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Abstract

Background Pregnancy in individuals with diabetes and/or hypertension, especially when undiagnosed, untreated,
or uncontrolled, can result in severe consequences, including maternal and child mortality. Contraception is crucial
for the management of pregnancy in individuals with diabetes and/or hypertension. However, the decision-making
and experiences related to contraception use among this population in low- and middle-income countries are poorly
understood. This study aims to explore the barriers to contraception use among sexually active men and women
living with diabetes and/or hypertension.

Methods \We conducted a qualitative study using the empirical phenomenological approach. We interviewed
participants diagnosed with diabetes and/or hypertension, as well as stakeholders involved in providing care to
individuals living with at least one of these two conditions and family planning service providers. Semi-structured
interview guides were used, and data were collected through four focus group discussions, four in-depth interviews,
and ten key informant interviews. All interviews were transcribed and analysed thematically.

Results People living with diabetes and/or hypertension encounter misunderstandings and various barriers when it
comes to using contraception. These experiences were categorised into four main themes and nine sub-themes. The
themes identified were: (i) lack of awareness/inadequate knowledge and misunderstanding, (i) social and religious
beliefs, (jii) barriers to available and affordable contraceptives, and (iv) lack of coordination between facilities providing
family planning services and treatment and management for diabetes and/or hypertension.

Conclusion Findings provide a comprehensive understanding of the complexities and considerations involved in
contraceptive use-related decision-making among individuals with diabetes and/or hypertension. These findings can
be used in policymaking and programme development to promote contraceptive use and improve the reproductive
health outcomes of this population.
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Background

Chronic conditions, particularly diabetes and hyperten-
sion, have become a significant global health concern,
affecting more than 1.5 billion people worldwide [1, 2].
Although developed countries have currently higher
prevalence, around two-thirds of those affected live in
low- and lower-middle-income countries (LMICs), and
the prevalence of these two diseases is rapidly rising [3,
4]. The main contributing factors include genetics, older
age, rapid urbanization, lifestyle changes, unhealthy
dietary habits, physical inactivity, and obesity. These
factors are becoming increasingly common in many
LMICs, including Bangladesh, leading to a high preva-
lence of diabetes and/or hypertension [5-7]. In Bangla-
desh and most other LMICs, the demographic shift from
a relatively young to an ageing society substantially con-
tributes to the rising burden of these two diseases [8].
Women with diabetes and hypertension are at higher
risk of pregnancy-related complications, making proper
management of these chronic conditions and the use of
appropriate contraceptives with shared responsibility by
both spouses critical [9-11].

The impact of diabetes and hypertension on maternal
and child health in low- and middle-income countries
(LMICs), including Bangladesh, is a growing concern [8,
12]. One significant factor is that these chronic condi-
tions often go undiagnosed, untreated, or uncontrolled
in LMICs [13]. For example, in Bangladesh, only one-
fourth of diabetes and hypertension cases are managed,
while the rest remain mostly undiagnosed, untreated,
or uncontrolled [5, 6, 14]. People in LMICs often lack
awareness about diabetes and hypertension [13]. Many
believe that these diseases mainly impact wealthy and
elderly individuals [15]. In reality, the majority of people
in LMICs are young and from low socio-economic back-
grounds [8]. As more women pursue higher education
and professional careers before marriage, the average
age of fertility has increased in LMICs, including Bangla-
desh [16-18]. This is in addition to the shift in the onset
of diabetes and hypertension to a relatively younger age,
leading to more frequent occurrences of these conditions
during pregnancy [8]. However, accurate estimates are
still lacking. This has resulted in many women becom-
ing pregnant without being aware of, receiving treatment
for, or being able to manage these chronic conditions [8].
The lack of use of modern contraception and unplanned
pregnancies can worsen the situation [17] and lead to
pregnancy complications, birth defects, stillbirths, and
preterm births, as well as maternal and child mortality
[19-22]. Moreover, for women with diabetes, high blood
sugar during pregnancy can increase the risk of babies
being born too large, necessitating a caesarean deliv-
ery [11, 23, 24]. While maternal health is crucial during
pregnancy, paternal health is also linked to pregnancy
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outcomes. Recent studies indicate that metabolic syn-
drome in fathers increases the risks of ectopic pregnancy,
miscarriage, and stillbirth [25-27].

It is essential to effectively manage diabetes and hyper-
tension while implementing efficient family planning and
contraception strategies to ensure pregnancies occur
under controlled diabetes or hypertension [28]. However,
LMICs face challenges in this regard. For example, Ban-
gladesh has a pluralistic health system delivered by the
government, non-governmental organizations (NGOs),
and private for-profit providers [29, 30]. Private provid-
ers are mostly financed by household out-of-pocket pay-
ments, NGO providers are supported by international
and national funding as well as out-of-pocket costs, and
government facilities are mostly funded by taxpayers’
money [30]. Services provided by various providers are
often disjointed, both between and within the provid-
ers. Insufficient access to quality healthcare services and
limited resources further compound the problem [31].
Moreover, there is very limited utilization of precon-
ception care that would enable healthcare providers to
identify chronic conditions early in pregnancy [32]. Addi-
tionally, there is a lack of awareness regarding the impor-
tance of effective contraception use, especially in the
context of diabetes and/or hypertension [8]. The scarcity
of research that examines the relationship between con-
traception use and diabetes and/or hypertension further
hinders progress in this area.

Research on contraceptive use [16, 17, 33] and treat-
ment and management of diabetes and/or hypertension
[5, 6, 12, 14] in LMICs, including Bangladesh, is often
conducted separately, leading to an oversight of their
interlinkage. To date, only one study in Bangladesh has
examined the relationship with contraceptive use and
found that women living with diabetes and/or hyperten-
sion were 20% less likely to use contraceptives than those
without these conditions [8]. Although this finding high-
lights the negative impact of diabetes and/or hyperten-
sion on contraceptive use, the various factors influencing
this association are not well understood. To bridge this
knowledge gap, our study aims to investigate the barri-
ers to contraceptive use among sexually active men and
women living with diabetes and/or hypertension.

Methods

Study design and participants

The study explores the barriers to contraceptive use
among people living with diabetes and/or hypertension
using in-depth qualitative data. Since we were interested
in exploring the barriers based on experience, we pre-
ferred first-order construction of the participants. Thus,
we conducted a qualitative study using an empirical phe-
nomenological approach to social psychology to explore
the experiences of the participants [34]. We identified
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participants with diabetes and/or hypertension in two
stages. First, we asked if they had been diagnosed with
diabetes and/or hypertension. If they answered affirma-
tively, we followed up with additional questions to con-
firm their response. These questions included when they
were diagnosed, who made the diagnosis, whether they
received prescriptions for that condition(s), and if they
were taking any medication to manage their condition(s).
We did not proceed with further interviews if the diag-
nosis of diabetes and/or hypertension could not be vali-
dated. The study continued to include participants until
thematic saturation was reached. The inclusion criteria
for participants were as follows: (i) sexually active indi-
viduals living with spouses, (ii) do not want to have chil-
dren at least in the next two years, and (iii) diagnosed
with diabetes and/or hypertension. We included only
sexually active individuals living with spouses, as having
casual sex or giving birth to a baby outside a formal mari-
tal relationship is prohibited in Bangladesh. Participants
were chosen from the Mymensingh division of Bangla-
desh, which, according to the latest available data, has a
similar prevalence of diabetes (9.20%) and hypertension
(26.2%) to other regions in the country [5, 35]. There are
thirteen upazilas (i.e., sub-districts) in the Mymensingh
district, of which we randomly selected three (Trishal,
Mymensingh Sadar, and Fulbaria) for data collection.
Participants were selected using purposive sampling
within these upazilas. Healthcare providers who special-
ised in non-communicable disease treatments, particu-
larly diabetes and/or hypertension, were also included
in the study. Additionally, we interviewed district and
divisional representatives from the Directorate General
of Family Planning Services (DGFP) of the Government
of Bangladesh, who play key roles in providing family
planning and contraception services through their coun-
trywide network. Representatives from non-government
organisations providing family planning and contracep-
tion services were also included. Interviews were con-
ducted in the participants’ community or workplace.

Data collection and management

Data were primarily collected through four in-person
focus group discussions (FGDs), of which two involved
women only, one involved men only, and one involved
both men and women, totalling 30 participants. Partici-
pants were assured of the anonymity and confidential-
ity of their data. Each FGD lasted approximately 80 to
100 min. We also conducted 10 in-person key informant
interviews (KIIs) with various stakeholders, including
clinical doctors who provide treatments (n=4), higher
officials of the DGFP (n=2), community-level family
planning providers working under the DGFP (n=2) and
representatives from NGOs actively working on family
planning services (n=2). The key informant interviews
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(KIIs) focused on the challenges of ensuring contracep-
tion for individuals with diabetes and/or hypertension.
In addition, our research team conducted four in-person
in-depth interviews (IDIs) with men (#=1) and women
(n=3) who have diabetes and/or hypertension and cur-
rently use long-acting or permanent contraceptives. The
interviews were conducted by our team members, SJK
and MAB, with support from the other co-authors in the
data collection process. The interviews were conducted in
Bengali and recorded using a password-protected device,
following consent from the participants or their legally
authorized representatives. SJK (the second author) later
transcribed these audio recordings into written English,
ensuring the integrity of the participants’ narratives while
facilitating the subsequent data analysis.

Study instruments

Semi-structured interview guides were used for inter-
viewing participants. The initial versions of the inter-
view guide were developed based on existing literature
[28, 36—39] and were pre-tested and necessary changes
were incorporated. The interview guides cover several
topic areas, including demographic information such as
age, sex, and education; body mass index; diagnosis and
management of diabetes and hypertension; plans for
pregnancy; current use of contraception; knowledge and
attitudes regarding contraceptive use in the context of
diabetes and/or hypertension; and any barriers faced in
using contraception.

Reflexivity

The research team comprises Bangladeshi citizens with
experience in public health research. All researchers
received MSc and/or PhD degrees in population sci-
ence, public health, or anthropology and have exper-
tise in conducting research in Bangladesh. The team
understands local culture, norms and language and has
the ability to take note of participants’ experiences and
accurately present their narratives. The team-members
were open and non-judgemental during data collection,
actively listening to participants’ stories and avoiding
leading questions. They were also not living with diabe-
tes and/or hypertension. The research team organised
regular debriefing sessions and discussed data accuracy.
The researchers were aware of power dynamics between
themselves and the respondents.

Data analysis

We employed an inductive thematic analysis using the
‘Framework Approach’ [40—42] to analyse the data. After
becoming familiar with the data through rigorous read-
ing of the transcripts, our research team members MNK
and SJK independently conducted a line-by-line open
coding of the data. Interviews were conducted by our
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Table 1 Background characteristics of the study participants

Characteristics Participants

Focus In-depth Key In-
Group Interviews formants
Discussion Interviews
n (%) n (%) n(%)
Age (in years)
18-34 22 (73.3) 2 (50.0) 2(20.0)
35-39 8(26.7) 2 (50.0) 4 (40.0)
>40 0 4 (40.0)
Place of residence
Urban 11 (36.67) 2 (50.0) 3(30.0)
Rural 19 (63.33) 2 (50.0) 7(70.0)
Religion
Islam 28(93.33) 4(100.0) 10 (100.0)
Others 2(6.67) 0(0.0) 0(0.0)
Sex
Male 11 (36.7) 1(33.3) 6 (60.0)
Female 19 (63.3) 3(66.7) 4 (40.0)
Education
No education, preschool 2(6.7) 0 -
Primary 8(26.7) 1(33.3) -
Secondary 10 (33.3) 0 1(10.0)
Higher 10 (33.3) 3(36.7) 9(90.0)
Body mass index'
Underweight 3(10.0) 0 -
Increasing but acceptable 11 (36.7) 0 -
risk
Increased risk 9 (30.0) 3(66.7) -
High risk 7(23.3) 1(33.3) -
Number of children ever
born
1 9(30.0) 1(25.0) -
2 11 (36.7) 3(75.0) -
3 6 (20.0) -
4 4(13.3) -
Chronic conditions
Diabetes 9(30.0) 1(25.0) -
Hypertension 7 (23.3) 1(25.0) -
Both diabetes and 14 (46.7) 2 (50.0) -
hypertension
Contraceptive use status
Yes 11 (36.7) 4(10.0) -
Condoms 6 (54.5) - -
Pills 4 (36.4) - -
Emergency pills when 1(9.1) - -
required
Sterilization 3(75.0) -
Implants 1(25.0) -
No 13 (43.3) -
Irregularly 6 (20.0) -

Note:'Created based on WHO criteria of body mass index for Asian population
[43]
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team members SJK and MAB, and the remaining co-
authors facilitated the data collection process. The codes
generated during this process were then collated into
potential sub-themes and themes. This codebook was
expanded with emerging themes as more data was col-
lected through the review of transcripts and continuous
debriefings among the team members. This process was
iterative as we indexed data, identified recurrent themes,
and cut out redundancies in the framework. To ensure
rigour and accuracy, these preliminary themes were thor-
oughly discussed with other members of the research
team, fostering a collaborative approach to theme devel-
opment. Following in-depth discussions, the research
team collectively selected the final themes and sub-
themes that best captured the essence of the data. NVivo
12 was used to facilitate these, including the review of the
coded information and themes. The study conforms with
the Standards for Reporting Qualitative Research (SRQR)
guidelines (supplementary file 1).

Results

The characteristics of the participants were analysed as
per three data collection methods (FGDs, IDIs, and KlIs)
and presented in Table 1. The mean ages were 29.16 years
for participants in the FGDs, 31.12 years for participants
in the IDIs, and 36.23 years for participants in the KIIs.
In FGDs, 73.3% of participants were 18—34 years of age,
and male participants accounted for 36.7%. Around 10%
of the participants in FGDs were underweight, and 23.3%
were at high risk based on their BMI. The percentage of
those at high BMI risk was 33.3% among the participants
in IDIs. Around 37% of the participants in FGDs reported
that they used contraceptives regularly; 43% did not use
them at all and 20% used them irregularly.

Themes and sub-themes

Four themes were identified in the analysis: (i) lack of
awareness or inadequate knowledge, and misunder-
standing, (ii) social and religious beliefs, (iii) barriers to
available and affordable contraceptives and (iv) lack of
coordination between facilities providing family planning
services and treatment and management for diabetes
and/or hypertension. These themes were developed from
nine sub-themes (Fig. 1).

Theme 1: lack of awareness/knowledge, and
misunderstanding

Participants demonstrated a concerning lack of aware-
ness/knowledge regarding the importance of using con-
traception when diabetes and/or hypertension are not
controlled. Many people living with diabetes and/or
hypertension think that having any of these two chronic
conditions automatically lowers the chance of getting
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(Insufﬁcient or limited awareness of contraceptive \
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Fig. 1 Themes and sub-themes of barriers to contraceptive use among people with diabetes and/or hypertension

pregnant; thus they do not consider using contraceptives.
The following quotations illustrate this theme:

When asked about the reasons for not using con-
traceptives, participants identified a range of reasons
that are mainly about their awareness, knowledge and
misunderstanding:

“l heard that diabetes reduces the risk of becom-
ing pregnant. So, I do not use contraception, even
though I have three children, and me and my wife
do not want more” (a participant in an FGD, male,
age 32).

“No one talked to me about the importance of using
contraception for people living with diabetes and
hypertension, not even the family planning workers
who occasionally visit me to counsel about contra-
ception. I am also unaware of why contraception is
essential for people with diabetes and hypertension.
I believe it is equally important as it is for people
without diabetes and hypertension, but my primary
concern is managing my diabetes” (a participant in
an FGD, female, age 31).

“l have heard that the reason for having diabetes
is mostly inherited. However, neither of my parents
nor my siblings have diabetes or hypertension, so I
cannot identify where I might have gotten this from.
It’s possible that it could be due to excessive use of
birth control pills, as I used to take them regularly.

A friend of mine who also has diabetes mentioned
something similar to me” (a participant in an FGD,
female, age 37).

“I had a normal weight prior to my marriage. How-
ever, after getting married, I began to gain weight,
and at the age of 32, five years into my marriage,
I was diagnosed with diabetes and hypertension.
I didn’t make any significant changes to my diet or
lifestyle before or after marriage, so I believe this
condition might be attributed to the use of contra-
ception” (a participant in an FGD, female, age 33).
“I have heard that diabetes can affect male fertility.
I have been living with diabetes for nearly a decade,
and I am concerned about my fertility, even though
my wife does not have any health issues. We have
two children, and they were born during the time I
had diabetes. Therefore, I'm facing a dilemma when
it comes to deciding whether we should use contra-
ception” (a participant in an FGD, male, age 39).

They also voiced their worries about the detrimental
effects of using contraceptives while treating hyperten-
sion and/or diabetes, as well as how it can exacerbate
pre-existing medical disorders like weight gain. These
beliefs led to hesitancy in adopting contraceptives, and
some participants preferred to avoid contraceptives alto-
gether, as the following quotes suggest:
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“I know that using contraception could interfere with
my diabetes medications, so I decided not to use any
method at all. I didn’t want anything to jeopardize
my treatment.” (a participant in an FGD, female, age
38).

“I heard stories of women experiencing health prob-
lems after using contraceptives. With my hyperten-
sion, which is mostly uncontrolled, I didn’t want to
put my health at further risk, so I decided against
using any form of contraception” (a participant in
an FGD, female, age 39).

“I have diabetes, and I am concerned that contra-
ception would affect my diabetes management, as
it increases body weight, which is obviously not good
for diabetes management. That'’s why I prefer not to
use contraception.” (a participant in an FGD, female,
age 37).

These understandings were found to be entangled with
community-level challenges and misunderstandings
about future fertility. The following two quotes illustrate
that:

“My husband discouraged me from using contracep-
tion, saying it's not natural and can lead to problems
with my diabetes and hypertension. I didn’t want to
deal with his criticism, so I decided not to use con-
traception” (a participant in an FGD, female, age
36).

“My mother-in-law told me that using contraception
by diabetic women may reduce fertility capacity. As
I have only one baby and plan to have another in the
future, I decided not to use contraception. I do not
want to compromise my family and my intention
to have another baby” (a participant in an FGD,
female, age 34).

Participants in key informant interviews (KIIs) also
acknowledged some community-level misunderstand-
ings regarding the use of contraception. The most com-
mon misunderstanding was about the side effects, such
as weight gain and potential infertility, which were par-
ticularly concerning for individuals managing diabetes
and/or hypertension.

“People often believe that using contraception
increases body weight, which is considered a major
risk factor for diabetes and hypertension at the com-
munity level. Therefore, they opt not to use contra-
ception, especially during diabetes and hypertension
management” (NGO worker, a participant in a KII,
male, age 43).
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The KII participants confirmed that discussions with
affected couples about the importance of using contra-
ception during uncontrolled diabetes and/or hyperten-
sion were infrequent. The reasons are (i) diabetes and
hypertension have not been adequately integrated into
existing family planning programs, (ii) a significant por-
tion of individuals are unaware of their diabetes and/or
hypertension status, and (iii) there are structural chal-
lenges in providing contraceptives during the treatment
of diabetes and/or hypertension. One KII participant
stated:

“We have not received training about diabetes and
hypertension and we have little knowledge of preg-
nancy outcomes for people with diabetes and hyper-
tension. We do not specifically focus on people with
diabetes and hypertension during contraceptive dis-
tribution” (Family Planning Assistant, a participant
in a KII, female, age 36).

A supportive statement was made by a divisional level
officer of the DGFS:

“We have not been able to fully integrate diabetes
and hypertension management into our formal fam-
ily planning services.” (a participant in a KII, male,
age 40).

Doctors who treat mainly non-communicable dis-
eases (NCD) mentioned their challenges in providing
contraceptives:

“We occasionally ask about contraception use sta-
tus for relatively younger women who are at risk of
pregnancy. However, they often feel uncomfortable
disclosing such information to us. Additionally, due
to the high number of patients we see in a day, we
may not have enough time to thoroughly address this
issue” (a participant in a KII, male, age 45).

Respondents who participated in IDIs reported that they
received contraception-related information from their
doctors, which led them to switch to permanent con-
traception methods. Here are two statements from the
participants:

“During my early diagnosis, I did not use contracep-
tion as I believed I was out of the risk of facing an
unintended pregnancy due to my chronic conditions.
However, my doctor made me aware of the risk and
motivated me to opt for permanent contraception,
which I eventually received. Now, I feel safe” (a par-
ticipant in an IDIs, female, age 36)
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My wife and I are both diabetes and hypertensive
patients. We asked our doctors about the risk of
pregnancy, and based on the consultations, I chose
sterilization as a contraception method. (a partici-
pant in an IDIs, male, age 32).

Theme 2: social and religious beliefs

We identified several societal-level barriers to contracep-
tive use among diabetes and/or hypertensive patients.
One such barrier is the preference for male children,
leading some women with diabetes and/or hyperten-
sion to forgo contraception with the hope of having a
male child. Below are noteworthy quotations from the
respondents:

“I have two daughters. I was recently diagnosed with
diabetes and hypertension. The medication I take
regularly is expensive, and I am concerned about
who will bear the costs in the future when I am older.
My daughters will leave me when they get married
and start their own families. They will not be respon-
sible for taking care of me. Therefore, I have planned
with my husband to try for a son, even though I
know that pregnancy with uncontrolled diabetes
and hypertension can be risky” (a participant in an
FGD, female, age 35).

When asked the reasons for not using contraceptives
despite the potential risks of adverse health outcomes,
the participants responded:

“I am aware that my health conditions make preg-
nancy risky, but I do not care. I have only one
daughter, and my husband wants a son to continue
our family lineage. I agree with him, so we are not
using contraception. We are determined to have a
son, even if it means putting my health at risk” (a
participant in an FGD, female, age 35).

“I am concerned about who will take care of us in
our old age. I have only one daughter, and I want to
have a son who can take care of us. I have forced my
wife not to use contraception, even though she does
not want to have any more children. She says that
her health conditions are a reason for not wanting
more children, but I do not care”” (a participant in
an FGD, male, age 37).

These societal-level challenges are often intertwined
with religious beliefs, with common religious belief
that contraceptive use is a sin. There is a misconception
that Islam, the religion followed by over 90% of people
in Bangladesh, does not support the use of contracep-
tion. Below, we present two quotations reported by an

Page 7 of 12

illiterate woman and a woman with secondary education,
respectively.

“I know that using birth control is a sin, and Allah
would punish us for it. I used to use contraception
regularly, but then I had two miscarriages and was
later diagnosed with diabetes and hypertension. I
believe that Allah is punishing me for using contra-
ception in the past. I do not want to do it again” (a
participant in an FGD, female, age 37).

“As a Muslim, I believe that using contraception to
control birth is not permitted in our religion. So,
I have never considered using contraception. My
chronic condition is not a factor in this decision. I
would not use contraceptives even if I did not have
chronic conditions” (a participant in an FGD, male,
age 34).

Theme 3: barriers to available and affordable contraceptives
Participants mentioned a range of barriers to contracep-
tive use that can broadly be categorised into availability
and affordability, and they consistently reported facing
these two barriers. Availability issues primarily arose
due to the limited contraception options for people with
diabetes and/or hypertension, particularly in rural areas.
Here are two quotes from participants that highlight
the mismatch between available and preferred types of
contraceptives:

“I am a hypertension patient. When I asked my
healthcare provider about contraception options
that are suitable for me, she advised against any
hormonal methods, including pills. However, those
are the most readily available methods in our com-
munity. The only other option is condoms, but my
husband is not comfortable using them. As a result,
we mostly rely on the safe-day counting method. (a
participant in an FGD, female, age 37).

“Pills and condoms are the most commonly avail-
able forms of contraception in rural Bangladesh,
and the majority of contraception users rely on these
methods. People in the community tend to avoid
permanent methods and prefer these temporary
options instead. The misunderstanding regarding
pill use by [11]impacts the overall contraception use
patterns among individuals with these conditions”
(NGO worker, female, a participant in a KII, age 40).

Financial constraints were identified as a significant bar-
rier to accessing contraception. The cost of certain con-
traceptives adds an extra burden on diabetes and/or
hypertension management-related medical expenses.
Here is how two female participants explained the cost
barrier:
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“I wish there were more affordable contraceptive
options for people like me who are dealing with dia-
betes and hypertension. Balancing our health needs
and family planning becomes difficult when cost
becomes a significant concern.” (a participant in an
FGD, female, age 38).

“We prefer using condoms for contraception. How-
ever, the price of a single condom is double the [cost]
of my hypertensive control medication that I take
every day. Therefore, when faced with challenges in
managing the expenses of hypertensive medications
and contraception, I prioritize my hypertensive con-
trol medications” (a participant in an FGD, male,
age 36).

Theme 4: Lack of coordination between facilities providing
family planning services and treatment and management for
diabetes and/or hypertension

Participants consistently expressed challenges in access-
ing both treatment for diabetes and/or hypertension and
family planning services, as these services were often
provided by separate healthcare facilities. The lack of
coordination between these services created barriers for
individuals seeking comprehensive care for both diabe-
tes and/or hypertension and family planning. Below are
some relevant quotes from the participants:

“Receiving my diabetes treatment and contraception
requires visiting two separate health care facilities,
which often takes two days. Managing two days is
challenging, so we prioritize diabetes treatment.” (a
participant in an FGD, male, age 36).

“I wanted to discuss family planning during my visit
to the clinic where I accessed hypertension and dia-
betes treatment, but I felt uncomfortable raising the
topic. I feared being judged or criticized, so I kept
silent” (a participant in an FGD, female, age 39).

“I have to go to different clinics for my diabetes
check-ups and for family planning services. It’s time-
consuming and inconvenient to manage both” (a
participant in an FGD, female, age 29).

“I asked my doctor about contraception during my
hypertension treatment, but even they didn’t have
much information. They advised me to consult a
family planning expert” (a participant in an FGD,
male, age 32).

“There appear to be no linkages between the family
planning clinic and the healthcare center that pro-
vides diabetes care. It would be so much more con-
venient to receive care for both at one place instead
of going to different facilities” (a participant in an
FGD, male, age 40).
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Doctors who provide treatment for diabetes and/or
hypertension also acknowledged the challenges in coor-
dinating family planning and contraception services for
their patients. The following comments illustrate this
observation:

“We are witnessing a rise in NCD patients, including
diabetes and hypertension, and the trend now shows
younger individuals being affected compared to the
previous trend of older age groups. Consequently,
integrating contraception as part of NCD manage-
ment has become an important issue. However, it is
not yet adequately addressed as part of NCD care,
and we only occasionally ask patients, especially the
young ones, about their contraception needs.” (Medi-
cal doctor, a participant in a KII, male, age 39).
“There are separate government programs to pro-
vide family planning and contraception services,
and NCD patients can access contraception through
those channels. Our workload is quite heavy as we
provide care for numerous NCD patients in a day.
As a result, I often find it challenging to thoroughly
monitor everything, although I do try to inquire
about contraception for young NCD patients” (Med-
ical doctor, a participant in a KII, female, age 45).

Officials of the DGFP also acknowledged such coordina-
tion gaps and emphasised the need for coordination. The
following quote illustrates this:

“With rising NCD patients among comparatively
young people and the rising average age of fertility,
providing NCD treatment and contraception ser-
vices together is critical. However, we do not have
integrated services. I recognize that ensuring con-
traception for this group is even more critical, as
pregnancy in women with uncontrolled NCDs could
have severe adverse consequences. Ultimately, the
decision to integrate contraception during NCDs
needs to be made at the ministry level, and we have
limited capacity to do anything about it at the divi-
sional level” (a participant in a KII, male, age 40).

Discussion

This study explored the perceptions of individuals living
with diabetes and/or hypertension regarding the bar-
riers they face in using contraception. Several intercon-
nected challenges were identified, including a lack of
awareness, misunderstanding, fear among people living
with diabetes and/or hypertension regarding contracep-
tive use, social and religious beliefs, issues related to the
availability and affordability of contraception, and a lack
of coordination between family planning services and
the facilities providing treatment and management of
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chronic conditions. We did not find any noticeable dif-
ference between men and women in terms of barriers
identified, except that some men were reported to be
uncomfortable using condoms. These findings hold sig-
nificant importance in shaping more effective policies
and programs aimed at increasing the uptake of contra-
ception among individuals with chronic conditions in
Bangladesh as well as other LMICs.

This study found several misunderstandings regarding
contraception use. One of these is the belief that con-
traception can have negative effects on diabetes and/or
hypertension development and management by increas-
ing body weight, despite there not being any medical
evidence to support this [36]. Similar forms of misunder-
standings were reported previously in Ghana [36]. These
misconceptions add to the existing community-level
challenges in Bangladesh and other LMICs, where there
is a widespread belief that using contraception can lead
to adverse outcomes, especially among women, who are
the main users of contraception [37, 38].

Reduced extent of family planning and contraception
services provided by the government healthcare facilities
is another significant contributing factor to the barriers
to contraception use [16, 33, 44]. The rising prevalence of
chronic conditions, including diabetes and hypertension,
among reproductive-aged people, particularly after the
age of 30, further complicates the situation as they rep-
resent a large group of the country’s overall population
(35.41%) and a significant portion of people of reproduc-
tive age [5, 8, 35].

The challenges mentioned above are often com-
pounded by dominant religious beliefs and socio-cultural
norms concerning contraceptive use in Bangladesh. The
religious belief encompasses the notion, although there
exists a counterargument, that contraceptive use is sin-
ful and that controlling childbirth through contraceptive
methods is akin to the termination of human life [8, 45,
46]. Additionally, in Bangladesh, there is a strong prefer-
ence for male offspring, and many couples do not con-
sider using contraception until a male child is born [47,
48]. The fundamental reasons behind son preference are a
complex interplay of cultural beliefs, poverty, traditional
gender roles in patriarchal society, men’s dominance in
economic activities, kinship systems, old age support
expectations from sons, and demand for dowry [49, 50].
Chronic conditions, including diabetes and hypertension,
and associated risks of becoming pregnant are usually
given less priority over social and religious demands.

The current healthcare structure in Bangladesh poses
multiple challenges in providing access to contracep-
tion for people with diabetes and/or hypertension. As
the findings suggest, disjointed healthcare services are
a major barrier among people living with diabetes and/
or hypertension, which is consistent with the literature
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[16, 17]. For instance, NCD care in Bangladesh is mainly
provided by specialised organisations, such as the Ban-
gladesh Diabetic Association, where family planning and
contraception services are not yet fully integrated [6,
35]. While government facilities have introduced NCD
treatment on a limited scale, it remains insufficient and
serves only a fraction of the target population [51]. The
difficulties in accessing different healthcare facilities have
a substantial impact on managing diabetes and/or hyper-
tension as well as access to contraceptives. The time-con-
suming nature of visiting multiple facilities can also result
in delays in accessing necessary care for contraception
and the management of diabetes and/or hypertension
[8]. It might also disrupt work or daily routines, poten-
tially making it more difficult for individuals to adhere to
their healthcare regimens. In regional Bangladesh, fam-
ily planning services are mostly provided by non-medical
personnel, particularly at the community level [18, 29].
These personnel often lack sufficient knowledge about
the importance of using contraception when diabetes
and/or hypertension are uncontrolled [18]. The signifi-
cant vacancies for family planning workers in rural areas,
declining home visits, and inadequate monitoring of their
activities further aggravate the situation [52]. To address
these complex challenges, there is a pressing need for the
seamless coordination of contraception services as part
of regular NCD care.

Having to visit multiple healthcare facilities can result
in increased costs and financial burden [53], which may
discourage some individuals from seeking regular care
or accessing contraception services. Also, the growing
cost of healthcare services leads some people to priori-
tize conditions that visibly negatively affect their health
and require immediate care rather than focusing on
diabetes and/or hypertension [6, 35], which may mean
these remain undiagnosed, untreated and uncontrolled.
The very low coverage of preconception care may fur-
ther complicate the matter [32]. The rapid privatization
of family planning and contraception services in Bangla-
desh exacerbated the situation, as expenses for medicine
and consultations are often seen as more critical than
those for contraception [54, 55]. The absence of health-
care insurance coverage in Bangladesh makes these
things even harder.

The barriers mentioned above may have contributed
to a significant increase in unwanted pregnancies and
a stagnation of contraceptive use in Bangladesh [35].
As such, they can negatively contribute to Bangladesh’s
progress in achieving health-related Sustainable Devel-
opment Goals, including achieving universal access to
contraception uptake and reducing maternal and child
mortality. A previous study in Bangladesh found the
prevalence of contraceptive use was substantially higher
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among women living with both diabetes and hyperten-
sion than those living with none of these two conditions
[8].

At present, nearly 40% of the population in Bangladesh
resides in urban areas [56], where trained healthcare pro-
viders are available to provide appropriate contraceptives
to women living with diabetes and/or hypertension. The
barriers to appropriate contraceptives are greatly felt in
rural areas, where trained providers may not be available,
although clinical providers for reproductive healthcare
are slowly but gradually increasing both in government
and non-government facilities [17]. The WHO’s Medi-
cal Eligibility Criteria for Contraceptive Use may be used
as a guideline in rural areas where frontline providers
have limited training [57]. Community-level family plan-
ning workers, such as family welfare assistants and fam-
ily welfare visitors, can be trained to screen for diabetes
and hypertension, supply appropriate contraceptives,
raise awareness of preconception health and healthy
pregnancy, and may work to establish referral linkages
with facility-based clinicians. The government should
empower primary healthcare facilities, such as com-
munity clinics and secondary healthcare facilities at the
union or upazila levels to provide combined services for
family planning, contraception, and NCD management.

This study possesses several strengths and limitations.
Firstly, the findings of this study add data to the scarce
literature on contraception use among individuals living
with diabetes and/or hypertension, particularly in the
context of LMICs. The interviews were conducted with
various stakeholders, including contraceptive providers,
doctors specializing in NCD management and care, and
a relatively large number of individuals living with dia-
betes and/or hypertension, until saturation was reached.
This enabled us to comprehensively explore the barri-
ers. The findings of this study can inform policymakers
about developing programs to address these challenges.
We included only individuals living with diabetes and/
or hypertension due to their high prevalence compared
to other chronic conditions and explored their percep-
tions of contraception and how they manage it. However,
including participants who live with other chronic con-
ditions, such as cardiovascular diseases, and exploring
their barriers to contraception use would have enriched
our findings. Moreover, the participants did not have
any representation from individuals with diabetes and/
or hypertension who do not have children, and this
may mean that the unique experiences of this group are
not reflected in our results. Additionally, although the
translation was conducted by one of the authors, who is
bilingual in both Bengali and English, we were unable to
compare it with a second translator’s version or a certi-
fied translator’s translation, which may have affected
accuracy. Furthermore, some findings, such as the impact
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of religious beliefs on contraception choices, require fur-
ther exploration, which we were unable to pursue due to
a lack of data. While previous studies in Bangladesh have
shown these effects exist [8, 45, 46], an interesting area
for investigation would be whether the presence of diabe-
tes and hypertension amplifies them. The transferability
of the study findings to other contexts may be limited due
to the recruitment of participants from one geographi-
cal location. Researchers mostly held an “outsider” posi-
tionality, which, together with the sensitive nature of the
topic, may mean that some participants may have offered
mostly socially desirable answers.

Conclusion

Individuals with diabetes and/or hypertension face mul-
tidimensional challenges related to contraceptive use.
These challenges include a lack of awareness, misunder-
standing and fear surrounding contraceptive use, social
and religious beliefs, issues related to the availability and
affordability of contraceptives, and a lack of coordination
between family planning services and the healthcare pro-
viders treating diabetes and/or hypertension. These chal-
lenges can lead to increased occurrences of unintended
and short-interval pregnancies among individuals living
with diabetes and/or hypertension, which, in turn, may
contribute to adverse maternal and child health out-
comes. To address these challenges and improve repro-
ductive health outcomes for individuals with diabetes
and/or hypertension, it is crucial to integrate contracep-
tion services as an integral part of care for individuals
living with diabetes and/or hypertension or even other
chronic conditions. Prioritizing health literacy on dia-
betes and hypertension, contraception, and pregnancy is
also crucial.
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