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Abstract
Background: Discontinuation of hormonal contraceptives is an important contributor to unmet need of contraception. 
Aims: To determine the discontinuation rate and the reasons for discontinuation of hormonal contraception among Om-
ani women.
Methods: This was a 2-stage sampling, multicentre, retrospective cohort study conducted in 2018 at primary health care 
centres in Muscat Region, Oman. It included newly registered users of hormonal contraceptives in birth spacing clinics 
from January to December 2016 and the course of care over the following 12 months. A telephone interview was conducted 
to complement some of the missing data. The contraceptive methods available were combined oral contraceptives, pro-
gesterone only pills and injectable depot medroxyprogesterone acetate.
Results: We included 404 women and 87.8% were breast-feeding. By the end of the first year, (268; 66.3%) women dis-
continued their contraceptive method. More than half (55.2% 148/268) of the discontinuation was attributed to adverse 
effects and the most prevalent was menstrual abnormality (102/268; 38.1%). Only 5.6% (15/268) discontinued contraception 
because they desired pregnancy. Partners and logistics of availability and access played a minimal role in discontinuation. 
Age and number of children did not influence the discontinuation rate.
Conclusion: This study improves our knowledge about the rate of discontinuation of hormonal contraception and its 
related factors in Oman, which can be used for population-specific counselling. Future research should study the contra-
ception behaviour of breast-feeding women to assess when and why they discontinue their contraceptive methods.
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Introduction
Family planning is an important contributor to reducing 
mortality and morbidity in mothers,  neonatal infants 
and children under 5 years of age (1,2). Global improve-
ments in several aspects related to family planning have 
resulted in increased contraceptive use and have reduced 
the unmet need for family planning (2,3). 

Discontinuation of contraception is an important 
contributor to the unmet need of contraception (4). 
The prevalence of contraceptive discontinuation varies 
worldwide. It is reported to be as high as 81% in Brazil 
and as low as 24% in the United States of America (USA) 
(5). Discontinuation of hormonal contraceptives within 1 
year of use is a particular concern as they are generally 
effective and safe when used in accordance with medical 
eligibility criteria (6,7). Discontinuation of contraception 
can take different forms, such as switching the method or 
abandonment altogether (8). Like the use of contraception, 
its discontinuation is multifactorial (8–10). Such factors 
include women’s age, education, socioeconomic status 
and number of children (8,11,12). The reported reasons 

for discontinuation of contraception include adverse 
effects, the logistics of availability and access, partner’s 
preference, and method failure (5,13). The discontinuation 
of hormonal contraceptives due to adverse effects ranges 
from 24% in Spain to 57% in Brazil (4,5,8,14).

In Oman, contraceptive services have been 
incorporated under primary health care since 1994 
(15,16). Contraception is provided free of charge to all 
Omani women through self-referral to contraception 
clinics at local health centres (17,18). Although several 
studies have explored contraceptive choices of women in 
Oman, there have been no studies on discontinuation of 
contraception, especially the hormonal type. 

The primary objectives of this study were to 
determine the rate of discontinuation and the reasons 
for discontinuation of hormonal contraception among 
Omani women. The secondary objectives were to 
assess the prevalence of adverse effects of hormonal 
contraception reported by users and their contribution to 
discontinuation. 
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Methods
Study design
This was a 2-stage multicentre, descriptive cohort study 
conducted in 2018 at primary healthcare centres in Mus-
cat Governorate, Oman. It included newly registered 
users of hormonal contraceptives in the birth spacing 
clinics between 1 January and 31 December 2016, and the 
course of care over the following 12 months was record-
ed. In 2018, there were 29 local health centres in Muscat 
Governorate, and 21 had a dedicated birth spacing clinic 
offering contraception services. There were 3 forms of 
hormonal contraception available at that time. The oral 
forms included: progestogen only pill (POP) of levonorg-
estrel 0.15 mg or norethindrone 0.35 mg, and combined 
oral contraceptive (COC) containing levonorgestrel 0.15 
mg and ethenylestradiol 0.03 mg. The injectable contra-
ceptive was depot medroxyprogesterone acetate (DMPA) 
150 mg. 

Study population
The sample included Omani women aged 15–49 years 
registered as new clients in the birth spacing clinics in 
2016. Non-Omani women (who married Omani men), 
women using nonhormonal contraceptives and women 
who declined participation were excluded. 

Estimation of sample size
According to Oman National Center for Statistics and In-
formation, there were 139 394 women of reproductive age 
(15–49 years) in Muscat Region in 2016; 28.4% of the total 
population of 490 525 (19). It was estimated that the rate 
of contraception use among women was 41.3% (19). The 
calculated sample size was 384 (based on 95% confidence 
level, 5% margin of error, and 50% anticipated prevalence 
of contraceptive discontinuation. Two-stage sampling 
was conducted to randomly select samples from the 29 
local health centres in Muscat Region. In the first stage, 
a simple random sample of 12 local health centres (clus-
ters) was selected using a lottery method. In the second 
stage, a simple random subsample was used to select the 
participants within each of these 12  centres. The inves-
tigators opted to increase the sample size to 500 to ac-
commodate nonresponders (opt-out or incomplete data). 
Computer-generated randomization was used for each 
contraceptive clinic in these 12 local health centres, and 
the registered file numbers for new clients in 2016 were 
entered in a separate Excel sheet. A corresponding list of 
random numbers was created electronically by Excel and 
arranged in ascending sequence. The top 41 or 42 of each 
list were chosen to be included in the study to constitute 
the sample of 500 clients.

Data collection
A 40-variable data collection sheet was constructed. The 
variables were factors that could play a role in discontin-
uation of contraception as described previously (7, 20, 21). 
The first section of the data collection sheet included var-
iables related to sociodemographic data and menstrual, 

obstetric, gynaecological and medical history. The sec-
ond part focused on contraception behaviour, including 
method used, duration of use, changes in baseline health, 
history of adverse effects, attitudes and satisfaction with 
the method, and factors contributing to discontinuation 
(20). The data sheet was piloted on 20 clients to evaluate 
its applicability and feasibility. Some modifications were 
made based on the data available for collection and the 
feedback provided by clients. The data were collected 
from the registry of the birth spacing clinic and elec-
tronic medical records over the first year of follow-up. 
A telephone interview was conducted with the clients to 
assess their satisfaction with the contraceptive method 
used and to supplement any missing data that were not 
available from the records. All the interviews were con-
ducted by 2 researchers and all the clients in the cohort 
were approached.

Statistical analysis
Descriptive statistical analysis was performed using 
SPSS version 23. Frequencies and percentages were used 
for categorical variables. The c2 test was used for test-
ing the association between categorical variables. P ≤ 
0.05 was considered statistically significant. Odds ratios 
(ORs) and 95% confidence intervals (CIs) were used to 
assess the effect of age, educational level and number of 
children on discontinuation of hormonal contraceptives.

Ethical approval
The study was approved by the Research and Ethics Com-
mittee of the Directorate General of Health Services, of 
Muscat Governorate, Ministry of Health, Oman, with the 
reference number MH-DGPS-MG-7/2019.

Results 
Study population
Of the identified 500 new contraception users, 82 were 
excluded because they were not reachable by phone (n = 
82) or they declined to give consent (n = 14). We included 
404 women, which translated into 80.8% response rate. 
Three hundred and fifty-five (87.87%) were breast feed-
ing when they started contraception and 285 (70.54%) 
were new to the contraceptive method. The most prev-
alent hormonal contraceptive choice was DMPA (187; 
46.29%), followed by POP (140; 34.65%) and COC was the 
least prevalent (77; 19.06%). The sociodemographic char-
acteristics of the sample and the method of hormonal 
contraception used are shown in Table 1. 

Choice of contraceptive method
When women were asked about the main reason for 
choosing their method of contraception, 106 (26.26%) 
answered that they were influenced by a previous bad 
experience with another method or reports of bad expe-
riences from other women. That was the main motivator 
for 31 (40.3%) COC and 58 (41.43%) POP users. Eighty-five 
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(45.45%) of the DMPA users chose the method because 
they could not remember to take a daily pill. Twenty-eight 
(6.98%) women chose their method due to rapid return of 
fertility after discontinuation. Fifty-six (13.86%) women 
choose their method because they thought it provided 
more reliable contraception compared to other methods. 

Prevalence of contraceptive discontinuation
By the end of the first year, more than half of the women 
in the study (268; 66.34%) discontinued their contracep-
tive method: switching to another contraceptive method 
(86; 32.09%); ceasing to use contraception all together 
(182; 67.91%); or failure of the contraceptive method, re-
sulting in pregnancy (1; 0.25%).

Method-specific discontinuation rate
One hundred and thirty-two of 140 (94.29%) POP, 101/187 
(54.01%) DMPA and 35/77 (45.45%) COC users discontin-
ued contraception within 12 months (P = 0.0001). Most of 
these women decided to discontinue contraception with-
in the first 6 months: 77% of POP, 65% of DMPA and 63% 
of COC users. 

Risk of discontinuation by demographic factors 
There was no association between discontinuation of 
contraception and age (P = 0.895). When comparing 
women aged ≤ 30 with those > 30 years, the difference 
was insignificant (P = 0.98) and age had no effect (OR: 
1.01; 95% CI: 0.66–1.53). Around 74% of clients with uni-

versity level education and 70% of those who finished 
secondary school discontinued contraception. Only 36% 
of clients who were able to only read and write discon-
tinued contraception, which was a significant difference  
(P < 0.001). We grouped together those who had no or lim-
ited education into 1 group (n = 82) and those who had a 
secondary school or higher education in another group  
(n = 322) and compared the discontinuation risk (37/82 
and 231/322). Educated women had almost 3 times the 
chance to discontinue their hormonal contraception 
compared to those with no or limited education (OR: 3.09; 
95% CI: 1.88–5.08). All except 2 women had children. The 2 
nulliparous women were both using COC and discontin-
ued contraception within the first 6 months. One desired 
pregnancy and the other discontinued on the advice of 
her healthcare provider to switch contraception. Among 
the parous women, there was no difference in discontin-
uation rate between clients who had 1–3 or those who 
had > 3 children (P = 0.98). To confirm this, the OR for 
high parity (> 3 children) in relation to discontinuation of 
hormonal contraceptives was insignificant (OR: 1.14 95% 
CI: 0.73–1.76). 

Reasons for contraceptive discontinuation
More than half (55.22% 148/268) of the discontinuation 
was attributed to adverse effects of the contraceptive 
method and only 5.60% (15/268) of women discontinued 
contraception because they desired pregnancy. Eighty-
six (32%) discontinued contraception on the advice of her 

Table 1 Demographic characteristics of the study population

Characteristics COC n=77 
n (%)

POP n=140 
 n (%)

DMPA n=187 
 n (%)

Age, yr

18–25 15 (19.48) 44 (31.43) 48 (25.67)

26–30 33 (42.86) 39 (27.86) 56 (29.95)

31–35 18 (23.38) 34 (24.29) 46 (24.60)

36–40 7 (9.09) 19 (13.57) 26 (13.90)

>40 4 (5.19) 4 (2.86) 11 (5.88)

Educational level

Illiterate 2 (2.60) 2 (1.43) 4 (2.14)

Write and read 3 (3.90) 5 (3.57) 14 (7.49)

Primary 9 (11.69) 12 (8.57) 31 (16.58)

Secondary 39 (50.66) 71 (50.71) 94 (50.27)

Advance 24 (31.17) 50 (35.71) 44 (23.53)

No. of children

0 1 (1.30) 1 (0.71) 0

1–3 55 (71.43) 96 (68.57) 119 (63.63)

4–6 18 (23.38) 34 (24.29) 52 (27.81)

>6 3 (3.90) 9 (6.43) 16 (8.56)

Lactating when starting contraception

Yes 63 (81.82) 128 (91.43) 164 (87.70)

No 14 (18.18) 12 (8.57) 21 (11.23)

Not sure 0 0 2 (1.07)
COC = combined oral contraceptive; DMPA = depo medroxyprogesterone acetate ; POP = progesterone-only pill. 
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healthcare provider to switch the contraception. Other 
reasons for discontinuation such as logistics, husband’s 
death, divorce, preference for a natural method and 
contraceptive failure had small percentages (7%). Mood 
changes were reported by 25%, 21% and 26% of clients who 
used COC, POP and DMPA, respectively. COC users were 
more likely to discontinue because of this adverse effect. 
Seventy-five percent of clients who discontinued because 
of mood changes did so within the first 6 months.

Discontinuation due to different adverse effects
Sixteen percent (65/404) of women gained weight but 
most of these (75.4%; 49/65) gained < 5 kg. One women 
using COC gained > 10 kg. Table 2 shows the prevalence 
of adverse effects and their contribution to discontinua-
tion of contraception.

Contraception counselling and advice 
regarding adverse effects 
The majority (82%) of clients felt they were adequately 
counselled about possible adverse effects of the contra-
ceptive method prior to initiation. Most women who 
experienced adverse effects (70%) reported them to their 
healthcare provider. Only 5.6% of those who reported ad-
verse effects did not receive any management advice.

Satisfaction with method of contraception
When women were asked whether they were satisfied 
overall with their contraceptive method, most of those 
who discontinued contraception (58.96%; 158/268) were 
unsatisfied. When compared to women who continued 
the method, only 2% (3/136) were unsatisfied (P = 0.00).

Discussion
This study showed that women in Oman preferred to use 
progestogen-only contraceptives; 46% used DMPA and 
34% used POP. This was expected since 87.9% of the wom-
en in the study initiated contraception while breastfeed-
ing. The medical eligibility criteria of the WHO and the 
local standard procedures have a preference for proges-
togen-only contraceptives during breastfeeding (19). This 
is due to widespread concern about COC decreasing milk 
volume, altering its content, and passage of the hormo-
nal content to the infant. This believe is strongly held by 
healthcare professionals and contraceptive users. This is 
still debated, as 2 systematic reviews failed to give a clear 
verdict of whether COC has a negative effect on milk vol-
ume and composition or child growth (22, 23).  

The most represented age group for all methods of 
contraception in our study was 25–30 years (31%). The 
women in our study were older than the women in a 
French study who were predominantly aged 20–25 years 
(13). This might be because our women were all married, 
whereas the French study included women using 
contraception who were sexually active regardless of 
their type of relationship (13). 

Avoidance of a negative experience was a significant 
motivator in choosing a contraceptive method. A 
bad experience of the client herself or her friends 
or relatives played an important part in choosing 
contraceptive method. This highlights the importance 
of precontraception counselling and explaining that 
adverse effects can vary among women and the same 
woman can have a different experience with the same 
method (24).

The rate of discontinuation of hormonal contraception 
within the first year in our study was 66.8%, which is 
higher than the rate in Germany (30%), Senegal (34%), Italy 

Table 2 Prevalence of side effects and discontinuation rate among different hormonal method users

Method
Adverse effect

All 
methods

users
n= 404

All methods 
discontinued 

 

COC
users 
n= 77 

COC 
discontinued 

POP
Users
n= 140 

POP 
discontinued 

 

DMPA
users

n= 187 

DMPA 
discontinued 

 

Weight gain 67
(16.58%)

7 
(1.73%)   

8 
(10.39% )

1 
(1.30%)

18 
(12.86 %)

3 
(2.14%) 

41
(21.93%)

3 
(1.60%)

Headache 20 
(4.95%)

6 
(1.49%)

14
(18.18% )

0 21 
(15.0% )

5 
(3.57%)

37
(19.79%)

1 
(0.53%)

Sexual 
dysfunction

7 
(1.73%)

0 1
(1.30% )

0 2 
(1.43%)

0 4
(2.14%)

0

Mood changes 97 
(24.01%)

20 
(4.95%)

19
(24.68%)

9 
(11.69%)

29
(20.71%)

6 
(4.29%)

49
(26.20%)

5 
(2.67%)

GI symptoms 24 
(5.94%)

8 
(1.98%)

2
(2.60%)

1 
(1.30%)

14
(10.0%)

7 
(5.0%)

8
(4.27%)

0

Venous thrombo-
embolism

1 
(0.02%)

1 
(0.25%)

0 0 0 0 0.53%  (1) 1 
(0.53%)

Menstrual 
abnormalities

212 
(52.48%)

102 
 (25.25%)

16
(20.78 %)

5 
(6.49%)

59
(42.14%)

30 
(21.43%)

137
(73.26%)

67 
(35.82%)

Total discontinued 
due to side effects

148 16 51 76

COC = combined oral contraceptive; DMPA = depo medroxyprogesterone acetate ; POP = progesterone-only pill.
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(34.9%) and USA (24%) and lower than in Turkmenistan 
(72%) and Brazil (81%) (4,7,9,14). COC had the lowest 1-year 
discontinuation rate (45%), followed by DMPA (54%), 
while the highest rate was for POP (94%). The specific 
discontinuation rates for DMPA and COC in our study 
are close to 53% and 42% reported in the USA (25). The POP 
discontinuation rate in our study is the highest reported 
to date (26). Healthcare providers usually advise women 
to switch their method of contraception from POP after 
6 months. This can be for management of breakthrough 
bleeding, which is more common in POP compared to 
COC (10,27). Another reason to advise discontinuation of 
POP after 6 months of breastfeeding might be concern 
over reduced efficacy when women start complementary 
feeding and breastfeeding becomes less regular. However, 
a systemic review did not show effectiveness to be an 
issue (28). Also, WHO eligibility criteria describe POP as 
category 1 with no restriction for breastfeeding women 
who are ≥ 6 months postpartum (23). A third reason might 
be to provide more flexibility of time because POP has a 
narrow window of only 3 hours for when women should 
be taking their daily dose (29). 

Previous studies have found that women’s age, 
educational level and number of children are important 
determinants of decision to use contraception (17,20,30). 
However, we did not find age or number of children to be 
important in the decision to discontinue contraception. 
In Jordan, which shares many social characteristics with 
Oman, older age and larger number of  children predict 
longer duration of contraception (31). Studies in other 
countries have found that younger age is associated 
with higher rate of discontinuation (25). The impact of 
education on discontinuation of contraception has been 
of particular interest. The general tendency is to assume 
that highly educated women adhere to contraception 
and have better access to resources to cope with adverse 
effects (13). In our study, less-educated women were 
less likely to discontinue contraception, which concurs 
with previous studies (8,32). However, other studies 
have found that educational level does not influence 
discontinuation of contraception (4,9), and some have 
found that less-educated women are more likely to 
discontinue contraception (8). It is difficult to explain the 
effect of education on contraception in isolation because 
it is a surrogate for many other personal, social, economic 
and policy-related factors (30). 

We agree that women’s personal characteristics and 
social circumstances are important in the decision to use 
contraception but there is a strong believe that the method 
characteristics and adverse effects profile are important 
to women’s decisions to discontinue contraception (9). 
All studies to date agree that adverse effects are the 
commonest reason for contraceptive discontinuation  
(2,4,5,7,9,14), and in our study, adverse effects contributed 
to more than half of the discontinuations. Other reasons 
for discontinuation include desire for pregnancy and 
nonavailability of the method. Partnership-related 
factors such as husband’s disapproval, loss of sexual 
function or divorce have contributed a small percentage 

(0.38%). In our study, only 1 woman discontinued DMPA 
because her husband changed his mind about her using 
contraception. Studies from Africa have highlighted 
the partners’ role in discontinuation of contraception 
because they associate contraception with infidelity and 
refuse it (4). This can lead to women being secretive about 
contraception, which hinders compliance and seeking 
help for adverse effects (4). Previous studies in Oman 
have described the importance of husbands’ approval for 
women’s use of contraception from religious and social 
aspects (20,30). Our study indicates that once husbands’ 
approval for contraception has been granted, it is unlikely 
to be retracted.

The second most common reason for discontinuation 
of hormonal contraception is healthcare providers’ advice 
to switch method. This contributed to almost one third of 
the total discontinuation in our study. Most healthcare 
providers advise women to change contraceptive method 
for the following reasons: development of unfavourable 
health risk such as hypertension, diabetes or impaired 
glucose tolerance, malignancy, depression or headache; 
belief that some contraceptives are more effective than 
others; and if the method is not available during follow-
up. The advice to switch or discontinue contraceptive 
methods is part of the armamentarium to manage 
adverse effects (18). For POP, healthcare providers advise 
women to switch method beyond the period of exclusive 
breastfeeding (18). 

It is reassuring to see that the logistics of availability 
and access to contraception have contributed minimally 
(0.75%) to discontinuation. This is due to the way 
contraceptive services are structured to be easily 
accessible in terms of distance, free of charge and supplied 
sufficiently through local health centres (18). However, 
other studies have reported that availability, cost of 
contraception and travel, and distance are significant 
contributors to discontinuation (14,24).  

Our results agree with most studies in this field that 
the commonest adverse effect leading to discontinuation 
of hormonal contraception is change in menstrual 
bleeding, including breakthrough, heavy or prolonged 
bleeding, and amenorrhea (7,8,10,14). This contributed 25% 
of the discontinuation in our study. Other adverse effects 
resulting in discontinuation are weight gain, mood 
changes, headache, gastrointestinal symptoms, sexual 
dysfunction and thromboembolism. The frequency of 
thromboembolism was 0.25%, which is < 0.5% reported in 
an Italian study (7). The literature and several guidelines 
advocate progestogen-only contraceptives for women at 
risk of thromboembolism (18). However, there is evidence 
that although intrauterine and oral progestogens are not 
associated with an increased thromboembolism risk, 
injectable progestogens including DMPA are associated 
with 2.6 times the risk of thromboembolism between 
users and nonusers (33). Gastrointestinal symptoms 
including nausea, vomiting and bloating contributed 
about 2% of the discontinuation and they were reported 
more by POP users (10%), which is similar to rates in other 
studies (7,12).  
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It is difficult to substantiate the effects of hormonal 
contraceptives on sexual function from the literature. The 
evidence is inconsistent and the pathophysiological basis 
of these effects is poorly understood (34). In our study, 
only 7 clients (1.7%) reported that the method affected their 
sexual satisfaction negatively but none of them reported 
it as a direct reason for their discontinuation. This might 
be a true finding or biased considering the unease of 
discussing such a private matter with a researcher.

Counselling regarding adverse effects of contra-
ceptives has been linked to lower discontinuation rate 
(13,14,35). In our study, 82% of women felt they were 
adequately counselled about the adverse effects of the 
contraceptive method before they started. This is similar 
to another study of American women, in which 86% felt 
they were adequately informed about their contraceptive 
methods and the adverse effects (5). However, this high 
rate of adequate counselling and high discontinuation 
rate might be because the counselling was suboptimal 
in terms of quality or comprehensiveness (35). Another 
reason could be that the women retained little of what 
they were counselled about. A possible third reason 
is that counselling alone is not enough to improve 
tolerance of adverse effects, and the mere occurrence 
of adverse effects is sufficient for women to decide to 
discontinue contraception, regardless of how adequate 
the information is about adverse effects (14).

This study is one of few to address discontinuation 
of hormonal contraception in the Gulf Region and is 
believed to be the first in Oman. It had a randomized 
design and adequate sample size. It provides some 
insights on factors that influence women’s decision to 
discontinue contraception. Women in Oman share many 
religious and social values with women in other Arab 

states. So, it is likely that the results of this study can be 
generalized to other women in urban areas of other Gulf 
or Arab states.

The study had some limitations. This was a 
retrospective study with inherent disadvantages, 
including recall bias of participants and limited number 
of documented facts in the health records of the birth 
spacing clinic. Selection bias was also a limitation as 
19.2% of the selected clients were excluded. The main 
reason was that the contact telephone numbers were 
those of husbands or a male family members who 
might not have been reachable. Also, most were mobile 
numbers that tend to be changed more often compared to 
landlines. The study sample was all from Muscat Region, 
which is considered an urban area, and this might limit 
the applicability of the findings to rural areas.

Conclusion
This study improves our knowledge of the rate of discon-
tinuation of hormonal contraception and the causative 
factors in Oman, which can be used for population-spe-
cific counselling. It also provides reassurance regarding 
the frequency of some of the important adverse effects 
of these methods. Unlike in other populations, women in 
Oman are not reporting logistic difficulties in accessing 
or continuing their contraception. Breastfeeding women 
are the main users of hormonal contraception and POP 
is the main method. Therefore, it is important to look 
specifically into this group of women more closely in a 
prospective manner to assess further when and why they 
discontinue contraception and address their needs.
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Arrêt de la contraception hormonale à Oman : prévalence et raisons
Résumé
Contexte : L’arrêt des contraceptifs hormonaux représente une part importante des besoins non satisfaits en matière 
de contraception. 
Objectifs : Déterminer le taux d’arrêt et les raisons de l’arrêt de la contraception hormonale chez les femmes 
omanaises.
Méthodes : Il s’agissait d’une étude rétrospective de cohorte multicentrique, en deux étapes, menée en 2018 dans des 
centres de soins de santé primaires de la région de Mascate (Oman). Elle portait sur les utilisatrices de contraceptifs 
hormonaux récemment inscrites dans les cliniques de planification familiale de janvier à décembre 2016 et sur le 
déroulement des soins au cours des 12 mois suivants. Un entretien téléphonique a été mené pour compléter certaines 
données manquantes. Les méthodes contraceptives disponibles étaient les contraceptifs oraux combinés, les pilules à 
base de progestérone seule et l'acétate de médroxyprogestérone en injection retard.
Résultats : Nous avons inclus 404 femmes et 87,8 % d’entre elles étaient allaitantes. À la fin de la première année, 
268 femmes (66,3 %) avaient cessé d’utiliser leur méthode de contraception. Plus de la moitié (148/268 ; 55,2 %)
des arrêts de contraception ont été attribués à des effets indésirables, les plus fréquents étant les anomalies  
menstruelles (102/268 ; 38,1 %). Seules 5,6 % des femmes (15/268) ont abandonné la contraception parce qu’elles 
désiraient une grossesse. Les partenaires et la logistique liée à la disponibilité des méthodes de contraception et leur 
accessibilité n'ont joué qu'un rôle minime dans l'arrêt de la contraception. L'âge des enfants et leur nombre n'ont pas 
influencé le taux d’arrêt.
Conclusion : La présente étude améliore nos connaissances sur le taux d'arrêt de la contraception hormonale et ses 
facteurs connexes à Oman, lesquelles peuvent être utilisées pour fournir des conseils spécifiques à la population. Les 
recherches futures devraient étudier les comportements en matière de contraception des femmes allaitantes afin de 
déterminer quand et pourquoi elles abandonnent leurs méthodes contraceptives.
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وقف استخدام وسائل منع الحمل الهرمونية في عُمان: معدل الانتشار والأسباب
فاطمة الغشري، حبيبة الحارثي، مريم الشكري، أسماء الشيذاني

الخلاصة
الخلفية: يُعد وقف استخدام وسائل منع الحمل الهرمونية عاملً مساهًما مهماًّ في عدم تلبية الاحتياجات من وسائل منع الحمل. 

الأهداف: هدفت هذه الدراسة الى تحديد معدل التوقف عن استخدام وسائل منع الحمل الهرمونية لدى النساء في عُمان وأسباب ذلك.
طُرق البحث: أُجريت دراسة أترابية استرجاعية متعددة المراكز في عام 2018 في مراكز الرعاية الصحية الأولية في مسقط، عُمان، وانطوت على أخذ 
لن حديثًا في عيادات المباعدة بين الولادات في الفترة من  عينات على مرحلتيْن. وشملت الدراسة نساء يستخدمن وسائل منع الحمل الهرمونية سُجِّ
يناير / كانون الثاني إلى ديسمبر / كانون الأول 2016، وخلل فترة الرعاية على مدى الاثتني عشر شهرًا التالية. وأُجريت مقابلة هاتفية لاستكمال 
بعض البيانات المفقودة. وكانت وسائل منع الحمل المتاحة عبارة عن مزيج من وسائل منع الحمل عن طريق الفم، وحبوب البروجسترون فقط، 

وحُقن مدْخَر أسيتات ميدروكسي بروجسترون.
النساء  السنة الأولى، توقَّف عدد من  الدراسة 404 نسوة، وكان 87.8% منهن يرضعن أطفالهن رضاعة طبيعية. وبحلول نهاية  شملت  النتائج: 
ض إلى آثار ضارة،  )268؛ 66.3%( عن استخدام وسائل منع الحمل. ويُعزَى أكثر من نصف حالات التوقف )268/148؛ 55.2% ( إلى التعرُّ
وكان أكثرها انتشارًا اضطرابات دورة الحيض )102/ 268؛ 38.1%(. وتوقَّف 5.6% فقط )15/ 268( عن استخدام وسائل منع الحمل لأنهن 
يرغبن في الحمل. وكان للأزواج، ولوجستيات التوافر، وإمكانية الحصول على وسائل منع الحمل دور ضئيل في التوقف عن استخدامها. ولم يؤثِّر 

سن الأطفال وعددهم في معدل التوقف.
الاستنتاجات: تُسهم هذه الدراسة في تحسين معرفتنا بمعدل التوقف عن استخدام وسائل منع الحمل الهرمونية والعوامل المرتبطة به في سلطنة عُمان، 
ويمكن استخدام هذه المعلومات في تقديم المشورة اللزمة للفئات السكانية ذات الصلة بذلك. وينبغي أن تدرس البحوث المقبلة سلوك منع الحمل 

لدى المرضعات لمعرفة حالات التوقف عن استخدام وسائل منع الحمل وأسباب ذلك.
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