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Objective: Uptake of permanent contraception among women remains low in sub-Saharan Africa compared to
other regions. We aimed to synthesize available evidence on barriers to, and facilitators of permanent contracep-
tion with regards to tubal ligation among women in sub-Saharan Africa.

Study Design: We reviewed literature on tubal ligation among African women published between January 1, 2000
and October 30, 2017. We searched PubMed, Global health, EMBASE, Web of science, and Google scholar for
quantitative, qualitative, and mixed methods studies which reported on barriers and/or facilitators to uptake
of tubal ligation in sub-Saharan Africa. Finally, we conducted a narrative synthesis and categorized our findings
using a framework based on the social ecological model.

Results: We included 48 articles in the review. Identified barriers to tubal ligation among women included
individual-level (myths and misconceptions, fear of surgery, irreversibility of procedure, religious beliefs),
interpersonal-level (male partner disapproval), and organizational-level (lack of healthcare worker expertise
and equipment) factors. Facilitating factors included achievement of desired family size and perceived effective-
ness (individual-level), supportive male partners and knowing other women with permanent contraception ex-
perience (interpersonal-level), and finally, subsidized cost of the procedure and task-sharing with lower cadre
healthcare workers (organizational-level).

Conclusions: Barriers to, and facilitators of permanent contraception among women in sub-Saharan Africa are
multilevel in nature. Strategies countering these barriers should be prioritized, as effective contraception can pro-
mote women’s health and economic development in sub-Saharan Africa. In addition to these strategies, more
quantitative research is needed to further understand patient-level factors associated with uptake of permanent
contraception among women.
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1. Introduction

Family planning through contraceptive use is a critical component of
reproductive healthcare; it allows women and their families to have the
desired number of children and also to control the timing of pregnancies
[1]. The ability to limit and space pregnancies has a significant impact on
awoman’s wellbeing, child survival, and economic growth and develop-
ment[1-5]. Despite the benefits of contraceptive use, it is estimated that
approximately 21% of women in sub-Saharan Africa have an unmet
need for modern contraception [6]. This gap is largely responsible for
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the high proportion of unintended pregnancies in the region [6], esti-
mated at 38% of the annual total of 51 million pregnancies in sub-
Saharan Africa [7]. A substantial number of maternal deaths in this
region could be averted if unintended pregnancies were prevented
with the use of effective, less user-dependent modern contraception
such as permanent contraception [8].

Permanent contraception includes vasectomy for men and tubal
procedures for women, which are highly effective, with failure rates of
less than one percent [9]. The approach to permanent contraception
among women involves blocking or cutting the fallopian tubes through
surgical or nonsurgical means (tubal ligation or occlusion) [10,11]. Per-
manent contraception offers a number of benefits compared to other
contraception methods. It eliminates the recurrent direct and indirect
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costs associated with reversible methods [12]. In addition, it eliminates
problems associated with other methods such as compliance, side-
effects, availability and inconvenience [13]. Also, for women, evidence
suggests that tubal ligation has non-contraceptive benefits such as re-
ducing the risk of ovarian cancer [14]. Lastly, studies have shown that
tubal ligation in sub-Saharan Africa is safe, with a low rate of complica-
tions or failure when performed according to standard practice [15-17].
Reported complications include pain, infections, and bladder and bowel
injuries [16-18].

In spite of the encouraging data and increasing desire among women
to limit childbearing, the uptake of permanent contraception among
women remains low in sub-Saharan Africa [19,20]. The prevalence of
permanent contraception among married or in-union women of repro-
ductive age in Africa is estimated at 1.6%, compared to Latin American
and the Caribbean (25.7%), Asia (23.7%), Northern America (20.6%),
and Europe (3.7%) [21]. Factors that likely contribute to this low uptake
of permanent contraception include weak health systems and limited
access to surgical procedures [22,23], lack of information, misconcep-
tions, and religious beliefs [24-26].

To date, studies examining barriers and facilitators to the uptake of
permanent contraception in sub-Saharan Africa have either grouped a
range of contraceptive methods (not focused exclusively on permanent
contraception) [27,28], or included both male and female permanent
contraception [29]. The purpose of this study is to synthesize the litera-
ture on barriers and facilitators to uptake of permanent contraception-
specifically, tubal ligation-among women in sub-Saharan Africa in
order to inform female reproductive health policy and services in the
region.

2. Material and Methods

This paper presents a literature review of available evidence on bar-
riers to, and facilitators of permanent contraception among women in
sub-Saharan Africa.

2.1. Study Inclusion Criteria (Box 1)

We reviewed studies on barriers and/or facilitators to uptake of per-
manent contraception, which included women who had undergone or
were yet to undergo tubal ligation, male partners, and/or healthcare
providers were reviewed. We considered qualitative, quantitative, and
mixed methods studies published in major official languages, including
English, French, or Portuguese. We included studies published between
January 1, 2000 and October 30, 2017. We selected year 2000 as the
start date for this review because of the global commitment in that
year to the Millennium Development Goals (MDGs) which included im-
proved maternal health (MDG 5) [30].

2.2. Search Methods and Information Sources

We searched the following electronic databases with no language
restrictions: PubMed, Global health, EMBASE and Web of Science Search
terms included free-text terms related to permanent contraception

such as “female sterilization”, “tubal ligation”, “tubal occlusion”, and
“voluntary surgical contraception”, together with terms such as “sub-

Box 1
Study inclusion criteria

1 Conducted in sub-Saharan Africa on the topic of tubal ligation
and/or occlusion

2 Conducted among women, male partners and/or healthcare
workers

3 Quantitative, qualitative or mixed-methods design

Published in English, French or Portuguese

5 Published between January 1, 2000 and October 30, 2017
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Saharan Africa”, “developing country”, “resource-limited”, “East Africa”,
“West Africa”, “South Africa”, “Central Africa” and the individual names
of all sub-Saharan African countries. In addition to electronic database
searches, we searched bibliographies of identified relevant reviews
and studies for additional eligible publications. We identified unpub-
lished papers in a grey literature search via Google Scholar. For the pur-
pose of this review, we use the term “tubal ligation” to represent both
tubal ligation and tubal occlusion.

2.3. Study selection

Two authors (BO and EO) independently screened the titles and ab-
stracts of studies identified to confirm if they met the inclusion criteria
(Box 1). Author NASA conducted an additional independent literature
search to identify any eligible articles which may not have been in-
cluded in the initial selection. Articles deemed eligible for inclusion
were obtained in full text and independently screened again by BO
and EO before final inclusion. We excluded multiple publications
based on the same cohorts or data. Where there was an overlap in
time points reported by studies conducted at different periods, we se-
lected the most recent study. Any conflict in study selection and/or ex-
clusion was resolved by author EE.

2.4. Data extraction and synthesis

We extracted data from all the papers that met the inclusion criteria
using pre-piloted and standardized data extraction forms designed for
this review. Our framework for categorizing and organizing our findings
was based on the social ecological model. The model helps in under-
standing how behavior is shaped by often complex interactions be-
tween factors existing at individual, interpersonal, organizational,
community and public policy levels [31,32]. We coded identified bar-
riers and facilitators into themes, which were grouped into the different
social-ecological levels.

3. Results
3.1. Study characteristics

The electronic search yielded 672 records from the four databases,
while an additional six studies were identified from bibliographic and
grey literature searches (Fig. 1). Two hundred and thirty-one (231) du-
plicates were removed, and 394 articles were subsequently excluded.
The 48 studies ultimately reviewed included 34 quantitative studies,
five qualitative studies, and nine mixed-methods studies.

Twenty-two (23) of the included studies were conducted in East
Africa: Ethiopia (n=13), Kenya (n=5), Rwanda (n=1), Tanzania (n=
1) and Uganda (n=3); 20 in West and Central Africa: Cameroon (n=
2), Democratic Republic of Congo (n=1), and Nigeria (n=17); and
five in southern Africa: South Africa (n=3) and Zimbabwe (n=2). We
did not identify any studies meeting inclusion criteria from
Portuguese-speaking countries. Table 1 displays a summary profile of
these studies by study design.

Barriers to, and facilitators of tubal ligation were organized using the
socio-ecological model and are summarized in Table 2.

3.2. Individual-level factors

3.2.1. Barriers

Low-level knowledge about tubal ligation is a potential barrier to up-
take among women [33-41]. For example, in an Ethiopian study, 76% of
women participants were not aware that pregnancy was rare after tubal
ligation [36]. In another Ethiopian study, only 44% of respondents had
ever heard about tubal ligation [35]. For some women, the knowledge
gap was largely regarding where to access the procedure and not neces-
sarily lack of awareness about it [38].
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678 records identified
PubMed: 125

Global health: 102
Embase: 112

Web of science: 333
Other sources: 6

A4

442 records after
duplicates removed

349 records excluded
Did not meet all 5 inclusion
criteria

v

442 abstracts screened

45 articles excluded

No outcome of interest: 39
Duplicated data: 5

Full text not retrievable: 1

93 full text articles
assessed for eligibility

v

48 studies included
Quantitative: 34
Qualitative: 5

Mixed methods: 9

Fig. 1. Flowchart of article selection.

Prevailing myths and misconceptions about tubal ligation have been
identified in some studies [24,25,34,39,42-44]. In Kenya, 47% of women
believed that the procedure reduced sexual pleasure for both female
and male partners [42]. Other misconceptions included beliefs that
tubal ligation decreased sexual desire [34], required a good diet [43],
was harmful and led to illness [24,25,39,43,44].

The permanent and irreversible nature of tubal ligation was men-
tioned as another barrier to its uptake in some studies [24,25,34,38,42,
44]. In a South African study, 64% of respondents would not undergo
the procedure because of its permanent nature [34]. Some women
were concerned that after undergoing the procedure, there may be a fu-
ture desire or need for having (more) children. Such needs may
arise from child loss [24,42], improved financial status [44], or remar-
riage [25].

Table 1
Types of studies included

Number of
Studies

Study Design

w
'y

Quantitative

Cross-sectional survey

Retrospective medical records review

Prospective cohort

Randomized controlled study

Randomized non-inferiority trial

Retrospective cohort

Case series

Retrospective secondary data analysis and cross-sectional survey
Qualitative

In-depth interview

In-depth interview and key informants interview
Mixed-methods

Cross-sectional survey and focus group discussion

Cross-sectional survey and in-depth interview

Retrospective data analysis and in-depth interview

Cross-sectional survey, focus group discussion,

and in-depth interview

~
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Other women would not undergo tubal ligation because of its surgi-
cal nature [24,34,36,39,45], considering it a risky method of contracep-
tion that should be avoided [39,42]. Undergoing a surgical procedure
for contraception was unacceptable to 39% of respondents in a study
in Ethiopia [36]. Fear of perceived side effects of tubal ligation also ap-
pears to be a limiting factor for uptake [24,25,34-36,39,42-44,46,47].
In these studies, the respondents disapproved of tubal ligation because
of the possible complications and side effects such as pain [39,42], stom-
ach upset [25] and weight gain [43]. For some women, these perceived
complications could be major and even lead to death [24,25].

Religious beliefs were an important barrier reported by some studies
[24,26,37,44,46]. In Nigeria, one-third of each of the Christian and Mus-
lim women cohorts in one study stated that tubal ligation was against
their respective faiths [24]. Likewise, in an Ethiopian study among mar-
ried women (predominantly Muslims, 98.8% vs. 1.2% Christians), 32%
considered tubal ligation a religious taboo [37]. In the context of reli-
gious beliefs, indications for tubal ligation also appeared to determine
its appropriateness: some women considered it contrary to religious te-
nets if women had permanent contraception without serious medical
contraindications against childbearing [37].

3.2.2. Facilitators

Achieving the desired family size with no intention for more chil-
dren was an indication for undergoing permanent contraception
[48-57]. Already having many children - sometimes more than de-
sired—was another facilitator among women who had had a tubal liga-
tion [42,48,52,58,59]. In a Nigerian study among women who had more
children than desired, 70% of them were grand multipara [48].

Health-related conditions were also identified as another reason for
permanent contraception [48-53,55,56,58-61]. These conditions in-
cluded previous caesarean section [50,52,53,55,58,59], ruptured uterus
[55,59], sickle cell anemia, renal disease, psychiatric disorders [48], hy-
pertension [48,58], congenital malformations [59], HIV infection [50,
56,60,61], and pelvic infections [51].

The perceived effectiveness and benefits as a possible influencer of
uptake of tubal ligation was found in a few studies [25,26,34]. For
some women, it was highly effective [25,34] convenient [34], did not re-
quire recurrent hospital visits [26], eliminated recurrent use of pills [25],
and had no side effects [26,34]. Side effects from other contraceptive
methods or their failure to prevent pregnancy also appeared to influ-
ence uptake of tubal ligation [26,51,58].

Economic considerations were reported as one of the reasons for
tubal ligation in two studies [49,52]. Thirty-nine percent of Ethiopian
women who had undergone the procedure wanted to limit childbearing
because of poor economic conditions [49].

3.3. Interpersonal-level factors

3.3.1. Barriers

Male partners' disapproval was reported as a barrier to uptake of
tubal ligation in some studies [35,42,44,47]. In Kenya, 44% of women
who did not have tubal ligation attributed it to lack of support from
their spouses [42]. In addition to partners’ opposition, some women
expressed fear of negative reactions from male partners following
tubal ligation, such as termination of their marriage/relationship [36,
42] or their male partners marrying another wife [62].

Knowing other women with bad experiences with the procedure
could also limit its uptake [25,46]. Women who had a failed procedure,
suffered some complications, or had regrets from undergoing tubal liga-
tion were not likely to recommend it to their peers [62,63].

3.3.2. Facilitators

Male partners were discussed as facilitators of tubal ligation in some
studies [26,34,42,49,54,62]. For instance, 70% of the women who had
tubal ligation in one study reported having supportive partners [42].
Joint decisions with male partners were additionally found to be critical
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Table 2
Organization of findings according to the social-ecological model

Level Barriers

Facilitators

Individual * Low-level knowledge [33-41]

» Not aware of where to access service [38]

» Myths and misconception [24,25,34,39,42-44]

« Fear of perceived side effect [24,25,34-36,39,42-44,46,47

« Irreversibility of procedure [24,25,34,38,42,44]

« Surgical nature of procedure [24,34,36,39,45]

» Against religious belief [24,26,37,44,46]

« Partners’ disapproval [35,42,44,47]

» Knowing other women with failed procedure/regrets [25,46]

Interpersonal

Organizational * Healthcare workers’ personal reservations [25,68]
* Long waiting time [25,60]

» Lack of expertise [25,38,65,66]

* Lack of equipment [65,66]

* Healthcare provider limited knowledge [38]

« Achievement of desired family size/completion of childbearing [48-57]
« Too many children [42,48,52,58,59].

« Health-related conditions [48-53,55,56,58-61]

« Perceived effectiveness/benefits [25,26,34]

« Side effects from other contraceptive methods [26,51,58]

« Low economic status [49,52]

« Supportive male partner [26,34,42,49,54,62]

« Joint decision with male partner [49,54,64]

« Influence of extended family [62,64]

« Knowing other women who have undergone female sterilization [42,49]

« Counseled/offered/recommended by healthcare provider [34,56,67,70-72]
« Referral by healthcare providers [49]

« Task-sharing with lower-cadre officer [17,63]

« Outreach to facilities in rural areas [17,63,64]

« Subsidized access to/cost of procedure [73-75]

* Not offered/recommended/provided by healthcare provider [60,67,69]

* High cost of procedure [25,48]

to uptake [49,54,64]. Influential extended family members also played a
role in decision making with regards to tubal ligation [62,64]. Knowing
other women who had undergone tubal ligation was also a facilitator of
its uptake [42,49]. In Kenya, nearly 80% of women who had tubal ligation
knew other women who had had the procedure [42]. Some women also
referred their peers to health facilities for the procedure [49].

3.4. Organizational-level factors

3.4.1. Barriers

Lack of expertise among healthcare providers was reported in some
studies [25,38,65,66]. Healthcare providers at some facilities were not
trained and could not perform tubal ligation [25]. Some facilities also
lacked the required equipment [65,66]. Referral of women who desired
or might benefit from tubal ligation by healthcare providers was also
limited by lack of accurate information [38]. Even when referred to or
attending a facility where tubal ligation could be performed, long
waiting periods were an issue [25,60].

In some studies, women who desired permanent contraception and
requested tubal ligation at healthcare facilities did not get the services
[60,67], sometimes as a result of healthcare providers’ negligence [67].
Not offering the procedure to women who may desire it also impeded
uptake [67]. Some studies reported that healthcare workers’ reserva-
tions about tubal ligation may influence their recommendation of the
procedure [25,68]. Among family planning providers in Kenya, approx-
imately 60% and 40% reported restricting tubal ligation recommenda-
tions based on clients’ (perceived) low parity and single marital status
respectively [69]. Among the providers that restricted tubal ligation
based on parity, approximately 46% reported that a client must have a
minimum of three children.

The high financial cost of undergoing tubal ligation was a potential
barrier among women who desired it in two Nigerian studies [25,48].
In one of these studies, the average cost of tubal ligation was noted to
be much higher than other modern contraceptive methods [48].

3.4.2. Facilitators

Some studies reported that facility- and community-based counsel-
ing and recommendations for tubal ligation by healthcare providers to
potentially-eligible women facilitated uptake [34,56,67,70-72]. In
Nigeria, preference for tubal ligation among women desiring contracep-
tion in a study significantly increased from 1.5% pre-counseling to 3.8%
post-counseling [71]. In South Africa, 23% of female study participants
had a tubal ligation because it was recommended by healthcare pro-
viders [34]. Likewise, in a Zimbabwean study, 80% of women who had
a tubal ligation procedure did so because it was offered [67]. Referral

to other tubal ligation-providing facilities by healthcare workers also
contributed to uptake [49].

Task-sharing - trained lower-cadre healthcare workers performing
tubal ligation - facilitated uptake in Ethiopia and Uganda [17,63]. In
these studies, trained health and clinical officers were engaged to pro-
vide tubal ligation to women who desired permanent contraception in
rural settings. Outreach services to rural areas also improved uptake of
permanent contraception among women who did not have access to fa-
cilities where tubal ligation could be performed [17,63,64].

Subsidized cost of the procedure was as an important facilitator for
utilization [73-75]. In Kenya and Uganda, a voucher scheme that subsi-
dized access to reproductive health increased the uptake of tubal liga-
tion [74,75].

4. Discussion

In this literature review, we identified and organized evidence on
barriers to and facilitators of permanent contraception via tubal ligation
among women in sub-Saharan Africa using a framework based on the
social ecological model. We found uptake of tubal ligation to be influ-
enced by individual-, interpersonal-, and organizational-level factors
such as myths and misconceptions, fear of surgery, irreversibility of pro-
cedure, religious beliefs, lack of expertise and equipment factors,
achievement of desired family size, perceived effectiveness and subsi-
dized cost.

Poor knowledge and negative perceptions about tubal ligation may
hinder women who desire permanent contraception to make informed
decisions. The ideal family size is relatively higher in sub-Saharan Africa
than in other regions, often due to socio-economic and cultural reasons
[76-78]. It is estimated that 6 in 10 sub-Saharan African women with a
demand for permanent contraception have either achieved or exceeded
their desired family size [19]. Awareness creation, knowledge dissemina-
tion and strategies to influence individual-level decisions need to be im-
plemented before women exceed their desired number of children. This
may involve the use of media, which remains an important source of in-
formation and means for promotion for family planning in sub-Saharan
Affrica [79]. Studies have shown that women with access to media mes-
sages or campaigns are more likely to use contraceptives [80,81].

Religious beliefs, particularly among Muslim and Christian partici-
pants, were another important individual-level barrier identified. A
number of studies have reported that religion influences the use of
modern contraception in sub-Saharan Africa [82-86]. While evidence
suggests that Christians may be more accepting of contraceptive use
than Muslims [87], identifying a religion’s stance on family planning
or on a particular contraceptive method is complex. Religious tenets
do not only vary between denominations within a faith; their
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interpretations can also vary among individuals and religious leaders of
the same denominations [88,89]. Nonetheless, religious leaders have
been found to be influential on contraceptive use among their congre-
gants [90]. Thus, where permanent contraception is permissible, reli-
gious leaders may have a role to play—with the help of healthcare
workers—in improving uptake of tubal ligation among women who de-
sire permanent contraception.

The permanent nature of tubal ligation is one of its advantages, how-
ever this characteristic also constitutes a major barrier to its uptake, par-
ticularly among African women still of childbearing age. The desire for
more children may arise after the procedure, resulting in requests for re-
versal [91]. Studies report that women who underwent the procedure at
ayoung age, who had few or no children (particularly no males), and lit-
tle/no partner support for permanent contraception were more likely to
have regrets [92-95]. These categories of women may not be suitable
candidates for tubal ligation, and will benefit from other forms of re-
versible modern contraception. In reducing rates of post-procedure re-
gret, it is important to provide all the relevant information, assess
potential risk factors for change of mind, and obtain informed consent
regardless of the indication.

Our findings also highlight the role men play in family planning
decision-making in sub-Saharan Africa. Due to societal norms, men are
able to achieve more economic power and assume provider roles, and
women are expected to be deferential to men’s authority [96,97].
These unbalanced gender-based power dynamics allow men to be pri-
mary decision makers with regards to the use of contraception in
many settings [98,99]. However, some men show little interest and
have limited engagement in spousal communication and discussion
on family planning issues [100,101]. Concerning tubal ligation, poor
knowledge among male partners may contribute to their lack of support
and/or approval [102]. While some women make independent deci-
sions regarding permanent contraception, joint decision-making with
the male partner is critical [103] to prevent negative reactions, and
should be encouraged through counseling.

In sub-Saharan Africa, tubal ligation is largely performed surgically.
Nonsurgical approaches may be more acceptable to women who do
not desire surgical procedures. However, nonsurgical permanent con-
traception requires sophisticated equipment and highly specialized
skills, and is not yet readily available in our study setting [104]. Weak
health systems, characterized by shortages of skilled healthcare pro-
viders, lack of equipment, and poor infrastructure limit the availability
of surgical procedures such as tubal ligation [22,23]. Where these ser-
vices are available, direct and indirect costs of accessing them could
also be limiting factors [ 105]. Addressing this organizational-level factor
with supportive policies can contribute to the increased uptake of fe-
male sterilization in sub-Saharan Africa. For example, the engagement
of, and safety and acceptability regarding trained lower-cadre
healthcare workers for female sterilization procedures and/or counsel-
ing has been encouraging in Uganda and Ethiopia [17,63]. A recent
non-inferiority trial in Tanzania found no significant differences be-
tween the rates of adverse effects (major and minor) in tubal ligation
performed by trained clinical officers and trained assistant medical offi-
cers [106].Cost as a barrier to tubal ligation will also need to be ad-
dressed through financing mechanisms that can reduce out-of-pocket
expenditure [107]. Provision of cost-free tubal ligation services contrib-
uted to a recent increase in uptake in Malawi [108]. Of note, we found
cost reported only in two studies from Nigeria, the most populous
African country. This may reflect high costs of surgical procedures in
Nigeria, or suggests that cost of tubal ligation is understudied in other
countries.

In other settings, women who desire permanent contraception face
barriers similar to those identified in our review. In the USA, evidence
has shown that health system-level barriers prevent women from
accessing permanent contraception. While those without health insur-
ance are less likely to obtain permanent contraception [109-111], con-
sent requirements hinder those with Medicaid (health coverage for

those with limited income) in accessing it [112,113]. Limited counseling
and lack of recommendations by healthcare providers are also barriers
that have reported in the USA [114]. Findings from South Asia and
Latin America also suggest low quality of counseling by healthcare pro-
viders to women who have had permanent contraception [115]. A Ger-
man study identified religion and knowledge as significant influencers
of permanent contraception acceptance [116]. Furthermore, similar to
our findings, it reported desire for children, fear of surgery, the definitive-
ness of this method and cost as some of the reasons why younger women
declined this mode of contraception [116].

A study reported sociodemographic characteristics of subgroups of
women with very high (>80%) unmet need for modern contraception
in 77 low- and middle-income countries [117]. Women in these sub-
groups were mostly characterized as being poor, illiterate, young and
living in rural areas. The highest unmet need (overall 67%) was found
among women in West and Central Africa, where many countries
have some of the lowest levels of women’s empowerment on the conti-
nent [117]. This supports the inclusion of gender empowerment ap-
proaches to improving uptake of modern contraception (including
tubal ligation) in resource-limited settings, especially in the lowest-up-
take geographical areas and subgroups in sub-Saharan Africa.

The drive to engage particularly vulnerable women, male partners,
other individuals and communities to increase awareness and educa-
tion should involve healthcare workers at the forefront. Healthcare pro-
viders should be proactive in offering permanent contraception to
women who desire or will benefit medically or economically from it,
compared to other methods. However, careful selection of women to
be offered tubal ligation, with attention to socio-cultural, economic,
and health status/benefit differences may be important to the effective-
ness of this approach. Finally, women should not be forced or coerced
into undergoing permanent contraception. In sub-Saharan Africa, forced
permanent contraception without informed consent has been reported
largely among HIV-infected women [118-120]. Even though tubal liga-
tion offers an effective option to permanently prevent childbearing and
perinatal transmission of HIV among HIV-infected women, it is impera-
tive that this decision be made voluntarily, regardless of HIV status.

Our literature review has some limitations. The results were limited
by methodologies and quality of the studies reviewed, as most of the
cross-sectional studies and chart reviews were descriptive and did not
test for associations between identified barriers/facilitators and uptake
of permanent contraception among women. More rigorous quantitative
research is needed to better understand the significance of factors asso-
ciated with uptake of permanent contraception. Additionally, the di-
verse nature of the study populations made it difficult to characterize
facilitators and barriers with respect to patient characteristics. Studies
on patient characteristics (including facility versus non-facility
delivery) on the acceptability and uptake of permanent contraception
among women are also needed. Lastly, non-identification of
community- or policy-level factors in our review does not preclude
their existence. Future studies could explore these factors both quanti-
tatively and qualitatively.

5. Conclusions

Uptake of permanent contraception among women in sub-Saharan
Africa is relatively low. Improving uptake will require multipronged
social-behavioral and educational interventions to modulate negative
individual- and interpersonal level perceptions, especially among
women and their male partners. Health systems strengthening and pol-
icy changes are needed to narrow the gaps identified at organizational
level. Women who desire it, and for whom tubal ligation is expected
to provide better health and economic benefits over other contraceptive
methods should be offered this procedure. Increasing uptake of effective
and permanent contraceptive methods such as tubal ligation among
women of reproductive age should be prioritized in sub-Saharan
Africa. This is expected to improve women'’s health and wellbeing and
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contribute to regional economic growth and development, in line with
Sustainable Development Goals 3 (Good health and well-being) and 5
(Gender equality) [121].
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