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ABSTRACT
Objective  To examine how menstruation, contraceptive 
use and gender-based violence intersect to shape the 
sexual and reproductive health and autonomy of girls and 
young women in Kenya.
Design  Qualitative study exploring girls and young 
women’s experiences with contraceptive use and 
menstrual management, using in-depth interviews and 
focus group discussions analysed through a reflexive 
thematic approach.
Setting  Four county-run family planning clinics in Uasin 
Gishu County, Kenya.
Participants  77 girls and young women aged 15–19 
years (via 35 in-depth interviews and 7 focus group 
discussions) and 27 family planning clinic providers (via 5 
focus group discussions).
Results  Interviewees’ contributions suggest that covert 
contraceptive use, when discovered through menstrual 
monitoring, provoked intimate partner violence. Heavy 
menstrual bleeding, whether related to contraceptive 
use or not, was viewed as a sexual restriction and 
also fuelled intimate partner violence. Furthermore, 
the inability to afford sanitary pads, combined with the 
stigma surrounding menstruation, drove some girls and 
young women into exploitative sexual relationships, often 
resulting in unwanted or unintended pregnancies.
Conclusions  Menstrual bleeding and contraceptive 
use, both independently and in combination, affect 
girls and young women’s reproductive autonomy and 
overall health and well-being, particularly in relation to 
gender-based violence. Improving menstrual hygiene 
management, challenging the stigma and harmful norms 
tied to menstruation and contraception and ensuring safe 
contraceptive use are integral to improving sexual and 
reproductive health and autonomy and are requisite for 
preventing and eradicating gender-based violence.

INTRODUCTION
For girls and young women, particularly 
those living in low- and middle-income coun-
tries (LMICs), menstruation is far more 

than a biological process—it is intricately 
linked to their dignity, survival and broader 
sexual and reproductive health (SRH) and 
rights.1 Yet, in regions like East Africa, their 
experiences managing their menstruation 
remain underexplored,1–4 especially as their 
bleeding and hygiene relate to transactional 
sex4 5 and impact gender-based violence 
(GBV) against them and their contraceptive 
use.6–11 This critical gap in understanding 
endures despite growing recognition that 
inadequate menstrual hygiene and the 
absence of menstrual dignity profoundly 
affect educational attainment, reproductive 
health, intimate relationships and overall 
well-being.1 12–14

Ending period poverty and promoting 
menstrual dignity is an urgent but neglected 
global public health priority.15–17 Period 
poverty refers to the inability to manage 
menstruation hygienically and with dignity. 
Adequate menstrual management includes 
the ability to safely and privately collect 
menstrual blood, clean with soap and water 
and dispose of used products appropriately. 
It also requires having basic knowledge about 
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the menstrual cycle and the ability to navigate menstru-
ation without discomfort, fear or stigma.15 16 18 Despite 
global efforts, many girls and young women still rely on 
traditional materials like cloths or tissues during menstru-
ation or depend on transactional sex or intimate partners 
for sanitary pads.5 19–27

Menstrual stigma and restrictive gender norms signifi-
cantly shape girls and young women’s experiences of 
menstruation.1 28 29 Menstruation can be perceived 
as shameful, dirty and smelly, leading to social exclu-
sion, school disruptions and limits on intimacy.1 12–14 In 
Kenya, girls reported feeling unprepared for menarche, 
equating menstruation with illness and fearing the risk of 
menstrual leaking.2

Concurrently, girls and young women face high rates of 
intimate partner violence (IPV). Globally, nearly a quarter 
(24%) of ever-partnered girls and young women aged 
15–19 years old have experienced IPV in their lifetime, 
and 16% have in the past year.30 Kenya’s IPV incidence 
is higher than the global average: 29% of ever-partnered 
girls and young women, aged 15–19 years old, reported a 
lifetime experience of IPV.31

Especially in high-fertility settings, where girls and 
young women face unique pressures to bear children, 
IPV—manifesting in pregnancy coercion and contracep-
tive sabotage—is a significant driver of unwanted and 
unintended pregnancies and poor SRH outcomes.6 11 32–35 
While some girls and young women adopt discreet contra-
ceptive methods to resist partner coercion, the discovery 
of covert contraceptive use can heighten their risk of 
IPV.36–40

This study, conducted in Uasin Gishu County, Kenya, 
examines these critical intersections by exploring 
menstrual hygiene practices, access to family planning 
services and contraceptive use among girls and young 
women aged 15–19 years. By uncovering how menstru-
ation, violence and contraception interact in their lives, 
we aim to inform policies and programmes that address 
period poverty, advance reproductive autonomy and 
combat violence against girls and young women.

METHODS
Study design
We conducted a qualitative study to examine the beliefs, 
behaviours, motivations and histories of girls and young 
women.41 This study was collaboratively designed with 
local family planning providers, county health leaders 
and our local research partner, Population Council 
Kenya. In June 2021, EAH facilitated meetings to align 
research objectives with county priorities and to collabo-
ratively identify and plan for appropriate data generation.

The study included 35 in-depth interviews (IDIs) with 
girls and young women, aged 15–19 years, and seven 
focus group discussions (FGDs), involving 42 girls and 
young women. IDIs lasted an average of 70 min (range: 
34–121 min) and FGDs lasted an average of 112 min 
(range: 85–134 min). Additionally, we conducted five 

FGDs with 27 family planning clinic providers, which 
lasted an average of 99 min (range: 62–120 min).

We conducted both IDIs and FGDs with girls and young 
women, although no participant took part in both. IDIs 
were designed to elicit detailed accounts of personal 
experiences in a confidential manner, while FGDs aimed 
to explore collective perspectives on county-level services 
and social norms.41 In practice, FGD participants also 
shared personal stories, resulting in complementary and 
overlapping insights, which were subsequently analysed 
together.

Throughout this paper, we refer to the girls and young 
women as ‘participants’, family planning clinic providers 
as ‘providers’, and collectively use the term ‘interviewees’ 
to encompass both groups.

The research team (EAH, FT, WO and EA) also 
organised a stakeholder workshop in Eldoret, the 
capital of Uasin Gishu County. The 48 participating 
stakeholders, recruited by the County Health Manage-
ment Team, included county health and education 
leaders, providers and their supervisors. We trans-
lated preliminary findings into research outputs and 
policy recommendations, incorporating stakeholders’ 
contributions, some of which we include in this paper.

This study was part of the first author EAH’s 
PhD research; she is a registered nurse from the 
United States. EA, WO and FT are bilingual, female 
Kenyan researchers with extensive expertise in qual-
itative research on SRH and violence. None of the 
researchers were involved in service provision in the 
county, and we had no prior contact with participants 
before the study.

Study setting
This study took place in Uasin Gishu County, Kenya, 
in the North Rift Valley. We chose Uasin Gishu for 
its urban-rural mix and Population Council Kenya’s 
local partnerships, enabling a collaborative design 
and clinic access.

Data from the 2022 Kenya Demographic and Health 
Survey showed that 11% of girls in Uasin Gishu 
became pregnant before their 18th birthday. Among 
married women and girls (15–49 years old), 63% 
used a modern method of contraception, 13% had 
an unmet contraceptive need and only 39% reported 
being able to make their own informed decisions 
about sexual relations, contraceptive use or repro-
ductive healthcare.42

In the county, among women and girls (married and 
unmarried), aged 15–49 years old with a menstrual 
period in the last year, 97% reported being able to 
wash and change in privacy and use appropriate 
materials during their last menstruation (ie, reus-
able sanitary pads, disposable sanitary pads, tampons, 
menstrual cup, cloth and/or cotton wool), and 95.5% 
reported using disposable sanitary pads. Almost half 
(41.9%) had experienced physical violence in their 
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lifetime, and 10% had experienced sexual violence 
since the age of 15 years old.42

Sampling, recruitment, enrolment and participant 
demographics
With support from the county health management team, 
the research team (EAH, EA, WO and FT) selected four 
county-run clinics providing family planning, maternal 
and newborn and child health services. These clinics, 
selected for having the highest number of clients aged 
15–19 years in January and February 2022 among all 
county clinics, served diverse populations, including 
those from urban, peri-urban and rural areas, as well as 
one of the largest informal settlements.

Given the limited number of girls and young women in 
our target age group who had regularly been visiting each 
clinic, we used convenience sampling of only current 
or recent clients (ie, those listed in clinic service logs 
with active phone numbers). We did not sample for any 
particular participant traits other than age. Despite this 
constraint, we successfully recruited a diverse participant 
pool, including married and unmarried girls and young 
women, mothers and those without children and partic-
ipants across the specified age range. No approached 
participants refused, but some were out of the age range. 
Table  1 summarises the demographics of IDI and FGD 
girls and young women, while table 2 provides additional 
details on just those who participated in IDIs.

Nurses assisted with participant recruitment, inviting 
clients in person or via phone. For one FGD, a local charity 
supporting families living in the local informal settle-
ment facilitated recruitment. All participants provided 
informed consent prior to participation. In accordance 
with Kenyan regulations, girls aged 15 years and older 
are legally permitted to provide independent consent for 
reproductive health services and research participation.43 

FT, WO and EA explained the study in Kiswahili, empha-
sising voluntary participation without service impact. 
After reviewing the information sheet, all invited partici-
pants agreed to take part and provided written informed 
consent. Travel expenses were reimbursed, and we gave 
each participant 500 Kenyan Shillings (about £3.00 GBP) 
as a token of appreciation.

EAH recruited providers from the same four clinics, 
many of whom had previously assisted with participant 
recruitment, while others were invited by their supervi-
sors. EAH introduced the study in English, provided infor-
mation sheets and reassured providers of the voluntary 
nature of their involvement and that it would not affect 
their employment. All invited providers agreed to partici-
pate and gave their written informed consent. The FGDs 
included three nurse supervisors, 15 women’s health, 
perinatal and paediatric nurses, six nursing students, two 
community health workers and one GBV psychologist.

The research team held daily debriefings and ceased 
recruitment after 35 IDIs and 12 FGDs, once thematic 
saturation was achieved and minimal new information 
was emerging. Recruitment also ensured coverage of all 
clinics, with at least one FGD with providers conducted 
per site.44 45

Data generation and research tools
EA, WO and FT conducted IDIs and FGDs with partici-
pants in empty clinic rooms using a mix of Kiswahili and 

Table 1  Girls and young women’s demographics (from 
both in-depth interviews and focus group discussions)

All participants (n=77) 

  Frequency: N (%)

Age (in years)   

  15  4 (5%)

  16  6 (8%)

  17  6 (8%)

  18  15 (20%) 

  19  46 (60%)

Marital status

Currently unmarried  51 (66%)

Currently married 26 (34%)

Parity

Nulliparous 27 (35%)

Primiparous or 
multiparous

50 (65%)

Table 2  Girls and young women’s information (from in-
depth interviews only)

In-depth interview participants (n=35)

Frequency: 
N (%)

First-time clinic 
attendees

21 (60%)

Contraceptive method 
received at current visit

Implant (ie, Levoplant, 
Nexplanon, Jadelle)

21 (60%)

Injection (ie, Depo-Provera) 9 (26%)

Intrauterine device (IUD) (ie, 
non-hormonal copper T)

0 (0%)

No method 5 (14%)

Occupation

Student 12 (34%)

Paid work, outside home 6 (17%)

Unpaid work or not working 17 (49%)

Highest level of 
education

None 1 (3%)

Primary school completed 11 (31%)

Secondary school 
completed

18 (51%)

In tertiary school, college or 
university

5 (14%)
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English. Participants were asked about their experiences 
accessing and using family planning services, challenges 
in preventing or achieving pregnancy and barriers they 
faced. We piloted the topic guides during the first round 
of IDIs and FGDs and then reviewed transcripts to assess 
their effectiveness. Our team evaluated cultural and age 
appropriateness, noted questions that caused discomfort 
or silence and subsequently refined the guides by broad-
ening, simplifying and adjusting the language.

To facilitate discussion, especially when participants 
were uncomfortable sharing personal stories, vignettes—
fictional scenarios of local girls and young women facing 
family planning challenges—were introduced.41 46 Discus-
sions also explored the experiences of participants’ 
sisters, friends and peers. The topic guide is available in 
online supplemental Annex A.

FGDs, conducted in Kiswahili and English by EA, WO 
and FT, followed a similar approach to IDIs and took 
place in empty clinic rooms. To encourage broader discus-
sions on girls and young women’s experiences, FGDs 
began with vignettes as prompts. Participants frequently 
shared personal stories and engaged with one another 
throughout the discussions. The FGD topic guide is 
provided in online supplemental Annex B.

FGDs with providers took place after hours or during 
downtime in clinics. Conducted in English, EAH explored 
providers’ experiences caring for girls and young women 
(topic guide in online supplemental Annex C). Providers 
also shared client stories and reflected on their own 
teenage experiences.

Data management and analysis
All discussions were audio-recorded. EA, WO and FT 
transcribed all IDIs and FGDs verbatim and translated 
them into English, where necessary, cross-checking each 
other’s translations for consistency.

All transcripts were uploaded to NVivo 1747 and anal-
ysed using a reflexive thematic approach48 49 by EAH. 
She familiarised herself with the data by reading and 
re-reading transcripts, coding quotes both deductively 
(aligned with topic guides) and inductively (as new themes 
emerged). In this process, two overarching themes were 
created: ‘bleeding and IPV’ and ‘sex for sanitary pads’. 
EAH shared these interpretative codes and overarching 
themes with her supervisory team, CM, MC, NSS, and 
AMB, throughout this analytical process.

In February 2024, EAH, EA, WO and FT met in Nairobi 
to collaboratively review all transcripts, refine interpreta-
tive codes and organise overarching themes across each 
research output.

RESULTS
Contributions from 77 girls and young women, 27 
providers and 48 stakeholders revealed complex intersec-
tions between menstruation, violence and contraceptive 
use. We organise our findings into two central themes.

The first theme explores how fear of retaliation linked 
to family planning services and contraceptive use drove 
covert contraceptive practices, often in the context of 
menstrual monitoring. Our two sub-themes further 
unpack this dynamic and connect it to IPV: (a) how 
intimate partners responded to information gathered 
through menstrual monitoring and (b) how menstrua-
tion was perceived to be an obstacle to sexual activity.

The second theme investigates the stigma surrounding 
menstruation and the challenges of period poverty faced 
by girls and young women, highlighting how these factors 
drove transactional sex for sanitary pads. Our sub-theme 
examines how these sexual exchanges linked to decep-
tion, necessity, sexual exploitation and adverse reproduc-
tive health outcomes.

Fear of retaliation, covert contraception and menstrual 
monitoring
Interviewees described how the risk of violent retalia-
tion—if discovered visiting a family planning clinic or 
using contraception—compelled girls and young women 
to visit clinics in secret and to use methods covertly.

Participants shared their fears about potential conse-
quences if partners or parents discovered their contracep-
tive use, including violence, abandonment, condemnation 
and, as one young woman put it, “war (Aged 18–19, FGD 
5, Participant 6).”

I started having spotting within my periods, like week-
ly, and he [my partner] started questioning [if I am 
using contraception]. He asked, and I just kept quiet. 
[…] I see that he is not okay. […] It might cause vi-
olence if he knows I am on another [contraceptive] 
method. (Young Woman aged 18–19, IDI 13)

To avoid detection, participants said they used various 
strategies to conceal their visits to family planning clinics, 
such as pretending to go to the market. They hid pills in 
the kitchen or in their shoes, covered implant insertion 
sites or chose injectable methods for added secrecy.

Providers said they maintained clients’ discretion by 
storing appointment cards, administering undetectable 
methods or writing fake prescriptions.

You will be forced to write a fake prescription for some 
sickness, so that when they go home and the husband 
asks her, ‘Where are you from?’ She would have that 
paper to show to the husband. ‘I am from the hospi-
tal; you can even see the prescription.’ (Nurse, FGD 
1, Provider 8)

Interviewees’ accounts also revealed a vulnerability of 
secretive contraception: the monitoring of menstrual 
cycles. Participants said their partners tracked their 
periods. Hence, in their efforts to conceal their contra-
ceptive use, they also said they had to lie about or hide 
their menstrual bleeding.

There was a time he asked me why I have not con-
ceived again, yet our last born is now 2 years old. I told 
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him the doctor said, ‘A woman cannot get pregnant 
after delivery, until her monthly periods re-appear.’ 
I lied [that] mine has not come yet. (Young Woman 
aged 18–19, FGD 2, Participant 1) 

Menstrual bleeding, discovery of contraceptive use and intimate 
IPV
Interviewees said that because partners were monitoring 
girls and young women’s menstruation, they detected 
secret contraceptive use. This, in turn, led to violence.

Girls and young women shared that their partners had 
reacted violently on noticing their regular menstrual 
cycles. They explained that their partners interpreted the 
presence of menstrual blood as proof that they were not 
pregnant, which some partners viewed as a waste of time 
– as “just fill[ing] the toilets for no benefit.” (Girl aged 
15–17, FGD 4, Participant 2)

Anyway, for me, the man found me already using FP 
[contraception], and he did not know. He waited 
for me to get pregnant, but I did not. So, he began 
to quarrel me saying I am consuming his money for 
nothing. Yet, I cannot get pregnant with his baby. 
(Young Woman aged 18–19, FGD 7, Participant 1)

Participants recalled having experienced or hearing 
stories about various forms of IPV driven, at least in part, 
by partners’ anger over secretive contraceptive use. The 
accounts included controlling behaviours (eg, demands 
to have a contraceptive method removed), emotional 
abuse (eg, threats of abandonment) and physical violence.

[My friend’s] man kept wondering why she wasn’t 
conceiving. One day, he touched her hand and felt 
the implant. He waited until she was asleep, took a ra-
zor, and cut open her arm and removed the implant. 
(Girl aged 15–17, IDI 19)

Additionally, providers said that any heavy or ‘irregular’ 
menstrual bleeding also raised partners’ suspicions of 
contraceptive use, resulting in violence.

[My clients tell me] if your periods become irregular, 
and you begin to bleed weekly or daily, your husband 
will ask you, ‘What’s not happening? Why are you 
bleeding? What has changed?’ So, you will have to 
tell him the truth [about using contraception], and 
that is when the violence begins. (Community Health 
Worker, FGD 4, Provider 4)

Menstruation’s ‘sexual restriction’ and IPV
Interviewees explained that menstruation was perceived 
by partners to be a ‘sexual restriction’ (Nurse Supervisor, 
FGD 3) because it was seen as unclean and something to 
be avoided. This framing of menstrual bleeding indicates 
that menstruation itself may function as an independent 
risk factor for IPV.

In Africa, when a lady is bleeding, you are not sup-
posed to have sexual intercourse with her until she 

becomes clean. So, with a kind of [contraceptive 
method] where the lady bleeds most of the time, 
there is no sexual intercourse, and the man is sup-
posed to stay away from this kind of blood. (Nurse 
Supervisor, FGD 3)

Participants shared that their partners used this 
supposed barrier to sexual activity as a pretext for physical 
or sexual assault. In some cases, as below, partners told 
girls and young women that they would seek out other 
women, presumably those not menstruating as much, to 
fulfil their sexual expectations.

Like maybe you have gone for the injectable, and 
then your menses starts prolonging. He will feel that 
you are denying him ‘conjugal rights [rights of mar-
riage].’ At some point, he might even force you into 
having sex, because he cannot be patient with you 
anymore. Or he will ask you if you want him to start 
going for other women. (Young Woman aged 18–19, 
IDI 18)

Providers noted that their clients reported to them that 
refusing sex during their periods triggered violence:

If you bleed every time, when your periods become 
too irregular, the husband will ask, ‘What’s happen-
ing?’ A husband may want sexual activity, and you are 
bleeding every other time. That is when violence be-
gins. You will tell him, ‘Today I am bleeding,’ and to-
morrow, you are still bleeding, and he wants the act. 
So that is where they start fighting. (Nurse, FGD 4, 
Provider 3)

Providers also said that some partners had forced 
clients to remove contraceptives, claiming that the side 
effect of increased bleeding interfered with their ‘sexual 
satisfaction’:

With this kind of ‘sexual restriction,’ because of the 
bleeding, the husband becomes angry at some point. 
‘Every other time I want to do my things, I want to 
enjoy myself, this blood is bringing issues. Go and 
remove that method.’ So, they come [to the clinic] 
and remove the method because it is a hindrance to 
the husband’s sexual satisfaction. (Nurse Supervisor, 
FGD 3)

Period shame, period poverty and transactional sex for 
sanitary pads
Interviewees linked the stigma surrounding menstruation 
and the challenges of period poverty to the exchange of 
sex for essentials, including sanitary pads, among girls and 
young women in Uasin Gishu. Participants said they were 
concerned about menstrual leaks, particularly in public 
spaces, fearing judgement from their community. One 
young woman reflected, “What if it [your period] starts 
in public, how will others perceive you?” (Aged 18–19, 
IDI 10) Participants also described feeling ashamed when 



6 Hartman EA, et al. BMJ Open 2025;15:e101248. doi:10.1136/bmjopen-2025-101248

Open access�

they were unable to afford sanitary pads or when their 
parents were unable to provide them:

A parent can even tell you [a girl] to use pieces of 
clothes as pads during your menstruation, and you 
feel that is shameful. That is a challenge using piec-
es of clothes, when your friends buy pads. (Young 
Woman aged 18–19, FGD 1, Participant 4)

Interviewees said that the shame associated with 
menstruation and its management, combined with the 
challenges of period poverty, drove girls and young women 
to engage in sex-for-essentials exchanges, including for 
menstrual hygiene supplies.

I once worked in a dispensary, and I used to see so 
many teenage pregnancies. So, I took an initiative, 
and I wanted to know what is happening. The girls 
said, ‘You see, we don’t have money to buy pads, slip-
pers… you go to school barefoot. You have to do that 
thing [to have sex] so that the Boda Boda [motorcycle 
driver] guy or boyfriend gives you money to buy pads 
and other things.’ (Nurse Supervisor, FGD 3)

During our workshop, stakeholders expressed concern 
about the widespread occurrence of transactional sex for 
sanitary pads in the county, attributing it to worsening 
financial hardships faced by Uasin Gishu families. They 
noted that the situation had worsened during and after 
the COVID-19 pandemic, particularly for girls who had 
relied on receiving pads at school, which remained closed 
for 8 months.

Additionally, we learnt that the Kenyan Finance Bill 2024 
proposed reintroducing value-added tax on imported 
sanitary pads and other essentials, sparking nationwide 
protests. One stakeholder said that she tried to initiate a 
programme to provide free sanitary pads, only to discover 
that some young girls lacked even the undergarments 
necessary to attach pads.

Transactional sex for sanitary pads and poor health outcomes
Interviewees linked sex-for-essentials exchanges to expe-
riences of violence (eg, manipulation, exploitation) 
and framed them as acts of necessity driven by a lack 
of options. They said these exchanges often resulted in 
unwanted and unintended pregnancies.

A young woman succinctly captured the interconnect-
edness of period poverty, transactional sex, deception 
and pregnancy:

Most of us come from poor backgrounds, we cannot 
afford pads. Most of us are lied to by men and that is 
how we end up getting pregnant. (Aged 18–19, IDI 9)

Participants said sometimes these transactions were 
not honoured, and some told us they often had viewed 
this sex as their only available option. One stakeholder 
revealed that many present at the workshop, themselves, 
had felt compelled to trade sex for pads in their youth.

Further, a young woman explained that “some are 
only having sex so they can get these necessities. If they 

abstain, there will be no need to come for family plan-
ning [contraception]” (Aged 18–19, IDI 34). Participants 
suggested that transactional sex for essentials led to preg-
nancy, which, in some cases, resulted in abandonment:

I met a friend while at my grandmother’s. He would 
provide me with anything I asked for, but he said that 
I should first sleep with him, so that he can really help 
me. At that time when I had nothing, didn’t even 
have pads to use, and my periods are usually heavy 
and last over a week. I would ask him for the pads, 
and he would ask me to go to his house first [to have 
sex] so that he can buy me what I want. That is how 
I got pregnant. […] He accepted responsibility for 
the pregnancy and even visited the baby at my grand-
mother’s place where I was. The baby at that time was 
two months, but after that visit he completely disap-
peared to date. He has never even called me. (Girl 
aged 15–17, IDI 14)

Providers highlighted patterns of age and power imbal-
ances in these exchanges, expressing concern that girls 
and young women had been exploited. They told us 
they observed that clients’ sex-for-necessities transactions 
often involved individuals in positions of authority or 
influence, including family members, Boda Boda (motor-
cycle) drivers, shopkeepers and teachers:

  Just imagine, a 40-year-old man against a 15-year-old 
girl. (Nurse FGD 4, Provider 2)

Further, providers pointed out that barriers to contra-
ceptive use such as stigma, fear and lack of knowledge 
contributed to these sex exchanges being unprotected, 
resulting in pregnancy and, in some instances (as below), 
abandonment. As one provider summarised: “If these 
girls knew, ‘I can get FP [contraception] and stop the 
pregnancy, because I am there, in this relationship, to get 
money,’ they would not get pregnant.” (GBV Counsellor, 
FGD 4, Provider 5)

Where I was working, a girl came for ANC [Antenatal 
Care]. She was pregnant, so I asked her what hap-
pened. She narrated that one day she soiled her 
clothes with menses blood. Then a man told her, ‘If 
you don’t have these things [pads] another day, you 
just come, and I will show you how to get them.’ So, 
she went and slept with him for some days, and she 
became pregnant. But that man just disappeared, 
and she cannot trace him. (Nurse Supervisor, FGD 3)

Providers also explained how contraception impacted 
menstrual hygiene management. They said that clients 
tended to choose methods that reduced menstrual 
bleeding, because “no periods [equals] no costs for sani-
tary towels.” (Nurse, FGD 2, Provider 2)

DISCUSSION
This study brings to the fore the intersection between 
menstrual management, GBV and contraceptive use. 
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While previous research has examined contraceptive use 
amidst IPV,11 34 50 documented sex in exchange for sani-
tary pads2 26 51 and discussed transactional sex’s risks of 
violence and poor health outcomes,52 this study builds on 
this knowledge by exploring how menstruation, GBV and 
contraception interact and intersect in the lives of girls 
and young women.

We could not identify other studies conducted in LMICs 
that specifically captured providers’ perspectives on the 
strategies they employed to facilitate covert contracep-
tive use. In this study, providers described administering 
injections covertly or issuing fake prescriptions stating 
alternate reasons for clinic visits. These actions reveal 
providers’ intentionality in circumventing clinic proto-
cols and community norms to support their clients. While 
such facilitation has been documented in North America 
and Australia,53 54 in LMICs, providers’ resistance has 
primarily been discussed in the context of developing 
and evaluating clinical interventions to address contra-
ceptive sabotage and pregnancy coercion.55 56

This research enhances our understanding of girls and 
young women’s menstrual experiences, reinforcing find-
ings that menstrual blood is seen as unclean, that leaks 
cause shame and distress and that periods can further 
strain intimate relationships where men already feel enti-
tled to sex without limitations.1 13 Our findings illustrate 
how harmful beliefs (eg, that menstrual blood must be 
avoided) can grow legs (ie, become a sexual restriction), 
which in turn are used to justify violence. Interviewees’ 
contributions additionally reveal that partners’ percep-
tions of menstruation as a sexual hindrance are rooted 
in their perceived entitlement to unrestricted sex in rela-
tionships. This underscores the urgent need for interven-
tions that address menstrual stigma and challenge the 
normalisation of sexual entitlement and sexual violence.

Given the high prevalence of IPV in Uasin Gishu11 42 and 
evidence that women and girls experiencing IPV often 
conceal contraceptive use,35–38 it is unsurprising that 
many of our participants described using contraception 
covertly and detailed their strategies for doing so. Partic-
ipants explained that this secrecy was driven by a fear of 
retaliation, which often materialised, as many recounted 
experiencing physical, sexual and psychological IPV when 
their contraceptive use was discovered.

Prior studies have highlighted the connection between 
covert contraceptive use and IPV. In Bangladesh, for 
example, researchers found that simply receiving text 
messages that provided contraceptive education could 
escalate to IPV.39 In sub-Saharan Africa, the discovery 
of covert contraceptive use has been linked to physical 
violence, accusations of infidelity or marital and finan-
cial abandonment.38 40 Interviewees described how the 
very effectiveness of these methods (ie, in preventing 
pregnancy) and their routine side effects (eg, increased 
bleeding) drew partners’ attention, leading to IPV. This 
frames menstrual monitoring not only as a potential 
pathway between covert contraceptive use and IPV but 
also as a unique threat to bodily autonomy. Given that 

many girls and young women already use contracep-
tion secretly, further research is crucial to unravel the 
dynamics and timing of covert use and IPV, including its 
mediation via menstrual surveillance, in order to develop 
effective interventions in spite of these risks.32 33

All the girls and young women whose stories we discussed 
in our sub-theme “Menstruation’s ‘sexual restriction’ and 
IPV” were using contraception. However, their partners 
seemed to use the mere presence of menstrual blood—
rather than what the presence of bleeding or changes in 
bleeding signified (ie, contraceptive use and not being 
pregnant)—as justification for their violent behaviour. 
This suggests that menstruation itself may function as an 
independent risk factor for IPV.

Overall, our findings suggest that menstrual bleed-
ing—a universal and unavoidable experience—
profoundly undermines girls and young women’s sexual 
and reproductive autonomy. Partners punish them for 
menstruation’s sexual limitations, while periods compli-
cate covert contraceptive use, hindering pregnancy 
prevention. Stigma around menstruation, compounded 
by limited access to sanitary pads, leads many into trans-
actional sex to obtain basic hygiene products.

This study is not without limitations. While providers 
discussed supporting clients in concealing contracep-
tive use, our broader findings in this study revealed that 
providers also created significant barriers to contracep-
tive access for girls and young women. This highlights 
the need for a holistic understanding of providers’ roles, 
encompassing both their supportive actions and the chal-
lenges they may impose.

Additionally, we relied on interviewees’ accounts of 
their partners’ beliefs about menstruation and contracep-
tion, without the opportunity to gather men’s and boys’ 
own perspectives. This limits our ability to explore the 
roots of, and justifications for, violence from their point 
of view.

Further, we acknowledge that data generation in 
clinic settings may have influenced participants’ will-
ingness to share critical views, as some girls and young 
women might have been concerned that their responses 
could affect their access to services or relationships with 
providers, despite clear assurances during the informed 
consent process that their views would not be shared with 
providers and participation would not influence their 
care. However, many participants did share concerns 
and negative experiences regarding the services, and we 
found no clear indications that they were reluctant to 
express their views.

We acknowledge that using a convenience approach 
to sampling may have limited the diversity of perspec-
tives represented. Given the small eligible population, it 
was not feasible to apply purposive sampling to ensure 
broader representation, and thus some voices or experi-
ences may not have been captured.

The well-documented barriers to contraception 
access—shame, poverty and resource scarcity, as other 
researchers have discussed57–59—seem to contribute to 
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the way that sex for sanitary pads is often unprotected, 
and thus results in unwanted and unintended pregnan-
cies. Participants and providers revealed that many girls 
and young women who become pregnant within these 
transactional relationships are left to navigate their preg-
nancies alone, profoundly worsening their situation.

Stakeholders highlighted the link between unmet need 
for sanitary pads and broader systemic issues in Kenya, 
including the discontinuation of pad provision in schools 
and recent tax reforms.20 25 By pointing to these structural 
forces, stakeholders frame transactional sex for pads as a 
coping mechanism, reflecting girls and young women’s 
resourcefulness in the face of economic hardship.

However, participants and providers described how 
girls and young women involved in such exchanges are 
often deceived and, if they become pregnant, abandoned 
to face the consequences alone. These accounts shed 
light on the complex dynamics of transactional sex, high-
lighting the interplay between agency and exploitation. 
They reveal not only the factors driving girls and young 
women into these exchanges but also the realities they 
experience during these transactions and their resulting 
impacts.4 52 60

CONCLUSION
Contextualised by the stigma and fear surrounding both 
menstruation and contraceptive use, our study sheds 
light on the critical intersections between menstruation, 
GBV and pregnancy prevention among girls and young 
women. It reveals how contraceptive use and menstrual 
bleeding, both independently and interdependently, 
undermine reproductive autonomy and heighten the 
risks of GBV and unwanted and unintended pregnancies.

Advancing SRH and rights for girls and young women 
will require sustained investigations into the interplay 
between menstruation, GBV and contraceptive use. For 
example, by examining the chronology of covert contra-
ceptive use and IPV, framing menstrual monitoring as 
a form of reproductive control and considering period 
poverty’s risk for exploitation.

In both policy and practice, integrating safety plan-
ning into family planning services is essential. Providers 
must address potential risks, such as the consequences 
of discovering contraceptive use. Efforts to dismantle 
harmful gender norms that stigmatise menstruation, 
normalise violence and condemn contraceptive use are 
also crucial. Furthermore, interventions targeting period 
poverty must account for hygiene management’s risk of 
violence to ensure holistic support for girls and young 
women.
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