IUD; implant; DepoProvera; cervical cap; Lunelle; patch; ring; emergency contraception and no method. If someone used
more than one of these methods, the most effective method - based on literature related to efficacy was recorded.33 These methods were then grouped. The following variables are dichotomous yes/no:86


Contraception requires a physician to administer
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Contraception requires a prescription

Discontinuation of method due to dissatisfaction
The measure, discontinuation of method due to dissatisfaction, is based on questions related to
respondent’s cessation of a type of contraception (research question 2.2). It is dichotomous yes/no,
based on respondents’ answers to the following question: “Some people try a method and then don't
use it again, or stop using it, because they are not satisfied with the method. Did you ever stop using a
method because you were not satisfied with it in some way?”

Covariates
Several variables were chosen for use in the study based on previous literature citing association
between obesity and individual level and socioeconomic factors. These variables were used as
independent variables in examining disparities among women based on their BMI (research question
1.1) but were used as covariates in all remaining analyses:

Age
The variable for age was self-reported and continuous in the original dataset. Only women
between the ages of 20 and 44 were assigned BMI and, therefore, included in the study, the following
categories were created: 20-24; 25-29; 30-34; 35-39; and 40-44.

Race/Ethnicity
The race measurement was recoded using two variables from the original dataset. In year 1, all
respondents selected the race they most identify with from white, Hispanic, black or other. In year 2,
respondents were first asked if they were Hispanic, and if they were not, they then answered the
question from year 1 regarding the race they most identified with, white, black or other. The recoded
variable accounted for this methodological change.
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Poverty
The variable indicating a respondent’s poverty level was calculated by NSFG staff using selfreported annual income and number of people living in a household. The resulting value was then
determined to be above or below the Federal Poverty Level (FPL), as classified by percent. If a
respondent’s income is 100% of the FPL, their income and family size meets the guidelines to be
considered in poverty, as determined by the US Department of Health and Human Services (DHHS). If a
respondent is 200% of the FPL, their income is twice the value reported by DHHS for their family size. If
a respondent is 50% of the FPL, their income is half the value reported by DHHS for their family size.

Education
Each respondent was asked about their highest completed year of school or highest degree
received. The variable was then recoded into the following, larger categories:


Some High School or less, No Diploma



HS Diploma or GED



Some College



Bachelor's Degree



Graduate School

Relationship status
All respondents were asked about their marriage status. The variable in the analysis was used
directly from the NSFG and has the following categories:


Married
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Widowed



Divorced



Separated



Never Married

Parity
All respondents were asked to indicate if they have given birth to any children. The variable is
coded dichotomous, yes/no.

Pathways
The conceptual model incorporates the following three factors in the model serving as pathways
for obesity to impair access to reproductive health services and contraception use:

Pregnancy Beliefs
There has been significant discussion surrounding the effects of obesity on an individuals’
pregnancy beliefs, hypothesizing that their self- worth and self-esteem may be lower as a result.12,16,18,19
The variables are as follows:

Difficulty conceiving
Women who are obese may underestimate their risk of pregnancy, assuming that they are at
lower or no risk of getting pregnant due to reproductive complications associated with obesity, or
because of denial about their risk. To measure women’s assessment of their own risk of becoming
pregnant, this variable is based on the following NSFG question: “Some women are physically able to
have a(nother) baby, but have difficulty getting pregnant or carrying the baby to term. As far as you
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know, would you, yourself, have any difficulty getting pregnant (again) or carrying a(nother) baby?” The
variable is coded as follows: yes, no or don’t know.

Feelings regarding unintended pregnancy
Obese women may be less likely to be upset by an unintended pregnancy because, as some
observers suggest, pregnancy may improve a woman's self-worth and self-efficacy, despite their
intentions to not conceive. To capture this possibility, the analysis includes a variable based on a
question about how respondents would feel if they got pregnant at the time of the interview. Only
respondents interviewed in years 3 and 4 answered this question. The variable was recoded into the
following categories:


Upset



Pleased/Ambivalent



Prefer not to Answer

Number of Sexual Partners
Number of sexual partners is included as an additional pathway through which obesity may
affect contraceptive use. Women who are obese may seek validation in sexual relationships and have
more partners than non-obese women, given their poor self-image. The variable included in the analysis
to reflect this mechanism is the number of current sexual partners. Respondents were asked to list the
number of current sexual partners they had, including their husband if they were married. The variable
was then recoded into the following categories:


0



1
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2+

Health Care Coverage
Incorporating health care coverage allowed for further consideration of the relationship
between individual and socioeconomic status and obesity. Respondents were asked if they had
coverage in the previous 12 months and if so, were asked to select which type of coverage from a list of
10 possible options. This analysis combined the options as follows:


Private/Employer Based Coverage



Public (State/Federal Program)



No Coverage



Refused/Not Reported
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Analytic Plan for Quantitative Analysis
The quantitative analytic approach remained consistent throughout the study. Both descriptive
and regression analyses were conducted for each question with the independent variables, dependent
variables, covariates and factors defined as appropriate. Each relationship is modeled and reported
separately.
The descriptive analyses define differences in the specified dependent variables across the
categories of the independent variable. The p-value reported for each dependent variable represents
the chi-square test estimated for the relationship in question.
Regression models were developed for each question in three stages: null model with
independent and dependent variable of interest; model with individual and socioeconomic
characteristics; and model with individual and socioeconomic characteristics and additional covariates.
For analyses in which the independent variable is significant, the variables included in the additional
covariate model (as compared to the base model) will be tested for confounding. All analysis was
conducted using STATA, version 11.

Study Aim #1
Examine the relationship between obesity and rates of contraception.
Three specific research questions were investigated to accomplish study aim 1. Listed below,
each question is followed by a description of the analytic plan and a table depicting the summary of
approach.
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Aim 1 Research Question 1.1
Are obese women different than non-obese women in terms of individual
and socioeconomic factors?
Initial analysis for Question 1.1 was descriptive, reporting counts, percentages and chi-square
tests for the individual and socioeconomic status variables (age, race, poverty, education and
relationship status), using the entire sample of women between the ages of 20-44 with a BMI of 18.5
and above.1
The model incorporated the socioeconomic and individual level variables as independent
variables, creating an ordered logit regression equation. The dependent variable in this analysis had 3
levels of obesity status, stratified by BMI as follows Normal: 18-24.9; Overweight: 25-29.9; Obese: 30+.
Dummy variables were created for independent variables that had multiple categories. The findings
indicated which individual and socioeconomic status factors increase the probability that a woman will
be obese and informed future model development. It is important to incorporate individual and
socioeconomic factors as control variables because access to reproductive health services,
contraception use and obesity can each be impacted by these factors, as indicated in the conceptual
model. For comparison, the final model was run with and without the NSFG survey weight.

Summary of Approach
The following summary presents the analytic framework including sample, independent
variables, dependent variable and methods of analysis.

1

Women with a BMI below 18.5 are not included in the sample because they are considered underweight. This
could be a measurement error or a result of physical factors that are not applicable to obese women and therefore
not a reasonable comparison group.
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Summary of Approach for Question 1.1 (Tables 1 thru 4)
Are obese women different than non-obese women in terms of individual and socioeconomic factors?

Sample
Independent
Variables

Dependent
Variable

Analysis

All women between the ages of 20-44
1)
2)
3)
4)
5)
6)

BMI

Age
Race
Poverty
Education
Relationship status
Parity
a) Normal: 18-24.9
b) Overweight: 25-29.9
c) Obese: 30+

1) Descriptive analysis (Counts, % and Chi-square)
2) Ordered Logit regression with/without survey weight (1.1)
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Aim 1 Research Question 1.2
Are obese women less likely to use contraception than non-obese women?
The models designed for this question explored the relationship between obesity and
contraception use. As discussed previously, contraception is available outside of a clinical setting so it
was important to consider “any contraception use” as reproductive health services are not the only
avenue through which women obtain contraception. The independent variable in this analysis had 4
levels of obesity status, stratified by BMI as follows Normal: 18-24.9; Overweight: 25-29.9; Obese: 3034.9; Obese II: 35+. The dependent variable for this model was “contraception use in last 12 months.”
The regression analysis began with a null model measuring if obesity is associated with the
probability of using contraception. Next, the socioeconomic and individual level variables were
included. Then the intervening variables that represent the factors that - based on the conceptual
model - may be associated with the relationship between obesity and contraception use. These
included the measures representing health care coverage, number of current sexual partners and
pregnancy beliefs. The final model was run with and without the NSFG survey weight.

Summary of Approach
The following summary presents the analytic framework including sample, independent
variable, dependent variable, covariates and methods of analysis.
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Summary of Approach for Question 1.2 (Tables 5 thru 7)
Are obese women less likely to use contraception than non-obese women?
Sample

Independent
Variable

Dependent
Variable
Covariates

Analysis

Women between the ages of 20-44, sexually active, not intending to get
pregnant.
a) Normal: 18-24.9
BMI
b) Overweight: 25-29.9
c) Obese: 30-34.9
d) Obese II: 35+
Contraception Use (in last 12 months)
1)
2)
3)
4)
5)
6)
7)
8)
9)

Age
Race
Poverty
Education
Relationship status
Parity
Healthcare Coverage
Number of Partners
Pregnancy Beliefs
a. Perceived difficulty getting pregnant
b. Feelings about possible unintended pregnancy
1) Descriptive analysis (Counts, % and Chi-square)
2) Logistic regression for each Dependent variable (1.2a)
3) Multivariate Logistic regression for each Dependent variable with
individual and socioeconomic variables (1.2b)
4) Multivariate Logistic regression for each Dependent variable with
individual and socioeconomic variables and possible factors with/without survey
weight (1.2c)
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Aim 1 Research Question 1.3
Do obese women utilize reproductive health services less often than non-obese women?
The models created to address this question supported examination of how obesity affects
utilization of reproductive health services. The independent variable for this model was obesity,
represented by the 4-level BMI variable described in previous analysis analyzing contraception use by
obesity status (question 1.2). The dependent variable for this model was “use of reproductive health
services,” as measured by the following variables: pelvic exam in the last 12 months; attended a medical
visit related to birth control in last 12 months; and received family planning counseling in the last 12
months. A separate set of models were estimated for each of these outcomes.
The regression analysis began with a null model measuring the association of obesity with the
probability of each outcome. Next, the socioeconomic and individual level variables were added. Then,
the intervening variables representing factors that - based on the conceptual model - may cause obesity
to affect the use of these services were incorporated. These include the measures representing
healthcare status, number of partners and pregnancy. The final model was run with and without the
NSFG survey weight.

Summary of Approach
The following summary presents the analytic framework including sample, independent
variable, dependent variables, covariates and methods of analysis.
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Summary of Approach for Question 1.3 (Tables 8.1 thru 8.3)
Do obese women utilize reproductive health services less often than non-obese women?
Sample
Independent
Variable

Dependent
Variables

Women aged 20-44, sexually active, not intending to get pregnant.
BMI

a)
b)
c)
d)

Normal: 18-24.9
Overweight: 25-29.9
Obese: 30-34.9
Obese II: 35+

1) Recent Pelvic Exam
2) Attended Medical Visit related to Birth Control
3) Received Family Planning Counseling

Covariates

Analysis

1)
2)
3)
4)
5)
6)
7)
8)
9)

Age
Race
Poverty
Education
Relationship status
Parity
Healthcare Coverage
Number of Partners
Pregnancy Beliefs
a. Perceived difficulty getting pregnant
b. Feelings about possible unintended pregnancy
1) Descriptive analysis (Counts, % and Chi-square)
2) Logistic regression for each Dependent variable (1.3a)
3) Multivariate Logistic regression for each Dependent variable with
individual and socioeconomic variables (1.3b)
4) Multivariate Logistic regression for each Dependent variable with
individual and socioeconomic variables and possible factors with/without survey
weight (1.3c)
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Study Aim #2
Examine the relationship between obesity and women’s choice in type of contraception.
Two specific research questions were investigated to accomplish study aim 2. Listed below,
each question is followed by a description of the analytic plan and a table depicting the summary of
approach.

Aim 2 Research Question 2.1
Do obese women differ from non-obese women in the type of contraception they use?
The models created to address this question discern the association of obesity with choice in
contraception method. The independent variable for this model was obesity, represented by the 4-level
BMI variable described in previous analysis analyzing contraception use by obesity status (question 1.2).
The dependent variable for this model was contraception type: Condoms, Pill, Diaphragm, IUD, Implant,
Depo-provera, Lunelle, Patch, Ring, Emergency Contraception, and No Method. For most cases, women
listed one method and in the case that more than one method was listed, the most effective method
was incorporated into the analysis. The methods were then grouped by characteristics, creating two
categories (not exclusive of each other): contraception requires a physician to administer and
contraception requires a prescription.
The regression analysis began with a null model to examine the association of obesity with the
probability of choosing a type of contraception. Given the number of contraceptive categories, only two
additional variables were incorporated in the model to preserve stability. These include the measures
representing health care coverage and number of partners. A separate set of models, following the
same process, were then examined for two categories of contraceptive methods. These analyses
followed previous model design and included socioeconomic and individual factors as well as the
additional covariates. Final models were run with and without the NSFG survey weight.
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Summary of Approach
The following summary presents the analytic framework including sample, independent
variable, dependent variables, covariates and methods of analysis.
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Summary of Approach for Question 2.1 (Tables 9 thru 10.3)
Do obese women differ from other women in the type of contraception they use?
Sample
Independent
Variable

Dependent
Variables

Covariates

Analysis

Women between the ages of 20-44, sexually active, not intending to get pregnant
a) Normal: 18-24.9
BMI
b) Overweight: 25-29.9
c) Obese: 30-34.9
d) Obese II: 35+
1)
2)
3)
4)
5)
6)
7)
8)
9)
10)
11)
1)
2)
3)
4)
5)
6)
7)
8)
9)

Method Types
Condoms
Pill
Diaphragm
IUD
Implant
Depo-provera
Lunelle
Patch
Ring
Emergency Contraception
No Method

Method Groups
a) Requires a physician to administer
b) Requires a prescription
Note: A method can belong to more
than one group

Age
Race
Poverty
Education
Relationship status
Parity
Healthcare Coverage
Number of Partners
Pregnancy Beliefs
a. Perceived difficulty getting pregnant
b. Feelings about possible unintended pregnancy

1) Descriptive analysis (Counts, % and Chi-square)
2) Multinomial Logistic Regression for each type and each method group (2.1a)
3) Multinomial Logistic Regression for type of contraceptive and each method
group with social and individual and socioeconomic variables (2.1b)
4) Multinomial Logistic Regression for each type and each method group with
social and socioeconomic variables and possible factors with/without survey
weight(2.1c)
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Aim 2 Research Question 2.2
Are obese women more likely to report method discontinuation due to dissatisfaction?
The models designed for this question examine the association of obesity with contraception
dissatisfaction and discontinuation. The independent variable for this model was obesity, represented
by the 4-level BMI variable described in previous analysis analyzing contraception use by obesity status
(question 1.2). The dependent variable for this model was method discontinuation due to
dissatisfaction, utilized as a yes/no dummy variable.
The regression analysis began with a null model measuring the association of obesity with the
probability of method discontinuation. The socioeconomic and individual level variables were then
added. Next, the intervening variables that represent the factors that - based on the conceptual model may cause obesity to impact discontinuation of a contraceptive method were incorporated. These
factors include the measures representing healthcare status, number of partners and pregnancy beliefs.
Final models were both run with and without the NSFG survey weight.

Summary of Approach
The following summary presents the analytic framework including sample, independent
variable, dependent variable, covariates and methods of analysis.
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Summary of Approach for Question 2.2 (Table 11)
Are obese women more likely to report method discontinuation due to dissatisfaction?
Sample

Women between the ages of 20-44, sexually active, not intending to get pregnant,
who utilized contraception in last 12 months

Independent
Variable

Dependent
Variable
Covariates

Analysis

BMI

e)
f)
g)
h)

Normal: 18-24.9
Overweight: 25-29.9
Obese: 30-34.9
Obese II: 35+

Discontinued method due to dissatisfaction (yes/no)
10)
11)
12)
13)
14)
15)
16)
17)
18)

Age
Race
Poverty
Education
Relationship status
Parity
Healthcare Coverage
Number of Partners
Pregnancy Beliefs
a. Perceived difficulty getting pregnant
b. Feelings about possible unintended pregnancy

1) Descriptive analysis (Counts, % and Chi-square)
2) Logistic regression yes/no discontinuation of method as dependent
variable, multinomial logistic regression for method type as dependent variable
(2.2a)
3) Multivariate logistic regression yes/no discontinuation of method as
dependent variable (2.2b)
4) Multivariate logistic regression yes/no discontinuation of method as
dependent variable and possible factors with/without survey weight (2.2c)
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Qualitative Research
In this study, qualitative information-rich data were collected from a sample of respondents
chosen because of their careers and ability to speak to the issue of possible health care provider bias
towards obesity. Since the NSFG was not designed to collect data on physician perspectives on obese
patients’ contraceptive needs, qualitative research was needed to gather and assess their insights. The
sequential mixed methods approach enabled the study to leverage the findings from the quantitative
analysis to surface discussion points and inform interview questions.87
Qualitative Study Sample
Interviews were conducted with eighteen family medicine residents, with experience ranging
from 1-3 years in the field. Approximately 60% of residents were women and over half were non-white
and fluent in Spanish. Residents graduated from an accredited medical university with a Doctorate in
Medicine (MD) or a Doctorate in Osteopathy (DO). The level of clinical independence progresses over
the course of their training with oversight by senior physicians in family medicine. Residents are
responsible for all patient contact, diagnoses and treatment plans with insight provided by senior
physicians as necessary. Though, the institution for which they work is not identified to preserve
anonymity, residents work in a western state in several types of settings, ranging from small rural clinics
to a large, urban hospital, with patients of varied levels of socioeconomic status. The patient population
served by residents has slightly higher rates of obesity and lower socioeconomic status than national
estimates. Additionally, family planning is an important, established aspect of residency training and
each resident will be expected to be comfortable with family planning counseling, reproductive health
exams and prescription of methods by the completion of residency. However, the level of experience
for these tasks varies for each resident by how long they have been in the program and will likely impact
their responses. Participants were typical cases, chosen based on their specialty as family medicine
residents.
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Family medicine physicians were chosen for this study because of the significant role they play
in providing contraception to women. Though family planning is an integral component of family
medicine training and all physicians are expected to provide contraception services, family medicine
physicians serve more disadvantaged populations and provide a greater degree of continuity of care
than other specialties.88,89 Family medicine physicians are responsible for approximately 20-30% of the
provision of reproductive healthcare in the United States; a number that is expected to rise as new
healthcare changes take effect.90 However, evidence suggests that women who seek contraception
advice from their family medicine providers - independent of obesity status - may not be benefiting from
the broad spectrum of contraceptive options available nor receiving effective counseling.89,91
With respect to sexually active, obese women, understanding possible biases in this population
of physicians may reveal educational opportunities regarding provision of care. Additionally, residents
are in a unique position to observe patient-provider interactions with colleagues and superiors.
Additionally, although residents have had less experience with patient interactions, they are at a point in
their careers where their practices may be more mutable than senior physicians working in private
practice.
Recruitment
Residents were informed about the study by the Research Director of the Family Medicine
Residency Program and participation was voluntary. Participants were offered $10 in return for 20
minutes of their time. Though this is a short, in-depth interview, early consultation with the residency
director confirmed that residents would be unable to participate in longer interviews due to their 85-95
hour weekly commitment to their training program. Given the sensitive topic of inquiry, individual
interviews with oral consent maximized privacy and anonymity. Participants were assigned a number
and no other identifying information was collected. Interviews were audio-recorded for transcription
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and recordings were deleted after transcription was completed. Participants were given the following
background about the study:
The purpose of this research study is to explore how obesity impacts contraception use. This study aims
to provide knowledge for use in policy and health care settings regarding why obese women are less
likely to use contraception and are subsequently at an increased risk for unintended pregnancy.
Though study hypotheses proposed the possibility of physician bias, this concept was not
introduced before the interview so as not to initially bias residents' responses. After residents reflected
on why they felt obese women were less likely to use contraception, follow up questions proposed the
possibility of physician bias if the topic had not already been discussed by the resident. It’s worth noting
that the consent form alluded to the possibility of implicating colleagues regarding bias, so it was
possible that one or more interviewees interpreted that to mean bias was a potential research topic
before beginning the interview. However, there was no evidence that this occurred.
Data collection was conducted using structured, open-ended interviews with respondents. The
wording and sequence of questions were determined ahead of time so that respondents were asked the
same questions in the same order. Using the same questions for each interview maximized
comparability of responses, ensured data were complete for each respondent and facilitated
organization and analysis of data.92 Admittedly, this approach limited flexibility in relating the interview
to particular individuals. However, given the interview duration and nature of the questions, this study
design appropriately maximized data collection.
Methods
Interviews were transcribed within 48 hours of each interview by a research assistant. The
primary researcher read and compared the transcribed interviews with corresponding audio recordings
for accuracy. After the transcribed interviews were reviewed, the audio recordings were deleted to
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preserve anonymity. The primary researcher made notes after each interview to explore themes,
perspective and consistency in interview format. Dedoose Software was used to organize the emerging
codes.
The primary researcher read each interview twice, before beginning coding of that interview.
Coding was continuous, and conducted concurrent to ongoing data collection and processing. 92 Initially,
codes emerged from the data, known as inductive codes. Given the structure of the interview, the
questions largely guided the development and organization of the coding. To avoid early biases from
developing themes, codes remained predominately unaffiliated with one another though there was
limited use of “parent-child” coding to help organization by question. Close to fifty codes were initially
developed after the first 5 interviews had been transcribed and read. Thereafter, additional codes were
added any time the researcher felt variations in responses needed nuanced codes.
One complete round of coding for the 18 interviews resulted in 103 codes. Notes were made on
how these codes could be organized and or re-coded to better reflect the data. These notes were used
to reorganize the coding scheme in Dedoose. The organization was predominately based on the
interview question. However, since the respondents often spontaneously returned to earlier topics or
addressed a topic that the interview was going to address further on, the coding scheme was not strictly
question-based. In general, residents did not stray from the topics addressed in the interviews,
probably due to concern for time.
The primary researcher conducted a second round of coding, based on the slightly consolidated,
highly organized list of codes created after reviewing the initial codes. In last round of coding, the
primary researcher coded for perspective (either talking about themselves or other physicians),
overlapping themes between questions and hierarchical coding relationships to ensure that codes were
analyzed in the appropriate context. For example, some answers were initially coded by “how
physicians can help,” and further refined by the resident’s suggestion, including “improve relationship
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with patient” or “have more patience.” Additionally, the primary researcher created a list of themes
that emerged from the codes. This list of themes was used to organize the analysis.
Upon completion of coding, data reduction of codes was used to determine how the codes and
themes related to each other, and most importantly, the initial research questions. After all codes and
themes were identified and organized, the data were interpreted to identify the core messages within
the context of the conceptual framework. Data reduction was primarily accomplished by constructing a
diagram to help facilitate understanding why obese women may be less likely to use contraception than
non-obese women.

Study Aim 3
Explore physicians’ perceptions of presence/implications of provider bias through qualitative interviews
to evaluate effect of provider bias on obese women’s contraceptive decision-making.

Aim 3 Research Questions 3.1 (examine physician perspectives)
Primary Research Question: What are physician’s perspectives as to why obese women are less likely to
use contraception?
Follow-up Research Questions: Have physicians witnessed examples of health care provider bias from
colleagues in regard to obesity? How does obesity affect physician’s intentions to discuss sexual activity
and family planning with female patients?
The goal and hypotheses informing these questions is provided earlier in this chapter.

Aim 3 Research Question 3.2 (improve provider support to patents)
How can providers help improve rates of contraception use among obese women?
The goal and hypotheses informing this question is provided earlier in this chapter.
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Aim 3 Research Questions 3.3 (improve support to providers)
Primary Research Question: In what ways can physicians be better supported to increase contraception
use in this population?
Follow-up Research Questions: How does obesity affect physicians’’ recommendations for specific type of
contraception? How does obesity impact physicians’ recommendations of methods that require vaginal
insertion (such as the IUD)?
The goal and hypotheses informing these questions is provided earlier in this chapter.
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Institutional Review Board
This study was approved by the following institutional review boards (IRBs): University of
California, Los Angeles-South Campus IRB (#14-000777) and Community Medical Centers IRB (#
2014047). Given the sensitivity of the topic, both IRBs approved oral consent procedures for the
qualitative study participants in order to preserve anonymity. The IRBs also approved use of the NSFG
secondary dataset.
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CHAPTER 4: QUANTITATIVE RESULTS

Overview
Study Aims 1 and 2 were achieved via the quantitative analytic process detailed in Chapter 3.
Quantitative findings are presented below via eleven data tables, each of which is followed by a
narrative summary of findings. Note that Study Aim 3 was achieved via qualitative analysis with results
presented in Chapter 5. Chapter 6 consolidates and presents the major findings of the sequential
mixed-method approach.


Tables 3 thru 5 represent the process used to control the study’s focus and establish the analytic
sample.



Table 6 uses the analytic sample to explore the disparity between access to reproductive health
services between obese women and those of normal weight.



Table 7 uses the analytic sample for a regression analysis examining the relationship between
contraception use in the last 12 months and obesity, exploring models with and without the
covariates representing number of partners and pregnancy beliefs.



Tables 8.1, 8.2 and 8.3 are complimentary, each having two components. The first investigates
obesity as a factor in accessing a specific reproductive health service within the past 12 months
and the second evaluates the use of contraception by those women who did access the service.



Table 9 analyzed types of contraception used by the analytic sample with emphasis on
availability and effectiveness.



Table 10.1 displays the results from the analytic sample from the regression analysis of
contraceptive type by obesity level controlling for health care and number of partners. Tables
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10.2 and 10.3 examine types of contraception used by the analytic sample in the context of
physician involvement.


Table 11 investigates results from the analytic sample from regression analysis of
discontinuation of contraception use.
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Study Aim 1: Examine Relationship Between Obesity and Rates of Contraception

Aim 1 Research Question 1.1 (analyze disparity factors)
How do obese women differ from other women in terms
of individual and socioeconomic factors?
Tables 1 through 5 present the findings related to researching disparities among women based
on obesity level (question 1.1).
Table 1: Individual and Socioeconomic Characteristics by Obesity
Table 1 (below) uses the full sample to provide insight into the manner in which obese women
differ from women of normal weight.
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Results for Table 1
Table 1 includes descriptive characteristics for the full NSFG sample of women between the ages
of 20-44 along with reported BMI values. The findings are consistent with previous literature exploring
the social and individual characteristics of women based on BMI.
Women with BMI between 18.5 and 24.9 (normal weight) accounted for 39% of the sample,
with the remaining sample reporting BMI 25 and above. Reported marital status was similar across BMI
levels, with slightly lower rates of married women for obese class II/III than the normal weight category
(44.1% as compared to 49.3%). The proportion of women reporting sexual activity in the last 12 months
was similar across BMI levels. BMI categories over 25 had a higher percentage of women who had given
birth (70.4% and above as compared to 58.9% of women with normal weight.) The percentage of
women with private/employer coverage was higher for women of normal weight.
Notable characteristics shared by women in the obese class I and obese class II/III categories
that differentiated them from women with normal weight included:


Age: fewer women between the ages of 20-24 (15.2% and 13.6%, respectively) as compared to
normal and overweight categories (26.3% and 19.1%, respectively).



Race: over twice the rate of black women than the normal weight category (17.0% and 21.7% as
compared to 8.2%).



Poverty: a higher percentage 100% below the FPL (22.5% and 25.6% as compared to 16.6%)



College Education: had a high school diploma or less (43.7% and 49.9% as compared to 30.9%).

67

Discussion for Table 1
Table 1 uses the full sample to provide insight into the manner in which obese women differ
from women of normal weight. Characteristically, obese classes I and II/III have higher proportions of
black women, are less educated, have lower incomes and rely more upon public insurance.
Of particular interest is the proportion of women who have been sexually active in the
preceding 12 months. Research shows that women between the ages of 18-44 who do not use
contraception experience an 85% chance of becoming pregnant over the course of a year.93
Surprisingly, over 83% of all women – regardless of BMI - are sexually active. This is substantially higher
than current national estimates citing 70% of women, ages 15-44, as sexually active.1 Recognizing that
obese women are no less likely to be sexually active than women of normal weight underscores the
importance of providing this population with effective reproductive health, family planning and
contraceptive services.
Table 2: Likelihood of Obesity
Using the full sample, Table 2 (below) depicts a regression analysis related to which women are
more likely to be obese.
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Results for Table 2
Table 2 is an ordered logistic regression with BMI as the dependent variable and age,
race/ethnicity, poverty, health care, education, marital status, and parity as independent variables. The
BMI variable used in the model was a three level variable: normal weight, overweight and a combined
obesity class I and obesity class II/III category. The relationship between obesity and the independent
variables does not appear to be linear and therefore, obesity was analyzed as a categorical variable. Age
was entered in the model as continuous and both marital status (married/not married) and parity (no
children/1 or more children) were coded as yes/no dummy variables. Regrettably, information
regarding cohabitation was not available. Dummy variables were created for the remaining categorical
variables and the omitted reference groups are indicated. The analysis was conducted both with and
without the NSFG survey weight. Highlighted variables in the analysis are significant at the p-value<=
.05 level. The exponentiated values are reported for the coefficient. Also presented is the 95%
confidence interval (upper and lower bounds). Since the effects are similar between the unweighted
and weighted analyses, values presented are unweighted (weighted analyses are included in the
appendix).
Holding all other values constant, the likelihood of an individual being obese increases 1% every
additional year above age 20. Additionally:


Black women are 39% more likely to be obese than white women.



Hispanic women also have approximately 26% increased odds of obesity as compared to white
women.



Though not statistically significant at the .05 level, increasing rates of poverty demonstrate
trends of increasing odds of obesity.
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The odds of obesity increases as education level decreases (some college: 17%; high school
degree or below: 19%).



Married women have approximately 15% higher odds to be obese and women who have had
children have a substantial increase as well (26%).



Women with previous children are 26% more likely to be obese as compared to women without
children, after controlling for age, race, poverty, education and marital status.

Discussion for Table 2
This regression provide cues as to which women are more likely to be obese. Obesity odds
increases as women age but decreases with higher educational attainment. Black and Hispanic women
are more likely to be obese as compared to white/non-Hispanic women, even after controlling for
poverty, education, health care status, marital status and parity. This is an important finding, indicating
factors associated with race/ethnicity increase a woman’s risk of being obese. Additionally, parity
increases a women’s likelihood of being obese because women typically gain excess weight with each
pregnancy and often retain that weight post-delivery. 94
These findings are consistent with the literature, indicating that underserved populations,
including those that have higher rates of poverty, lower educational attainment and are
racially/ethnically diverse, are at an increased risk of obesity.95 Unfortunately, this population has fewer
resources to manage comorbidity conditions associated with obesity. Further, this population may be
less likely to use contraception and would have fewer resources to manage an unintended pregnancy
much less the complications from obesity-related risks.
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Tables 3 thru 5: Generating the Analytic Sample
Tables 3 thru 5 represent the process used to control the study’s focus and accuracy and
establish the analytic sample. The process of inclusion used to produce the analytic sample is
depicted in Figure 2.
Table 3: Comparison of Obesity Characteristics Full Sample to Analytic Sample
Table 3 (below) compares obesity characteristics of the full sample to the analytic sample.
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Results for Table 3
Table 3 compares obesity characteristics of the full sample to the analytic sample. Excluded
respondents included:


Respondents who were under the age of 20, had BMI levels below 18.5 or did not have reported
values for those measures were eliminated first



Respondents who are not physically capable of having children or were currently pregnant were
eliminated next



Next, only respondents who were sexually active in the last 12 months were included



The final reduction was to include only those that were not desiring pregnancy

The difference in proportion between the two samples is never larger than 5%. The analytic
sample has a slightly larger proportion of normal weight women and a slightly smaller proportion of
obese class II women (normal: 37.1%f2, 42.3%r3; obese II: 17.5%f, 14.2%r). The analytic sample has a
slightly smaller proportion of women 100% or below FPL, approximately 1.5-3.5% difference depending
on BMI. This is the approximate level of difference evident between the two samples for age, education
and healthcare as well. Race, marital status and parity tend to differ by less than 2%.

Discussion for Table 3
As demonstrated by the proportion for each characteristic stratified by obesity, the samples are
very similar.

2
3

f indicates full sample.
r indicates analytic sample.
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Table 4: Comparison of Analytic Sample by survey weight
Table 4 (below) compares the analytic sample with and without survey weight.

75

Results for Table 4
Since the NSFG conducted an oversample of black and Hispanic women, Table 4 compares the
analytic study sample (n=5,605) with and without the survey weight (please see Table 4 in appendix for
n values). This ethnic oversample led the unweighted sample to be more likely to be poor and less likely
to be married and have health insurance coverage.

Discussion for Table 4
To correct for the sample design, weighted data were used for all frequency distributions and
descriptive statistics. All regression analyses are also conducted using weighted and unweighted data.
Multivariate models based on weighted data are available in the appendix.

Table 5: Descriptive Values for Analytic Sample
Table 5 (below) presents descriptive data for the analytic sample.
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Results for Table 5
Table 5 shows descriptive values for the analytic sample, restricted to women with the following
criteria:


Between the ages of 20-44;



BMI level above 18.5;



Physically capable of having a baby and not currently pregnant;



Sexually active in the last 12 months with a male partner; and



Not presently trying to become pregnant.

The sample size for the analytic group is 5,605, approximately 60% of the full sample. The
distribution of individual characteristics for each BMI category in the analytic sample are very similar to
those of the full sample. Women who are obese (class I and class II/III) have a higher proportion of
women who are black (16.3% and 19.4%, respectively); 200% below FPL (44.5% and 48.5%); publicly
insured (26.0% and 25.7%); and a high school degree or less (41% and 45.2%) than women with lower
BMI levels. Women who are obese (class I and class II/III) also have a higher proportion of women who
have given birth (71.1% and 67.6%, respectively) than women with a BMI below 25 (56.0%) but have
similar proportions of women who are married (52.2% - normal, 51.7% - overweight, 56.1% - obese class
I, 48.3% - obese class II/III.)

Discussion for Table 5
The results in Table 5 are similar to those in the descriptive analysis in Table 1. As with the full
sample, the obese population in the analytic sample is underserved and - consistent with previous
literature - obese women are more likely to be racial/ethnic minorities, poor and less educated.95
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Further, a higher proportion of obese women have had children, consistent with research that
pregnancy contributes to weight gain.94
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Aim 1 Research Question 1.2 (examine use of contraception)
Are obese women less likely to use contraception
than non-obese women?
Tables 6 and 7: Use of Contraception
Tables 6 and 7 present the findings related to examining use of contraception by obesity level
(aim 1 question 1.2).

Table 6: Comparison of Access to Reproductive Health Services
Table 6 (below) uses the analytic sample to explore the disparity between access to
reproductive health services between obese women and those of normal weight.
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Results for Table 6
The variables in Table 6 were incorporated in regression analyses to address research questions
pertaining to utilization of reproductive health services. The analysis was based on the analytic sample
of 5,605 women who have been sexually active in the last year and do not desire to become pregnant.
The table shows descriptive values and p-values for chi-squared tests for categorical dependent
variables. Covariates serving as proxy variables for the factors depicted in the conceptual model, Figure
1, are also included. It is not clear from initial analysis that the relationship between obesity and the
independent variables in the model is linear and therefore, obesity will be analyzed as a categorical
variable in regression analyses.
Initial analysis indicates that obesity status does not lead to substantial differences in whether a
woman attended a medical visit related to birth control, received family planning counseling or received
a pelvic exam. Rates of attending a family planning visit are between 27-33% while rates of receiving
family planning counseling are between 21-24% for all women.
Notably, women who are classified as obese II appear to be much less likely to use
contraception (79.3% of obese II women used contraception in the last year as compared to 90.2% of
women with normal weight, p-value <.000.)

Discussion for Table 6
Findings in Table 6 do not support the study’s hypotheses that obese women are less likely to
receive family planning services than non-obese women. Specifically, overweight and obese women are
no less likely than women of normal weight to have had a pelvic exam and/or a family planning
counseling session in the past year.
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However, when compared to women who are not obese, there is a significant disparity in the
use of birth control by women with BMI at or above 35. This finding raises an implication related to the
quality of services and counseling:
When compared to women of normal weight, obese women are just as sexually active
and interface with providers just as frequently, but are less likely to use contraception.
Further regression analysis in Tables 7 & 8 explored this association. The American College of
Obstetricians and Gynecologists (ACOG) recommends that all sexually active women over the age of 21
receive well woman exams annually, including family planning counseling, with pelvic exams suggested
every three years.96 Only 65-67% of the sample has received a pelvic exam in the last year and less than
24% received family planning counseling. Given that the respondents in the analytic sample are sexually
active and desire to prevent pregnancy, this finding indicates an unmet need for comprehensive
reproductive health care.

Table 7: Comparison of Contraception Use in Last 12 Months
Table 7 uses the analytic sample for a regression analysis examining the relationship between
contraception use in the last 12 months and obesity, exploring models with and without the covariates
representing number of partners and pregnancy beliefs.
The table below presents unweighted NSFG data. Appendix A contains the weighted NSFG data
associated with Table 7.
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Results for Table 7
Table 7 shows results from the regression analysis examining the relationship between
contraception use in the last 12 months and obesity, exploring models with and without the covariates
representing number of partners and pregnancy beliefs.
After controlling for the factors indicated in Table 6, obesity is a significant factor negatively
associated with contraception use. For women with BMI 30-34.9 (obese class I), the unweighted model
shows that they are 23% (p-value <.05) less likely to use contraception than women with a BMI 25 or
below. When the other independent variables are introduced, though the significance decreases (pvalue=.08), the coefficient is similar in size, indicating a 19% decrease in likeliness to use contraception.
Across all models, women with a BMI over 35 (obese class II) are less likely to use contraception than
women with a BMI below 25. For the models without independent variables, these women were 49%
less likely to use contraception. In models that included the additional independent variables, these
women were 43% less likely to use contraception. The overall variable for obesity is significant in the
model (p-value <.000).
The analysis in Table 7 includes the same covariates explored previously, including the cited
individual covariates. The relationships listed for each variable pertain to women with a BMI over 25
and were compared to the obesity reference group, BMI below 25. Women who are black or of “other”
race/ethnicity are more likely to use contraception in the last 12 months than women who are white
(black: 84%; other: 106%). Women who indicated that they do not have difficulty getting pregnant or
are unsure, are much more likely to use contraception (no difficulty: 163%; don’t know: 387%) than
those that indicated that they may have trouble.
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Women who are below 100% of the federal poverty line (FPL) are less likely to use
contraception (27%). Similarly, women with no insurance coverage are much less likely to use
contraception than women who have private coverage (31%). In regard to relationship status, women
who have never been married are less likely to use contraception than women who are currently
married (41%). Ambivalence about an unintended pregnancy was also an important factor as women
who indicate that they would be pleased if a pregnancy occurred, are much less likely to use
contraception (40%) than those that indicate that they would be upset.
Overall, the variables representing race, healthcare, education, marital status, number of
partners, perceived difficulty getting pregnant and feelings about an unintended pregnancy are
significant in the model. When tested for confounding, number of partners, perceived difficulty getting
pregnant and feelings about an unintended pregnancy did not independently change the main effect of
obesity more than 10% and therefore are not interpreted as confounders.

Discussion for Table 7
Controlling for the factors listed in Table 7, women with a BMI over 35 are much less likely to
use contraception than women with a BMI below 25. This analysis was conducted with women whom
are presently sexually active but do not want to conceive. This finding confirms the primary study
hypothesis. Women who are obese are less likely to use contraception than women with a BMI below
25. This relationship is significant after controlling for several factors that may also impact use and
access to contraception such as parity, insurance, poverty level, education level and relationship status.
The data show that:
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Obese women - already at particularly high risk for health complications from
an unintended pregnancy due to obesity are less likely than other women to use contraception.
As discussed in the results section, other factors in the model are associated with the likelihood
of using contraception in the last 12 months and a BMI over 25, including factors that are consistent
with the literature such as education, poverty level and insurance coverage. Additionally, the results
also provide interesting insight into women’s impetus to prevent pregnancy. Despite having previously
indicated that they do not want to become pregnant, women who say that they would be pleased if an
unintended pregnancy occurred are substantially less likely to use contraception. This finding suggests
that should an individual indicate that she would be pleased with an unintended pregnancy; providers
should encourage the patient to improve health behaviors in anticipation of pregnancy.
Based on previous analyses, obese women are more likely to see health providers about general
health concerns compared to other women and just as likely to receive reproductive health services.
Therefore, it appears that:
Access to health care is not the primary issue
preventing obese women from using contraception.
Tables 8.1 thru 8.3 employed regression analysis to further investigate this premise.
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Aim 1 Question 1.3 (examine use of health services)
Do obese women access reproductive health services
less often than non-obese women?
Tables 8.1-8.3 Use of Reproductive Health Services
The analysis resulting in tables 8.1 through 8.3 investigated the premise that obese women are
just as likely to access reproductive health services as other women and – of those obese women who
do – compare their use of contraception with other recipients.
Tables 8.1, 8.2 and 8.3 are complimentary, each having two components. The first (labeled a)
investigated obesity as a factor in accessing a specific reproductive health service within the past 12
months. The second set of analyses (labeled b) assesses if the use of contraception differs by obesity
among those women who accessed the service. Each table component is followed by a narrative results
section.

Tables 8.1 Contraception Use Subsequent to Family Planning Counseling in Past 12 Months
Tables 8.1a and 8.1b examine the characteristics and contraception use of women who received
recent family planning counseling.

Table 8.1a Family Planning Counseling in Past 12 Months
Table 8.1a (below) presents the characteristics of women in the analytic sample who had recent
family planning counseling. Table 8.1a(w) – located in Appendix A - presents the weighted NSFG data
related to this analysis.
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Results for Table 8.1a
Table 8.1a features the analytic sample and indicates that obesity is not a significant predictor of
a woman receiving family planning counseling in the last 12 months, after controlling for age, race,
poverty level, health care, education level, parity, marital status, number of partners, and pregnancy
beliefs. The p-values listed with the variable name represent joint tests of coefficients. If this value is
<.05 than the variable as a whole (all categories) is significant in the model.
The relationships listed for the covariates in the model pertain to women with a BMI over 25
and are compared to the obesity reference group, BMI below 25. The number of family practice visits
are lower with respect to increasing age, which is consistent with literature (as compared to women
ages 20-24: women who are 25-29 are 17% less likely; women who are 30-35 are 30% less likely; women
who are 35-39 are 55% less likely; and women who are 40-44 are 67% less likely.) Hispanic women are
significantly less likely to attend a family planning visit than white women (26%). Additionally, women
with no healthcare coverage are less likely to have attended a family planning visit in the last 12 months
(9%). Women who are separated are much more likely to have attended a family planning visit (130%)
than married women while women who have never married are 30% less likely to have attended a visit.
Results significant at p-value< .05, unless otherwise indicated.
Overall, the variables representing age, race, healthcare, education, marital status, number of
partners, and feelings about an unintended pregnancy are significant in the model and associated with
family planning visits, as indicated by the p-values from the joint tests of coefficients. In the unweighted
analysis, obesity is not significant in the model. When evaluating weighted and unweighted analyses,
women in obese class II in the weighted analysis are borderline significantly less likely to have a family
planning visit than women who are normal weight. Table 8.b examines contraception use among
women who recently attended a family planning visit.
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The discussion section for tables 8.1, 8.2 and 8.3 follows the presentation of results for table
8.3b.

Table 8.1b Contraception Use Subsequent to Family Planning Counseling in Past 12 Months
Table 8.1b (below) investigates the contraception use of women who received family planning
counseling in the past 12 months. Table 8.1b(w) – located in Appendix A - presents the weighted NSFG
data related to this analysis.
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Results for Table 8.1b
Table 8.1b investigates the contraception use of women who had a family planning visit in the
past 12 months.
Women in obese class II are 48% less likely to use contraception (p-value= .034), after
controlling for age, race, poverty level, health care, education level, parity, marital status, number of
partners, and pregnancy beliefs as compared to women with a normal weight.
Additionally, among women who had a family planning visit, women with less than a high school
education and had a BMI over 25 were 82% less likely to use contraception (p-value=.034) when
compared to those with a graduate school education and normal weight.
When tested for confounding, number of partners, and feelings about an unintended pregnancy
did not independently change the main effect of obesity more than 10% and therefore are not perceived
to be confounders. However, perceived difficulty getting pregnant did alter the main effect of Obesity
II/III more than 10% and is considered a confounding variable.

Tables 8.2 Contraception Use Subsequent to a Pelvic Exam in Past 12 Months
Tables 8.2a and 8.2b examine the characteristics and contraception use of women who had a
recent pelvic exam.

Table 8.2a Pelvic Exam in Past 12 Months
Table 8.2a (below) presents the characteristics of women in the analytic sample who had a
recent pelvic exam and includes data related to both the base model and the additional covariates of
number of partners and pregnancy beliefs. Table 8.2a(w) - located in Appendix A - presents the
weighted NSFG data related to this analysis.
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Results for Table 8.2a
Table 8.2a indicates that obesity is not a significant predictor of a woman not receiving a pelvic
exam in the last 12 months, after controlling for age, race, poverty level, health care, education level,
parity, marital status, number of partners, and pregnancy beliefs.
When additional covariates were evaluated, results indicated that women with a BMI over 25
are associated with receiving a pelvic exam in the last 12 months as compared to women with a BMI
below 25:


Independently, black and Hispanic women with a BMI over 25, are significantly less likely to
have received a pelvic exam than white women with normal weight (26%; 52%; respectively)
while women in the “other” race/ethnicity category are more likely (17%).



Women at 299% and below the FPL and a BMI over 25 are less likely to have a pelvic exam than
those with incomes above 300% FPL and a normal weight (100-199%: 25%; 200-299%: 15%).



Women without insurance and a BMI above 25 are much less likely to have had a pelvic exam in
the last 12 months than those with private insurance and normal weight (60%).



Women between the ages of 25-29 with a BMI over 25 are significantly more likely to have had
a pelvic exam than younger women of normal weight (31%).



Women with children and a BMI over 25 are more likely to have had a pelvic exam than women
with no children and normal weight (18%).

Overall, the variables representing age, race, poverty, healthcare, education, parity, marital
status and number of partners are significant in the model, as indicated by p-values reported from the
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joint tests of coefficients. Table 8.2b examines contraceptive use among women who had a recent
pelvic exam.

Table 8.2b Contraception Use by Women who had a Recent Pelvic Exam
Table 8.2b (below) presents the contraception use and characteristics of women following a
recent pelvic exam. Data were presented both for the base model and with the additional covariates
related to number of partners and pregnancy beliefs. Table 8.2b(w) - located in Appendix A - presents
the weighted NSFG data related to this analysis.
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Results for Table 8.2b
Among women who had a pelvic exam in the last 12 months, women in obese class II are 44%
less likely to use contraception (p-value= .000), after controlling for age, race, poverty level, health care,
education level, parity, marital status, number of partners, and pregnancy beliefs as compared to
women with a normal weight. The overall variable for obesity is significant in the model (p-value <.000),
with women being less likely to use contraception as their BMI increases.
Additionally, among women who had a pelvic exam and a BMI over 25, women with less than a
high school education and those with a high school diploma were less likely to use a family planning
method (51%; 44%, p-value<.05, respectively) as compared to women with a graduate school education
and normal weight. Women who live 100% or more below poverty with a BMI above 25 are almost half
as likely (46%, p-value= .001) to use a contraception method compared to the reference group (those
who live 300% or more above poverty and are normal weight).
When tested for confounding, number of partners, perceived difficulty getting pregnant and
feelings about an unintended pregnancy did not independently change the main effect of obesity more
than 10% and therefore are not perceived to be confounders.

Tables 8.3 Contraception Use Subsequent to a Visit Related to Birth Control in the Past 12 Months
Tables 8.3a and 8.3b examine the characteristics and contraception use of women who
participated in recent visit related to birth control.

Table 8.3a Visit Related to Birth Control
Table 8.3.a (below) presents characteristics of women in the analytic sample who have had a
recent reproductive health visit related to birth control. Table 8.3a(w) – located in Appendix A presents the weighted NSFG data related to this analysis.
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Results for Table 8.3a
Table 8.3a indicates that obesity is not a significant predictor of a woman attending a visit
related to birth control, after controlling for age, race, poverty level, health care, education level, parity,
marital status, number of partners, and pregnancy beliefs.
Overall, age, race, healthcare, education, parity and marital status are significant in the model.
When additional covariates were evaluated, the results pertain to women with a BMI over 25 as
compared to the reference group in this analysis (women with a BMI below 25). Findings include:


Women with children (45%) were more likely to have received counseling than women without
children.



Women who are black were more likely to receive counseling than white women in the last 12
months.



Women with a high school diploma or less are much less likely to have family planning
counseling (Some HS: 42%; HS Diploma: 43%).

As noted in Table 6, only 25% of women - regardless of BMI – attended a visit related to birth
control in the last 12 months. This finding should be considered in planning efforts to improve
reproductive health care services. However, additional research regarding the population not attending
such a visit as well as the quality and efficacy of current contraception counseling methods needs to be
conducted to further understand and implement improvement efforts.

Table 8.3b Contraception Use Subsequent to a Visit Related to Birth Control in the Past 12 Months
Table 8.3b (below) investigates contraception use among women in the analytic sample who
have had recent family planning counseling. Table 8.3b(w) – located in Appendix A – presents the
weighted NSFG data associated with this analysis.
100

101

Results for Table 8.3b
The analysis in Table 3b was conducted to determine if obesity was associated with
contraception use among women who attended a reproductive health visit related to birth control in
the last 12 months. In this case, obesity is not a significant predictor of a woman using contraception,
after controlling for age, race, poverty level, health care, education level, parity, marital status, number
of partners, and pregnancy beliefs.
Among women who attended a visit related to birth control and had a BMI over 25, women with
less than a high school education were 57% less likely to use a birth control method (p-value=.008) as
compared to those with a graduate school education and normal weight.

Discussion for Tables 8.1, 8.2 and 8.3
The findings in Tables 8.1a, 8.2a and 8.3a support the premise that obese women are just as
likely to see reproductive health providers as non-obese women. Specifically, there is no significant
difference by BMI levels for rates of attending a family planning visit, receiving family planning
counseling and/or undergoing a pelvic exam. However, despite having the same access to reproductive
health services, obese women are less likely than other women to use contraception.
The analyses of contraception use were conducted with samples restricted to women who
received family planning counseling, received pelvic exam and/or attended a visit related to birth
control. As indicated in Tables 8.1b and 8.2b, among these women, obese women were less likely to use
contraception (48% and 44%, respectively). This finding echoes earlier study findings that obese women
are indeed meeting with providers in situations that would typically promote and enable contraception
use, yet are not using a method despite their stated desire to not become pregnant. When considered
in the context that obese women face significant health risks due to unintended pregnancy, their lower
contraceptive use is an unexpected outcome of face-to-face reproductive health services.
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The public health strategy to address low rates of family planning use among women seeking to
prevent pregnancy fosters interventions to promote access to reproductive health care and
contraceptive methods. However, given that - among women receiving care - obese women are less
likely to use contraception, focusing on access for this population may not improve outcomes.
The data show that access to healthcare and/or socio-economic disparities are not the only
barriers impacting the use of contraception by obese women. For example, it is possible that obese
women - given that they are more likely to be impoverished and using publicly funded health care - may
see doctors that have less time for each visit and are less likely to recommend contraception than nonobese women with higher income levels and private insurance. Though the NSFG format did not allow
for further exploration into this hypothesis, future research should explore the quality and components
of health care visits available to women who are obese and underserved. It is also possible that health
care provider bias toward obese patients influences the quality of services. In that context, one
hypothesis is that providers are less likely to propose reproductive services to obese patients because of
a perception that the patient is not likely to be sexually active. Unfortunately, the nature of the survey
and question format does not allow for further investigation to discern if the patient or the provider
initiated the family planning visit, family planning counseling, and/or a pelvic exam. The qualitative
interviews explored this and other aspects of reproductive access for this population. Additionally, the
survey does not inquire about the gender or training of the provider, which likely impact contraception
counseling and use.
Other findings listed in Table 8.1a are consistent with general reproductive health access
research, including that as women age, they are less likely to seek family planning visits, likely because
they have found a method that suits them.
In Tables 8.1b, 8.2b and 8.3b, analysis indicates that among women who received family
planning counseling, received pelvic exam and/or attended a visit related to birth control, women with
103

less than a high school education were much less likely to use contraception. This is an important
finding as these women are motivated to receive reproductive health services and do not want to
become pregnant but still do not use a method. It is not clear if non-use is an issue of choice or access,
indicating that this finding should be explored in future research. It is possible that developing a system
where women receive their method of contraception directly from their provider during these visits
would increase adoption of contraception.
Findings in Table 8.2a are consistent with previous literature regarding receiving a pelvic exam in
the prior year. Women with fewer resources, including financial support, education and insurance, are
less likely to have received a pelvic exam. A pelvic exam is required for several of the most effective
methods of birth control and is a significant hurdle for women who would be better suited with more
effective, long-term methods like an IUD.
Table 8.3a findings are consistent with literature, as well.97 Women with children are more
likely to have attended a visit related to birth control, given that they have demonstrated the capacity to
bear children and may be more motivated to prevent unwanted pregnancies.
The next section summarizes the findings for Study Aim 1.
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Summary for Study Aim 1 Results
The purpose of Study Aim 1 was to examine the relationship between obesity and rates of
contraception use. Initial analysis confirmed that obese women are more likely to be racial/ethnic
minorities, poor and less educated, thus justifying the inclusion of these factors in further analyses.
After controlling for these disparities, additional analyses indicated that when compared to women of
normal weight, obese women are similarly sexually active and interface with providers just as
frequently, but are less likely to use contraception. The primary study hypothesis was upheld, mainly
that obese women - already at particularly high risk for health complications from an unintended
pregnancy - are less likely than other women to use contraception. The reality that obese women are
just as likely to utilize care, while challenging initial study hypotheses, reiterates the importance of
including provider perceptions in this study. When considered in the context that obese women face
significant health risks due to unintended pregnancy, their lower contraceptive use is an unexpected
outcome of face-to-face reproductive health services. Access to health care appears not to be the
primary issue preventing obese women from using contraception.
In general, the addition of variables: number of partners, perceived difficulty getting pregnant
and feelings about an unintended pregnancy, are not perceived to be confounders and did not
substantially contribute to most analyses. The hypothesis that these variables will alter the effect of
obesity on contraception use, as indicated in the conceptual model, was not upheld.
The findings for Study Aim 2 are presented via Tables 9 through 11.
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Study Aim 2: Examine the relationship between obesity and type of contraception.

Aim 2 Research Question 2.1 (investigate type of contraception used)
Do obese women differ from non-obese women
in the type of contraception they use?
Tables 9 and 10 Type of Contraception
Table 9 and Tables 10.1 thru 10.3 present the findings related to investigating type of
contraception used (study aim 2 research question 2.1). Table 9 analyzed types of contraception used
by the analytic sample with emphasis on availability and effectiveness. Tables 10.1 thru 10.3 analyze
factors related to choice of contraception method.

Table 9 Types of Contraception by Obesity
Table 9 (below) includes descriptive characteristics for the type of contraception used by
women in the analytic sample.
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Results for Table 9
The most common method reported by all women were birth control pills (33.1%) and second
were condoms (25.6%). The third largest proportion of women reported using no method (24.6%).
For women using contraception, methods were grouped into two categories for further analysis:
method requires a prescription and method requires physician to administer. Methods were not
exclusively in one category or another, for example an IUD requires both a prescription and a physician
to administer. The sample of women for these categories includes only women who indicated that they
used a method in the last year. The table also includes the proportion of the study sample that
discontinued a method due to dissatisfaction.
The chi-square statistic is significant for type of method used in the last year, indicating the type
of method differs based between obesity classifications. Methods that require a physician to administer
and women who reported discontinuing a method due to dissatisfaction also differ by level of obesity.

Discussion for Table 9
The study differentiated the population of contraception users because methods vary
substantially in efficacy, access and administration. Those at highest risk for significant health
complications due to an unintended pregnancy should be using the most efficacious method suitable. In
that context, the large proportion of obese women who do choose to use contraception relying on
condoms is disconcerting.
These descriptive statistics indicate that method use differs by obesity level. Regression analysis
in subsequent tables examines the distribution of method choices in the analytic sample.
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Tables 10.1, 10.2 and 10.3
Given that obese women are just as sexually active as non-obese women, but face higher risk of
pregnancy-related health complications, obese women should be using the most efficacious method
appropriate. The next three tables analyze factors influencing their choice of method.

Table 10.1 Type of Contraception by Obese Women Who Used a Method
Table 10.1 displays the results from the multinomial logistic regression of contraceptive type by
obesity level controlling for health care and number of partners. Table 10.1a (below) incorporates
unweighted NSFG data. Table 10.1b – located in Appendix A – presents weighted NSFG data.
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Results for Table 10.1
Due to the large categorical “type of contraception” variable, only two additional variables could
be included in the model to ensure stability. Health care was included because women’s choice in
contraception may differ based on financial assistance with methods that require a prescription.
“Number of partners” was included as the need for a barrier method likely changes when women report
having more than one partner. Reference category for type of contraception is condoms as that was the
most popular method reported by women, regardless of obesity.
Women in obese I and obese II categories are less likely to use birth control pills than condoms
(22%, 36%; respectively). Women in the obese II category are also less likely to use the patch (75%) and
ring (42%) than condoms. They are also 31% more likely to not use a method than use condoms.
Women who are overweight are also more likely to not use a method (22%) than use condoms.
Women with no health care coverage are less likely to use birth control pills (56%), patch (57%)
or the ring (68%) than condoms. However, they are more likely use condoms than no method at all
(28% less likely to choose no method). Women with publicly available health care coverage are more
47% more likely to use the IUD, and 44% more likely to use an implant than condoms. They are,
however, less likely to use birth control pills (42%) than condoms and less likely to choose no method at
all than condoms (18%).
Women who have more than one partner are more likely to choose birth control pills (31%), the
IUD (71%) or no method at all (108%) over condoms.

Discussion for Table 10.1
Characteristics of family planning methods vary significantly and determining if women’s choices
in method differ by obesity is important in understanding issues of access and efficacy. In Table 10.1,
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obese women are clearly less likely to use short term hormonal methods than condoms, including birth
control pills, ring and patch.
Given that previous analysis has demonstrated that obese women are just as likely to access
reproductive health care services, it is not likely that this discrepancy is due solely to lack of access to
prescription methods. For example, it is possible that physicians are less likely to prescribe methods of
hormonal contraception to obese women. A contributing factor may be lingering misconceptions as
early research in this field suggested that hormonal methods were not as effective in obese women as
non-obese women.98,99 Additionally, physicians have cited concerns of prescribed contraceptives
impacting blood pressure and cardiovascular health in a population already at risk for these conditions.
However, new research shows that many hormonal methods are effective regardless of obesity,
including the pill, ring and IUD, and physicians should not discriminate in prescribing these methods
based on BMI.100 A meta-analysis of research investigating contraceptive failure in obese women
concluded that many of the early studies were flawed and that new research into hormonal methods
and obesity that incorporate contraceptive use patterns show no difference in contraceptive failure by
BMI or increased risk of cardiovascular events. 101 Additionally, birth control pills are more effective than
barrier methods for obese women during perfect use or during typical use.93
Avoidance of hormonal methods leaves obese women primarily with condoms, which are less
effective and require partner negotiation. As discussed previously, obese women may be less likely to
engage in negotiation with partners to use condoms due to feelings of low self-efficacy and may
ultimately end up not using any method at all. Ultimately, authors conclude that choosing not to use a
method and increasing one’s risk of unintended pregnancy is far more harmful to a woman’s health than
hormonal family planning methods.101
Also of interest in this analysis is that women with no health care coverage are less likely to use
pills, ring or patch than condoms, as compared to women with private insurance. This is likely a result of
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limited access to care. However, they are more likely to use condoms than no method at all, a stark
contrast from obese women.
Tables 10.2 and 10.3 further differentiate contraceptive method choice with regard to physician
involvement.

Table 10.2 Contraception that Requires a Prescription
Table 10.2a (below) presents NSFG unweighted data examining the use of contraception that
require a prescription. Table 10.2b – located in Appendix A – presents the weighted NSFG data related
to this analysis.
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Results for Table 10.2
Table 10.2 indicates that obesity is not a significant predictor of using a contraceptive method
that requires a prescription, after controlling for age, race, poverty level, health care, education level,
parity, marital status, number of partners, and pregnancy beliefs.
Overall, the variables representing age, race, healthcare, and marital status are significant in the
model. When evaluating additional covariates in the model, the findings pertain to women with a BMI
over 25 as compared to the reference group in this analysis (women with a BMI below 25.)
Hispanic women are 29% less likely to use a method that requires a prescription while women
who cited “Other” race/ethnicity are 54% more likely to use a method that requires a prescription.
Women with no health care coverage are 35% less likely to use a method that requires a prescription
than women with private coverage.
Discussion for Table 10.2 is presented in conjunction with that for Table 10.3.

Table 10.3 MD Administered Contraception
Table 10.3a (below) presents NSFG unweighted data examining the use of contraception that
requires an MD to administer. Table 10.3b – located in Appendix A – presents the weighted NSFG data
related to this analysis.
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Results for Table 10.3
Women who have a BMI above 35 are 29% more likely to use a method that requires a physician
to administer, after controlling for age, race, poverty level, health care, education level, parity, marital
status, number of partners, and pregnancy beliefs. The majority of women who use a method in this
category chose the IUD. The overall variable for obesity is significant in the model (p-value =.048).
Overall, the variables representing healthcare, education, parity and marital status are
significant in the model, as indicated by the p-values listed for the joint tests of coefficients. More
specifically, women with publicly-financed health coverage and a BMI over 25 are 55% more likely to use
a method that requires a physician to administer than women with private coverage.

Discussion for Tables 10.2-10.3
When evaluating all methods that require seeing a physician, obese women currently using a
contraceptive method are not significantly less likely to use a method that requires a prescription or
practitioner insertion. In fact, women in obese II category are more likely to use a method that is
inserted by a physician, primarily the IUD. Though the survey does not distinguish between the
hormonal or non-hormonal IUD, both IUD options would have substantially lower rates of estrogen and
progestin than other hormonal options. It is quite possible that physicians are still hesitant to prescribe
other contraceptive methods for fear of efficacy or cardiovascular complications.
An initial study hypothesis proposed that obtaining a prescription or undergoing an exam to
insert a method, such as an IUD, would be a barrier to utilizing specific methods. However, study
findings indicate that obese women are not reluctant to interface with physicians and health care
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providers. It appears that obtaining methods that require a physician’s assistance, whether due to
prescription or application, does not appear to dissuade obese women in their method choice. Within
the context of other findings, this contributes important insight to the population of obese women:
When compared to other women, obese women are just as sexually active, face more serious
pregnancy-related risks, are just as likely to access reproductive health care and – when prescribed - use
the most efficacious methods of contraception.
Collectively these and other findings framed the focus of the qualitative phase of the study:
Why are obese women who engage in reproductive health services much less likely
to use contraception than non-obese women?
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Aim2 Research Question 2.2 (examine discontinuation of contraception)
Are obese women more likely to report method dissatisfaction and discontinue use?
Table 11 Discontinuation of Contraception
Analysis in Table 11a (below) explored the hypothesis that obese women are more likely than
other women to discontinue a method of contraception using unweighted NSFG data. Table 11b –
located in Appendix A – presents weighted NSFG data related to this analysis.
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Results for Table 11
Obesity is not a significant predictor, as whole or each level independently, of a woman
discontinuing a method of contraception because of dissatisfaction, after controlling for age, race,
poverty level, health care, education level, parity, marital status, number of partners, and pregnancy
beliefs.
Overall, the variables representing race, education, parity, marital status, number of partners
and feelings about an unintended pregnancy are significant in the model. When evaluating the
relationships of additional covariates in the model, the findings pertain to women with a BMI over 25 as
compared to the reference group in this analysis (women with a BMI below 25.)
Women with a bachelor’s degree, high school diploma or less than a high school diploma are
less likely to stop a method due to dissatisfaction than a woman with a graduate school education and a
normal BMI (22%; 25%; 37%, respectively). Women with at least one child and BMI over 25 are more
likely to stop a method due to dissatisfaction than women with no children (80%).

Discussion for Table 11
The findings indicated in Table 11 do not confirm study’s hypotheses suggesting that obese
women may be more likely to discontinue a method due to method dissatisfaction than other women.
However, parity and BMI over 25 are associated with discontinuing a method, representing a population
that may need additional counseling when choosing a method of contraception. Furthermore, given
that approximately 50% of all women reported discontinuing a method of birth control due to
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dissatisfaction, more research needs to be conducted regarding method satisfaction for women,
regardless of BMI.
Additionally, women with graduate degrees are more likely to discontinue methods than those
with lower educational attainment. This indicates that method dissatisfaction is not necessarily an issue
of health literacy, access to quality care or other issues that influence contraception use in underserved
populations.
The next section summarizes the findings for Study Aim 2.
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Summary for Study Aim 2 Results
The goal of Study Aim 2 was to explore the type of contraception method used by obesity
status. There are substantial differences in types of contraception chosen when comparing obese
women to non-obese women. Primarily, obese women are more likely to choose no method or use
condoms than use birth control pills, ring or patch as compared to non-obese women. Given that
previous analysis has demonstrated that obese women are just as likely to access reproductive health
care services, it is not likely that this discrepancy is due solely to lack of access to prescription methods.
A contributing factor may be lingering misconceptions as early research in this field suggested that
hormonal methods were not as effective in obese women as non-obese women.
Further analyses evaluated methods by prescription status and whether a physician needs to
administer the method, among women who did use a method in the last 12 months. This analysis was
intended to test the hypothesis that among those using contraception, obese women would be more
hesitant to seek methods that required additional interface with physicians. However, when grouped in
these categories, the higher rates of IUD use among obese women became apparent, rendering findings
insignificant. That is - similar to earlier study findings - obese women are not less likely to choose a
method that requires interfacing with a physician, whether for a prescription or for administration.
Essentially, when compared to other women, obese women are just as sexually active, face more
serious pregnancy-related risks, are just as likely to access reproductive health care and – when they do
use a method – they often use the most efficacious methods of contraception. However, in general,
they are less likely to use contraception. These findings frame the focus of the qualitative phase of the
study.
The findings related to Study Aim 3 were derived from qualitative analysis and are presented in
Chapter 5.
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CHAPTER 5: QUALITATIVE RESULTS

Overview
This study employed a sequential mixed-method research design with the quantitative analysis
for study aim 1 and aim 2 followed by qualitative data collection and analysis to accomplish study aim 3
(below).
The qualitative analysis incorporated the perspective of physicians - not directly included in the
NSFG data - and provided the opportunity for clarification from practitioners regarding the quantitative
findings. The interview questions were designed to discuss quantitative findings, and obtain suggestions
as to how to address the issue of lower rates of contraception use among obese women. The findings
are presented below in context to this phase of the study’s three aims rather than presented as a list of
questions and answers. When referenced, codes will initially be italicized and quotes will include the
source transcript. Also, codes overlap throughout the quotes so although examples are generally used
to highlight one general idea, the quote may also contain additional codes.

Study Aim 3: Examine Perspectives and Options for Support
Explore physicians’ perceptions of presence/implications of health care provider bias through qualitative
interviews to evaluate possible effects of provider bias on obese women’s contraceptive decision-making.
Solicit ideas on improving rates of contraception use among obese women.
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Aim 3 Research Questions 3.1 (examine physician’s perspectives)
Primary Research Question:
What are physician’s perspectives as to why obese women
are less likely to use contraception?
Follow-up Research Questions:
Have physicians witnessed examples of patients being treated differently
by colleagues in regard to obesity?
Does obesity affect physician’s intentions to discuss sexual activity
and family planning with female patients? If so, how?
The primary purpose of conducting the qualitative interviews was to gain insight from physicians
as to why they believe obese women are less likely to use contraception than other women. This topic
was explored in several ways. First, the interviewees were directly asked:
First Interview Question
“In my preliminary research with the National Survey for Family Growth (NSFG),
analysis shows that obese women have similar rates of sexual activity as non-obese women.
However, obese women are 30% less likely to use contraception,
after controlling for individual and socioeconomic factors.
Why do you think that is?”
This was the first interview question and was intended to seek direct reflection on this finding,
before considering study hypotheses and introducing the concept of provider bias. After discussing this
question, residents were then asked to reflect on follow-up interview questions:
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Topical Interview Questions


Do you think social views of obesity impact clinician/patient interactions? How might this affect
obese women’s use of contraception?



During your training, have you noticed patients being treated differently in healthcare settings
based on obesity status?



Obese women are more likely to interface with physicians but have lower rates of contraception
use. Why do you think than may be? Do you think there may be a bias against discussing family
planning with obese patients in the family medicine field?



How does obesity impact your level of comfort in discussing sexuality with patients?



Do obese patients seem more hesitant about exams and methods that require vaginal insertion?

Directly addressing the study’s hypotheses, these questions conveyed to the resident the intent
and focus of the study. The responses to these questions were coded and grouped under the parent
category of, “Why do obese women use contraception less often?”
Extensive consideration was paid to the sequence and wording of the questions. In particular,
the pros and cons of whether or not to mention provider bias was considered and opinions from outside
researchers were sought. Ultimately, protecting the relationship and trust with each interviewee was
prioritized over attempting to have physicians admit to bias in the field before acknowledging the
research question at hand. Residents were informed that the researcher was interested in provider bias
and social views of obesity but was inquiring about observations or general trends in the field, rather
than solely personal views and actions. The residents also discussed sources of provider bias before
being asked directly and raised concerns about the influence of social views of obesity in their field and
cited examples of negatively impacted patient care.
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Results
When asked to reflect on the lower rates of contraception for obese women as compared to
non-obese women, residents discussed reasons that were specific to patients as well as those specific to
providers. Therefore, results for research questions 3.1 are grouped into patient-centered and providercentered findings.

Patient Centered Findings Many residents purported that the patients, themselves, were the primary barrier to the
population using contraception. Of the reasons cited to bolster this argument, the three most common
were weight gain, negative self-perceptions and complicated perceptions of pregnancy.

Reason 1: Weight-gain
Over half of the residents indicated that obese women may be less likely to use contraception
because of the potential for weight gain associated with certain types of contraception.

“I mean, just in general, I think—am just hypothesizing why they don’t use contraception as
opposed to non-obese people, I mean some of the methods out there such as, you know, OCPs,
they are notorious for weight gain and I think they might be more self-conscious about, you
know, their weight already and they don’t want to do anything to add to the weight.” (Transcript
14)
“There is the fear of weight gain. In general, most women think that all birth control pills or birth
control causes weight gain which is not true. So maybe they have a fear of that. Pills or patches,
injections or anything will cause them to gain weight. I feel that perhaps that might be a fear
that they have.” (Transcript 4)
During discussion about this factor, some residents indicated that they concurred in the
assumption that contraception can cause weight gain:

127

“Many contraception pills they can cause weight gain. So some obese women they are more
resistant to take pills. I think this is the main issue for them.” (Transcript 17)
“So, yeah. And also, one more thing could be that some of these medications we give people
make them gain weight.” (Transcript 15)
Other residents discussed weight gain in the context of the “myth” that women will gain weight,
highlighting a misconception in the population:

“The first thing that comes to mind is just like kind of myth out there that contraceptives can
cause weight gain. If they are conscious about their weight then they are less likely to want to
take a medication that will make them gain weight.” (Transcript 6)
“So I definitely mention that to them and I talk to them about how the other forms don’t
necessarily make you gain weight but they may stimulate your appetite and if you eat more you
gain weight.” (Transcript 4)
The theme of concern over weight gain was not only discussed in reference to why obese
women were not using contraception, but was also addressed frequently when physicians were asked
about ways to improve contraception use:

“As far as like doing something separately just for obese females to make them be more
compliant with this, ah, I think I would probably target them with option that would technically
not lead to weight gain that would be more kind of more appealing to them and that might
increase their rate of using contraception.” (Transcript 12)
Reason 2: Negative self-perceptions
Half of the residents cited obese women’s negative self-perceptions as a reason that women
may be reluctant to use contraception. Primarily, these discussions revolved around the patient feeling
uncomfortable and reluctant to broach the issue of family planning with providers due to
embarrassment and low self-esteem, events they had personally witnessed as providers. These
concepts were most often discussed together, proposing that patients were self-conscious of their
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weight which led them to feel embarrassed and uncomfortable when being seen by a provider and less
likely to advocate for themselves.

“If it has to do with the patient—obese women, and adolescent group, they are pretty selfconscious. They might be even less likely to talk about their sexual habits and practices. With
lower self-esteem they might not be able to speak up and say ‘oh what about condoms for their
partners,’ and they might be less likely in general to advocate for themselves.” (Transcript 1)
“I mean, just, I think obese women, you know, they have more image problems and what not
and so that’s why they might be more inhibited in talking about their sexuality and asking those
questions to their clinicians. So, you know, it’s about making them feel comfortable and just
bring out the issue to light otherwise they are not really going to mention it if you don’t ask.”
(Transcript 14)
“Yeah, I think maybe just it has to be brought it up by the physician. Obese women are maybe
less likely to bring that issue up because they’re embarrassed or, you know, they already assume
that they know the side effects of that and so they don’t want to discuss it. Or maybe they feel
like there’s some sort of judgment on them, that they’re using contraception in addition to the
judgment they fell society has towards obesity. And that may prevent the communication
between physicians—or between patient and physician to get them on oral contraceptives.”
(Transcript 16)
These ideas were discussed both in terms of why women may be less likely to use contraception
as well as how physicians can better serve this population. Of the residents that cited negative selfperceptions as a reason for lower rates of contraception, every resident also cited concerns that were
physician-centered.

Reason 3: Complicated Perceptions of Pregnancy
Several residents proposed the possibility that even though the sample was restricted to women
who did not currently want to become pregnant, that obese women may have complicated perceptions
of pregnancy that could negatively impact their contraception use. These perceptions include concerns
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that they may be infertile, fears that providers may not think obese women should have children and
that even though they do not openly want to become pregnant, they subconsciously may desire a child
for the unconditional love a child provides.

“Okay, so I think this might just be from my own prejudice. I think a lot of it has to do with
psyche issues. So, maybe they are feeling unloved in some way so maybe obese women even
though they might say they don’t want to get pregnant they know deep down they want to have
a child that will be unconditionally loving them no matter what.” (Transcript 8)
“And they are here for refills or anything like that, or you know what nowadays I think that every
year something new comes up so I think they all deserve to know okay so we have a new
medication or a newer device would you be interested in this? And don’t push it you know, yes or
no, you know. You kind of get that feeling because if you push it they might be thinking what,
you don’t think am worth having babies, you know what am saying?” (Transcript 15)
“Maybe that a lot of obese women may have desires to become pregnant but because maybe in
the past they have had issues becoming pregnant because of obesity. So, although they may
express some interest in wanting to use some type of contraception, there is that thought that
since they have had difficulty to getting pregnant maybe they should not go forth with this type
of contraception, if that makes any sense?” (Transcript 7)
Topical Follow-up Interview Question (pelvic exam)
Are obese women more likely to refuse pelvic exams?
After residents were given an opportunity to reflect on why they felt obese women were less
likely to use contraception, they were asked to assess, from their experience, if obese women were
more hesitant to undergo pelvic exams than non-obese women. Though the first question regarding
contraception use in this population left the source of the reason open (patient or provider), this
question was intended to have physicians focus directly on obese women in medical settings.
Overwhelmingly, residents indicated that obese women were not less likely to refuse pelvic exam. A few
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residents indicated that they felt obese women were more likely to refuse or resist pelvic exams than
non-obese women. In general, residents reflected on this aspect of women’s health to be generally
sensitive for most women but felt that obesity did not play a role in women’s willingness to undergo an
exam.

“I would not say in my practice thus so far, obese women have been more hesitant.” (Transcript
3)
“I don’t think it just pertains to obese women. It can be any woman.” (Transcript 9)
“I am just thinking back into Medical School during my OB rotation. We kind of gave them an
option but I did not really see any hesitancy. I don’t think they realize—I think the average obese
woman, I don’t believe that they realize that they are more difficult to do those exams on them.”
(Transcript 8)
When residents did acknowledge that obesity may play a role limiting women’s willingness to
have a pelvic exam, concerns of body image issues were also raised:

“Yeah I have seen a lot of, in the rural clinic, a lot of overweight patients that are just, I mean, I
have to talk to them through step by step for, and I usually talk to them through pap smears
anyway but just because like even just moving the drape a little bit or exposing the thighs kind
of, they want to keep the shirt on while they have the gown on and it’s kind of hard to explain
that, you know, I need to examine everything. When they lay back on the gown, you know, its,
the gown doesn’t fit as well so it automatically just kind of sits open, their belly is kind of
showing and you can tell they’re trying to shift their bodies to cover it. So, I think it is an issue we
try to provide like extra drapes and just kind of go a little bit slower with the exam, but there is
definitely body issues.” (Transcript 13)
This question was not intended to determine if obese women were actually more or less likely
to undergo exams but rather gauge if residents felt that to be the case.
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Discussion of “Patient-centered”
The majority of residents did not initially cite patient-centered reasons to explain why obese
women were less likely to use contraception. For those who did, the reasons were cited in conjunction
with provider-centered issues.
By far the most common issue raised was that obese women may avoid contraception because
of associated weight gain. This finding was surprising and not predicted by study hypotheses. Though it
is not clear if obese women are resistant to using methods because of the fear of weight gain and/or
that physicians are sensitive to prescribing methods that may increase their obese patient’s weight, it is
clear that this theme is consistent from the physicians’ perspective. Furthermore, the discordant result
that some providers felt weight gain was “a myth” and some were confident that estrogen-based
methods did indeed cause weight gain was concerning. It appears that residents frequently factor this
side effect into prescribing methods and providing family planning counseling, often limiting the
methods they suggest out of concern that patients will be resistant. Clarification about which methods
may or may not cause weight gain and tools to broach this topic with obese patients is a candidate topic
for corrective action. This finding led to a review of literature regarding concerns with side effects
among obese women. In a recent article intended to educate physicians about efficacy and use of
contraception in obese populations, authors suggested that obese women may be hesitant to use
contraception because of concern of weight gain.79 Though not supported by original or previous data
and again presented from the perspective of providers, this misperception is clearly a concern among
physicians and should be investigated further.
Beyond weight gain, residents also cited reasons related to negative self-perceptions. This
finding is consistent with study hypotheses and literature regarding obesity in health care settings.
Though neither analysis suggested disparities in rates of accessing health care, this finding suggests that
upon meeting with a physician, obese women may be embarrassed and uncomfortable discussing family
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planning. This may result in obese women being less likely to advocate for themselves if a physician
does not broach contraception or recommends a method that does not entirely meet the patient’s
needs. Based on this finding, the effort to address the disparity of contraception use should include
educating providers about the possible reluctance of obese women to initiate discussion.
The discussion with residents regarding their perceptions of obese women being reluctant to
undergo a pelvic exam suggested that obese women were not more resistant than other women. This
mirrors findings in the quantitative analysis that obese women have similar rates of receiving pelvic
exams as non-obese women. Pairing these findings suggests that when physicians do recommend a
course of treatment or a method that requires vaginal insertion, such as the IUD, obese women will
likely be as receptive as other women.
The findings indicate that physicians need to be cognizant of possible complicated perceptions
of pregnancy their obese patients may harbor. The idea that obese women may believe themselves to
be infertile is consistent with the literature and study hypotheses. Being sensitive to perceived infertility
will allow physicians to discuss the source of this assumption and clarify the patient’s understanding of
the likelihood of becoming pregnant. Approaching this topic with particular sensitivity for obese women
is needed to alleviate patients’ concerns that physicians believe they are not worthy of a pregnancy or
that having a child will fill a void in companionship. Though these matters were not discussed in the
majority of interviews, those who raised the topic felt that prior consideration about how to address
these topics should they arise would be useful for physicians.
Research shows that entering a health care setting is an intimidating and often de-humanizing
experience for obese women. 8-15 It is incumbent upon providers to recognize this and approach these
issues with empathetic professionalism.
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Provider-Centered Findings
Every resident cited provider-centered reasons why obese women are less likely to use
contraception. The study acknowledges that the nature of the follow-up questions contributed to this
outcome by probing about possible biases in the field, quality of care and how physicians could support
obese patients. Further, subsequent discussion purposefully led the conversation to engage the topic of
the provider’s role. However, it is significant that a large majority of residents addressed providercentered reasons before any prompting. Additionally, it is important to emphasize that residents were
not pushed toward blaming physicians for the disparity. Rather, they were asked to suggest ways in
which providers could improve rates of contraception use. It was in that context that many residents
self-reflected and individually identified sources of bias and misperceptions that may be contributing to
the lower rates of contraception use. Coding highlighted three provider-centered reasons as follows.

Reason 1: Emphasis on Comorbidities
The majority of residents identified the complex issue of comorbidities of obesity as a significant
reason that obese women have lower rates of contraception use. Prominent in this thought process
was a comparison of healthy v. unhealthy, mainly that with healthy women, physicians have only
preventive care to consider and default to reproductive health. With unhealthy patients, physicians
become distracted by the accompanying health issues that need to be discussed such as diabetes,
hypertension and weight loss, leaving no time for family planning conversations.

“I’m not good about going into it any other time because I am so focused on ‘you’re here for your
diabetes and your high blood pressure.’ You have such a limited amount of time that you really
do get focused on those things unless they make a specific appointment to come in for
something related to reproductive health. In my experience, I probably overlook it a lot.”
(Transcript 4)
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“I think family planning is probably like the last priority we discuss with the patient when they
come in for the other issues. I mean, different clinics have different populations, the clinic that I
come from patients literally have 10 different problems, each problem needs to be addressed at
every visit or they will be super unhealthy for the next 3 months until you treat them again… So,
that’s why it becomes really hard to discuss family planning and particularly my clinic. So I think
in the level of priority, I think it’s probably like the last thing I discuss with my patients. Unless
they’re really young, you know, adolescent patients or even like the ones that ask for help, those
definitely we would address right away, but the ones that don't ask—that are like not, you know,
you don’t think that there’s planning, you know, babies [laughing] in the near future you’re not
really going to bring that up with them because you have so many other things to talk about.”
(Transcript 18)
The concept of comorbidities dominating the focus on obese patients was consistent across the
interviews. In particular, this was cited for limiting providers’ time when meeting with patients, as well
as distracting providers from discussing the topic when time was available. This finding was distinct
from the concept of physician bias or physician frustration with lack of patient progress toward
comorbidities, which will be discussed shortly. Rather, residents cited that they simply ran out of time
or were overwhelmed by the pre-existing health conditions and subsequently neglected preventive care.

Reason 2: Provider Bias
Provider bias was a prominent theme throughout the qualitative interviews. Over half of the
residents introduced the concept before follow-up questions encouraged the exploration of bias against
obese patients. By the end of the interviews, all residents had reflected on the presence and
implications of bias with only one resident indicating a lack of belief that bias existed among providers:

“I don’t really think there is a bias at least from my experience which is very limited. I don’t
really feel like there is any type of bias towards that actually. I mean, from the little that I have
been involved with, everybody seems to be doing a good job with their patients.” (Transcript 9)
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For the remaining residents, provider bias was described in a variety of ways. Primarily,
residents preserved the manner in which the question was framed and responded with their views of
other physicians having bias or suggesting a system-wide bias against obesity. Occasionally, residents
were self-reflective and admitted that they likely had a bias toward obese patients. Frequently,
residents suggested that providers may consider obese women as asexual. The theme of bias cited
emphasized society’s views of obese women being unattractive with the resumption that others would
not engage in sexual relationships with obese women. The findings revealed that it simply did not occur
to some providers that obese women would be sexually active. This was often discussed in the context
of other populations that get overlooked when it comes to reproductive health care, like elderly people,
mentally disabled adults and younger adolescents.

“Maybe there might be some incorrect assumptions that obese women might not be as sexually
active so they might not provide that education and care regarding that subject. Maybe that
might cause a decrease in use and knowledge.” (Transcript 10)
“I think if you’re, like if the assumption is that if clinicians think of obese females as they are
not—or we think of them as they might not be very sexually involved or they’re not as attractive,
that could come up as, I mean I am saying that could be something that…can drive that thought
is what I am trying to say—like they’re going to have that thought in the back of their mind.”
(Transcript 12)
“So, I am thinking sometimes the topic does not come up in the talk. Sometimes it is
uncomfortable. Maybe the medical assistants are asking the questions about their sexual
activity. It sort of reminds me of the elderly population or comparing to the disable populations.
Sometimes, you think ‘I am not going to ask them about their sexual activity because they are
probably not doing it.’ So, I think that maybe everyone is just slightly uncomfortable with this
topic so maybe having staff meetings about what you should be asking every patient when they
come in regardless of their weight or age or anything else.” (Transcript 8)
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“One of it may be that providers are not taking into account that obese women are not sexually
active because they might think of them as a non-sexual group much like the elderly or younger
teens. They might not think to provide contraceptive options.” (Transcript 3)
Residents also discussed the many pejorative views that providers have regarding obese
patients. These comments reflected perceived patient apathy, with phrases like “unmotivated,” “lazy,”
and “poor self-care” frequently used.

“I am not telling anything you don’t know. Yeah, there is as a—you already have a bias to begin
with. And I don’t know I’ve thought about that, where it comes from, I think it’s from thinking
that maybe they don’t care about their health, ah do you see what am I saying?” (Transcript 15)
“I think our population is, it’s what’s common. Every one of our patient is heavy you know,
through the roof and that’s not an unusual thing to see someone that’s overweight, so I don’t
think it really skews our view of them. Some previously held health notions, I think that people
are overweight maybe some clinicians might think it would be harder for them to do like take
something daily because they might associate them with laziness or inability to kind of keep,
keep track of---or have less control over their life’s since their eating is kind of a reflection of less
control of their lives, but I don’t think in general that really is in our mindset just because it’s so
prevalent nowadays you know in patients. (Transcript 13)
“So, again I think of the stereotypes that if because someone is obese they probably don’t care
about their selves as much and they have low self-worth. I think it is the stereotypes in society
that sometimes gets rubbed off on physicians that are supposed to be more open minded.
Sometimes we do judge by appearance. Sometimes it is underlined. You think this person might
even be, I don’t know just have a lower self-worth than someone who is thin.” (Transcript 8)
Reason 3: Frustration with Non-compliance
Over half of the residents reported that physician-held negative views of obese individuals leads
to frustration and ultimately, lower quality of care. Additionally, patterns of non-compliance and no
improvement in health status leave physicians blaming the patients for their obesity and being unwilling
or neglecting to consider non-obesity related health care concerns.
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“You might be thinking they don’t care about their health and am sure a lot of people have told
them to go diet and exercise and they haven’t so far you know, how much more can I do, which
is a little sad way of looking at it but its true- just in everything, but yeah, and there are like
jokes, you know, oh which lady, oh the obese lady, the 400 pound lady, you know like that. That’s
how you kind of identify them.” (Transcript 15)
“So that’s one way in which, I think, the pre-conceived notion of if they’re fat it’s their fault and
they need to do something about it and that they let it get out of control and kind of a blame
theme because it’s not in our control so we can’t just fix it right away and that’s what frustrates
a lot of physicians because we are used to fixing things and we just feel like this is not in our
control so we get frustrated and hence it can impact how we treat patients differently when it
comes to other aspects of their healthcare like contraception, for instance. Maybe, not
necessarily counseling them because you come to a pre-conceived notion that they’re not going
to listen to you anyway, so there is no point in counseling them. So that might be one factor to
why they are a segment of the population that don’t get as much counseling.” (Transcript 18)
Application of non-compliance in other aspects of care being interpreted as possible noncompliance with contraception was a common theme in many of the interviews.

“I think obesity overall is not viewed favorably by most or largely of our society and in this case
by providers. Because, I think that sometimes the provider’s perspective and thinking is that if
the patient is not complying with the exercise then they will most likely not be compliant with
contraception use.” (Transcript 7)
“In just my practice so far I have a little bit more of—like the minute I walk into the room and
there’s a patient that is morbidly obese and non-compliant with all of their medication, you
know, the non-compliance is a separate factor but the minute you see a patient whose morbidly
obese or even obese you automatically have like a—an instinctive feeling that they are not going
to listen to your advice about other aspects of their healthcare.” (Transcript 18)
As mentioned previously, the pattern of non-compliance leading to blame and ultimately
disregard of the patient was referenced frequently.
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“They can be seen as I guess not doing their part. When you see a patient, it is great when both
are making an effort and sometimes when you have patients that are overweight; you really try
to work with them. You talk about diet, you talk about exercise and try to give them some type
of plan and it does not happen and as physicians sometimes we do end up blaming them when
really it should be a partnership. It is hard. We are still learning how to manage that relationship
so that we can have successful outcomes.” (Transcript 4)
“So we might not [discuss contraception]—if we are already on the pathway of treating them
differently and kind of saying ‘well they don’t care about their health and they are not going to
follow through with what we are recommending, then we might as well not bring it up.’ We are
just sort of going through the motions with them instead of trying to make some type of
change.” (Transcript 4)
Topical Follow-up Interview Question (broaching sexuality):
How does obesity impact your level of comfort in discussing sexuality with patients?
In order to redirect the line of questioning to the residents’ individual practice, interviewees
were asked if they felt obesity impacted their own level of comfort in discussing issues related to
sexuality. This question was asked after they had reflected on possible obesity bias in the family
medicine field and most had acknowledged that bias existed and negatively impacted care. The majority
of residents (12) indicated that they did not feel obesity impacted their comfort level while the
remaining residents acknowledged that - to some extent - obesity likely impacts their comfort level. Of
those residents that indicated it does not affect them, a few indicated that knowing the bias exists
encourages them to reach out to this population:

“I am not aware that it does for me. The fact that I know—just having a little bit more of a family
planning background that it is a neglected population. It just probably makes me want to focus
even more.” (Transcript 1)
“If you have an obese patient coming in for reproductive health, I would almost be more likely to
offer them birth control or more likely make sure that knew that it was available, not to force it
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on them. [Laughing] Just so they understood that the co-morbidities of having babies—the fact
that most people who gain weight in pregnancy do not lose it and to just make sure they are not
being disenfranchised in any way because any population has a bias on it culturally can be
disenfranchised.” (Transcript 2)
Among those who admitted to experiencing feelings of discomfort, a discussion would arise
regarding the difficulty of being neutral or unbiased along with the recognition that doctors are not
perfect in that regard.

“I would say it probably impacts my level of comfort. Again, I would like to say that I am
completely neutral. It is uncomfortable for me to discuss sexuality with most of my patients… it is
part of our societal tendencies but especially with obese, elderly and younger patients it is
difficult. It becomes almost a little awkward to try to discuss sexuality with them.” (Transcript 3)
“Yeah, you know, and I think that just as provider, I mean we want to acknowledge the thoughts
that come into our minds to, as providers we try to be as non-judgmental as possible, but we all
have our preformed biases and discussed before just, you know, obese women in general in my
practice they haven’t been as open in discussing their sexuality and sexual practices and what
not and as a provider I felt more uncomfortable bringing up those particular questions.”
(Transcript 14)
Topical Follow-up Interview Question (clinical observations):
In your training, have you noticed patients being treated
differently based on their obesity status?
Though many residents discussed this topic prior to the question being raised, the interviewer
directly asked whether or not residents had witnessed patients being treated differently based on their
weight. All residents interpreted this question to be “treated poorly” and responded accordingly. Only
a few residents indicated that they had not witnessed patients being treated differently.
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Among the residents who noted discrepancies, many cited specific instances when they felt that
the quality of care was worse for obese patients than it would have been for non-obese patients.
Sometimes this was attributed to result of bias and other times residents cited inadequate equipment as
preventing them from providing the best care possible.

“There was a morbidly obese patient that came in with a fungal infection. I did not think they
were adequately treated before she was discharged. She had other problems too but, the
attendee decided probably because there was a lot of problems stemming from the obesity that
she felt she was too far gone to get it under control so she discharged her. I did not feel there
was adequate treatment.” (Transcript 10)
“Sure. Yeah, I think that there’s--physical exam is something people shy away from in patients
that are bigger, I’ve noticed that. But, you know, that’s just in terms of, you know, being
complete; things that are necessary to do people usually don’t shy away from but a complete
physical exam I think would be what I would add there.” (Transcript 16)
“The obese exam can be very difficult even the best speculum, you’re not going to see the cervix.
So, that can really hinder your reproductive healthcare. I’m like ‘mcgivering’ these condoms on
top of the speculums so that I can actually open it without everything folding in. There aren’t
tools to even do a proper pelvic exam at times and to just get the line of vision. It affects patient
care if you have a morbidly obese patient. There is no way if I refer them to an OB-GYN that it’s
going to be a straightforward like a surgical form of non-reversible contraception like
sterilization. They are not probably going to offer that or an Essure. Even having the tools to
offer them contraception might be a problem.” (Transcript 1)
Discussion of Provider-centered
It is important to consider the limited training residents have in regard to family planning when
compared to senior physicians. However, many of the concerns raised were relevant and impactful
early in a physician’s career and likely to worsen if not addressed. When considering “providercentered” reasons that obese women may be less likely to use contraception, the idea of a cycle of
practical and social barriers influencing physicians emerged. This pattern clearly begins developing early
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in a physician’s training, likely starting with feelings of inadequacy or being overwhelmed when trying to
address the comorbidities that accompany obesity in less than 15 minutes. At the same time, young
physicians are trying to resist letting perceptions that their obese patients are lazy or apathetic affect
patient care. This effort is undermined when patients admit to being non-compliant with medications
and/or prescribed lifestyle changes and physicians become frustrated. As a result, negative societal
views of obesity tend to become common place assumptions in the medical field. As noted, patient care
suffers and - from the perspective patients - they are apt to feel embarrassed and/or ignored. At this
point, it seems readily apparent that the patient-provider relationship has eroded into a poor
environment for discussing family planning. Though a dim picture, there are many opportunities to
engage physicians and address systemic issues early in the cycle, before biases are cemented and
cyclical frustrations impair care. These opportunities are proposed and discussed later in the findings.
The themes and codes confirmed study hypotheses and reflect previous literature. Mainly,
there is a prevalent bias against obese women in the family medicine field and that bias negatively
impacts obese individuals’ health care, including access to contraception. 12-16,29-31 Whether that bias is
caused by negative views of obese women or frustrations with systemic limitations, it must be
addressed to improve rates and efficacy of contraception. In particular, it is critical that physicians’
dispel erroneous assumptions that obese women are asexual or will be non-compliant with
contraception even if there is little improvement in other aspects of their health. Effectively using
contraception is far easier than adhering to diabetic care management or losing weight. Moreover,
there is a compelling argument to be made that physicians ought to prioritize the significant risks of an
unintended pregnancy when providing for a patient that already has an overwhelming list of
comorbidities because quantitative analysis in this study confirms that obese women have similar rates
of sexual activity as other women. Further, when considering the patient-centered issues discussed
previously, it is apparent that unless the physician asks, the topic of contraception may not arise.
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The evidence in this study demonstrates that physicians want to provide better care to obese
women and improve rates of contraception use. The willingness of residents to discuss and admit to
bias in their field, as well as to reflect personally on their own judgments, is both significant and
admirable. The manner in which they affirmed evidence of bias and were willing to discuss other
colleagues’ missteps with patient care is insightful and underscores the reality that the issue is pervasive
in the field. Fostering discussions on these topics elicits insights as to how to improve circumstances for
physicians and patients to ensure obese women receive high quality reproductive health care.
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Aim 3 Research Question 3.2 (improve provider support to patents)
How can providers help improve rates of contraception use among obese women?
After residents shared perspectives regarding lower rates of contraception use in obese
populations, they were asked to cite specific examples as to how physicians could help improve
contraception use rates. Quantitative analysis showed that obese women are not less likely to visit
providers or receive pelvic exams than non-obese women yet were less likely to use contraception.
These findings led to the development of an interview question that explored how providers can help
obese patients in this regard:
Topical Interview Question:
Do you have any suggestions as to how providers can help improve
rates of contraception use in this population?
The findings confirmed study hypotheses that residents would be receptive to offering
suggestions for areas of improvement among physicians.
Results for Research Question 3.2
By far, the most common recommendation centered on broaching and discussing the topic of
contraception. Second in frequency were recommendations related to ways to improve
provider/patient interaction. Excerpts evidencing each theme are included below.

Provider Solution 1: Ask Everyone
The majority of residents responded that physicians needed to ask everyone about their
contraception use and pregnancy intentions, regardless of obesity status or time constraints. By asking
each patient of reproductive age, physicians would avoid bias impacting decision-making regarding who
should be asked and when.
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“I actually would like to see this one thing called ONE KEY QUESTION, where in every visit
encounter whether it is acute care or it is their well women preventative exam, you ask about
birth control. So it is like their fifth vital sign. You always ask not just on their once a year pap
smear when you are doing by the way of birth control. So if providers took that approach on then
they would not neglect any sub-population, right? It would just be a common practice.”
(Transcript 1)
“Even though there is limited time, I think that maybe is should be based on women of childbearing age, even if they are not sexually active, but I think every woman that is of age- it should
be made a priority.” (Transcript 10)
“Yeah, one thing would be just to ask because most providers wait for the patient to come and
say, ‘hey am here for contraception.’” (Transcript 15)
While identifying the need to discuss contraception with every patient, residents reflected on
current practices. Some admitted that contraception was a low priority, and if addressed, was done only
when conducting pelvic exams or when the patient-initiated the conversation.

“I think family planning is probably like the last priority we discuss with the patient when they
come in for the other issues. I mean, different clinics have different populations, the clinic that I
come from patients literally have 10 different problems, each problem needs to be addressed at
every visit or they will be super unhealthy for the next 3 months until you treat them again.”
(Transcript 18)
“It gets priority to be discussed in every annual exam. There isn’t any compulsion to have the
annual exam anymore but whenever a woman comes in for a pap smear then that is the perfect
opportunity for me to address it.” (Transcript 7)
“I usually don’t ask about contraception unless they bring the issue to me. So I think asking about
contraception to these women may help to increase the contraception rate.” (Transcript 17)
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Provider Solution 2: Improve Provider/Patient Relationship
Several residents also discussed the importance of improving the patient/provider relationship in
general with obese patients. Improving communication, actively listening to concerns and trying to be
more patient were prominent themes that emerged throughout the interviews.

“I think just knowing your patient well, like, what their treatments are, and what priorities to
shed. With any appointment that you have, a patient can come with a million problems. I think it
is important to limit it to the most important. In regards to the family planning, some patients
come with that being their number one priority and may want to start a family. It is all about
communication.” (Transcript 9)
“I feel that they are kind of brushed off especially if the patient is overweight and diabetic, is
overly overweight has a foot ulcer and everyone is just sort of annoyed and frustrated even
though they may not say it out loud. Even when you are making rounds, everyone is like ‘oh
yeah’ but in reality who wants to get injected insulin every day? It is harder than we all think it is.
I think that it is worth having more patience for that.” (Transcript 8)
Residents also stressed the importance of supporting women in sharing family planning goals
and letting them choose a method, after presenting the full array of options, side effects and scope of
use.

“As with every patient who needs birth control we can always help add to access to care by
having that talk with them as providers saying, ‘You are a woman of child-bearing age, what are
you goals as far as having children?’” (Transcript 2)
“Probably the best option, just kind of see what they prefer and just give them the option and
sort of explain to them this might be beneficial for you just because it’s more effective and then it
will less likely, you’re less likely to gain weight with this. Kind of give them the incentive to do it
as well.” (Transcript 12)
Additionally, beyond simply asking about contraception, two residents suggested physicians
employ motivational interviewing when inquiring about contraception use to improve communication
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and outcomes. The principle of motivational interviewing is to have patients state their goals and
together, develop a plan that the provider and patient can support in achieving those goals.

“With any population that has co-morbid illnesses and added stress, my approach is to use
motivation interviewing. So my approach is to always figure out what their goals are and to get
them to state their goals. If their goal is to not become pregnant. Help them kind of make a
reality put into words, bring to the light of day their goal of not becoming pregnant and then
prepare a plan.” (Transcript 2)
Discussion: How Providers Can Help
Residents were more than willing to discuss ways in which providers could help improve
contraception use in obese patient populations. Overwhelmingly, they indicated that if providers were
to ask every patient of child-bearing age about their family planning goals, the rates would likely
increase. Though this would impact their already limited time with patients, most residents
acknowledged the importance of incorporating this question with other high priority concerns that are
initially measured and discussed, such as blood pressure, heart rate and weight. This concept also
emerged later on when residents were asked to reflect on how providers could be better supported.
Ultimately, the idea that establishing a policy to ask all patients of reproductive age about family
planning should be the first step and needed to be initiated by health providers rather than patients,
was nearly universal.
Residents also offered insight into current practices, providing evidence that more frequent
inquiries were necessary. For example, several residents indicated that they only ask during women’s
health exams. However, new recommendations indicate that women now only need pelvic exams every
three years. Addressing contraception in three year intervals will not meet many women’s changing
family planning goals, address concerns with side effects or allow women access to the newer methods
that may better meet their needs. Incorporating questions regarding contraception each time a patient
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interacts with a provider may eliminate the general discomfort surrounding sexuality often cited by
providers and patients alike. Also, it will prevent individual patients from being discriminated against
based on obesity or other factors that are often incorrectly linked with lower rates of sexual activity.
Essentially, physicians understand the precarious health of their obese patients and would agree
that an unintended pregnancy would incur additional significant risks. Residents suggested that the next
steps include improving provider/patient relationships so that - when asked about family planning patients feel comfortable discussing their needs and concerns. Also, the proposal of motivational
interviewing indicates that some providers understand that how a physician broaches and discusses
contraception may be as important as asking in the first place. The practical implications of
implementing a universal ask would likely require targeted provider education, a theme that emerged
when residents were asked how providers could be better supported. Residents suggested that the
ground work should be straightforward and offered systematic approaches to supporting physicians in
improving rates of contraception among their obese patients.

148

Aim 3 Research Questions 3.3 (improve support to providers)
Primary Research Question:
In what ways can physicians be better supported to increase
contraception use in this population?
Follow-up Research Questions:
How does obesity affect physicians’’ recommendations
for specific type of contraception?
How does obesity impact physicians’ recommendations of methods that
require vaginal insertion (such as the IUD)?
Though physician buy-in is essential to improving contraception use among obese women, many
of the barriers that residents cited will require systematic changes and external support. Residents were
asked to reflect on this issue through the following question:
First Topical Interview Question:
In what ways can physicians be better supported to ensure that obese women receive
the same access to family planning as non-obese women?
Residents easily identified areas of improvement, from modifying clinic practices to additional
training that would prepare them to engage obese women regarding their contraception practices.
Follow up questions encouraged residents to expand on their own experiences and provide insight into
processes that can be improved to better support obese women:
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Follow-up Topical Interview Questions:
How does obesity affect your recommendations for specific type of contraception?
How does obesity impact your recommendations of methods that require
vaginal insertion (such as the IUD)?
These questions allowed residents to self-reflect about their own knowledge about obesity and
contraception. Though not necessarily reflecting personal bias, the pattern of answers did indicate a
degree of hesitancy and concern when recommending contraception due to issues of side effects and
administration.
Results of Questions 3.3
Residents were able to identify aspects of the health care setting that if improved, could result
in the increased use of contraception among obese women. These suggestions largely fell into three
categories: addressing time constraints; improving equipment; and providing training for physicians.
Excerpts reflecting these themes follow.

Support Providers Solution 1: Address time constraints
Nearly every resident indicated that time was the primary barrier to addressing all necessary
issues in a medical appointment.
Along the lines of the proposal to ask everyone about family planning, most residents indicated
that an automatic reminder in conjunction with electronic medical records, would be helpful in
reminding providers to inquire about contraception. Several residents (7) suggested that medical
assistants or nurses were qualified to initially inquire about contraception with all patients. Before each
exam, clinic support staff could do a contraception screening during their review of weight, blood
pressure and heart rate. Residents felt that adding a simple question about contraception would open
the door for physicians to discuss the issue further and save time.
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“There a number of ways. Again, I’m early in my training so I can give definite things but I think
setting up a system where there is an automatic check for that and to provided them with
information regarding this would probably be the best method to move forward. We are all
human. We are all capable of making mistakes forgetting things here and there. The average
physician visit is ten to fifteen minutes and we have to get in and out because that is what we
are scheduled to do. So having some sort of automated, either a pop up reminder or an
education sheet that goes home with every patient between these ages like ‘Btw speak to your
provider if you are interested in contraception, we deal with this all the time and your
confidentiality is key.’ That is the sort of thing that I would love to see clinic to clinic.” (Transcript
3)
Another suggestion that emerged is to have the patient fill out a survey that could either be
reviewed by a medical assistant, nurse or physician, encouraging the patient to consider their
circumstances and options before discussing it during the appointment.

Support Providers Solution 2: Improve Equipment
Residents cited several instances where inadequate equipment impaired their ability to provide
the same level of care to obese women as non-obese women. The concept of improving equipment
arose indirectly, primarily inferred from extensive comments made throughout the interviews about
issues of visibility and access. Improving equipment would allow for more thorough health exams and
address many concerns that were raised regarding access during pelvic exams in obese patients.

“We have a scale that only goes up to three-hundred pounds and so when I have a morbidly
obese patient, I can’t tell if they are losing weight or not. I think that is a little bit sad that it is
one of their main goals and I keep bringing them back for follow up visits and I can’t tell them. I
can only tell them, ‘do your pants feel looser,’ I can’t say ‘you’ve actually done so well, you’ve
lost thirty pounds.’ I can’t say that and I feel that is strange. How I can really tackle it and get to
what—I mean, for me, if they feel like they are losing and even if they are just exercising, it is
becoming muscle mass and they’re gaining, they are measuring their success a lot of times by
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their pounds and so I wish we had a healthcare system that kind of just acknowledged the
obesity epidemic in the U.S. and tailored some of its healthcare towards it.” (Transcript 1)
The concept of inadequate equipment also arose when residents were asked the follow up
question regarding recommending methods that require vaginal insertion, essentially the IUD. Most
residents said that they would certainly recommend IUD’s to obese patients. However, several noted
that inadequate equipment, primarily poorly designed speculums, prevented insertion of IUD’s in
women with high BMI’s. Ensuring equipment is available to meet contraceptive needs in clinics, rather
than referring patients elsewhere, was strongly emphasized.

“I would actually recommend the IUD more so for obese patients. I mean, me, whether I could I
do it in particular versus another provider, you know, based on the technical skills, I mean I might
have to—depending on her anatomy, how big she is I might have to refer her to a more skilled
provider versus someone who is smaller I could do the IUD a lot easier so I mean that might be
the only reason.” (Transcript 14)
“Well, I try to make the procedure [vaginal insertion of IUD] as comfortable as possible and if I
don’t have the necessary equipment or personnel then I might need to refer. But, in doing so they
may not come back and that can be a bit of a problem.” (Transcript 7)
Support Providers Solution 3: Training
Similar to concerns about equipment, the concept of training emerged from the interviews both
directly and indirectly. Some residents indicated outright that additional training would be helpful,
specifically informing physicians about improvements in the field and new studies. Others
acknowledged that providers were not aware of side effects of contraception or were relying on out-ofdate information when prescribing methods. Analysis of this data led to the proposed solution that
additional training in family planning for obese populations would be helpful for physicians. Following is
a brief overview of the topics that could be addressed in training sessions for providers based on
concerns voiced by residents.
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A few residents indicated that it would be helpful for providers to be reminded about the overall
concern regarding unintended pregnancies and obesity as compared to risks associated with
contraception.

“In addition, providing the educational opportunities so that they can learn about how to take
care of those patients like providing birth control and reminding them of women health issues
and that all women should be offered birth control and not assuming that the obese must not be
having sex and their obesity medical problems that we don’t need to worry about them
becoming pregnant. Because, it is a big issue when a woman becomes pregnant and she is
obese, she is at higher risk of many things. That awareness of this could be improved in the
physician community by lectures in that topic.” (Transcript 2)
“I think there are some misconceptions. If a women gets pregnant she would gain a lot more
weight. She would actually have an increased risk of having an embolism anyway.” (Transcript 1)
Beyond pregnancy prevention, there are many benefits to contraception that this population
may miss out on with lower rates of contraception use. Physician training programs could clarify these
benefits as overall preventive health for women, regardless of sexual activity.

“Any women between thirteen and forty five, absolutely, before they leave, I know what sort of
birth control form they want and when they want to get pregnant. For me, at that point in their
life, I think that is what is going to keep them the healthiest if they don’t want to have an
unintended pregnancy. Certainly, even the forms of contraception have a lot of protective
benefits in terms of ovarian and uterine cancers and other things. That’s where I fill in that age
group, that it’s okay and that is my focus.” (Transcript 1)
By far, the area in most need of clarification was side effects of contraception in obese
populations. This issue arose early on in interviews and was the prominent theme when residents were
asked the follow up question pertaining to how obesity impacted their recommendations for
contraception. Several residents personally stated that they were unclear if and how risks such as blood
clots or weight gain differed for obese women as compared to non-obese women. Others indicated that
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studies proved that many methods do not cause weight gain and that misconceptions prevent providers
from recommending methods that may better fit a woman’s needs.

“I mean the only thing is—I am not really sure about this. I think there is a higher risk of blood
clots with obesity but I am not positive about that. But, it is not going to change my views or
which ones.” (Transcript 6)
“I guess if there was a contraceptive that didn’t do that [cause weight gain]. I think IUDs don’t
have so much weight gain but I propose more options for them. I suppose addressing their
weight issue prior to the contraception issue, or at least in conjunction with it may be useful. But
yeah, am not quite sure.” (Transcript 16)
In the same context of side effects, concerns over efficacy arose when comparing contraception
recommendations between obese and non-obese women. In general, many residents noted a personal
concern with being unsure about literature or acknowledged that physicians in general are unclear.

“I guess I addressed that earlier, you know the, if you are more obese, you know the birth control
pills are not as effective as some of the other options so the chance, they are just not as effective.
(Transcript 11)”
“So, I think that in theory that if somebody was three hundred fifty pounds or four hundred
pounds we would probably opt for something inserted like a Nexplanon and I would also review
the literature to make sure that whatever type did not have decrease rates of efficacy in obese
women. Because, I feel like there are some research floating out there about that and I don’t
know how strong that is.” (Transcript 2)
“I think there are some studies—there are some studies that support how much you gain on
Depo with the shots and whether or not the combined oral contraceptive is as effective in obese
women.” (Transcript 1)
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Discussion: Improve Support to Providers
Residents identified aspects of the health care setting that, if improved, could result in the
increased use of contraception among obese women. These suggestions largely fell into three
categories: addressing time constraints; improving equipment; and providing training for physicians.
The concern over lack of time was brought up both as a primary reason why obese women may
not be using contraception, as well as what could be systematically fixed. Ideally, physicians would be
granted more time with patients, allowing them to discuss the high-priority comorbidities as well as
necessary preventive care. Unfortunately, reimbursement rates and increased patient load may prevent
providers from spending more time with patients. If providers find they aren’t asking about
contraception because of time constraints, looking beyond physicians for help may be appropriate.
With the changing roles of nurses and medical assistants, contraception counseling could be put under
their purview, freeing up physicians to address more complicated conditions and medications. At the
very least, having clinic staff broach the subject before physicians enter the room will prevent physicians
from getting distracted and neglecting the subject.
Another suggested approach was to have electronic medical record (EMR) systems notify
physicians when patients of a certain demographic, women of reproductive age, were being seen and
should be interviewed about contraception. Though EMRs may not save time initially, including a
question about family planning in every health interview in every appointment would help to desensitize
the subject and circumvent biases physicians may have regarding sexual activity. Residents felt that
enlisting the help of automated systems and/or clinic staff would be helpful in ensuring that women are
approached about contraception when appropriate.
Concerns over inadequate equipment were mentioned throughout the interviews, often leading
to proposed solutions of improving medical equipment to better serve obese populations. In regard to
general equipment, residents cited the need for scales that allowed for higher weight measurements
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and exam tables that were wider and adjustable. For reproductive health care, speculums are used to
visually inspect the cervix, conduct screenings and insert IUDs. In obese women, speculums are
problematic and an increase in adipose tissue either prevents the speculum from working or does not
allow for visual inspection. This results in lower quality exams and difficulty inserting IUDs. This is
consistent with literature evaluating the appropriateness of IUD’s for obese women.33,34 IUDs are
arguably the best long-acting contraceptive methods available, given that there is no estrogen and few
side effects.33 Further, residents unanimously indicated that they would recommend the IUD for obese
women if insertion was possible. Impairing access to this method is an extreme disservice to obese
women and should be addressed as soon as possible.
Improving equipment would likely improve the patient-provider relationship as well, ensuring
that obese women would not be avoidably discomfited or have to see other providers or different clinics
for standard procedures, making them more comfortable and maintaining continuity in care. This
proposal is consistent with research demonstrating the importance of a positive, close relationship with
one’s provider in appropriately meeting women’s contraceptive needs.46 Additionally, research shows
that the more appointments required to obtain a specific contraception, the less likely women will
utilize it, regardless of how effective or appropriate it may be, known as process hurdles.102 This
research has led to innovations in patient care centered on prescription and application/insertion in the
same visit. Given their lower rates of contraception use, obese women should be afforded the same
courtesy.
Finally, informing physicians about current science behind contraception use and obesity will
help clarify many of the uncertainties voiced by residents. By discussing the topic in a training setting,
providers will be reminded about the importance of preventing unintended pregnancies for obese
women while emphasizing that this population is sexually active and warrants sexual health screening.
Additionally, framing risks of unintended pregnancies and the general benefits of contraception against
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the risks of side effects is a more informed metric for providers to consider than just side effects alone.
For example, pregnancy has substantially higher risks of blood clots and weight gain than those
associated with contraception. 6 Furthermore, though side effects are important to consider, current
research shows little to no weight gain associated with most methods and very little increased risk of
blood clots.103 During training, current research into methods efficacy can be shared, e.g. that there is
no difference in efficacy for dual-hormonal methods for obese women as compared to non-obese
women. 44,45
Notably missing from the conversation were insights into overcoming negative views of obesity
and frustration with perceived apathy. Despite the extensive discussion regarding provider bias and
concerns with quality of patient care, residents did not directly propose that providers be made aware
of the importance of positive patient relationships and the dangers of negative views of obese patients
influencing care. Never the less, training regarding contraception use in this population should address
the issue of provider bias and allow physicians to objectively consider the possibility of internal dialogue
hampering their ability to professionally and compassionately care for their obese patients. Perhaps
introducing the cycle of frustration, discussed previously, would spur physicians to contemplate how
these views develop and perpetuate.
The next section summarizes the findings for Study Aim 3.
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Summary for Study Aim 3

Study Aim 3 was designed to explore the quantitative findings with physicians, seeking
suggestions as to why these disparities exist and how the medical field can adapt practices to better
support obese women. Residents cited, “patient-centered” and “provider-centered” theories, depicted
above in Figure 3. The overwhelming majority of residents proposed that obese women may be less
likely to use contraception because of the potential for weight gain associated with certain types of
contraception. Perceived negative self-perceptions on behalf of obese women were also cited as
primarily evidenced by their feeling reluctant and uncomfortable in broaching the issue of family
planning with providers due to embarrassment and low self-esteem.
When assessing “provider-centered” theories, there is evidence of a cycle of both practicerelated and social barriers constraining the ability of physicians to address reproductive health care.
Survey results indicate that young physicians tend to feel inadequate or overwhelmed when trying to
prioritize the health ramifications of obesity during the short time available during a visit. Given the
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challenges presented by obesity’s co-morbidities, addressing reproductive health was typically not a
priority topic - often not broached at all - among residents. Moreover, when the physician is striving to
provide appropriate care and advice related to chronic problems, the physician's empathy can be
undermined when patients admit to being non-compliant. When frustration ensues, negative societal
stereotypes of obesity tend to proliferate. In combination, practice-related limitations and society's
obesity stigma erode the efficacy of patient care and can further isolate the patient despite her
willingness to attend a health care visit.
These barriers can be overcome by a policy that requires that the topic of contraception be
broached with all appropriate female patients. Via the survey, the concept that needs to be initiated
by providers was nearly universal. To increase the likelihood that contraception uptake improves after
the initial ask, residents also suggested addressing the provider/patient relationship to ensure that
patients are receptive to the recommendations and feel comfortable discussing their needs and
concerns. Additionally, residents identified aspects of the health care setting that, if improved, could
result in the increased use of contraception among obese women. These suggestions largely fell into
three categories: addressing time constraints; improving equipment; and providing training for
physicians.
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CHAPTER 6: DISCUSSION & CONCLUSION

Summary of Study
The quantitative analysis tested and expanded upon initial study hypotheses to estimate
contraception use among obese women and explore trends in type of method used. Findings confirmed
that sexually active obese women - though facing a high risk for health complications from an
unintended pregnancy - are less likely than other women to use contraception. After controlling for
individual and socioeconomic factors, the analysis of longitudinal NSFG data revealed that obese women
are just as likely as other women to access reproductive health services. From the analytic sample:


67% of all women received pelvic exams in the last year and - among those womenobese women are less likely to use contraception.



33% of women in the restricted sample attended a visit related to birth control and 24%
specifically received family planning counseling and again - among these women - obese
women were less likely to use contraception.

Given that many obese women desiring not to become pregnant are meeting with providers in
situations that would typically promote and enable contraception use and yet, are not using a method,
the study examined the data for evidence of causal factors. The data related to women who had used a
method in the past year were examined to evaluate type of contraception used by obesity status. Initial
hypotheses predicted that obese women were less likely to use methods that required a prescription
and/or physician administration. This hypothesis was not supported by the data. Though obese women
had higher rates of condom use, they had similar rates of IUD use to non-obese women, a highly
effective method requiring both a prescription and physician insertion.
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At this point in the study, the results indicated that:
When compared to other women, obese women are just as sexually active, face more serious pregnancyrelated risks, are just as likely to access reproductive health care and – when they do use a method – they
often use the most efficacious, reversible method available.
Given that obese women are not avoiding physicians and are not resistant to methods that
require interface with physicians, the study examined the implication that physicians are not addressing
family planning with obese female patients as often as non-obese women. Since physicians were not
interviewed on this topic via the NSFG, qualitative research was needed to gather and assess their
perspectives. The quantitative findings informed the questions asked of 18 family medicine residents
during in-depth, individual interviews.
The sequential mixed methods approach to research enabled the study to leverage the findings
from the quantitative analysis to inform interview questions. In turn, the interviews helped frame the
quantitative findings as residents suggested circumstances that contribute to the discrepancies in
contraception use among obese and non-obese women.
Residents were receptive and reflective when discussing lower rates of contraception use
among obese women. When considering the disparity, residents cited “patient-centered” and
“provider-centered” theories. The majority of residents proposed that obese women may be less likely
to use contraception because of the potential for weight gain associated with certain types of
contraception. They also cited that obese women are prone to negative self-perceptions that are
inhibiting, e.g. reluctance to broach the issue of family planning with providers due to embarrassment
and low self-esteem.
When considering “provider-centered” theories, evidence of a cycle of practical and social
barriers influencing physicians emerged, starting with young physicians feeling overwhelmed when
trying to address the comorbidities that accompany obesity in time-constrained visits. Moreover,
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physicians tend to feel undermined and frustrated when patients are non-compliant. As a result,
negative societal views of obesity can merge with the frustrating professional experience and contribute
to erroneous assumptions. Via this lens, obese patients are viewed as asexual, lazy and non-compliant.
In this context, physicians will tend to overlook preventative health measures, including family planning,
in lieu of controlling chronic health complications related to obesity despite the fact that obese women
face much more serious pregnancy-related health risks.
These findings imply that focusing intervention efforts on improving access to reproductive
health care for this population may not improve outcomes as expected. Ultimately, the findings of both
the qualitative and quantitative analyses imply that provider-centered solutions are apt to be the most
effective. For example, a significant majority of residents concluded that a policy that incorporates a
universal “ask” about contraception for every appropriate patient would significantly improve
reproductive health care. Additionally, residents identified aspects of the health care setting that, if
improved, could result in the increased use of contraception among obese women. These suggestions
largely fell into three categories: addressing time constraints; improving equipment; and providing
training for physicians.

Strengths and Limitations

Strengths
There are several notable strengths to this study and analysis. In the quantitative analysis, the
sample sizes in the unrestricted and restricted datasets are substantial and allow for robust analyses.
This was especially helpful when evaluating the contraceptive preferences of women who choose to use
contraception as the inclusion criteria is particularly narrow.
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The scope and depth of questions pertaining to individuals’ sexual practices and contraception
use in the NSFG is another strength of this study. The questions allow for significant quantitative
exploration at each level of the conceptual model in regard to the individuals’ contraceptive practices.
The qualitative portion of this study is effective in addressing the perspective of health care
providers, a view not directly addressed by the NSFG. Physicians are rarely interviewed regarding bias in
their field as it may reflect discrepancies in care. However, the willingness of the residents to discuss
this sensitive material is extremely important and identified sources of bias as well as opportunities to
improve rates of contraception among obese women.

Limitations
The self-report nature of the NSFG calls into question the accuracy of measures used in the
analyses. Specifically, BMI is not the ideal measure for obesity as both height and weight are selfreported. However, it is widely used and accepted in population health and medical research as an
estimate of the obesity.
Other variables may also be impacted by self-report and topic sensitivity, especially given that
answers were dictated to study personnel and participants may have been embarrassed to share
information such as number of sexual partners and sexual risk behavior. However, if anything, this
hesitancy would bias analyses toward the null. Likewise, the qualitative interviews could have been
impacted by the physicians’ concerns discussing sensitive information. In an effort to address this issue,
the IRB application requested that signed consents be waived and non-identifying ID assigned,
preserving anonymity. The forthcoming nature of the respondents indicates this approach was
effective.
Another limitation of the NSFG is the lack of questions pertaining to the quality of health care
provider-patient interaction. Therefore, information regarding source of care, frequency of visits, types
of services received and use of contraception are used to infer whether an individual consistently
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obtained care and had a reasonable relationship with their health care provider. Further research,
either qualitative or quantitative, could explore patient-health care provider interactions with obese and
non-obese women directly to ascertain whether they perceive health care provider obesity bias impacts
their care. Additionally, the sample selected was cross-sectional. This prevents longitudinal analysis
that could explore changes over time, for example as individual women gain weight, the focus of their
health care visits shift and contraception use becomes less of a priority.
Limitations of the qualitative analysis included interview length, sample size and homogeneity of
sample. Given the nature of the profession, physicians were unwilling and/or unable to participate for
longer than 20 minutes. However, given the similarity of responses, the study appears to have achieved
data saturation and though more interviews would have been interesting, they do not appear to be
necessary.

Implications for Public Health
Lowering the rates of unintended pregnancy is a universally stated goal across the public health
and medical fields. This study delved into this priority by examining a population with a higher
likelihood of poor health outcomes for both the woman and fetus should an unintended pregnancy
occur. Since the most effective contraception methods are primarily available by prescription, an
investigation of any obesity-specific impediments to efficacious reproductive health care services was
appropriate. The findings from this study identified important implications and opportunities for the
public health and medical fields.
Ultimately, analysis resulted in the finding that - of sexually active women desiring not to
become pregnant - obese women are less likely to use contraception, even after controlling for the most
oft-cited socioeconomic and individual causal factors.
Surprisingly, these disparities persist when the data were restricted to women who attended
reproductive health-related visits within the past year. This suggests that current public health efforts
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focused on encouraging women to take the initiative and seek family planning counseling may not be
entirely effective for obese women. Even when obese women attend a reproductive health visit, they
are less likely than other women to depart with the most efficacious form of contraception suitable for
their needs. This implies - as supported by qualitative analysis - that contraception is not a high priority
topic during these visits despite the looming obese-specific dangers of an unintended pregnancy.
Physicians asked to comment on these disparities were not surprised by the lower rates of
contraception use and cited several aspects of the health care system that directly contribute to this
outcome.
The following recommendations should be piloted as soon as possible by a multidisciplinary
research effort, targeting systemic health care practices and provider education:
A policy requiring contraception use to be discussed with all female patients of reproductive age
regarding their family planning intentions would broach the topic
This policy would reinforce the priority of preventing unintended pregnancy in the medical
setting. As the recommended frequency of pelvic exams decreases to every three years while annual
rates of discontinuation of contraception hold steady at 50%, discussing contraception method use
would benefit all women. To ensure compliance, this question could be framed as one of the initial
“vital sign” questions asked by non-MD level staff. To prove effective, this topic would need to be
followed up with more targeted discussions and evaluation of preferences.
Eradicate misinformation and out-of-date perceptions among practitioners.
The qualitative interviews produced evidence of rampant misinformation and out-of-date
perceptions related to contraception for obese women. Though public health researchers routinely
publish on important topics in the field of family planning, it appears that these updates may not be
reaching practicing physicians. This is especially concerning given that the interviewees were residents,
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less than 3 years out of medical school and receiving weekly tutorials on important topics in the field.
One would surmise that - of any group of physicians - these individuals would be privy to the most upto-date, accurate information available. For example, the majority of physicians cited personal and
patients’ concerns with a potential side effect of contraception related to weight gain. This is despite
numerous studies disproving this erroneous assumption. Moreover, of those few methods that may
contribute to weight gain, the maximum reported weight gain is less than 5 lbs. and those methods are
used by only 5% of obese women. Bridging the gap between public health research and medical
practice will ensure that practitioners are well-informed. Though this aspect was not investigated, it is
likely that the perception that obese women are more concerned about potential weight gain from
contraception than other women may be more a reflection of bias than reality. In any case, the
opportunity to educate physicians and patients alike appears to be an important step to reducing
reticence of prescribing and using hormonal contraception.
Perceived Risks of Hormonal Birth Control Methods
Similarly, physicians cited efficacy concerns for hormonal birth control methods for obese
women. Again, research has disproved this notion.2-4 Furthermore, public health researchers have
proven that the risk of unintended pregnancy is far higher among women not using a contraception
method than those using a method.3 Public health efforts need to concentrate on partnering with the
medical field to educate providers about the misconceptions of obesity and contraception use while
reinforcing the importance of preventing unintended pregnancy in this population. Put in context of
their existing priorities, providers should be persuaded that given that co-morbidities in this population
are dangerous, adding an unintended pregnancy could be disastrous.
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Implications for Future research
Finally, this study identifies specific avenues of research that should be pursued to clarify
findings. These include, pilot studies seeking to test the efficacy of educational interventions with
physicians and the uptake of contraception use among obese women need to be conducted.
Additionally, qualitative interviews with obese women would further clarify aspects of the providerpatient interaction that may impair use of contraception, particularly in reproductive health care visits.
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Conclusion
When compared to non-obese women, obese women are less likely to use contraception.
However, obese women are just as sexually active, as likely to access reproductive health care and when prescribed - are more likely to use the most efficacious method of reversible contraception, as
compared to non-obese women. Preventing unplanned pregnancies for women who are obese is
especially important given the likelihood of co-morbidities that would endanger both the woman and
fetus should an unintended pregnancy occur. Providers need to address family planning with all
appropriate patients, regardless of obesity status, preoccupation with comorbidities and/or time
restraints. In addition to promoting family planning counseling among patients, public health
interventions need to prioritize dissemination of accurate information to providers regarding obesity
and contraception use, particularly in regard to side effects and efficacy. Additionally internal health
care system procedures need to balance the evolving priorities and time constraints facing physicians
and invoke policies and procedures that negate the impact of erroneous assumptions based upon bias.
Of the potential solutions, instituting a universal policy of inquiring about the family planning priorities
of all patients of reproductive age will broach the topic in a way that overcomes patient embarrassment
and provider hesitancy.
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APPENDIX A:

Quantitative Analysis Tables Presenting Weighted NSFG Data
The NSFG includes survey weights for statistical analyses to account for the oversample of some
populations and the multi-stage study design. The weight variable was used for comparison to the unweighted dataset in the final models. The tables in Appendix A present weighted NSFG data related to
the analysis presented by their counterparts that present unweighted NSFG data in Chapter 4.
The following tables are included in Appendix A:


Table 7 Weighted Data: Contraception Use in last 12 months



Tables 8 Weighted Data
o

Table 8.1a Weighted Data: Family Planning Counseling in past 12 months

o

Table 8.1b Weighted Data: Contraception Use for Women with Family Planning
Counseling in past 12 months

o

Table 8.2a Weighted Data: Pelvic exam in 12 months

o

Table 8.2b Weighted Data: Contraception Use for Women who received Pelvic
Exam in 12 months

o

Table 8.3a Weighted Data: Visit Related to Birth Control in the Past 12 Months

o

Table 8.3b Weighted Data: Contraception Use of Women with Visit Related to
Birth Control in Past 12 Months





Tables 10
o

Table 10.1b Weighted Data : Type of Contraception for Analytic Sample

o

Table 10.2b Weighted Data: Contraception Requires an Rx

o

Table 10.3b Weighted Data: Contraception Requires MD to Administer

Table 11 Weighted Data: Discontinuation of Contraception
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APPENDIX B

Qualitative Interview Questions
This is the sequence of questions that framed each interview with a family planning resident.
First, I just have a few general questions to ask regarding obesity and contraception.


In my preliminary research with the National Survey for Family Growth (NSFG), analysis shows
that obese women have similar rates of sexual activity as non-obese women. However, obese
women are 30% less likely to use contraception, after controlling for individual and
socioeconomic factors. Why do you think that is?



Do you have any suggestions as to how providers can help improve rates of contraception use in
this population?



In what ways can physicians be better supported to ensure that obese women receive the same
access to family planning as non-obese women?



How do you think social views of obesity impact clinician/patient interactions?



How might this affect obese women’s use of contraception?

Next, I’d like to ask you about possible interactions you have seen between other physicians’ and
patients.


During your training, have you noticed patients being treated differently in healthcare settings
based on obesity status?



How were they treated differently?



Why do you think that is?
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How does this affect patient care, specifically reproductive health care?



How might this affect provision of contraception?



Obese women are more likely to interface with physicians but have lower rates of contraception
use. Do you think there is a bias against discussing family planning with obese patients in the
family medicine field?

Next, I’m going to ask a few questions about family planning counseling.


Given the limited amount of time providers have with patients, how do you determine if family
planning is a priority to discuss in each appointment?



What circumstances contribute to family planning not being discussed (with patients who are of
reproductive age)?



How does obesity impact your level of comfort in discussing sexuality with patients?

Finally, I’m now going to ask a few questions about recommending specific types of contraception.


How does obesity affect your recommendations for specific type of contraception?



How does obesity impact your recommendations of methods that require vaginal insertion
(such as the IUD)?



What do you do if patients seem hesitant about exams and methods that require insertion?



Do obese women seem more hesitant about these methods?
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APPENDIX C

Study Information Sheet for Interview Participants
Each interviewee received the following study information sheet. To preserve anonymity,
information that would identify the residency program has been removed as denoted by: {REDACTED}.

University of California, Los Angeles
{REDACTED}
STUDY INFORMATION SHEET
Obesity and Contraception
My name is Lauren Lessard and I am currently a PhD Candidate at UCLA Fielding School of Public Health
and research fellow at { REDACTED }. I am conducting interviews with family medicine residents as part
of my mixed-methods dissertation study.
You were selected as a possible participant in this study because of your position as a family medicine
resident with { REDACTED }. Your participation in this research study is voluntary.
Why is this study being done?
The purpose of this research study is to explore how obesity impacts contraception use. This study aims
to provide knowledge for use in policy and health care settings regarding why obese women are less
likely to use contraception and are subsequently at an increased risk for unintended pregnancy.
What will happen if I take part in this research study?
If you agree to participate, I will conduct a 20-minute structured interview with you. You will be asked
questions about aspects of the family medicine field that may impact obese women rate of
contraception use.
How long will I be in the research study?
Participation will take a total of about 20 minutes.
Are there any potential risks or discomforts that I can expect from this study?
The only possible risk is that physician participants may implicate members of their field as having bias
against obese women. However, given that no identifying information will be collected, the risk applies
to the general field of medicine and not individual participants. Additionally, any published articles will
eliminate the name of the residency program and instead cite "California family medicine residency
program." The benefits outweigh the risks in this regard because physicians pledge to provide the same,
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high-quality of care to every patient, regardless of physical characteristics. Acknowledging the
possibility of bias will improve the quality of care for one of their highest risk patient populations.
More specifically:
a. Psychological: The psychological risks to you will be minimal; no intrusive methods will be
utilized, nor will sensitive or identifiable information be collected.
b. Social: There will be minimal social risks to you. Though the analysis will focus on physicians'
bias in health care settings, there will be no identifying information to link a specific interviewee to their
interview. If the study finds that physician bias is impairing obese women's ability to access
contraception, the results will be shared in medical communities so that physicians can improve their
interactions with patients, rather than emphasize past discretion. Additionally, if results are published,
the residency program will not be specifically mentioned to protect the program's reputation.
c. Physical: There will be no physical risks to you, since data is collected through a conventional
real-time interview.
d. Economic: The methods implemented and data collected will be unlikely to harm your
economic standing.
e. Legal: The methods implemented and data collected will be unlikely to harm your legal
standing.
f. Violations of normal expectations: Your data will be collected via tape recorder, stored in an
encrypted database in a password protected file in a locked office until transcribed and deleted,
analyzed and reported in aggregate form to preserve your identity and to avoid violations of normal
expectations.
Are there any potential benefits if I participate?
There are no direct benefits to you by participating in this research.
Preventing unplanned pregnancies benefits society as a cost-saving measure as well as contributes to
the empowerment and advancement of women. Additionally, preventing unplanned pregnancies for
obese women reduces the risk of severe illnesses associated with obesity and pregnancy which can be
dangerous for both the woman and fetus as well as costly for society.
What other choices do I have if I choose not to participate?
Your participation is completely voluntary and you can refuse to participate at any time. If you wish not
to participate, you can refuse now or at any point during the interview. If at any point you wish to stop
the interview, please let me know. You will not be penalized and you will receive $5 for your time.
Will I be paid for participating?
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If you choose to participate and complete the interview, you will be compensated $10.
Will information about me and my participation be kept confidential?
Your participation will be completely anonymous. The interview will be recorded but the file will be
immediately erased after transcription occurs, which will take place within 48 hours of this interview.
No identifying information will be collected. If the findings from this study are published, your residency
program will be described as a California Family Medicine Residency program.
What are my rights if I take part in this study?


You can choose whether or not to be in this study. If you choose to participate, you may withdraw
from the study at any time.



Whatever decision you make, there will be no penalty to you, and no loss of benefits to which you
were otherwise entitled.



You may refuse to answer any questions that you do not want to answer and still remain in the
study.

Who can I contact if I have questions about this study?


The research team:
If you have any questions, comments or concerns about the research, you can talk to one of the
researchers. Please contact:

Lauren Lessard, MPH PhD Candidate
University of California, Los Angeles
Anne Pebley, PhD
University of California, Los Angeles
UCLA Department of Sociology
{ REDACTED }, MD
If you have questions about your rights while taking part in this study, or you have concerns or
suggestions and you want to talk to someone other than the researchers about the study, please call
{ REDACTED }


UCLA Office of the Human Research Protection Program (OHRPP):
If you have questions about your rights while taking part in this study, or you have concerns or
suggestions and you want to talk to someone other than the researchers about the study, please call
the OHRPP at (310) 825-7122 or write to:
UCLA Office of the Human Research Protection Program
11000 Kinross Avenue, Suite 211, Box 951694
Los Angeles, CA 90095-1694
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APPENDIX D

Recruitment Letter (PI)
This letter was sent to the interviewees. To preserve anonymity, information that would
identify the residency program has been removed as denoted by: {REDACTED}.

Dear Residents,
My name is Lauren Lessard and I am a PhD Candidate at UCLA Fielding School of Public Health and
research fellow at { REDACTED }. I am conducting interviews with family medicine residents as part of
my mixed-methods dissertation study.
The purpose of this research study is to explore how obesity impacts contraception use. Sexually active
obese women are less likely to use contraception than sexually active non-obese women, after
controlling for social and demographic factors. Initially, I used national survey data to explore
contraceptive use patterns among obese women. Unfortunately, the national survey did not have
information regarding possible circumstances that may limit obese women’s use of contraception in
health care settings. I would sincerely appreciate your involvement and expert opinion regarding these
findings. Unintended pregnancies among obese women may have serious consequences for both the
women and fetus. Supporting this population in improving their health and preventing further
complications is becoming increasingly important as we see the rates of obesity increase throughout the
United States.
I will be conducting 20-minute structured interviews with family medicine residents in {} and would
appreciate your consideration in participating. If you choose to participate, you will be compensated
$10. Interviews will be scheduled at a time and location convenient to you. Your participation will be
completely anonymous; no identifying information will be collected.
Your participation is absolutely voluntary and will have no effect on your position with {REDACTED}
Family Medicine Residency program. If you are interested in learning more, please contact me and I
would be happy to answer any questions and schedule the 20-minute interview at your convenience.
Additionally, please feel free to contact the following faculty sponsors with any questions or concerns:
{ REDACTED }, MD
Anne Pebley, PhD
University of California, Los Angeles
Thank you for your time and consideration.
Sincerely,
Lauren Lessard, MPH PhD Candidate
UCLA, Fielding School of Public Health
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APPENDIX E:

Recruitment Letter (Department)
This letter was sent to the interviewees from their department head. To preserve anonymity,
information that would identify the residency program has been removed as denoted by: {REDACTED}.

Dear Residents,
I am writing to tell you about the Obesity and Contraception study being conducted by Lauren
Lessard, PhD Candidate at UCLA and Research Fellow at {REDACTED}. Lauren will be conducting 20minute structured interviews with family medicine residents and would appreciate your consideration in
participating. If you choose to participate, you will be compensated $10 cash. Interviews will be
scheduled at a time and location convenient to you.
The purpose of this research study is to explore how obesity impacts contraception use.
Sexually active obese women are less likely to use contraception than sexually active non-obese women,
after controlling for social and demographic factors. Lauren aims to explore possible circumstances that
may limit obese women’s use of contraception.
Your participation is voluntary and will have no effect on your position with {REDACTED} Family
Medicine Residency program. If you choose to be interviewed, your participation will be completely
anonymous; no identifying information will be collected. If you are interested in learning more, please
contact Lauren at {REDACTED}. She will also be emailing you directly. You do not have to respond if you
are not interested in this study.
Thank you for your time and consideration in supporting this important research.
Sincerely,

{REDACTED}
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