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Chapter 1: 

General Introduction
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BACKGROUND 

The Sustainable Development Goals (SDGs), target 3.7 calls on countries by 2030, 
to ensure universal access to sexual and reproductive health-care services, 
including for family planning, information and education, and the integration of 
reproductive health into national strategies and programmes”(1). Contraception 
is one of the essential pillars of safe motherhood- it has a significant impact on 
pregnancy-related risks, maternal and child survival. A 2019 analysis of nationally 
representative surveys from 132 low- and middle-income countries (LMICs) 
revealed that about half (49%) of pregnancies are unintended thus contributing 
to the high rates of induced abortions, maternal morbidity and mortality (2). 
The World Health Organization reported in 2017 that sub-Saharan Africa alone 
accounted for approximately 66% of the estimated global maternal deaths, which 
is 40 times higher than the maternal mortality ratio in Europe (3). This underscores 
the importance of the use of contraception which has been shown to lead to a 
decrease in the number of births and hence fewer maternal deaths, stillbirths, and 
fewer children exposed to the threat of mortality (4). Furthermore, the inverse 
relationship between contraceptive use and fertility rates highlights benefits that 
go beyond health. The importance of family planning to the environment was 
best espoused by a group of 200 scientists and researchers that ranked access to 
modern contraception, 7th out of 100 most substantive solutions to global warming 
(5). An increase in contraceptive use results in fewer unintended pregnancies, 
leading to slower population growth that can slow global climate change (6). 
Other known benefits of contraception include its contribution to the reduction 
of poverty, women empowerment by supporting women’s and girls’ education 
since unintended pregnancy can be both a cause and a consequence of dropping 
out of schools (7).

A key global indicator of family planning used to measure contraception use is 
the contraceptive prevalence rate, which is defined as the percentage of women 
who are currently using, or whose sexual partner is currently using, at least a 
method of contraception. This could either be the use of modern or traditional 
methods of contraception. It is reported for married or in-union women of 
reproductive age 15 to 49 years. Another key measure in family planning is the 
unmet need for family planning which is defined as women who are fecund and 
sexually active but are not using any method of contraception, and report not 
wanting any more children or wanting to delay the next child. The concept of 
unmet need points to the gap between women’s reproductive intentions and their 
contraceptive behavior.
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According to the United Nation Population Division, globally in 2020, among the 
1.9 billion women of reproductive age (15-49 years), 1.1 billion were considered 
to have a need for family planning, that is, they desire to limit or delay childbearing 
(8). However, only 851 million women of reproductive age are currently using 
modern contraception, which reflects a modern contraceptive prevalence rate 
of 45% (8). Consequently, nearly one of ten women of reproductive age are 
reported to have an unmet need for family planning (8). The global figures mask 
significant regional disparities in the use of modern contraception, with higher 
prevalence observed in Asia (59%), Europe, and North America (54%) while 
sub-Saharan Africa continues to have the lowest uptake at 25% (8). The analysis 
further projected that in 2030, 30% of the world’s women with unmet need for 
family planning will live in Sub-Saharan Africa due to its high population growth 
(8).

Emerging global threats such as the current COVID-19 pandemic have the 
potential to negate the progress that many countries have achieved in advancing 
the use of contraception. The aforementioned contraceptive prevalence rates for 
different regions might even have dropped due to the current COVID-19 pandemic. 
Despite the well-known benefits of contraception, family planning services are 
more likely to be affected during public health events and emergencies. A 2020 
World Health Organization (WHO) survey revealed that 68% of the countries 
reported disruptions in family planning service provision (9). These service 
disruptions if not addressed promptly might result to a higher unmet need for 
contraception leading to high rates of unintended pregnancies, further negating 
previous efforts made.

At any particular point, women will be either contraceptive users or non-users. 
Among the non-users, there will be those who have never used any form of 
contraception and those who were past users but discontinued. Contraceptive 
discontinuation is defined as starting contraceptive use and then stopping for 
any reason while still at risk of pregnancy. Not all women of reproductive age 
will require the use of contraception since their reproductive needs will keep on 
changing at various time points. For instance, there are women who will desire 
to become pregnant, are currently pregnant, or are infecund thus may not need 
a method. Therefore, not all discontinuation is necessarily problematic since 
the fertility desires of women change with time. What is a global public health 
concern is discontinuation among women with an unmet need for contraception. 
An estimated 218 million women from low-and middle-income countries 
have an unmet need for modern contraceptives, meaning, they want to avoid a 
pregnancy but are not using a modern method (2). A major issue of concern is 
that among the women with current unmet need, about 38% have used modern 
contraception in the past but discontinued due to varied reasons, with side effects 
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and health concerns being the most common (10). Thus, we cannot achieve the 
SDG’s aspiration of ensuring universal access to sexual and reproductive health 
(SRH) services including family planning, if contraceptive discontinuation is not 
addressed effectively, which will reduce the unmet need for contraception. 

Family Planning Context in Kenya

Kenya has made steady progress in improving reproductive and maternal health 
outcomes over the last two decades through the efforts of the Government, 
donors, and implementing partners (Table 1). Family planning is an integral part 
of reproductive maternal and child health programs. Kenya is touted to have one 
of the leading family planning programs in sub-Saharan Africa, being the first 
country in the region to have established a National Family Planning Program 
in 1967 (11, 12). The global commitment that the country has made has resulted 
in an increase in access to contraceptive services. More than half of married 
women (53%) use a modern contraceptive method, which is a 20 percentage 
point increase from the last decade, resulting in a decrease in the unmet need 
for family planning as shown in table 1 (13). Knowledge of family planning in 
Kenya is almost universal at 95% for women of reproductive age, with male 
condoms, injectable contraceptives, and pills being the most commonly known 
methods (14). The most popular modern contraceptive methods used by married 
women are injectables (26%), implants (10%), and the pill (8%). Regarding the 
supply of contraceptive commodities, the public sector is the major provider of 
contraceptives; 60% of modern contraceptive users obtain their contraception 
from a government source (13).

Table 1. Maternal and Reproductive Health Indicators in Kenya

Indicator 2003* 2008/9* 2014* 2020
Maternal mortality ratio (per 100,000 
live births)

506 520 362 342**

Total Fertility Rate 4.9 4.6 3.9 -
Modern contraceptive prevalence, 
married women (%)

32 39 53 61***

Modern contraceptive prevalence rate, 
all women (%)

23 28 39 46***

Unmet need for family planning (%) 25 26 18 14***

Contraceptive discontinuation rate 38 36 31 -
*Kenya Demographic Health Survey; ** 2017 MMR estimate (source_UNICEF 
estimates); ***Performance Monitoring for Action
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In 2012, Kenya committed to Family Planning 2020, a global initiative focused on 
reaching more women with life-saving information and access to contraceptives 
by the year 2020 (15). To operationalize the commitment, Kenya set a target of 
achieving a national use of modern contraceptives of 58% by 2020 and 64% 
by 2025. As of 2018, Kenya had achieved a modern contraceptive prevalence 
coverage of 61%, exceeding the 58% target, two years in advance (16). This could 
be attributed to the family planning program in Kenya that has been successful in 
providing contraceptive services, establishing Service Delivery Points (SDPs) in 
all the counties, and offering an array of methods from which clients can choose. 
In the last decade, the family planning program has evolved with the expansion of 
contraceptive methods mix following the introduction and scale-up of additional 
methods such as implants, Subcutaneous depot medroxyprogesterone acetate 
(DMPA-SC); revision of the national policies to allow task-sharing leading to 
increased access to family planning services since community health volunteers 
and pharmacists can also provide some methods in addition to nurses and medical 
doctors. Due to the enabling environment, the private sector has increasingly 
become an important player in FP, with 40% of all contraceptive methods being 
offered through private outlets (13).

Kenya continues to implement several family planning interventions, either as 
standalone projects or integrated with other health interventions, largely funded 
by development partners such as the United States Agency for International 
Development (USAID), United Kingdom’s Foreign, Commonwealth and 
Development Office, Bill and Melinda Gates Foundation, among others, all 
entities operating under the stewardship of the Government of Kenya. This 
collaboration presents an opportunity to further strengthen the family planning 
program. The country has recognized that investing in family planning is a key 
driver towards attaining Universal Health Coverage (17).

Justification

Based on historical contraceptive data, the growth path for the prevalence 
of modern contraceptives for most countries is projected to be in form of an 
S-shaped, also referred to as the s-curve (18). The S-curve has three stages: stage 
1 is characterized by slow growth which is marked with low prevalence and 
high fertility rates; stage 2, where there is an opportunity for rapid growth as 
countries transition from low to high rates of contraceptive prevalence; and stage 
3 referred to the high prevalence or maturity stage where there is slow growth 
since the contraceptive prevalence has plateaued. Countries are at different stages 
along the S-curve, and based on the position, will require different programmatic 
strategies and priorities to either increase use of contraception or sustain the 
growth (Figure 1). Kenya’s contraceptive prevalence rate of 58% places it at 
stage 3 of the S-curve. 
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Figure 1. The S-Curve: Putting mCPR Growth into Context

With the increasingly high uptake of contraceptives, there is a growing interest 
to understand the dynamics and reasons that affect the discontinuation of 
contraceptive use. Consequently, the World Health Organization has listed 
contraceptive discontinuation among the top 10 research agenda for family 
planning programs (19). Past contraceptive users who contribute to the unmet 
need for contraception have already overcome barriers associated with non-
use of contraceptives, hence require some level of support to reinitiate the use 
of a contraceptive method. However, a major research gap is that there is less 
focus on women’s contraceptive use dynamics once they initiate a method; we 
have limited understanding of how contraceptive users can remain motivated to 
continue while in need.

Jain et al (2014) illustrated this well by use of the leaking bucket phenomenon 
(figure 2) where she argues that many family planning programs focus on 
increasing the pool of new contraceptive users (opening the tap to fill the bucket 
with water), thus, joining the pool of current users (water already in the bucket). 
However, fewer programs pay attention to women’s reproductive needs once they 
begin using a method. Yet many users of reversible contraception discontinue the 
use of a method and leave the pool of current users (water leaking through the 
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hole in the bucket), contributing to 
the unmet need for family planning. 
Countries including Kenya that 
are along the final stage of the 
S-curve focus on sustainability 
while strengthening service quality 
to ensure that there is consistency 
in the use of contraceptives among 
women in need of a method. 

This thesis aims to understand 
the dynamics of contraceptive 
discontinuation among women of 
reproductive age in Kenya. This 
thesis which was inspired by the 
leaking bucket phenomenon, was 
developed to focus on women with 
the unmet need of contraception 
who were past users, to understand 
their underlying reasons for 
contraceptive discontinuation. It 

is partly based on a learning agenda that was implemented under a USAID-
funded Afya Halisi Project by Jhpiego in Kenya. The aim of the project that 
was implemented from October 2017 to April 2021, was to increase the use of 
high-quality, county-led family planning/reproductive, maternal, newborn, child, 
adolescent health, nutrition and water, sanitation and hygiene (WASH) services 
under the stewardship of the Ministry of Health. The family planning component 
of the project was aimed at increasing the availability, accessibility, and quality 
of contraceptive services. During the project’s inception, a learning agenda on 
contraceptive discontinuation was designed as part of implementation science, 
based on data from the focus counties of implementation that indicated despite 
the high uptake of contraceptive use, many women were abandoning the use of 
a method, thus negating efforts gained. The learning agenda aimed to provide 
contextual information on the existing barriers and gaps that were needed to 
provide client-centered services. The other components of the thesis were 
from secondary analysis of national demographic health and family planning 
surveys. The author served as the principal investigator of the contraceptive 
discontinuation study, hence was involved in the design, implementation, data 
collection, analysis, report writing, and dissemination of the study findings. 

Figure 2. The Leaking Bucket Phenomenon 
in Family Planning



14

Findings from this study were disseminated at the national level, sparking a 
conversation on the quality of FP services provided in the country due to the 
gaps that were noted. At the time of writing this thesis, the Ministry of Health 
in Kenya, in collaboration with Jhpiego and other partners were in the process 
of developing the quality-of-care standards for family planning, aimed at 
strengthening FP service provision.

My motivation for selecting this topic stems from my interest and the many years 
I have spent working on sexual and reproductive health programs in Kenya and 
beyond. Growing up in Kenya, a country that was categorized as a low-income 
country up until 2014 when it transitioned to a low middle-income country, I have 
seen first-hand the consequence of unintended pregnancies on school drop-outs, 
abortions, and how all this impacts the socio-economic status of an individual 
and the family. Furthermore, I have served as a member of the national family 
planning measurement technical working group in Kenya. In this role, I have 
observed the focus that the country has been working towards increasing uptake 
of contraceptives, and as Jain argues, more or less forget the needs of women 
who have already initiated use of a method, thus continue to experience a leaking 
bucket phenomenon in family planning (20). 

By developing my thesis on this area, I seek to build on what I had worked 
on during my Masters in Public Health (Epidemiology and Population Health) 
training. My goal is to contribute to the body of knowledge on the contraceptive 
use dynamics, generating the much-needed evidence from LMICs such as Kenya, 
that are still working towards improving maternal and health outcomes, while 
grappling with the high burden of unintended pregnancies.

Conceptual Framework

Several studies have indicated that the factors associated with contraceptive 
discontinuation may be method-related, demographic, socio-economic, and 
social environment. This framework suggests that contraceptive discontinuation 
is influenced by independent variables such as users’ sociodemographic and 
reproductive health characteristics; intermediate factors such as husband’s 
opposition to using of contraceptives and health system factors such as commodity 
availability and the quality of counseling offered to women (figure 3).  This thesis 
uses this framework that is based on known determinants to look at contraceptive 
discontinuation in the Kenyan context as a case study for low-middle-income 
countries that are in the last phase of the family planning S-curve. 
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Figure 3. Conceptual framework of the factors that influence contraceptive 
discontinuation among women

Socio-demographic factors including women’s age, marital status, education 
level, play a key role in contraceptive discontinuation (21)dNote>. The 
high unmet need among adolescents and youths could be a result of high 
discontinuation rates. Younger women are more likely to use contraceptives for 
spacing rather than limiting, they are also likely to experiment with the different 
methods as they identify one that is appropriate for them. Moreover, the sexual 
behavior patterns for younger women may be unpredictable. Other studies have 
reported that education level influences the risk of contraceptive discontinuation, 
particularly among lower-educated women. The argument is that women who 
are more educated, are more likely to understand the effects of contraceptive 
discontinuation, hence will opt for method switching as opposed to abandonment 
to avoid unintended pregnancies (21). Indeed, a multi-country analysis of DHS 
on the trends of unintended pregnancies has shown that women with lower 
levels of education are more likely to experience unintended pregnancies (22). 
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Moreover, other studies have also revealed that women with higher education 
levels are more likely to receive better quality of care at health facilities (23), 
thus they may have adequate information that allows them to better manage side 
effects and health concerns that they might face.

Reproductive health factors such as parity also determine the risk of contraceptive 
discontinuation with the risk being higher among women with lower-parity 
women than higher-parity women (24). Women with many children are more 
likely to use contraceptives for limiting as opposed to spacing, and thus are 
likely to adopt the use of long-acting and reversible contraceptives (LARC) 
methods, specifically implants and intrauterine devices (IUD), which have better 
continuation rates. Fertility intention, whether women would desire to have 
another child, want to space, or limit pregnancy is important in determining 
contraceptive discontinuation (24). Women who wish to conceive will discontinue 
the use of a contraceptive method to achieve their fertility desires. Thus, not 
all contraceptive discontinuation is a negative thing since the fertility desires of 
women will change over their reproductive life.

The method-related factors of contraceptive discontinuation include the type of 
contraceptive method, which are a determinant. Contraceptive discontinuation 
rates tend to be higher among short-acting methods, such as pills, injectables, and 
condoms compared to long-acting and reversible contraceptives such as implants 
and IUDs (21). Furthermore, side effects/health concerns emanating from the 
use of contraceptives are a leading cause of discontinuation (21). Contraceptive 
methods have varied side effects, with changes in the bleeding pattern being 
noted as the leading side effect that makes women opt out of using contraception.

Health system factors such as a woman’s exposure to high-quality contraceptive 
services including counseling at the point of adoption can affect her ability 
to manage any health concerns such as side effects, including the option for 
method switching instead of abandonment (25). Contraceptive commodity 
supply is a major determinant of discontinuation since contraceptive users will 
rely on the health system’s ability to ensure adequate stock for contraceptive 
methods, including providing a wide range of methods to choose from (25). This 
is particularly more pronounced among short-acting methods of contraception 
that require regular resupply compared to LARC that can be used for a longer 
duration of between three and 12 years.

Research Aim and Questions

Kenya is considered to be in the plateau stage of contraceptive growth owing 
to its high prevalence of contraceptive use, meaning any further increase in 
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contraceptive use will have to come from past contraceptive users who still have 
an unmet need for contraception. Despite the remarkable progress, Kenya has not 
been able to fully meet the contraceptive needs of women of reproductive age; 
the last national survey done in 2014 revealed that the unmet need for family 
planning is at 18% (13). The Kenya Demographic Health Survey (KDHS) 
findings over the last two decades have indicated that a third of all contraceptive 
users discontinue the use of a method by 12 months (Table 1). Furthermore, more 
than a third (35%) of all pregnancies in Kenya are unintended; 10% unwanted 
and 25% wanted later (13), which could be a consequence of the contraceptive 
discontinuation.  

Therefore, this thesis aims to contribute to the body of knowledge on contraceptive 
discontinuation by better understanding the dynamics of contraceptive use and 
discontinuation among women of reproductive age in Kenya. Specifically, the 
thesis seeks to answer the question: Why would a woman who wishes to avoid 
pregnancy, discontinue the use of a contraceptive method, predisposing herself 
to the risk of unintended pregnancy? Evidence is needed on underlying reasons 
for contraceptive discontinuation to strengthen service provision. 

Using an overall study design that integrated a mixed-methods approach, four 
studies were conducted to provide further insights into the following research 
questions. 

1. What are the factors influencing the use of long-acting and reversible 
contraceptive methods versus short-acting methods among women of 
reproductive age?

2. What are the trends and determinants in contraceptive use, and contraceptive 
discontinuation in Kenya? 

3. Why would women in need of a contraceptive method opt to abandon use 
thus exposing themselves to the risk of unintended pregnancies? 

4. What quality of counseling is provided to family planning clients during the 
initiation of contraceptive use? 

5. What are the dynamics of contraceptive discontinuation, specifically 
abandonment, and switching among contraceptive users who have received 
services from facilities that offer high-quality care?
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Thesis Outline

This thesis consists of eight chapters, organized as follows;

Chapter 1 presents the introduction, which includes background information, the 
context of family planning services in Kenya, the problem statement, as well as 
the conceptual framework guiding this thesis and its aims and research questions.

Chapter 2 assesses the contraceptive method mix by examining factors associated 
with uptake of long-acting reversible contraception: “Long-Acting Reversible 
Contraception Uptake and Associated Factors among Women of Reproductive 
Age in Rural Kenya”.

Chapter 3 presents the published study protocol that highlights the methodology 
used in the learning agenda: “Protocol for a prospective mixed-methods 
longitudinal study to evaluate the dynamics of contraceptive use, discontinuation, 
and switching in Kenya”. Publications emanating from this study are part of the 
thesis (Chapter 4, 5, and 6).

Chapter 4 examines the level, trends, and predictors of contraceptive 
discontinuation among women of reproductive age: “Patterns and determinants 
of modern contraceptive discontinuation among women of reproductive age: 
Analysis of Kenya Demographic Health Surveys, 2003–2014”.

Chapter 5 explores the reasons, barriers, and facilitators for contraceptive 
discontinuation among past female users, and perspectives from health care 
workers and male partners: “A qualitative exploration of contraceptive use and 
discontinuation among women with an unmet need for modern contraception in 
Kenya”.

Chapter 6 assesses the quality of care that women seeking family planning services 
receive at health facilities: “Assessing quality of family planning counseling and 
its determinants in Kenya: Analysis of health facility exit interviews”.

Chapter 7 evaluates the dynamics of contraceptive use among new users: 
“Dynamics of contraceptive adoption, abandonment, and switching among first-
time female users: a prospective cohort study in Kenya”.

Chapter 8 discusses the findings, including an assessment of policy implications 
for Kenya, conclusions and recommendations.
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