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Introduction. The inter-pregnancy interval is the period between two consecutive full-term births. The 
World Health Organization recommends a minimum inter-pregnancy interval of 24 months between two 

live births in order to reduce materno-fetal and perinatal risks. In Cameroon, little is known of the factors favoring compliance to 
this interval. Our objective was to determine factors that promote compliance to the minimum inter-pregnancy of 24 months 
following vaginal delivery.  We conducted a descriptive cross-sectional study at the Yaoundé Central Hospital from Methods.
March 1, 2019 to June 31, 2019. We included every pregnant woman having at least one child who came to consult at the  
maternity. A consecutive sampling technique was used. The data were entered and analyzed using Epi Info version 7.2.2.6 
software. Our results were expressed as frequency, mean, odds ratio (OR) with its 95% condence interval. P was signicant for 
any value strictly lower than 5%.  Of 300 participants, 213 (71%) kept the minimum inter-pregnancy of 24 months. The Results.
factors that independently favored this compliance were secondary [AOR (CI): 2.88(1.62-5.10); p<0.001] and higher education 
[AOR (CI): 11.91(6.09-23.28); p<0.001], civil servant status [AOR (CI): 4.92(3.13-7.74); p<0.001], modern contraceptive use [AOR 
(CI): 3.33(2.36-4.68); p<0.001], and having children with good nutritional status [AOR (CI):14.77(3.31-65.82); p<0.001]. 
Conclusion. Compliance to the minimum inter-pregnancy of 24 months was inuenced by the mother's educational status, 
employment status, use of contraceptive methods, and good nutritional status of the preceding child. It would therefore be 
imperative to take this into account during behavior change communication.
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 INTRODUCTION
The  interval is the time between two inter-pregnancy
successive full-term births [1].

Globally, and more so in developing countries (DCs), a 
decrease in mortality and fertility is a major issue for 
demographic policies. Family planning (FP), and particularly 
birth spacing, are often associated with the well-being of 
mother and child [1- 8, 11, 20, 21]. Furthermore, surveys carried 
out in Pakistan [12], Kenya [13], and other countries [14,15] 
have shown that, in developing countries, the relationship 
between short and high infant-child mortality inter-pregnancy 
persists even after variables such as the frequency of preterm 
births and the duration of breastfeeding were held constant. 
Women's access to FP and especially adequate birth spacing 
is considered a protective factor to their health and that of their 
children, the improvement of which would contribute to the 
achievement of the rst four sustainable development goals. 
The World Health Organization (WHO) recommends that 
women wait at least 24 months after a live birth and at least 6 
months after a miscarriage or elective abortion before 
conceiving, to reduce the risk of adverse perinatal outcomes in 
the next pregnancy [16].

In Cameroon, little data is available on the factors that 
promote compliance to the optimal  interval. inter-pregnancy
According to the latest Cameroon Demographic and Health 
Surveys [17], 25% of births occurred after a short inter-
pregnancy interval (less than 24 months). Our general 
objective was to determine the factors favoring compliance to 

the minimum  interval of 24 months after inter-pregnancy
delivery. Specically, to determine the proportion of women 
who kept the minimum birth interval inter-pregnancy 
following vaginal births, to describe their socio-demographic 
and obstetric prole, and to identify the factors favoring 
compliance to this interval.

MATERIALS AND METHOD
Study design, duration, period, and site 
This was a descriptive cross-sectional study carried out over a 
period of 8 months, from November 23, 2018 to June 20, 2019, at 
the Yaoundé Central Hospital (YCH). The maternity of the 
YCH is a reference center in the Centre Region of Cameroon,
conducting about 350 deliveries monthly (a high attendance), 
which allowed us to easily attain the minimum sample size.

Sampling
The sampling was consecutive. Our population consisted of 
pregnant women having at least one child and/or women with 
at least two consecutive children who came for consultation 
during the study period. Those who gave their informed 
consent to the study were included. All women who decided to 
withdraw in the course of the study were excluded. The 
minimum sample size was estimated using:

2 2Lorenz's equation: n = (z)  p (1 - p) / d , where n = sample size, 
z = level of condence according to the normal distribution 
(for a condence interval of 95%, z = 1.96), d = acceptable 
margin of error = 5%, and p = proportion that keeps the 
minimum  interval of 24 months in Cameroon inter-pregnancy
= 25%, according to DHS 2018 [17]. After calculation, we 
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obtained 296. But we used a sample size of 300 participants.

Procedure
The participants were recruited from the antenatal care unit of 
the Gynecology and Obstetrics department of the YCH. 
During the rst contact with the women, we explained the 
purpose of the study and its possible benets on family 
welfare. Once the eligibility criteria were met, the women 
signed a written informed consent. The dependent variables 
studied were sociodemographic and obstetric. The 
independent variables were  interval ≥24 inter-pregnancy
months and <24 months. The pre-tested questionnaire was 
lled with information received through an interview, the 
antenatal care, the medical, and the delivery records.

Data analysis
All the data recorded on the questionnaires were entered and 
analyzed using Microsoft Word and Excel 2013, and EPI INFO 
7.2.2.6 softwares respectively. Our results were expressed as 
frequency, mean, standard deviation, odds ratio (OR) with its 
95% condence interval. P was considered statistically 
signicant for any value less than 0.05.

RESULTS
5.1. General
Of the 300 women interviewed, 213 (71%) kept the minimum 
inter-pregnancy interval of 24 months and 87 (29%) did not. 
The mean age of our sample was 32.52±6.97 years ranging 
between 18 and 54 years. To further our analysis, we divided 
our sample into 2 groups: one that kept the minimum inter-
pregnancy interval of 24 months and the other that did not.

5.2. Factors favoring a inter-pregnancy interval ≥ 24 months
5.2.1. Distribution of the factors being studied
The distribution of the factors related to the  inter-pregnancy
interval is explored in table 1 below.

Table 1. Distribution of factors inuencing compliance to the 
minimum inter-pregnancy interval.

Educational status (p<0.001), employment status (p=0.001), 
monthly income (p<0.001), use of modern contraceptives 
(p=0.03), and nutritional status of children (p=0.001), had a 
heterogeneous distribution, while age (p=0.20), marital status 
(p=0.10), number of children (p=0.09), and past history 
(p=0.62) had a homogeneous distribution with respect to 
compliance or not to the minimum  interval.inter-pregnancy

5.2.3. Logistic regression
To get rid of every confounding factor and determine which 
factors were independently associated with compliance to the 
minimum  interval, we performed a inter-pregnancy
multivariate logistic regression using all the factors previously 
associated in the bivariate analysis (Table 2).

Table 2. Logistic regression
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Features Freque
ncy

Inter-pregnancy P OR 
(95% CI)≥24 <24

N=300 N=213 % N=87 %

Age 0,20

18-27 74 45 60,81 29 33,33

28-37 154 114 53,52 40 45,98

38-47 65 51 23,94 14 16,09

48-54 7 3 1,41 4 4,60

Marital 
status

0,1

Married 213 157 73,71 56 64,37

Single 87 56 26,29 31 35,63

Educatio
nal 
Status

<0,
001

Primary 59 25 11,74 34 39,08 0,00
4

2,75(0,8
5-4,64)

Seconda
ry

115 73 34,27 42 48,28 0,00
0

2,64(1,8
2-3,46)

Higher 126 115 53,99 11 12,64 0,00
0

1,79(1,0
6-2,52)

Employm
ent 
status

0,00
1

Civil 
servant

80 74 34,74 6 6,90 <0,
001

2,57(1,6
5-3,50)

Student 33 24 11,27 9 10,34 0,1 1,04(0,2-
1,9)

Business 
owner

77 59 27,70 18 20,69 0,3 1,25(0,5
5-5,8)

House
wife

19 12 5,63 7 8,05 0,24 0,6(0,4-
1,6)

Others 91 44 20,66 47 54,02

Monthly 
income 
(in FCFA)

<0,
001

<50000 157 102 47,89 55 63,22 0,06 2,05(0,9
8-4,31)

50000-
100000

90 69 32,39 21 24,14 0,72 1,16(0,5
1-2,65)

≥100000 53 42 19,72 11 12,64 <0,
001

15,8(14,
4-16,09)

Number 
of 
children 
(class)

0,09

1 65 39 18,31 26 29,89

2-3 148 113 53,05 35 40,23

4-5 65 45 21,13 20 22,99

More 
than 5 

22 16 7,51 6 6,90

Modern 
contrace
ptive use

0,03

Yes 223 166 77,93 57 65,52 0,03
6

1,85(1,0
7-3,21)

No 77 47 22,07 30 34,48

Nutrition
al status 
of 
children

0,00
1

Malnutrit
ion

1 0 0,00 1 1,15 NA

Prematur
ity

15 4 1,88 11 12,64 0,07 2,03(0,8
6-3,2)

Good 284 209 98,12 75 86,21 0,00
1

7,6(2,36-
24,8)

Past 
History

0,62

High 
blood 
pressure

4 2 0,94 2 2,30

Diabetes 6 4 1,88 2 2,30

None 290 207 97,18 83 95,40

Featu
res

Total Inter-pregnancy (in 
months)

Crude Adjusted

≥24 <24 OR 
(CI of 
95%)

P aOR 
(CI of 
95%)

aP

N=300 N=
213

% N=
87

%
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The secondary (aOR= 4.25, CI=1.98-9.11, and p<0.001) and 
higher education status (aOR =11.71, CI=4.87-28.13, and 
p<0.001), the status of civil servant (aOR =1.92, CI=1.46-2.50, 
and p<0.001), the use of modern contraceptive methods 
(aOR=2.60, CI=1.06-6.38, and p=0.03), and good nutritional 
status (aOR=2.60, CI=1.06-6.38, and P=0.03) were factors 
that independently favored compliance to the minimum inter-
pregnancy interval of 24 months.

DISCUSSION
1. General
Several authors found a mean age above 30 years just like in 
our study [18,19].

2. Factors favoring compliance to the minimum inter-
pregnancy interval of 24-months

2.1. Distribution of factors inuencing compliance to the 
minimum inter-pregnancy interval
Educational status (p<0.001), employment status (p=0.001), 
monthly income (p<0.001), use of modern contraceptives 
(p=0.03), and nutritional status of children (p=0.001) 
appeared to inuence compliance to the minimum inter-
pregnancy interval of 24 months (Table 1). Literacy would 
have a positive impact on the demand for family planning 
services. Regarding the use of modern contraceptive 
methods, urban women are better educated concerning the 
use of modern contraceptive methods than rural women [20-
22].

2.2 Logistic regression
After logistic regression (Table 2), the secondary (aOR = 4.25, 
CI=1.98-9.11, and p<0.001) and higher education status 
(aOR=11.71, CI=4.87-28.13, and p<0.001), the status of civil 
servant (aOR=1.92, CI=1.46-2.50, and p<0.001), the use of 
modern contraceptive methods (aOR=2.60, CI=1.06-6.38, 
and p=0.03), and having a well-nourished child (aOR=2.60, 
CI=1.06-6.38, and P=0.03), independently favored 
compliance to the minimum  interval.inter-pregnancy

Several authors found a predominance of housewives 
(contrary to civil servants in our case) [23-27]. Our results 
could be explained by the fact that these women are currently 
better educated on birth spacing methods in their workplace. 
In addition, most studies show that the use of modern 
contraception signicantly favors the respect of the minimum 
inter-pregnancy interval [20-26,28].
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CONCLUSION
A high level of education, civil servant status, and the use of 
modern contraceptive methods are factors that independently 
favor compliance to the minimum  interval of inter-pregnancy
24 months among women. We suggest that policy makers, 
health and education personnel, and community leaders take 
intersectoral action to institute and/or intensify behavior 
change communication campaigns and promote community 
health.
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