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TERMINOLOGIES 

Maternal morbidity: Injury to the mother during pregnancy, labour and after delivery. 

Maternal death: Death of a woman while pregnant or within 42 days of termination of 

pregnancy irrespective of duration or site of pregnancy, from any cause related to or aggravated 

by the pregnancy or its management, but not from accidental or incidental causes. 

Total fertility rate: the average number of children that would be born to a woman over her 

lifetime. 

Unmet need for family planning: The difference between fertility preferences and current 

fertility behavior. 

Population growth rate:  is the rate at which the number of individuals in a population 

increases in a given time period as a fraction of the initial population 

Medically fit for BTL: Free of any physical, mental, and social condition that may hinder 

undertaking of BTL procedure.  

Medical, surgical and obstetric complications: any condition that affects the well-being of the 

patient physically, mentally or socially as a result of previous medical, surgical or obstetric 

procedure.              
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ABSTRACT 

Background: Bilateral tubal ligation is a terminal event in a woman’s life. The decision to 

undergo bilateral tubal ligation is a major one that affects the family and the community as a 

whole. While attainment of desired family size is an easy decision to reach for a couple, bilateral 

tubal ligation is not the first choice contraceptive to many such couples. As per KDHS 2008-

2009, 49% of women interviewed expressed attainment of desired family size, yet only 5% took 

up BTL. Different factors may affect the decision to undergo BTL such as spousal refusal, level 

of communication among the couple, socioeconomic standing and even fear of child mortality. 

The purpose of this study was to elucidate the factors that affect couples that have attained the 

desired family size in choosing BTL. 

Objective: To determine the factors that will influence uptake of bilateral tubal ligation among 

women who have attained desired family size. 

Setting: The study was carried out in health centers in Central and Eastern provinces. 

Study design:Cross sectional comparative study. 

Sample size:A sample size of 710 was used. 

Methods:Patients were recruited after obtaining informed consent. The entry point for the study 

was expression of attainment of desired family size. All participants in the study had achieved 

desired family size and were counseled on available contraceptive methods. A 

structuredquestionnaire was then administered and analyzed to determine the factors that 

influenced uptake or not of BTL. Data analysis was done using Statistical Package Social 

Scientist (SPSS) version 19.0. 

Results:Socio-economic factors did not appear to influence uptake of BTL. Of women who took 

up BTL, 54.3% were earning more than Ksh.10,000 compared to 59% who declined to take it up 

(p=0.586).However, who were in gainful employment were more likely to take up BTL than 

those who were unemployed (66.9% and 33.1% respectively p=0.019). At the same time those 

aged above 30years were more likely to take up BTL than those who were below 30years (84% 

and 16% respectively p=0.003) It was also found that women who had been married for more 

than 5 years took up BTL more than those who had not (88.4% and 15.1% respectively p=0.836). 



 

Communication amongst the couple was vital and 80% of respondents who took up BTL 

reported that they had agreed on the number of children to get with their husbands, compared to 

12.9% who had not agreed and did not take up BTL (p=0.024). Most couples considered more 4 

children and above to be enough in order to consider BTL while some who did not take up BTL 

considered 3 children to be enough (66.4% and 25.1% respectively p=0.07). Women who had 

previously used long acting contraception were more likely to take up BTL. Amongst IUD users 

12% took up BTL compared to 2.7% who declined (p<0.001).Amongst implant users, 14.9% 

took up BTL compared to 9.8% who declined (p=0.069).At the end of the study, 28% of 

respondents who had attained desired family size took up BTL. 

Conclusion: While socioeconomic factors do not seem to have a causal relationship with 

decision to take up BTL, factors such as increasing age and parity, good communication amongst 

couples, previous use of long term contraception and knowledge of other women who had taken 

up BTL, were associated with uptake of BTL. 

Recommendations: It is recommended that counseling on FP involve the husband, peer 

counseling be encouraged and women be empowered economically in order to increase uptake of 

BTL. 

 

 

 

 

 

 

 

 



 

INTRODUCTION 

Bilateral tubal ligation is a terminal event in a woman’s life. It signals an end to a woman’s 

obstetric career by choice. Bilateral tubal ligation involves surgical disruption of the fallopian 

tube patency and may be carried out laparascopically, by mini-laparotomy or during caesarian 

section. When it is performed within six weeks of delivery, it is referred to as postpartum BTL. 

On the other hand, interval BTL is performed after end of puerperium
1
. 

The current Kenyan population stands at 38 million, while the fertility rate is 4.6 births per 

woman
2
. This translates to a population of50 million by the year 2030. Such a population will be 

a strain on our economy, considering that only a small proportion of that population will be 

working. The bulk shall comprise children and unemployed people who will need social support 

from the government. Indeed, it is but a dream to expect adequate and equitable distribution 

amongst the Kenyan population if it continues increasing at the current rate. Better healthcare, 

free education and free healthcare for children below the age of 5 years are some of the factors 

that are encouraging couples to have many children
2
.  

According to WHO, the UN millennium development goals aim at combating poverty, hunger, 

diseases, illiteracy, environmental degradation and discrimination against women by the year 

2015
3
. These MDGs are aimed at improving the quality of life worldwide. One of the greatest 

challenges to attainment of the MDGs is over population with subsequent resource depletion. 

Indeed, it will be almost impossible to improve maternal health and reduce child mortality if the 

Kenyan population continues increasing at the current rate. Population growth remains the most 

important factor in attainment of the MDGs. In this context, family planning and limitation of 



 

family size constitute the basis for population growth control and hence the epicenter in 

achieving MDGs
4
. 

It is up to reproductive healthcare providers to advocate for policies aimed at controlling 

population increase in the country. Such policy would ensure affordable, accessible and 

acceptable methods of contraception on one level, and a step towards improvement of quality of 

life through limitation of family size. While policy on family planning is already in place, uptake 

of contraceptive methods still remains below 50% in Kenya. Furthermore, permanent 

contraception is still generally not taken up by most couples with less than 5% of women taking 

up BTL
2
. 

Permanent sterilization should be the ideal choice for couples who have attained desired family 

size. In addition, it has fewer side effects compared to hormonal contraceptive methods and 

hence can be used in special cases such as in women with cardiac disease. BTL is an acceptable 

method of contraception to most communities in Kenya. Unfortunately, it may not be easily 

accessible to those who have no access to a medical facility with theatre facilities. At the same 

time, not all health care providers are competent in carrying out interval BTL by mini 

laparotomy. This creates challenges in accessibility and affordability of the BTL to most women 

in the rural areas
4
. 

Many readily express that they have attained their desired family size but most shy away from 

choice of a permanent contraceptive. The reasons for this are by and large unknown but may be 

due to interplay of several socioeconomic factors. This study aims at delving into the factors that 

influence the decision to take up or not to take up BTL as a method of contraception by women 

who have attained their desired family size. 



 

LITERATURE REVIEW 

Bilateral tubal ligation (BTL) was first performed in 1823 to prevent pregnancy in women who 

would need repeated caesarian sections
1
. This practice has evolved over the years and BTL is 

now not just for those who need repeated caesarian sections. Women who have attained desired 

family size can opt for a permanent contraceptive method.  BTL can now be performed at any 

time convenient to a woman and not just at caesarian section. Interval BTL is easy to perform 

and is affordable to the patient as it can be done under local anesthesia. The most common 

method used is Pomeroy’s technique
5
. BTL can be performed safely in poor resource areas by 

mini-laparotomy using local anesthesia
6
. It was found that acceptance of BTL increased with use 

of mini-laparotomy and local anesthesia due to low cost and appropriateness
7
. Despite the ease 

and affordability of BTL, it has been found to have a very low uptake. Indeed, 49% of the 

married women interviewed during the Kenya Demographic health survey of 2008-2009 did not 

want another child. Yet only 5% opted for BTL
2
. The women who were interviewed in the 

survey took up other temporary methods despite having expressed their attainment of desired 

family size. 

The Kenya Demographic and Health Survey 2008-2009 found that 75% of women with five or 

more children did not want another child
2
. Rural women were found to have attained desired 

family size more than the urban women. This was mainly because women in rural areas had 

more children than their urban counterparts. This shows that the number of living children a 

woman has will be a factor in determining whether or not she has attained desired family size. 

Attainment of desired family size was not related to the age of the respondents. It was found that 

many young respondents who had five or more children did not want any more children. 

However, the survey found that respondents with higher education level and wealth index had 



 

attained desired family size early. Among married women with 3 children, 23% with no 

education desire no more children compared to 71% with secondary school education. The 

survey found that the highest proportion of women who did not want more children were in 

Central and Eastern provinces (64-65%) and lowest in North Eastern province (5%). This study 

is thus to be carried out in the two provinces as they have a large proportion who have desire for 

no more children. A study done in Ethiopia showed that women had a stronger desire to limit the 

family size as the number of surviving children increased
8
. This shows that fear of child 

mortality has an impact on the decision to take up BTL once they have achieved DFS. In New 

Guinea, a study done showed that on average mothers achieved DFS after 5.96 live births and 

that fear of death of a child impacted negatively on uptake of BTL
9
. In this study, women who 

opted for BTL were found to have achieved DFS and had less fear of losing a child. 

At the same time, the KDHS 2008-2009 observed a remarkable decline in levels of childhood 

deaths compared to the KDHS 2003 and 1998 surveys. The infant mortality rate decreased to 52 

deaths per 1,000 live births in 2008-2009 from 77 in 2003
10

. This means that strides are being 

made in management of early childhood morbidity and mortality. As such, each woman is 

assured of survival of her children in the coming years. This in turn translates to a population 

increase like has never been seen in the country, further stretching our resources. A permanent 

contraceptive method such as BTL would go a long way in controlling Kenya’s population 

growth. 

The millennium development goals are targets that 191 UN member states aim to achieve by the 

year 2015. There are 8 goals which aim to combat poverty, hunger, disease, illiteracy, 

environmental degradation and discrimination against women
3
. Kenya as a country has set a 

target of 2015 to achieve the MDGs and various policies geared towards the achievement of 



 

these goals have been set in motion. Already, the government is providing free basic healthcare 

for all children aged below 5 years and also free primary school education nationwide. The effect 

of such progressive initiatives will be a net increase in population and an increase in fertility 

rates. It is estimated that 215 million women globally lack access to safe and effective 

contraception, and satisfying this unmet need for contraception would reduce maternal deaths by 

a third
11

. Putting this in the Kenyan context means that BTL would be a permanent solution to 

our already high maternal mortality rates. Encouraging uptake of BTL amongst women who 

have attained desired family size should be a key pillar in achieving the MDGs. According to the 

United Nations, the current world population is estimated to be 7 billion as at 2011
12

. The 

population growth for the world from 2000 to 2005 was 383 million with 92 million being in 

Africa only. Africa was found be the second most populated continent after Asia
3
. Population 

growth rate in developing nations such as Kenya was 2.3% annually compared to that of 

developed nations at 1.2%
13

. With such high growth rates in the developing countries 

achievement of the MDGs is impended
11

. The UN considers lowering this high population 

growth rates to be a priority in order for the MDGs to be achieved by 2015
11

.  In order to curb 

the high population growth rates seen in developing nations, the UN passed a resolution to: urge 

governments to prioritize universal access to reproductive healthcare including family planning, 

provide access to a variety of family planning methods and to fund family planning methods
14

 . 

BTL is thus a key pillar in the reduction of population growth rates and consequently the 

achievement of MDGs. 

None of the MDGs can be achieved with an unsustainable population. At the rate Kenya’s 

population is growing, by 2030 the country will have swollen to 50 million stretching resources 

beyond manageable levels. Most of the Kenyan population resides in rural areas and it is this 



 

population that has a high fertility rate despite having fewer resources than their urban 

counterparts. According to the KDHS 2008-2009, total fertility rate in rural areas was 5.2 per 

woman while TFR in urban areas was 2.9
2
. KDHS 2008-2009 also found that 73% of people in 

the rural areas were below the middle wealth quartile compared to the urban population where 

78.5% were in the highest wealth quartile
2
. The KDHS 2008-2009 survey also found that women 

in the rural areas used contraception less than their urban counterparts and generally had more 

children. The MDGs cannot be achieved if the status quo remains in the rural areas. The situation 

will only get worse.  

One of the MDGs aims at promoting gender equality and empowering women. This aims at 

empowering women to be able to make decisions on their own without male dominance. In most 

homes, the choice of whether to take up a contraceptive method can be vetoed by the male head 

of the house. This creates a situation where a woman bears more children than she desires. 

Communication levels between the husband and wife are an important factor in empowering 

women and their choice of contraception
15

. This study aims at delving into communication levels 

between husband and wife and how this would affect their choice of contraceptive once family 

size is achieved. In Malaysia, a study done showed that couples that had good communication 

were 2.8 times more likely to practice family planning than those with poor communication
16

. 

This is supported by a study done in Kenya which showed that lack of couple agreement and 

communication were primary reasons for non-use of contraception. It was found that the barriers 

to contraceptive use included lack of agreement on contraceptive use and on reproductive 

intentions
17

. 

BTL is often chosen by women who desire no children specifically because of its irreversibility. 

A study done in the UK by the University of Lincoln showed that women chose sterilization for 



 

one of three main reasons: to avoid the possible side-effects of hormones; to avoid continually 

having to make decisions regarding child-bearing; and/or a lack of information regarding 

reversible methods
18

. This goes to show that once fully informed, a woman who has attained 

desired family size would opt for a permanent method of contraception. The study found that 

information on permanent contraception was not widespread. However, in our set up, the KDHS 

2008-2009 shows that there is good knowledge on methods of contraception. 94% of respondents 

in KDHS 2008-2009 had knowledge on a method of contraception of which 67% were aware of 

female sterilization
2
. Yet despite the widespread knowledge on permanent sterilization, the 

uptake has remained low in Kenya. A mixed method systematic review done in North Wales by 

the Conway and Denbighshire Local Health Boards in the UK showed women’s contraceptive 

choice was influenced by education level, general awareness of available methods, fear of side 

effects, women’s social standing, religious and cultural beliefs
19

. The review noted that 

knowledge and ongoing husband influences were some of the main factors that influenced 

uptake of contraception. This means that communication levels between husband and wife can 

play a role in deciding which contraceptive the couple chooses once desired family size is 

attained. Locally, a study done in 1990 showed that married couples discussing their options 

promoted the acceptance of BTL
20

. 

In a study done in rural Kenya in 2007, 30% of respondents would not opt for BTL because they 

felt that a need might arise for another child
21

. The same study showed that 49% of women in 

rural Kenya would opt for BTL once desired family size is achieved. The fear of child mortality 

seems to thus influence uptake of a permanent method like BTL. This is supported by another 

study done in rural Kenya that showed that uptake of BTL was favored by large family size and 

being married
22

. These findings correspond to those of a retrospective review done over five 



 

years in Nigeria which showed that grandmultiparity was the most common indicator for BTL
23

 . 

However, BTL uptake was found to be low in this study with only 0.044% of patients taking it 

up despite attainment of DFS. This difference in current fertility behavior and fertility preference 

is known as the unmet need for family planning. The unmet need for family planning in Kenya 

stands at 24%
2,24

 , while in Uganda the unmet need for family planning stand at 37.8%
24

. This 

unmet need is due to different characteristics that are unique to each woman. Some studies 

however discourage use of unmet need for family planning to identify prospective clients as it 

may misrepresent the actual family planning needs of a population, given that a large population 

of women has ambivalent fertility preferences
25

.  

According to National Policy, unmet need for family planning amongst married women in Kenya 

is 24% and this is partly attributed to low involvement of males
26

. Thus a key priority area in 

increasing uptake of family planning, especially permanent contraception, is to increase the 

involvement of men in FP. At the same time, strategies aimed at improving the uptake of BTL in 

Kenya involve correcting misconceptions and addressing fears associated with long term 

contraception
27.

 

A lot of consideration is therefore necessary for a couple who have chosen BTL once desired 

family size has been achieved. In the 21
st
 century, with dwindling resources and more access to 

information by couples, the dynamics in choosing a permanent method of contraception need to 

be well understood. Indeed, many challenges are faced in reaching a decision to take up BTL 

such as traditions, beliefs, fear of unprecedented outcomes, fear of divorce, fear of loss of libido 

and cultural practices. This study intends to delve into the mind frame of the 21
st
 century woman 

in trying to understand what factors will determine her taking up BTL or not once desired family 

size is achieved. 
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RESEARCH QUESTION 

What are the current factors that influence the uptake of bilateral tubal ligation in women in 

Central and Lower Eastern region among those who have attained desired family size? 

 

RATIONALE 

Bilateral tubal ligation is a terminal event in a woman’s reproductive career. While it has been 

shown that bilateral tubal ligation is taken up mainly by women who desire no more children, 

there are women who will not take up permanent contraception despite completing their family. 

In a survey by KDHS 2008-2009, 49% of women in their reproductive age expressed 

achievement of desired family size, yet only 4.8% opted for bilateral tubal ligation.  This shows 

that more needs to be done in order to encourage women to take up permanent contraception 

once they attain desired family size. 

This study will help us understand the factors influencing uptake of bilateral tubal ligation and 

thus help in creating programs aimed at encouraging women to choose permanent sterilization. 

Unique to this study is that the question of why women who desire no more children fail to take 

up BTL, will be answered. Thus an unmet need for BTL can be exploited. This in turn will lead 

to a better population, better maternal health, better child health and an equitable distribution of 

resources. Cases of maternal mortality will be greatly reduced if women who have achieved 

desired family size take up BTL as their method of contraception. This in turn will drastically 

improve our health indicators as a country. A healthier nation will in turn lead to a better nation 

and improvement of social amenities. An increased uptake of permanent contraception leads to 
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demographic and socio-economic benefits such as better resource availability, better health for 

the family, reduced maternal morbidity and mortality and reduced childhood morbidity and 

mortality. 

Studies have been done locally and globally to determine factors that influence uptake of BTL, 

but little is known on why women who have attained desired family size take up or fail to take 

up permanent sterilization. Hence, there is a need for gap analysis and consequently intervention 

measures will be constituted based on the results of the study. This in turn will translate to 

achievement of the millennium development goals.  
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CONCEPTUAL FRAMEWORK 

NARRATIVE 

Millennium development goals (MDGs) are achievable only if poverty is combated, hunger 

eliminated, disease epidemics reduced, literacy enhanced, environment protected, and women 

empowered. None of this can be attained if the population is greater than what the environment 

can sustain. In our Kenyan set up, an over population coupled with high maternal and child 

mortality rates has created a vicious cycle whereby none of the MDGs can be achieved by the 

year 2030 as envisioned. 

Once a woman has attained desired family size, certain factors will determine her choice of 

contraceptive. The factors that may influence a woman’s choice of contraceptive may be grouped 

into four: socioeconomic factors, socio-demographic factors, socio-cultural factors, and spousal 

factors. These factors are often interrelated and usually determine a woman’s choice of 

contraceptive. 

Communication between husband and wife may be instructional whereby a wife is treated as a 

daughter, especially when the wife is much younger. A couple that has open communication 

about their family planning options will reach an amicable agreement on their choice. At the 

same time, a wife who is instructed by the husband will continue conceiving as long as the 

husband demands and as such will not take up a permanent method of contraception. Indeed, 

most men do not involve themselves with their wives’ choice of contraceptive. At the same time, 

women will fear taking up a permanent method such as BTL without informing the husband. 

This is interrelated with the couples beliefs, religion and experiences.  
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Socioeconomic factors such as poverty greatly impact the choice of whether or not a woman will 

take up BTL. Poverty is directly tied to the number of dependants in the house compared to the 

income available. A survey done in Kenya showed that poor rural women with many children 

opted for more long term contraceptives. This was closely related to the education level which in 

turn affects health seeking habits. A poor couple with low education level will more often than 

not have a higher number of children but have little or no access to contraceptives in a health 

centre. 

At the same time, access to a health center which offers family planning services may be out of 

reach for many rural women. This may be due to distance from the health centre or poor 

infrastructure and transport. Poor information on available options for family planning and their 

availability may impact the choice of contraceptive a woman takes up. Most women get their 

information on contraception from their friends and relatives who may not have the correct 

information. This coupled with lack of access to a health facility means that a couple may base 

their decision on wrong information and end up avoiding BTL. At the same time, the health 

centre may not have the necessary resources to carry out BTL. 

These factors will all be looked into in this study in order to elucidate how they impact on a 

woman’s decision to take up BTL. This in turn will help in creating a better approach that will 

encourage a woman to have permanent sterilization. As a result, we can improve maternal and 

child mortality and morbidity and thus achieve our millennium development goals. This is 

simply explained by the fact that once a woman has BTL performed on her, she no longer can 

conceive and thus can concentrate on her family. It is important to involve the whole family and 

community so that a woman is able to plan her family and get permanent contraception once 

desired family size is achieved.  
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Broad objective 

To determine characteristics that influence uptake of bilateral tubal ligation in women who have 

attained their desired family size. 

Specific objective 

1. To determine the effect of sociodemographic characteristics, socioeconomic and 

sociocultural factors on decision to take up bilateral tubal ligation or not. 

2. To determine knowledge, attitude and effect of previous use of other family planning 

methods on uptake of bilateral tubal ligation. 

3. To determine the effect of previous reproductive outcomes on decision to take up BTL or 

not. 

4. To determine the communication patterns amongst couples who take up bilateral tubal 

ligation 

5. To determine the impact of relationships and marriage outcome on uptake of bilateral tubal 

ligation. 
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METHODOLOGY 

Study area 

This study was carried out in Central and Eastern provinces of Kenya. Central province is 

located north of Nairobi, the capital city of Kenya, and measures 13176 square kilometers. It has 

a population of 4,383,743 as per the last census carried out in 2009 of which 2,230,760 are 

female. The province has 89 health centers and 372 dispensaries.  

Eastern province is found to the east of Nairobi, and extends from the border with Ethiopia to the 

north bordering with Coast province to the south. It covers an area of 159,891 square kilometers. 

It has a population of 5,668,123 as per the 2009 census and a female population of 2,884,776. 

There are 80 health centers in Eastern province and 692 dispensaries. The dispensaries and 

health centers are now termed Level 1 and 2 by the Ministry of Health. 

Residents of Central province are mainly farmers and businesspeople and were found to have a 

higher wealth index than those from Eastern province who are mainly peasant farmers and 

pastoralists. According to KDHS 2008-2009, 66.4% of women aged 15-49 in Central province 

were in current employment compared to 55.4% in Eastern province. As a source of income, 

agriculture and sales & services made up 51% and 12% respectively in Central province as 

compared to Eastern province where they made up 57% and 9% respectively. The two provinces 

are therefore ideal because both have a high number of health facilities offering family planning 

services and the population can afford them. The study will compare whether the factors are 

different between the two populations that have different wealth indices.  

The TFR in Central province was 3.4 children per woman while in Eastern province it was 4.4. 

Central province was found to have the highest prevalence of contraceptive use in Kenya at 67% 
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while Eastern province had a prevalence of 52%. Of these women using family planning 

services, 8.1% in Central province were using BTL compared to only 3.9% in Eastern province. 

This is despite the fact that 64% of women in each of the two provinces did not want another 

child. The unmet need for limiting the number of children in Central province was 9.5% while in 

Eastern it was 13.4%. The study population in both areas is unique due to the fact that despite 

having the highest prevalence in contraceptive use in Kenya, there is a low uptake of BTL and an 

unmet need for limiting the number of children. 

The study was carried out in 53 health centers in the two provinces that offer family planning 

services. There were 30 health centers visited in Central region, and 23 in lower Eastern region, 

355 patients were recruited in each province. The health centers where the study was carried out 

were chosen randomly in order to reduce bias. The study was carried out during free outreach 

services offered for family planning at the health center. Clients were informed of the free 

services beforehand by mass media, thus assuring large turnouts. The two provinces have many 

outreach services that are available but uptake of BTL has remained low despite 49% of women 

having attained their desired family size. 

Study population 

The study population was made up of women attending the health centers in the two provinces 

looking for contraception having achieved their desired family size. The entry point for the study 

was expression of attainment of desired family size. Any woman who did not express attainment 

of desired family size was therefore excluded.  

The study population was made up of the women who had presented at the health centre for free 

outreach family planning services. The health centers provide an optimal study point because 
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they are accessible and affordable for the population around them. However, the health centers 

do not usually offer BTL services due to lack of trained personnel. These services are instead 

offered by outreach teams that visit the health centers on a regular basis. The free services ensure 

that more women turn up at the health centers during the outreach camps. This was an added 

advantage to carrying the study in the centers because no woman was turned away due to lack of 

funds. This also ensured that a woman made the best decision regarding her choice of 

contraception and not just an affordable compromise. An added advantage to this study is that 

the woman went home on the same day the contraceptive was offered. This ensured that even 

lactating mothers were served and discharged on the same day. 

 The health centers normally provide basic healthcare for the communities around them, and are 

usually the first contact a patient has with a healthcare provider. They also offer affordable 

family planning services with a trained nurse on site to counsel the patient and offer the service. 

The health centers are provided with the necessary contraceptives by the Kenya Medical 

Supplies Agency. 

Study design 

The study was a comparative cross sectional study whose entry point was expression of 

attainment of desired family size, where 710 women were involved in the study. The factors that 

influenced the decision to take up or to decline the BTL were then elucidated using a structured 

questionnaire. The number of women interviewed in each health center differed depending on 

the number that were present and had expressed attainment of desired family size.  
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DIAGRAMMATIC REPRESENTATION OF OVERALL DESIGN 
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INCLUSION CRITERIA 

1. Women attending the health center during outreach for family planning services. 

2. Women who had expressed attainment of desired family size. 

3. Previous deliveries should have been vaginal. 

4. No medical, surgical or obstetrical complications. 

5. Should have consented to take part in the study. 

EXCLUSION CRITERIA 

1. Women who had not attained desired family size. 

2. Women not medically fit for BTL. 

3. Women who had had caesarian section delivery. 

4. Women with psychiatric illness. 

5. Women who did not consent to taking part in the study. 

6. Women not willing to take up a method of contraception. 
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Sample size Justification 

The sample size was determined by the use of the following formulae to achieve an adequate 

sample to accurately estimate the willingness to accept BTL as a form of family planning in the 

study population. 

n  =  Z
2

α/2* P (1-P) *DEFF
 

                                  D
2 

Where  

n0 = required sample size 

P = proportion of female who have attained their desired family size in the two provinces (64%), 

based on the estimated from the KDHS 2008-09.  

 

D = Precision with which to measure prevalence, set at plus or minus 5%. 

 

DEFF = This is a design effect for the study (set at 2.0). 

The Zα/2is the cut off points along the x-axis of the standard normal probability distribution that 

represents probability matching the 95% confidence interval (1.96). 

Substituting the above in the formulae we get; 

 

n0 ≈  710 participants across Central and Eastern  

=  710 
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Using the finite population correction factor equation for proportion, we get 

n  =  n0 N
 

                           n0 + (N-1) 

N = estimated total population of female in the productive age (15 - 49) years. 

 

n  ≈703.6 = 704 participants. 

 

Sampling procedures. 

This was a two stage sampling, in which stage 1 was a simple random sampling (SRS) of the 

health centres that host outreach camps and the second stage involved a convenient sample of all 

women attending the postnatal clinic and had attained DFS during the study period being 

recruited till the desired sample size was achieved. 

Assumption was that the above sample size was representative of the whole population and that 

two stage sampling would reduce bias. 
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Data collection instrument 

Data was collected using an interviewer administered questionnaire. The questionnaire was in 

English. The interviewer was fluent in English, Kiswahili and the local language such as Kikuyu, 

Kamba, Meru and Embu.  The questionnaire was divided into topics that cover: 

Sociodemographic factors, Sociocultural factors, socioeconomic factors, Knowledge, Attitude, 

Perceptions, Spousal factors, Levels of communication and Impact of relationship and marriage 

outcome. 

Any woman that presented at the health center for contraceptives was informed of the study and 

those that qualified were consented. After consent, counseling was done by a qualified nurse. 

Those that accepted BTL gave informed consent for the procedure. A research assistant then 

took the subject through the questionnaire. 

The questionnaire is attached and labeled appendix 3. 

Data collection and management 

Permission was first sort from the Ethics and Research committee to carry out the study. 

Permission was also given by Marie Stopes Kenya as they are the ones that carry out the free 

outreach services. The District Medical Officer of Health or the Health Center in-charge was 

then approached for permission. 

The basic assumption in patient recruitment and data collection was that the patient had been 

adequately informed on all family planning methods and allowed to make an informed choice. 

Data collection and recruitment into the study took place at the various health centers visited in 

Central and Eastern provinces. The data was collected by the researcher assisted by trained 
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research assistants and entered daily. Once a woman presented at the health center, they were 

interviewed by the in-charge and those that had attained desired family size were recruited into 

the study. Those that had attained desired family size were informed about the study and its 

purpose. They were then be given counseling on BTL and how the procedure would be carried 

out. The counseling on BTL and the procedure were done by the researcher or by a trained 

healthcare provider. Questions from the women were answered in the best way possible. 

Emphasis was made that the method was offered as a terminal procedure for regular reproductive 

ability. The basic counseling frame and contents included the following aspects: privacy, 

permission, translation and an interview. Once the woman presented at the health center, they 

were assembled in a waiting bay and informed that a study was being carried out simultaneously 

with the outreach camp. They were then divided, with those who expressed achievement of 

desired family size being taken to a separate room for further counseling. The women were then 

asked to state their willingness to take part in the study. Those that agreed to take part in the 

study were then taken to a separate room for interviewing. Once in the room, the woman’s bio 

data was first taken and filled on the questionnaire. Other questions on the other characteristics 

of the patient were then asked. The contraceptive menu was then discussed and counseling done. 

A choice was then made by the client and those that accepted, had BTL done, while those who 

did not accept were allowed to choose another method. All women had their vital signs assessed 

and a medical history taken in order to ascertain their fitness to undergo BTL. 

Those that accepted to take up BTL had to sign a consent form and the procedure carried out. 

Those that refused to take up BTL were allowed to choose another method, for which they were 

counseled on.  
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All data forms were stored in a safe lockable cabinet and access to it limited. The raw data was 

then entered into a database and cleaned up. The data collected from the two groups of women 

was then analyzed using Statistical package for Social Scientists (SPSS) version 19.0 and 

STATA 12. The data was then presented in tables as per the objectives of the study. 
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Limitations of study 

Due to the vastness of both provinces, it was impossible to visit all the health centers and 

dispensaries for purposes of the study. The health centers where the study took place were 

chosen randomly, based on where the outreach team was going. 

As the study was carried in two different provinces, culture issues and language barriers were 

encountered. In order solve this, the research assistants were fluent in English, Kiswahili and the 

local language. The research assistant in Central province spoke and understood the Kikuyu 

language while the research assistants in Eastern province spoke and understood the Kamba 

language. This ensured that the study participants were interviewed in a language they best 

understood thus assuring the best possible results. 

 

Due to lack of theatre facilities at the health centers, women who expressed attainment of desired 

family size but had undergone previous abdominal surgery were not included in the study. This 

was in order to avoid any injury to any intra-abdominal structure. Such women were referred to 

the nearest health facility with a working operation theatre. Alternative contraceptive methods 

were also offered to such patients. 
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ETHICAL CONSIDERATIONS 

 

All patients who participated in the study were informed on the purpose of the study and consent 

obtained from them in order to recruit them into the study. Any patient who declined to take part 

in the study was excluded and offered any other form of medical care they may have presented in 

the health center for. Participation in the study was voluntary and no inducement whatsoever was 

offered to the participants. All patients were given proper analgesia and antibiotics during and 

after the BTL. Any patient presenting with complications after the procedure was treated at the 

health center. 

 

Minors were excluded from this study. This is because BTL is a terminal event and as such any 

patient under the age of 18 was offered alternative methods of contraceptive. Any minor who had 

already given birth, and as such considered to be an emancipated minor, was also excluded from 

the study even though they may have expressed attainment of DFS.  

 

Names of the subjects were not on the questionnaire. Each questionnaire was coded in order to 

maintain confidentiality of the subjects’ details. At the same time informed consent was obtained 

from all subjects. All records were stored safely and access restricted to the investigator and the 

trained research assistants only. 

 

Conduct of the study was subject to ethical clearance by the Ethics and Research Committee of 

Kenyatta National Hospital. 
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RESULTS 

The study population consisted of clients attending outreach family planning clinics in Central 

and Eastern provinces. All participants in the study had expressed attainment of desired family 

size. Data from these clients was collected and results analyzed in accordance with the set 

objectives. Of 710 women who fulfilled the inclusion criteria, 199(28%) accepted BTL while 

511(72%) declined. 

 

A) Influence of sociodemographic, socioeconomic and sociocultural characteristics on 

uptake of BTL 

 

Table 1: Socio-demographic characteristics by BTL uptake 

 
               Uptake of BTL 

 
Yes(n=199) No(n=511) 

  Socioeconomic characteristics Freq. % Freq. % p value 

Age 
     < 30 32 16.0 141 27.5 0.003 

30+ 167 84.0 370 72.5 
 Marital Status           

Married 168 85.1 433 84.5 0.836 

Not Married 30 14.9 79 15.5 
 Duration of marriage to current partner         

< 5 19 11.6 66 15.1 0.313 

5+ 144 88.4 372 84.9 
 Education level           

Secondary & Above 42 21.1 110 21.5 0.92 

Primary & Below 157 78.9 401 78.5 
 Occupation           

Employed 133 66.9 389 76.1 0.019 

Unemployed 66 33.1 199 23.9 
 Religion           

Christian 198 100.0 507 99.1 0.213 

Muslim 0 0.0 5 0.9   
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Table 1 shows that 84% of clients who took up BTL were over 30 years of age, while 72.5% in 

the same age group declined.  Respondents aged below 30 made up 27.5% of those that did not 

take up BTL. These differences were statistically significant (p=0.003). Amongst the clients who 

had gainful employment, 66.9% took up BTL, compared to 76.1% who did not take up BTL. 

58% of unemployed respondents took up BTL compared to 23% who did not. These differences 

were statistically significant (p=0.019) 

Of the respondents interviewed, 84.7% were married at the time. 85.1% of respondent who took 

up BTL were married, while only 14.9% were single. 15.5% of those that did not take up BTL 

were single. These differences were not statistically significant (p=0.836). On education, 21.1% 

of respondents who took up BTL had secondary education and above, while 21.5% declined. 

These differences were not statistically significant (p=0.92).Marital status, duration of marriage, 

education level and religion did not appear to influence the decision to take up BTL. 

Table 2: Socio-economic characteristics by uptake of BTL 

 
                Uptake of BTL 

Socio-economic characteristics Yes(n=199) No(n=511) 
   Freq. Percent Freq. Percent P value 

Principal source of income 
     Husband 98 49.7 246 48.1 

 Both 100 49.2 266 51.4   0.305 

Average Monthly income           

<10,000 108 54.3 302 59.0 
 >10,000 91 45.7 209 41.0   0.586 

Dependants           

Nuclear 172 86.3 424 82.9 
 Extended + Nuclear 27 13.7 87 17.1   0.206 

Principal provider of money for FP           

Self 102 51.4 291 57.0 
 Spouse 95 48.0 200 39.2   0.057 

Relatives 3 0.6 20 3.7 
 Principal home budget controller           

Spouse 56 28.0 103 20.2 0.303 

Both 140 70.3 408 79.8 
 In-laws 4 1.7 0 0.0   
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As table 2 shows, socio-economic factors did not appear to influence the decision to take up 

BTL. More women earning less than Ksh. 10,000 took up BTL than women earning more than 

Ksh. 10,000 (54.3% and 45.7% respectively p=0.586). This was not significant.  

Table 3: Socio-cultural factors by BTL uptake 

 
              Uptake of BTL 

 
Yes(n=199) No(n=511) 

  Socio-cultural characteristics Freq. % Freq. % p value 

Desired family size 
     ≤3 90 45.1 264 51.7 

 ≥4 109 54.9 246 48.3 0.338 

Number of children husband desires           

≤3 66 33.1 223 43.7 
 ≥4 133 66.9 287 56.3 0.037 

Agree on number of children          

Yes      159        80.0      444 86.9 0.024  

No 40 20.0 67 13.1 
 Number of children agreed on           

≤3 62 31.2 168 32.9 
 ≥4 137 68.2 343 67.1 0.469 

Number of children desired to 
consider BTL     

 

  ≤3 57 28.6 128 25.1 
 ≥4                                                               142         72.4         383 74.9 0.507  67.2 0.07 

Principal decision maker on BTL           

Spouse 5 2.3 23 4.4 
 Both 194 97.7 488 95.6 0.512 

Need permission to get BTL        

 Yes 157 78.9 405 79.2 
 No     42    21.1      106 20.8            0.94 

Need permission to attend FP clinic          

Yes                                                           110            55.4                283 54.1 
 

 0.765 

No    89 44.6 227 45.9          0.765 

Source of advice on FP        

 Spouse                                                       5      2.3      10   2.0 
 

 

Friends     16 8.0 48 9.3 
 Relatives 0 0.0 12 2.4 0.151 

Mass Media                                                7              3.4      8   1.6 
 

  

Health Facility 171 86.3 433 84.7   
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Table 3 shows that the number of children desired play an important role on decision to take up 

BTL. 53.7% of women who took up BTL wanted 4-6 children, while 51.7% of women who did 

not want BTL wanted 1-3 children. The number of children a respondent wanted was not 

statistically significant (p=0.338). 50.3% of husbands of respondents who took up BTL wanted 

4-6 children, compared to 45.2% for those that did not take up BTL. The number of children 

desired by the husband was statistically significant (p=0.037).  

Most of the couples agreed on the number of children to get, with 80% of those that took up BTL 

agreeing. Only 12.9% of couples who disagreed on the number of children declined to take up 

BTL. These differences were statistically significant (p=0.024). 

Of the respondents who took up BTL, 64% felt that 4-6 children were enough. 67.2% of women 

who did not take up BTL felt that 4-6 children were enough. These differences were statistically 

significant (p=0.07). 

Permission was sought from the spouse by 78.9% of respondents who accepted BTL, compared 

to 79.2% of those that declined. This was not statistically significant (p=0.94). 
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B) Effect of knowledge, attitude and previous FP use on uptake of BTL 

 

Table 4: Knowledge, attitude and effect of previous FP use by BTL uptake 

 
            Uptake of BTL 

 
Yes(n=199) No(n=511) 

   Freq. % Freq. % p value 

Previous FP used 
Oral Pills 93 46.9 244 47.7 0.855 

Implants 30 14.9 50 9.8 0.069 

Injectables 146 73.1 384 75.2 0.602 

Intrauterine Devices 24 12.0 14 2.7        <0.001 

Condoms 19 9.7 25 4.9 0.024 

Natural Method 0 0.0 1 0.2 0.533 

None 13 6.3 28 5.5          0.72 

      

Perceived BTL side effects 
      

Loss of libido 10 5.1 76 14.9         0.001 

Dyspareunia 10 5.1 86 16.9       <0.001 

Reduced male pleasure 16 8.0 117 22.8       <0.001 

Reduced female pleasure 18 9.1 121 23.7       <0.001 

Abnormal vaginal discharge 10 5.1 56 10.9         0.027 

Menstrual abnormalities 15 7.4 54 10.6       <0.001 
Long term pain 24 12.0 138 27.1       <0.001 
 

Knowledge on BTL procedure 

     Fallopian tubes tied 159 80.0 377 73.8 
 Ovaries Removed 2 0.6 7 1.3 0.004 

Uterus Removed 2 1.1 7 1.3 
  

Attitude towards BTL 
 
Have you been afraid to take up BTL 34 17.1 113 22.2 0.441 

 

Table 4 shows that most respondents were aware of other family planning options. Injectables 

were the most commonly used contraceptive with 73.1% of those who took up BTL. 75.2% of 
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those that did not take up BTL had used Injectables. This difference was not statistically 

significant (p=0.602). 

Perception of side effects was a major factor in choice of contraceptive. 27.1% of those that 

refused to take up BTL were afraid of long term pain, compared to 12% who took up BTL. This 

difference was statistically significant (p<0.001). Only 5.1% of those that took up BTL perceived 

loss of libido as a side effect, compared to 16.9% who did not take up BTL. This difference was 

statistically significant (p<0.001). 

Of the respondents who took up BTL, 80% knew what the procedure entailed while of those who 

declined, 73.8% knew. Knowledge of what BTL entailed was statistically significant (p=0.004). 

Of respondents who took up BTL, 17.1% were afraid of the procedure, while 22.2% who did not 

take it up were afraid. This difference was not statistically significant (p=0.164). 

 

C) Impact of previous reproductive outcomes on uptake of BTL 

 

Table 5: Uptake of BTL by previous reproductive outcomes 

 
            Uptake of  BTL 

 
Yes(n=199) No(n=511) 

  Previous reproductive 
outcomes Freq. % Freq. % p value 

Number of pregnancies 
   Once 8 4.0 48 9.3 

 2 - 3 51 25.7 150 29.3 0.036 

3+ 140 70.3 313 61.4 
 Number of children alive       

1 - 3 70 34.9 212 41.5 
 3 - 4 71 35.4 144 28.2 0.164 

5+ 58 29.7 155 30.4   

 

Table 5 shows that 70.3% of respondents who took up BTL had 3 or more pregnancies, 

compared to 61.4% of those that declined. Only 4% of those who took up BTL had only one 

pregnancy. These differences were statistically significant (p=0.036). 
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Of the respondents who took up BTL, 65.1% had more than 3 children alive. 58.6% of 

respondents who did not take up BTL had 3 or more children. Only 34.9% of respondents who 

took up BTL had less than 3 children. These differences were not statistically significant 

(p=0.164).  

D) Influence of Spousal Factors on uptake of BTL 

Table 6 shows that 70.3% of respondents who took up BTL had spousal support, while 44.1% of 

those that did not take up did not have support from their spouses. This difference was 

statistically significant (p<0.001). 

2.9% of those that took up BTL, compared to 13.3% who did not, were afraid of child mortality. 

This difference is statistically significant. 

78.9% of those that took up BTL, compared to 55.2% of those that did not, knew other women 

who had taken up BTL. This difference was statistically significant (p<0.001). 

Partners of 75.4% of the women who took up BTL did not know which contraceptives their 

wives had used before. 81.6% of those that did not take up BTL had partners that were not aware 

of their previous contraceptive use. This difference was not statistically significant (p=0.084). 

 

Table 6: Spousal factors by Uptake of BTL 

 
                Uptake of BTL 

 Spousal factors Yes(n=199) No(n=511) OR (95% CI) p value 

 
Freq. Percent Freq. Percent 

  Spousal support 140 70.3 225 44.1 1.5 (0.9 - 2.5) <0.001 

Fear of Children Mortality 6 2.9 68 13.3 0.2 (0.1 - 0.9) 0.001 
Fear of loss of Libido 2 1.1 37 7.3 0.2 (0.1 - 0.6) 0.003 

Knows other women who have had BTL 157 78.9 282 55.2 3.1 (1.9 - 4.8) <0.001 
Spouse knows which contraceptive 
respondent has used 150 75.4 417 81.6 0.7 (0.6 - 1.1) 0.084 
Spouse aware that respondent takes up BTL 116 58.3 27     5.3 24.9 (14.5 - 42.8) <0.001 

Received advice on BTL 171 85.7 386 75.6 1.9 (1.2 - 3.2) 0.006 
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E) Impact of relationships and marriage outcome on uptake of BTL  

Table 7: Impact of relationships and marriage outcome by Uptake of BTL  

 
        Uptake of BTL 

 
Yes(n=199) No(n=511) 

 Impact of relationships and marriage outcome Freq % Freq % p value 

Marriage stable 156 78.3 428 83.8 0.104 

Fear of termination of current relationship. 6 2.9 32 6.4 0.077 
Desire for more children in the event current 
relationship ends. 7 3.4 43 8.4 0.028 
Fear of termination of current relationship if respondent 
takes up BTL 6 2.9 68 13.3 <0.001 

 

Table 7 shows that 78.3% of respondents who took up BTL felt that they were in a stable 

marriage compared to 83.8% of those who declined. The respondents’ opinion on marriage 

stability was not statistically significant (p=0.104). 

Fear of termination of current relationship was significant (p=0.077).  More respondents who 

feared that their relationship would end declined to take up BTL than those who took up BTL 

(2.9% and 6.4% respectively). 

Of the respondents who took up BTL, 2.9% were afraid of their partners leaving them due to 

their choice of contraceptive compared to 13.3% of those that declined. These differences were 

statistically significant (p<0.001). 
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Table 8: Multiple Logistic Regression 

Uptake Coef. se (coef.) z - value p value 

(95% 

Confidence Interval) 

Respondents’ Age 0.0 0.0 -0.23 0.819 -0.1 0.1 

Marital status 0.2 0.4 0.46 0.647 -0.6 0.9 

Education level 0.0 0.2 -0.07 0.941 -0.5 0.5 

Occupation 0.5 0.1 3.67 <0.001 0.2 0.7 

Spouses’ Age -0.1 0.0 -1.69 0.021 -0.1 0.0 

Religion 0.3 0.4 0.77 0.441 -0.5 1.0 

Principal source of 

income 0.1 0.1 0.76 0.447 -0.2 0.4 

Average income -0.2 0.2 -0.88 0.379 -0.6 0.2 

Dependents 0.2 0.3 0.65 0.514 -0.4 0.9 

Principal provider 

for FP -0.5 0.3 -1.74 0.012 -1.0 0.1 

Desired family size 0.2 0.3 0.75 0.454 -0.4 0.8 

No. of children 

husband wants -0.3 0.3 -0.95 0.343 -0.9 0.3 

Agree on No. of 

children 0.1 0.3 0.17 0.867 -0.6 0.7 

No. of pregnancies -0.3 0.3 -0.99 0.323 -0.8 0.3 

Children alive 0.3 0.3 0.95 0.341 -0.3 0.9 

_cons 2.9 1.6 1.86 0.063 -0.2 6.0 

 

On running the logistic multiple regression ONLY the women education level, age of the spouse 

and the provider of the FP money were significant in explaining the UPTAKE of BTL (p value 

<0.05.) 
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OUTCOME 

Figure 1 shows that overall, 28% of respondents took up BTL. More respondents took up BTL in 

Central province (28.9%) than in Eastern province (26.1%). In both provinces, 72% of 

respondents declined to take up BTL despite expressing attainment of desired family size. 

Figure 1: Uptake of BTL by province 
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DISCUSSION 

This study shows that on the whole, socio-economic factors like average monthly income, 

principal source of income, dependents and source of money for family planning did not appear 

to have a causal relationship on the decision to take up BTL. While socio-economic factors were 

not found to influence decision to take up BTL in this study, women earning less than Ksh. 

10,000 were more likely to take up BTL than those earning more (54.3% and 45.7% 

respectively, p=0.586). This finding is similar to those of the Kenya Demographic and Health 

Survey 2008-2009
2
. However, this study also found that women in gainful employment were 

more likely to take up BTL than those not employed (66.9% and 33.1% respectively p=0.019). It 

can thus be inferred that gainful employment contributed positively in the decision to take up 

BTL. 

Age was an important factor when it came to deciding on BTL, with 84% of women aged over 

30years taking up BTL (p=0.003). Women over 30 years were more likely to have achieved 

desired family size, and as such are more likely to take up a permanent method of contraception.  

Although other sociodemographic factors such as duration of marriage, education level, marital 

status and religion were not statistically significant, the findings in this study corresponded with 

other studies which show that these factors impact positively on decision to take up BTL
2, 19, 22

. 

Most respondents agreed on desired family size with their spouses, with 80% of those that had 

agreed taking up BTL. More respondents agreed that more than 4 children were enough to 

achieve DFS, with 66.4% of them taking up BTL. Of statistical significance was that 64% of 

respondents took up BTL having considered 4 children to be enough (p=0.07). This finding is in 

keeping with other studies that show that increasing number of children is associated with more 

uptake of BTL
22,23

. 

Knowledge on BTL was found to be high in this study with most women aware that the fallopian 

tubes were tied, although some thought that the ovaries or uterus were removed (97.3%, 1.4% 

and 1.3% respectively p=0.441). Perceived side effects played a more significant role on decision 

to take up BTL. Many respondents who did not take up BTL had perceived side effects such as 

loss of libido, Dyspareunia, reduced male and female pleasure and long term pain (14.9%, 

16.9%, 22.8%, 23.7% and 27.1% respectively.  Addressing fears and misconceptions are a target 
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in Kenya National Guidelines aimed at improving uptake of BTL
27

. Perceived side effects of 

BTL thus play an important role in the uptake of BTL. This is in keeping with a study done in 

North Wales that showed that uptake of BTL is adversely impacted by perceived side effects
19

. 

This study also found that women who were already on long term contraception were more 

likely to take up BTL.Amongst women on IUD, 12% took up BTL while 14.9% of women on 

implants took up BTL (p values <0.001 and 0.609 respectively). However, the number of women 

on these long term contraceptives were few compared to the study population. It can thus be 

inferred that these women had already achieved their desired family size but for some reason had 

deferred taking up permanent contraception. 

Spousal support was a very important factor amongst women who took up BTL in this study 

with 70.3% of women with support from their husband taking up BTL. Women whose husbands 

knew which contraceptives they had used or that they would take up BTL were highly likely to 

take up BTL (75.4 and 58.3% respectively p value 0.084 and <0.001 respectively). This is an 

important finding in this study, as it shows that involvement of the husband will positively 

impact on uptake of BTL. This is in keeping with several other studies which show that 

involvement of the husband is associated with uptake of BTL
16,17,20

. This is also in keeping with 

National guidelines and strategies that aim to promote involvement of men in FP
26

. At the same 

time, more women who knew others who had had BTL took it up than those who declined 

(78.9% and 55.2% respectively p<0.001). It can be inferred from this that peer education plays a 

vital role in uptake of BTL. 

Stability of marriage did not play a significant role in this study, but fear of termination of the 

marriage did, with 6.4% of women declining BTL due to this fear. However, only a few women 

interviewed expressed fear of termination of current relationship. Of significance was that 8.4% 

of respondents who expressed desire for more children in the event of termination of their 

relationship did not take up BTL. Also 13.3% of women who feared child mortality did not take 

up BTL (p=0.001). This is in keeping with other studies that show that fear of child mortality and 

subsequent desire for another child, reduce the uptake of BTL
8,21

. 

Overall, only 199(28%) women took up BTL despite having attained desired family size. An 

interplay of the factors impacted on the decision to take up BTL. This uptake was higher than the 
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national average of 4% because all the respondents interviewed had already expressed attainment 

of desired family size and had presented at the health centers for family planning.
 

 

 

CONCLUSIONS 

1. Socioeconomic factors did not influence the uptake of BTL. However, gainful 

employment is positively associated with uptake of BTL. 

2. Women aged over 30 years and with parity beyond 4 are more likely to accept BTL if 

they are counseled. 

3. Good husband-wife communication is essential, and women are more likely to take up 

BTL if they have good communication with the husband. 

4. Women have used long acting contraceptives are more likely to take up BTL than those 

on short term contraception once counseled. 

5. Knowledge of other women who have undergone BTL is associated with higher uptake 

of BTL. 

 

RECOMMENDATIONS 

1. Because of low uptake, there is need to enhance counseling on BTL in women who have 

achieved desired family size, with involvement of the husband. Husbands should be 

encouraged to attend FP clinics with their wives. This can be done through targeted 

media campaigns that will inform couples on the availability of permanent contraception. 

2. Targeted counseling of women already on long term contraceptives, who have achieved 

desired family size, should be encouraged.  

3. Peer counseling, which also helps in removing stigma on BTL, should also be 

encouraged, whereby women who have already undergone BTL are given a role in 

counseling those that have achieved desire family size. 

4. There is need for educational and socioeconomic empowerment of women in decision 

making in order for them to take control of their FP needs. 
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APPENDIX 2: RESPONDENT INFORMATION ANDCONSENT FORM 

This study is on Factors affecting uptake of bilateral tubal ligation among women who desire no 

more children in central and eastern provinces. 

Principal Investigator: Dr. Kinuthia Kelvin Mbugua, MBChB, MMed student at the University 

of Nairobi, Department of Obstetrics and Gynecology. Telephone number: 0722797975 

Introduction 

The purpose of this consent is to give you information on this study whose purpose is to 

determine factors influencing uptake of BTL. You may ask questions on the purpose of this 

research, confidentiality, risks and benefits, your rights as a volunteer and any other issues you 

may have. You may then decide on whether to take part in the study or not. Please read the 

consent form carefully, or ask for it to be read to you. This is called informed consent. 

Purpose of the study 

The purpose of the study is to elucidate the factors that will determine uptake of BTL once 

desired family size has been achieved. An understanding of these factors is necessary for new 

policy to be created that will encourage more women to take up permanent contraception. This 

will in turn help in achievement of the millennium development goals.  

Benefits and risks 

This study will benefit you as it will help in better family planning provision in future and also 

better service provision. At the same time, it will encourage a more individualized approach 

when it comes to family planning provision. 
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Possible side effects of contraceptive chosen will be explained to you. Those who opt for BTL 

may experience pain at the incision site, minimal bleeding, failure of BTL procedure and wound 

infection. Proper analgesics and antibiotics will be given to prevent pain and infection. Where 

the BTL procedure may fail, adequate alternative contraception will be provided.  

Confidentiality 

No information by which your identity can be revealed will be released. All information 

collected during this study will be kept in strict confidence. 

Participant’s consent 

I voluntarily agree to participate in the study on factors determining uptake of BTL in women who 

have attained desired family size in Central and Eastern Provinces. I understand that participation in 

the study does not entail financial benefit. I have been informed that the information obtained will be 

treated with utmost confidentiality and my current treatment (if any) or any future treatment will not 

be compromised if I decline participation or withdraw from study. 

I have had a chance to ask questions, if I have questions later about the research I can ask the 

researcher. 

Signature of participant…………………………        Date…………………………….. 

Signature of Witness……………………………        Date…………………………….. 

I certify that the nature and purpose of, potential benefits, possible risks associated with participating 

in this study have been explained to the above participant. 

……………………………………….                          ………………………………… 

Signature of Investigator/ research assistant                 Date 
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APPENDIX 3: QUESTIONNAIRE 

Serial number……………… 

Date………………………... 

 

A) SOCIODEMOGRAPHIC DATA 

1. Age in years 

 

2. Marital status  

a) Married    b) Single          c) Co-habiting  

d) Divorced/separated e) Widow   f) Polygamous marriage   

     3. Duration of marriage to current partner 

 a) > 1 year    b) 1-5 years    c) 6-10 years 

 d) 11-15 years    e) 16-20 years    f) > 21years 

4. Education level 

a) Primary    b) Secondary   c) Tertiary  

d) No formal education   

 

 

5. Occupation 
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a) Employed   b) Unemployed  c) Self employed  

d) Farming  

 

 

6. Religion  

a) Christian   b) Muslim   c) Traditional    

d) Other   

 

SPOUSE DETAILS 

7. Age    

8. Marital status 

a) Monogamous marriage   b) Polygamous marriage 

c) Cohabiting with respondent 

9. Level of education 

a) Primary    b) Secondary   c) Tertiary  

d) No formal education   

       10. Occupation 

a) Employed   b) Unemployed  c) Self employed  

d) Farming  

 

  11.  Religion 
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a)Christian    b) Muslim   c) Traditional   

d) Other   

  

B) SOCIOECONOMIC FACTORS 

12. Who provides monetary income for the family?  

a) Husband   b)  Self    c) Both    

d) Children      

            

13. What is the average monthly income in Kenya shillings? 

a) LESS THAN 2,500  b)  2,500-5,000  c)  5,000-10,000 

d) 10,000-50,000  e) 50,000-100,000  f)  MORE than 100,000 

   

14. Dependants 

a) Nuclear family   b) Extended family  c) Polygamous family  

d)  Distant relatives   

15. Who provides money for family planning? 

a) Self   b) Spouse  c) Relatives     d) Others 

16. Who controls the budget at home? 

 a) Self   b) Spouse  c) Both   d) In-laws 

C) SOCIOCULTURAL FACTORS 
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17. How many children did you want? 

18. How many children did your husband want?  

19.i)  Have you and your spouse agreed on number of children to get? 

 a) Yes     b) No  

      ii) If you have agreed, what is the number? 

20. How many children are enough for you to consider BTL?  

21. Who makes decision on Family Planning method you use? 

 a) Spouse   b) Self   c) Both spouse and respondent 

 d) Relatives  

22. Do you need permission from spouse to get BTL? 

 a) Yes     b) No 

23. Do you need permission to attend FP clinic? 

 a) Yes    b) No 

 

24. Where do you get advice on Family Planning options available? 

 a) Spouse    b) Friends     c) Relatives

 d) Mass media    e) Health facility    
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 D) IMPACT OF PREVIOUS REPRODUCTIVE OUTCOMES 

25.How many times have you been pregnant?   

26. How many children are currently alive?  

27. When was your last delivery? 

28. How many miscarriages have you had? 

29. How many children have died? 

 a) At birth     b) Within 28days of birth   

c) 1month to 1 year   d) 1-5 years   e) Over 5 years 

 

E)KNOWLEDGE, ATTITUDE AND PERCEPTIONS 

30. Which methods have you used before?  

 a) Oral contraceptives  b) Implants  c) Injectables 

 d) Intrauterine devices e) Condoms  f) Natural family planning 

 g) Traditional   h) None  j) Others (state)  

31. For how long have you used other FP methods? 

 a) < 1 year    b) More than one year 

32. How many times have you changed from one FP method to another? 

33. Why did you stop using previous FP method?(State) 
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34. Indicate which side effects may come as a result of BTL? 

  

 

35. What is done during BTL? 

 a) Don’t know   b) Fallopian tubes tied  c) Ovaries removed 

 d) Uterus removed  e) Cervix removed  f) Other (State) 

 

36.i) Have you been afraid to take up BTL? 

 a) Yes    b) No 

      ii)  If yes, why? 

Perceived side effect                  Yes                  No 

Long term pain   

Loss of libido   

Dyspareunia   

Reduced male pleasure   

Reduced female pleasure   

Abnormal vaginal discharge   

Menstrual abnormalities   
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 a) Side effects (State)    b) Major operation requiring admission  

 c) Pain during procedure   d) Will require general anesthesia  

 e) Religion does not allow   f) Others (State) 

 

E) SPOUSAL FACTORS AND LEVEL OF COMMUNICATION 

37.i) Does your husband support decision to take up BTL 

 a) Yes      b) No 

      ii) If No, state reasons 

a) Fear of child mortality  b) Fear of loss of libido   

c) Fear of debilitation   d) Others (State) 

38. How long has it taken for husband to approve decision to take up BTL? (State) 

39. i) Do you know other women who have had BTL? 

 a) Yes     b) No 

      ii) If yes, do they have any complaints on BTL? 

 

40. Does your spouse know which contraceptives you’ve used before? 

 a) Yes     b) No 
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41. Is your partner aware that you have decided to take up BTL? 

 a) Yes     b) No 

42. Who else is aware that you’ve decided to take up a family planning method? 

 a) Partner only   b) Friend  c) Mother in-law 

 d) Other in-law  e) Sibling  f) Other (State) 

43. i) Have you received advice on BTL from anyone? 

 a) Yes     b) No 

      ii) If yes, state who? 

 

 F) IMPACT OF RELATIONSHIPS AND MARRIAGE OUTCOMES 

44. In your opinion, is your marriage stable? 

 a) Yes     b) No 

45. i) Are you afraid that your relationship could end one day? 

 a) Yes     b) No 

    ii) If yes, state reason why. 

    iii) If No, state reason why. 

46. In the event of separation or divorce from your partner, would you want other children? 
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 a) Yes     b) No 

47. Would your spouse/partner get another partner if you take up BTL? 

 a) Yes     b) No 

48. If one was to have BTL, after how many years of marriage would it be suitable? 

 a) 1-5 years  b) 6-10 years   c) 11-15 years  d) 16-20 years 

 e) 21-25 years  f) > 26 years  g) Other 

  G) OUTCOME 

49. TAKE UP BTL 

 a) Yes    b) No 

 

 

 

 

 

APPENDIX 4: BUDGET 

Item Ksh 

Ethics Committee  1,000 
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Research assistants 60,000 

Stationery  20,000 

Vehicle fuel and hire 40,000 

Data Analysis 30,000 

Contingencies 30,000 

Total 181,000 

 

 

 

 

 

 

 

 

 

 

APPENDIX 5: LIST OF HEALTH CENTRES 

CENTRAL PROVINCE 

 

1. Gichiche Health Centre 

2. Naromoru Health Centre 
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3. Ngorano Health Centre 

4. Kigumo Health Centre 

5. Baricho Health Centre 

6. Nyakianga Health Centre 

7. Makuyu Health Centre 

8. Nyeritown Health Centre 

9. Wamagana Health Centre 

10. Kiandutu Health Centre 

11. Kagumo Health Centre 

12. Kinunga Health Centre 

13. Ng`enda Health Centre 

14. Sabasasa Health Centre 

15. Kiganjo Health Centre 

16. Warazo Health Centre 

17. Kandara Health Centre 

18. Endarasha Health Centre 

19. Kirogo Health Centre 

20. Sagana Health Centre 

21. Kirwara Health Centre 

22. Ithanga Health Centre 

23. Karatu Health Centre 

24.Kyeleni Health Centre 

25. Ngoliba Health Centre 

26. Kithimani Health Centre 

27. Ndaragua Health Centre 

28. Kahembe Health Centre 

29. Shamata Health Centre 

30. Baara Health Centre 

 

EASTERN PROVINCE 

1.       Mbooni District hospital 

2.       Simba Health Centre 

3.       MasiiHealth Centre 

4.       Isinya Health Centre 

5.       Kibwezi District Hospital 

6.       Ikutha Health Centre 

7.       Kathiani District Hospital 

8.       Kitengela Health Centre 

9.     Nunguni Health Centre 

10.   Yatta Health Centre 

11.   Voo Health Centre 

12.   Kyambeke Health Centre 

13.   Mtituni Health Centre 

14.   Masongeleni Health Centre 

15.   Ngwata Health Centre 

16.   Kanzokea Health Centre 

17.   Kikumini Health Centre 

18.   Bissel Health Centre 

19.   Katangi Health Centre 
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20.   Ikanga Health Centre 

21.   Matuu Health Centre 

22.   Nziu health Centre 

23.   Ivaani Health Centre 
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