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ABSTRACT 

Adolescent pregnancy is a worldwide problem which has assumed endemic proportions among 

the teenagers especially in the poorer nations. This problem is a multifaceted problem as it 

involves social, political, cultural, educational and economical factors.  

Zambia’s maternal mortality rate and infant mortality rate according to Zambia Demographic 

Health Survey for 2013-2014 are 398/ 100 000 and 66/ 1 000 respectively. According to Panday 

et al 2009, because of the physiological risks associated with early childbirth, and the risk to the 

overall wellbeing of the mother and their children, decreasing adolescent fertility is identified as 

one of the indicators to monitor progress in achieving the millennium development goals four 

and five. 

A descriptive cross section study design was used. Data was collected from February to April 

2015 from participants who meet the enrolment criteria. A self administered questionnaire will 

be used to obtain socio-demographic data and knowledge on pregnancy.  

The data collected were entered directly into data editor of SSPS version 22.0 software statistical 

package so as to obtain a data set. Statistical data was presented using frequency tables, cross 

tabulation tables, histograms, pie charts and graphs. Chi square test was used for statistical 

significance. A p-value of 0.05% and odds ratio (95% CI) was set.  

The findings of the study showed that marital status, having a boy friend, having unprotected 

sexual intercourse and not accessing family planning services were strongly associated with 

factors contributing to adolescent pregnancies in these two schools. 

The findings of the study were presented to the School of Nursing Sciences, The Ministry of 

Education, The University of Zambia library, The Ministry of Health and participants. The 

findings will then be published in the Peer reviewed journal. 
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CHAPTER 1 

INTRODUCTION 

Teenage pregnancy is a public health concern in both developed and developing 

countries. It is defined as any pregnancy that ends before the age of 20 years. About 16 

million girls aged 15 to 19 years old give birth each year, which is about 11% of all 

births worldwide, and this does not include births among girls aged below 15 years 

(Gwido et al, 2015).  

Teenage pregnancies are often not intended, and there is a high risk that unintended 

pregnancies will lead to abortion. The wide-spread availability of Youth Clinics, the 

subsidizing of contraceptives and the introduction of new and effective contraceptives 

has failed to lower the abortion rates (Gabriella, 2010). 

Childbearing among adolescent girls in sub-Saharan Africa remained high at a rate of 

50% of the entire adolescent population– the adolescent fertility rate was 108 births per 

1000 girls aged 15-19 in the region, compared to 73/ 1 000 in South Asia, and 72/ 1 000  

in Latin America and the Caribbean (World Bank, 2010). 

According to United Nations Population Fund (2010), adolescent pregnancies were a 

worldwide problem which had assumed endemic proportions among the teenagers 

especially in the poorer nations. This problem had posed a great danger and serious 

challenge to the fight against illiteracy, gender equity in education and progression rate 

of a girl-child in the education system worldwide (UNFPA, 2010). 

 

Adolescent is a period in which children make the transition from childhood to 

adulthood. An adolescent is one aged between 10 and 15 years while a youth is one aged 

between 14 and 24 years. This period is characterised by a number of changes including 

physical and emotional changes. During this period, adolescents pass a stage for search 

of identity and greater maturity in reasoning (Maluwa, 2001). As they go through these 

stages, they tend to experiment with such activities as sexual intercourse, alcohol 

consumption, drug use and smoking. Many adolescents adopt risky behaviours without 
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having adequate or correct information on how to protect themselves from the adverse 

effects of these behaviours (Munthali et al, 2004) 

Worldwide, one in five girls had given birth by the age of 18 years. In the poorest 

regions of the world, this figure rose to over one in three girls. Complications arising 

from adolescent pregnancy were a leading cause of death among adolescents aged 15–19 

years around the world. An estimated 70,000 adolescents died each year due to 

childbirth related causes. It was estimated that every year five million unsafe abortions 

were performed on adolescents in low-income countries (UNFPA, 2013).   

A study conducted by Berkow et.al, in 1999 showed that adolescent pregnancy was a 

multifaceted problem as it involved social, political, cultural, educational and economic 

factors. Pregnant teenagers were more likely than women who delayed childbearing to 

experience maternal illness, miscarriage, stillbirth, and neonatal death (Luker, 1996). 

1.1 Background  

According to the United Nations Population Fund report (UNFPA, 2013) an adolescents 

is a person aged between 13 and 19 years. One person in five worldwide is an 

adolescent, which translates to a global adolescent population of about 1.3 billion. This 

means an adolescent population is a high population and needs protection if their future 

is to be secured. 

Some adolescents did not know how to avoid becoming pregnant, or were unable to 

obtain contraceptives. However, even where contraceptives were widely available, 

sexually active adolescents were less likely to use contraceptives. In Latin America, 

Europe and Asia only 42-68% of adolescents who were married or in partnerships used 

contraceptives. In Africa the rate ranged from 3-49% (WHO, 2012). 

Although adolescents aged 13-19 years accounted for 11% of all births worldwide, they 

accounted for 23% of the burden of disease (disability- adjusted life years) due to 

pregnancy and childbirth. Fourteen percent (14%) of all unsafe abortions in low- and 

middle-income countries were among adolescents aged 13-19 years. About 2.5 million 
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adolescents had unsafe abortions every year, and they are more seriously affected by 

complications than are older women (WHO, 2012). 

According to the 2011 Malawi Demographic and Health Survey, 60% of females aged 

20-24 had sex by the age of 18, and 15% of females 15-19 years had had sex in the past 

year. Of the currently sexually active unmarried 15-19 year old girls, only half had ever 

used a modern method of contraception, and about a third were currently using a modern 

method, almost exclusively the male condom. At 26%, current modern contraceptive use 

was also low among married girls aged 15-19, but prevalence of hormonal methods—

mostly injectables were considerably higher at 42% than among sexually active 

unmarried females. Not surprisingly, given the level of sexual activity and the absence 

of contraceptive use, more than a quarter of girls aged 15-19 years had started 

childbearing (Chalasani et al, 2012). 

 

Zambia had a high fertility rate at an average of 5.3 (CSO 2013-2014). The number of 

pregnancies among teenagers had been rising in Zambia over the past decade (CSO, 

2007). Zambia currently stands at 398/100 000 live births of maternal mortality rate with 

adolescents contributing 54/100 000 (CSO 2013-2014). Neonatal mortality rate was at 

24/1 000 while Infant mortality rate was at 66/1 000 (CSO, 2013-2014). Because of the 

physiological risks associated with early childbirth, and the risk to the overall wellbeing 

of the mother and their children, decreasing adolescent fertility is identified as one of the 

indicators to monitor progress in achieving the millennium sustainable goals four and 

five (Panday et al, 2009).  

In most areas teenage sexual intercourse is not a matter of choice. Studies conducted in 

rural Malawi, 55 percent of 120 teenage surveyed reported that they were often forced to 

have sex. Street children boys as well as girls performed "survival sex” which is used as 

a means of bargaining for money, food or protection from violence (Barnett, 1997). 

According to (Madise et al, (2007) in a study conducted on poverty as a driver for risky 

sexual behavior in Burkina Faso, Ghana, Malawi, and Uganda found that among the 

sexually experienced 15-19 years old 4% of girls and 15% of boys reported having at 
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least two or more partner within the period of 12 months. Like other countries in the 

world, Zambia is also facing the same problem of teenage pregnancy (Madise et al, 

2007). 

 

Zambia’s 2013-2014 Demographic Health survey report indicated early marriage and 

adolescent pregnancy as two main triggers for the high maternal mortality rate in the 

country (CSO 2013-2014). About 42 percent of Zambian women were married before 

the age of 18 years. Almost 38 percent of these mothers who became pregnant died each 

month due to complications relating to pregnancy and childbirth. Unsafe abortions, 

obstetric fistula, hemorrhage and malnutrition often resulted in these young mothers 

facing a heightened risk of maternal complications, death and disability (Mwanza, 

2013). 

A study conducted by Vincent (2010) on the nature and quality of the care support 

system of the children of teen mothers who return to school after delivery in Choma 

indicated that 494 girls in 2005,   393 girls in 2006 and 431 girls in 2007 fell out of 

school due to pregnancies (Vincent, 2010). 

The Ministry of Education in 2010 published a report on school pregnancies which 

indicated that in 2002 3,663 girls throughout the country got pregnant and left school. In 

2003 4,405 girls got pregnant and left school. In 2004, 6,528 girls dropped out of school 

due to pregnancy. In 2005, 9, 111 girls left school as a result of pregnancy. In 2006, 12, 

370 girls left school as a result of pregnancy. In 2007, 11, 391 girls got pregnant and left 

school. In 2008, 12, 370 girls got pregnant and left school. In 2009, 13, 634 girls fell 

pregnant and left school. This study was done in order to implement a policy of re-entry 

into school of girls after delivery (MoH, 2010). This policy was developed and 

successfully implemented in 2010.  

By 2010, the Ministry of Education reported that there were over 15,000 teenage 

pregnancies among school going teenagers in Zambia. The trend for 2011 remained high 

at 12,285 which was still a high rate. Despite the trend revealed by these statistics, 

discussion of topics such as sexual health, sexuality and HIV are still regarded as 
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inappropriate in many areas of the country, especially in rural communities. Therefore, 

young people in Zambia do not get appropriate guidance on how to avoid pregnancy 

(MOESTVEE, Annual School Census for 2011). 

Government strategies and services for primary Sexual and Reproductive Health (SRH) 

were also better defined and delivered in urban areas, while inadequate access and 

clinical referral to youth-friendly health services was still characteristic of rural areas. 

The problem was further compounded by the fact that the capacity to provide these 

services on a sustainable basis was low, especially in rural areas that made up 60.5% of 

Zambia’s population. This led to an increased risk of young people in rural communities 

not accessing relevant information regarding their sexual and reproductive health 

(MOESTVEE, Annual School Census for 2011). 

A report by Emmanuel Chansa, Provincial AIDS Coordinator Advisor, Eastern Province 

of Zambia, during a meeting of the Provincial AIDS Task Force revealed that 68 girls at 

Chipata’s Hillside Girls High School in Zambia fell pregnant in the last two months of 

March and April 2011. All of them were below the age of 16 years. It showed that 

Reproductive health challenges facing young people in Zambia included low use of 

contraception. It also revealed that the Ministry of Education policy did not allow 

distribution of condoms in lower institutions of learning hence making it difficult for the 

girl child to protect herself. Sexual activity begins early and is often unprotected and is 

associated with risks such as HIV/AIDS, pregnancy and unsafe abortion and economic 

hardship (Chansa, 2011). 

This therefore entails that adolescent girls should be informed and have access to safe, 

effective, affordable and acceptable methods of family planning of their choice, as well 

as other methods of their choice for regulation of fertility which are not against the law, 

and the right of access to appropriate health-care services (WHO, 2006). 

Several studies have shown that delaying adolescent births could significantly lower 

population growth rates, potentially generating broad economic and social benefits, in 

addition to improving the health of adolescents. 
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1.2 Statement of the Problem  

Pregnancy in teenager is a danger to mothers, as the body is not sufficiently prepared to 

carry a fetus, this leads to teen mother in a position to become undernourished and suffer 

premature or prolonged labour which is a risk to a permanent morbidity or death. 

Teenage childbearing is associated with many adverse consequences for teen mothers, 

their family and children. While the disadvantaged backgrounds of most teen mothers 

account for many of the burdens that these young women carry, by having a baby during 

teenage often restricts economic and educational opportunities and these disadvantages 

tend to be passed on to the next generation. Children born to teen mothers are often 

worse off than children born to older mothers. They are at higher risk of poverty, low 

educational attainment, behavior problem, early sexual activity, and becoming a teen 

parent themselves. 

 

Statistics reveal that 46% of the population in Zambia is less than 15 years old; 49% of 

girls are married by age 18; teenage pregnancy rate is at 146 per 1,000. In addition, 

youth-friendly sexual and reproductive health information and services are not 

accessible to a vast majority of young people in Zambia (UNFPA- ZAMBIA, 2013). 

In Eastern Province teen pregnancy is a serious problem as the number of teen 

pregnancy increases. Reports from the statistics for adolescent pregnancy in school girls 

for all the schools in the province were 141 pregnancies for Grade 7 pupils and 95 

pregnancies for Grade 8-12 pupils in 2003 according to a report from FAWEZA (2004). 

In 2011, the figures rose to 206 pregnancies among Grade 7 pupils and 189 pregnancies 

among Grade 8-12 pupils (FAWEZA, 2012). 

Table 1.1:- Statistics of Enrolments and Pregnancies for Hillside Girls and Chipata 

Day Secondary  

 

SCHOOL 

2011 2012 2013 

Enrolled  Pregnancy  % Enrolled Pregnancy  % Enrolled  Pregnancy  % 

Hillside  1, 596 69 4.3 1, 594 15 0.94 1, 392 23 1.65 

Chipata 

Day 

1, 314 13 0.99 1, 640 21 1.3 1, 705 53 3.1 

Hillside Girls and Chipata Day School Reports, 2014 
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A report given to parents and guardians during the Annual General Meeting by the 

Guidance Teacher at Hillside Girls Secondary School showed that, out of a total number 

of students enrolled by the school of 1, 596 girls 69 (4.3%)got pregnant in 2011, in 2012 

there were 1,594 girls enrolled, out of these, 15 (0.94%) got pregnant while in 2013, out 

of 1, 392 girls 23 (1.65%) got pregnant (Hillside Girls School Report, 2014).  

 

At Chipata Day Secondary School the scenario was not different, in 2011, out of 1, 314 

girls enrolled 13 (0.99 %) got pregnant, in 2012, there were 1,640 girls, enrolled 21 (1.3 

%) got pregnant while in 2013, out of 1, 705girls enrolled 53 (3.1 %) got pregnant 

(Chipata day Secondary School Report, 2014).  

These figures are high and measures to correct the situation need to be put in place. 

Teenagers who become pregnant are unlikely to complete school and they become 

unqualified for well-paying jobs.  

 

Pregnant teenagers are especially vulnerable to childbearing complications such as high 

blood pressure, anaemia and premature deliveries. A study done in Latin America 

showed that girls who give birth before the age of 16 are three to four times more likely 

to suffer maternal death than women in their twenties. The bones of these adolescents at 

these ages are not yet well developed to pass through the process of pregnancy and 

labour predisposing them to complications. Their babies are more likely to be too small 

at birth and have under developed lungs, vision problems or a host of other ailments.  

These pregnancies also lead to death due to abortion related complications (ICN, 1997)  

 

Despite having programs for adolescents that aim at reducing pregnancies, numbers of 

adolescents who become pregnant keep on increasing. Most adolescents lack 

information on sexuality and contraception (Arai, 2003). It was from this background 

therefore that a study was conducted that identified factors that contributed to adolescent 

pregnancies and it is hoped that the results of this study will influence policy on 

adolescent reproductive health to be strengthened.  
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1.3 Theoretical/Conceptual Framework 

A conceptual framework is a set of interrelated concepts or abstracts that are assembled 

together in some rational scheme by virtue of their relevance to a common theme; 

sometimes referred to as a conceptual scheme (Polit and Hungler, 1989). In this study, 

the Health Belief Model was used as it depicted on how individuals view the problems 

and how they utilize the services basing on their perceptions. This model was used in 

this study as it is looking at the health behaviours on the uptake of health services. 

The Health Belief Model was developed by Hochbaum, Rosenstock and Kegels. This 

study adopted the diagram from these authors. This theoretical framework will assist to 

ascertain how adolescents view the problem with regard to the constructs outlined in the 

model. It will also help the study to identify how adolescents react to different situations 

they are faced with. 

1.4 Health Belief Model 

The health belief model is a psychological health behavior change model developed to 

explain and predict health-related behaviors, particularly in regard to the uptake of 

health services. The health belief model was developed in the 1950s by social 

psychologists namely Hochbaum, Rosenstock and Kegels working at the United States 

Public Health Services and it still remains one of the most well-known and widely used 

theories in health behavior research. The health belief model suggests that people’s 

beliefs about health problems, perceived benefits of action, barriers to action and self-

efficacy explain engagement (or lack of engagement) in health-promoting behavior. A 

stimulus or cue to action must be present in order to trigger the health promoting 

behavior. This model in our study fits on the area of health education regarding 

prevention of pregnancy and how an individual utilizes the health services depending on 

how they perceive the problem to be. 
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The following constructs of the health belief model are proposed to vary between 

individuals and predict engagement in health-related behaviors (e.g using family 

planning methods or abstain from sexual intercourse) 

1.4.1 Perceived Severity  

Perceived severity refers to subjective assessment of the severity of a health problem 

and its potential consequences. The health belief model proposes that individuals who 

perceive a given health problem as serious are more likely to engage in behaviors to 

prevent the health problem from occurring (or reduce its severity). Perceived seriousness 

encompasses beliefs about the disease itself (e.g. whether it is life threatening or may 

cause disability or pain) as well as broader impacts of the disease on functioning in work 

and social roles.   

A person who perceives that engaging in unprotected sexual intercourse can result into 

pregnancy and other diseases would find means of avoiding that. If one considers the 

seriousness of the complications of getting pregnant and their outcomes, they would not 

engage in practices that could expose them to getting pregnant. It could be that this 

person would use protective means or completely abstain from sexual intercourse. One 

can be compounded with fear and would try to avoid becoming pregnant.  

1.4.2 Perceived Susceptibility  

Perceived susceptibility refers to subjective assessment of risk of developing a health 

problem. The health belief model predicts that individuals who perceive that they are 

susceptible to a particular health problem will engage in behaviors to reduce their risk of 

developing the health problem. Individuals with low perceived susceptibility may deny 

that they are at risk for contracting a particular illness. Others may acknowledge the 

possibility that they could develop the illness, but believe it is unlikely. Individuals who 

believe they are at low risk of developing an illness are more likely to engage in 

unhealthy, or risky, behaviors. Individuals who perceive a high risk that they will be 
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personally affected by a particular health problem are more likely to engage in behaviors 

to decrease their risk of developing the condition. 

An adolescent who feels they are at risk or susceptible of falling pregnant would use 

measures to prevent that from occurring. Such an adolescent would use either condoms 

or would refrain from having unprotected sexual intercourse.  .  

The combination of perceived seriousness and perceived susceptibility is referred to as 

perceived threat. Perceived seriousness and perceived susceptibility to a given health 

condition depend on knowledge about the condition. The health belief model predicts 

that higher perceived threat leads to higher likelihood of engagement in health-

promoting behaviors. 

1.4.3 Perceived Benefits  

Health-related behaviors are also influenced by the perceived benefits of taking action. 

Perceived benefits refer to an individual's assessment of the value or efficacy of 

engaging in a health-promoting behavior to decrease risk of disease. If an individual 

believes that a particular action will reduce susceptibility to a health problem or decrease 

its seriousness, then he or she is likely to engage in that behavior regardless of objective 

facts regarding the effectiveness of the action
.
 For example, individuals who believe that 

using condoms prevents pregnancy are more likely to use condoms than individuals who 

believe that using condoms will not prevent the occurrence of pregnancy. 

When one feels that not falling pregnant has more advantages than getting pregnant 

would not get pregnant. She would ensure that she uses means of preventing becoming 

pregnant with a view of either continuing with education or finding a better paying job. 

1.4.4 Perceived Barriers 

Health-related behaviors are also a function of perceived barriers to taking action. 

Perceived barriers refer to an individual's assessment of the obstacles to behavior 

change. Even if an individual perceives a health condition as threatening and believes 

http://en.wikipedia.org/wiki/Health_belief_model#cite_note-Origins_of_HBM-2
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that a particular action will effectively reduce the threat, barriers may prevent 

engagement in the health-promoting behavior. In other words, the perceived benefits 

must outweigh the perceived barriers in order for behavior change to occur. Perceived 

barriers to taking action include the perceived inconvenience, expense, danger (e.g., side 

effects of a medical procedure) and discomfort (e.g., pain, emotional upset) involved in 

engaging in the behavior. 

If one feels that there are barriers to engage in the prevention of pregnancy she would 

not take up that action. For instance, if she feels that there are friends or relatives at the 

place of accessing the family planning methods she would not go there.  Also if she feels 

that the providers of the service might label her as a prostitute, she would not access the 

service. 

1.4.5 Modifying Variables 

Individual characteristics, including demographic, psychosocial, and structural variables, 

can affect perceptions (i.e., perceived seriousness, susceptibility, benefits, and barriers) 

of health-related behaviors. Demographic variables include age, sex, race, ethnicity, and 

education, among others. Psychosocial variables include personality, social class, and 

peer and reference group pressure, among others. Structural variables include knowledge 

about a given disease and prior contact with the disease, among other factors. The health 

belief model suggests that modifying variables affect health-related behaviors indirectly 

by affecting perceived seriousness, susceptibility, benefits, and barriers.  

1.4.6 Cues to Action 

The health belief model posits that a cue, or trigger, is necessary for prompting 

engagement in health-promoting behaviors. Cues to action can be internal or external. 

Physiological cues (e.g., pain, symptoms) are an example of internal cues to action. 

External cues include events or information from close others, the media, or health care 

providers promoting engagement in 5health-related behaviors. Examples of cues to 

action include a reminder postcard from a Nurse/Midwife, the illness of a friend or 

http://en.wikipedia.org/wiki/Demographic
http://en.wikipedia.org/wiki/Psychosocial
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family member, and product health warning labels. The intensity of cues needed to 

prompt action varies between individuals by perceived susceptibility, seriousness, 

benefits, and barriers. For example, individuals who believe they are at high risk for a 

serious illness and who have an established relationship with a primary care doctor may 

be easily persuaded to get screened for the illness after seeing a public service 

announcement, whereas individuals who believe they are at low risk for the same illness 

and also do not have reliable access to health care may require more intense external 

cues in order to get screened. 

Girls who have seen the posters on the effects of pregnancy and have an access to 

medical services would go for preventive care measures unlike those who do not know 

anything about consequences of getting pregnant.  

1.4.7 Self-Efficacy 

Self-efficacy was added to the four components of the health belief model (i.e., 

perceived susceptibility, seriousness, benefits, and barriers) in 1988. Self-efficacy refers 

to an individual's perception of his or her competence to successfully perform a 

behavior. Self-efficacy was added to the health belief model in an attempt to better 

explain individual differences in health behaviors.  

An individual can have the family planning methods such as condoms or pills but if he 

does not know how to use them, she would still fall pregnant. An individual would feel 

using these methods when she is not married as being a prostitute so they would not be 

free to use them while on the other hand others would be free to use them and ask their 

partners to use them too.  

 

http://en.wikipedia.org/wiki/Self-efficacy
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Figure 1.1 THE HEALTH BELIEF MODEL (Glanz et al, 2002) 

 

 

 

 

 

Modifying variables 

(Age and marital status of a girl) 

Likelihood of engaging in health 

promoting behaviour  

(Not engaging in unprotected 

sex) 

Perceived benefits vs. Perceived barrier 

(Completing school Vs. Feeling shy to get Family planning services) 

Cues to Action 

(Pain one undergoes while giving birth 

and complications associated with 

pregnancy) 

Self-efficacy 

(Able to use condoms effectively)  

Perceived threats 

(Getting pregnant while at school 

and at a young age or while not 

married) 

 

Perceived susceptibility 

(Engaging in sexual activity 

without protective measures) 

Perceived severity 

(Dying while giving birth) 
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1.5 Justification of the Research   

Several efforts have been made, at both national and sector levels, aimed at protecting 

adolescents from becoming pregnant, and improving their health status.  However, there 

are still weaknesses and gaps which need to be addressed, in order to improve 

adolescent reproductive health in Zambia.  These gaps are found at all levels, including 

policy, legislation, planning, financing, implementation, as well as at monitoring and 

evaluation levels. Due to the major biological and psychological transformations 

associated with this age group, adolescents are significantly exposed to risky behaviours, 

with high consequences on their immediate and long-term health and socio-economic 

lives.    

Zambia has few programs that address adolescent reproductive health such as youth 

friendly services which are non-functional in schools. The number of pregnancies 

among adolescents has been rising from 3,663 in 2002 to 12,285 in 2011 in Zambia 

over the past decade. Most adolescents are pupils but schools do not have programs that 

address adolescent reproductive health. One of the major causes of maternal death is 

bleeding due to abortion or after delivery among adolescents. Other complications that 

adolescents face are prolonged and obstructed labour that leads to formation of very 

devastating conditions like vesico-vaginal and recto-vaginal fistulae (ZDHS, 2014).  

The Ministry of Health in the National Adolescent Health Strategic Plan 2011 to 2015 

(ADH-SP 2011- 2015) for Zambia, outlined the strategic framework for promoting the 

planning, organization and delivery of appropriate, accessible, efficient and effective 

Adolescent Friendly Health Services (ADFHS) throughout the country, aimed at 

addressing adolescent health problems in a comprehensive and consistent manner.   In 

the plan, the Ministry of Health redefined and broadened the package of Adolescent 

Friendly Health Services. The ministry also improved the procedures for accessing 

adolescent friendly health service as well as scaling out these services to all districts and 

facilities.  
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For Zambia to attain and reduce the numbers of maternal mortality and morbidity rates 

and maintain the target goals spelt out in the Millennium Sustainable Development 

Goals (MSDGs), number 4 and 5, there is need to address the issues of adolescents. 

Currently as a Nation, Zambia stands at 398/100 000 in maternal mortality rate, 24/1 000 

neonatal mortality rate and 66/1 000 live births in infant mortality rate. 

The findings of this study will inform the policy makers to strengthen the component of 

information, education and communication, stigma reduction and reproductive health 

provision for adolescents in schools. It is also hoped that the results will assist in 

influencing the Ministry of Education to mitigate for provision of a desk of reproductive 

health in schools. Once the factors are identified, they will be addressed with the 

intention of reducing the numbers of girls falling pregnant while in school.  

1.6. Objectives  

1.6.1 General objective 

The objective of the study was to explore the factors contributing to teenage pregnancy 

at Chipata Day and Hillside Girls Secondary schools in Chipata District of Eastern 

Province of Zambia and to gain an insight on how to reduce these teenage pregnancies.    

1.6.2 Specific objectives 

The specific objectives of this study were to:- 

1. To investigate if poverty plays a role in adolescent pregnancy in schools 

2. To  assess if information, education and communication on reproductive health is 

provided to adolescents in schools  

3. To establish if social cultural factors influence adolescent pregnancy in schools  

4. To establish availability and function ability of reproductive health services in 

schools  
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1.7 Research Question 

1. What are the factors that contribute to adolescent pregnancies at Chipata Day and 

Hillside Girls Secondary schools? 

 

 

1.8 Hypothesis 

1.8.1 Null hypothesis 

Adolescent pregnancies in school girls are not associated with:- 

1. Availability of reproductive health services. 

2. Availability of information 

3. Poverty  

4. Traditional beliefs  

5. Cultural beliefs 

1.8.2 Alternative hypothesis 

Adolescent pregnancies in schools are associated with the following factors:- 

1. Availability of reproductive health services. 

2. Availability of information 

3. Poverty  

4. Traditional beliefs  

5. Cultural beliefs 

1.9 Conceptual Definitions 

Adolescence- this is a period in which children make the transition from childhood to 

adulthood (Cambridge Online Dictionary, 2013).  

 

Perceived severity- refers to subjective assessment of the severity of a health problem 

and its potential consequences (https://www.utwente.com) 

https://www.utwente.com/
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Perceived Susceptibility refers to subjective assessment of risk of developing a health 

problem or one's opinion of chances of getting a condition (https://www.utwente.com) 

Perceived Benefits – refers to an individual's assessment of the value or efficacy of 

engaging in a health-promoting behavior to decrease risk of disease 

(https://www.utwente.com. 

Perceived barriers- refers to an individual's assessment of the obstacles to behavior 

change (https://www.utwente.com) 

Cues to Action – strategies to activate “readiness (https://www.utwente.com) 

 

Self-efficacy – refers to an individual's perception of his or her competence to 

successfully perform a behavior or confidence in one's ability to take action 

(https://www.utwente.com) 

 

Reproductive health services- this is a state of physical, mental and social well-being in 

all matters relating to the reproductive system, at all stages of life (Collins Pocket 

English Dictionary, 1993)  

 

Knowledge- this is means understanding of information about a subject that you get by 

experience or study, either known by one person or by people generally (Cambridge 

Online Dictionary, 2013).  

 

Poverty – this is the state or condition in which a person or community lacks the 

financial resources and essentials to enjoy a minimum standard of life and well-being 

that is considered acceptable in society (Cambridge Online Dictionary, 2013). 

1.10 Operational Definitions  

Adolescent- someone aged between 13 and 19 years of age 

Teenage pregnancy refers to a girl under the age of 20 who is still at school and hence of 

school age going and falls pregnant.  

 

https://www.utwente.com/
https://www.utwente.com/
https://www.utwente.com/
https://www.utwente/
https://www.utwente.com/


18 
 
 

Knowledge – ability to know and identify the availability of adolescent sexual; 

reproductive health services  

 

Poverty- lack of human basic needs in severe extremes  

 

Factors- those issues that influence the conditions of a situation to change 

1.11 Variables 

A variable is any characteristic that can be measured or characterized (Burns and 

Groove, 2009). 

 A variable can either be independent or dependent.  

Dependent variable is a variable that is used to describe or measure the problem (core 

problem) under study (Burns and Groove, 2009).  

An independent variable is a variable that is believed to cause or influence the dependent 

variable; it is the variable that is manipulated in experimental research (Polit and 

Hungler, 1989).Independent variable is a variable that influences other variable (Burns 

and Groove, 2009). 

1.11.1 Dependent variables 

Adolescent Pregnancy  

1.11.2 Independent variables 

Availability of Reproductive Health Services 

Availability of information 

Poverty  

Traditional beliefs  

Cultural beliefs 
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1.12 Variables and Cut Off Points  

Table 2.1:- Indicating variables and cut off points 

No. Variable  Indicator Cut off points Question 

Number 

 Dependent variable  

1.  

Adolescent 

Pregnancy 

   

 

 Independent variables   

1.   

 

Knowledge on 

family planning  

High level 

knowledge 

Respondents who know 

among other questions what 

unprotected sex and different 

Family planning methods 

are. Those who answer 10-16 

correct responses to 

knowledge questions. 

 

13 - 19  

Medium level 

knowledge 

Respondents with 5-9 correct 

responses  

13 - 19  

Poor knowledge Respondents with below 1-4 

correct responses  

13 – 19 

2. Schools/ health 

institutions 

with youth 

friendly 

services 

 

Availability 

 

 

Those youth services utilized 

by youths 

 

 

20 - 24 

 

 

 

Non availability 

 

Those youth services that are 

not utilized by youths   

 

20 - 24 
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3.  

Poverty  

 

High poverty  

 

 Those youths who do not 

meet 3 - 5 of the school 

requirements and other needs  

 

 

6 – 9 

Low poverty Those youths who do not 

meet 1 -2 of the school 

requirements and other needs  

 

 

6 – 9 

4. Cultural and 

Traditional 

beliefs 

Positive culture 

and traditional 

beliefs  

 

 

Those beliefs that influence 

positively the avoidance of  

teen pregnancies 

 

 

25 - 28 

 

 

Negative cultural 

beliefs 

Those beliefs that influence 

negatively the avoidance of  

teen pregnancies 

 

 

25 - 28 

 

 

 

 

 

 

 

 



21 
 
 

CHAPTER TWO 

LITERATURE REVIEW 

 

2.1 Introduction  

This chapter represents literature reviewed on factors contributing to adolescent school 

pregnancies. This review focused mainly on factors that lead to poor utilization of the 

adolescent reproductive health services and consequently teen pregnancy which is 

against girl child education. Literature review is an organized written presentation of 

what has been published on a topic by a scholar. It comprises those sources that are 

highly important in providing the in depth knowledge needed to study a selected 

problem (Burns and Groove, 2005).  

Different sources of engines were used to search for literature such as Pub-Med, Google 

scholar, Medline, online journals and books. The purpose of literature review is to help 

the researcher to; get acquainted with what has been done before on a topic, be aware of 

the latest developments on the subject and to delimit the research theme. This minimizes 

the possibility of unintentional duplication of and increasing the probability that the new 

study will make a distinctive contribution to the body of knowledge (Uys and Basson, 

2000).  

2.2 Poverty 

Internationally, in a study conducted by Gwido et al in 2015 in Sudan, it showed that the 

factors contributing to teenage pregnancy included: lack of school fees, lack of parental 

care, communication and supervision, poverty, peer pressure, non-use of contraceptives, 

desire for a child, forced marriage, low educational level and need for dowries. The 

effects of pregnancy on the teenagers were also revealed and included: school drop-out, 

health risk during and after childbirth, divorce, rejection by parents, stigmatism, and, 

sometimes if the baby is unwanted, abortion. The study revealed that poverty can also 

contribute to early marriage as girls’ families benefit from dowries (provided by the 

partner’s family often as cattle).  It further showed that factors driving teenage 
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pregnancy are complex and varied, and therefore require multifaceted interventions 

(Gwido et al, 2015).   

In a study done by Goicolea et al (2015) in Ecuador, it revealed that 20% of girls get 

pregnant during adolescence, with marked disparities between adolescent girls of 

different educational levels, socio-economic status, and geographical regions: while 

43% of illiterate adolescents experience pregnancy, only 11% with secondary education 

do. As a response to this situation, the country has been implementing a National Plan 

for Adolescent Pregnancy Prevention since 2007. The Plan draws on already existing 

national policies and laws relating to adolescents and sexual and reproductive health and 

rights (Goicolea et al, 2015). 

 

Regionally, in a study conducted by Nyakubega in 2009 in Tanzania, it showed that low 

socioeconomic status was found to be an important cause for adolescent pregnancies as 

57.1% of respondents suggested. Other factors responsible were luxury and deprivation 

of education to girls (43.5% and 16.5% respectively). Source of reproductive health 

education was contrary to most previous studies as 82.6% reported to get it from parents 

and health centres, while schools and peer groups contributed only 29.1% and 7.2% 

respectively (Nyakubega, 2009). 

 

According to Chen et al. (2013), young people growing up in disadvantaged economic, 

familial and social circumstances are more likely than those who did not to engage in 

risky behavior and have a child during their adolescent years. Among teens aged 15–17, 

income inequality and per capita income were independently associated with birth rate; 

the mean birth rate was 54 per 1,000 in counties with low income and high income 

inequality, and 19 per 1,000 in counties with high income and low inequality. Among 

older teens (aged 18–19) only per capita income was significantly associated with birth 

rate (Chen et al, 2013). 

 

Adolescent school girls’ pregnancy is an international crisis that affects the socio-

economic welfare of countries, societies and families at large. This is due to the fact that 
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it is one of, if not the leading cause of school-dropout for female students. Many of these 

adolescents end up having unsafe abortions, obstetric fistula, hemorrhage and 

malnutrition often resulting in young mothers facing a heightened risk of maternal 

complications, death and disability. (Rumberger& Lim, 2008; Molosiwa, 2012). 

 

According to findings from the Botswana Education Statistics, pregnancy is the number 

one reason that accounts for girls’ “disappearance” from the classroom. The literature 

revealed that school dropout rates due to pregnancy were higher among girls from lower 

socio-economic families (Molosiwa, 2012).  

The WHO (2012) reported that about 16 million adolescents aged 13–19 years old give 

birth each year, which is about 11% of all births worldwide. Ninety-five per cent (95%) 

of these births occur in low- and middle-income countries. Worldwide, one in five girls 

has given birth by the age of 18 years. In the poorest regions of the world, this figure 

rises to over one in three girls. The average adolescent birth rate in middle income 

countries is more than twice as high as that in high-income countries, with the rate in 

low-income countries being five times as high (WHO, 2012). 

Throughout the developed world, teenage pregnancy is more common among young 

people who have been disadvantaged in childhood and have low expectations of 

education or the job market. It is shown that youths living in poverty have a teen 

pregnancy rate which is five times the average, socio-economic circumstances seem to 

play a major role in teen pregnancy. Lack of opportunity and hope for the future, have 

been identified as a driving force behind high rates of teen pregnancy in Canada. 

Children of teenage parents are more likely to have problems and to eventually become 

teenager parents themselves, perpetuating the cycle of poverty begun by a teenage birth 

(Health Canada, 2011).  

Poverty is a factor that leads a lot of people to be engaged in very risky activities. From 

most of the studies, since it has been noted that poverty plays a major role in adolescent 

pregnancies, the government could come up with a policy of taking the responsibilities 

of those adolescents in schools whose parents cannot manage to pay their fees. The 
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government could even probably give these adolescents grants which could be paid back 

when they start working in future. 

 

2.3 Availability of Reproductive Health Services  

Globally, in a study conducted by Ekstrand in Sweden in 2008 on perceptions of 

contraceptive use, abortion and sexually transmitted infections among adolescents in 

Sweden, it revealed that, many girls were reluctant about using hormonal contraceptives 

due to worries about negative side effects. It also showed that initiating condom use was 

difficult for girls, as well as for boys, for a number of reasons such as: fear of ruining an 

intimate situation, associations with disease, distrust, pleasure reduction, and (for the 

boys) the fear of losing one's erection. Males generally perceived personal and partner-

related risks connected to unprotected intercourse as low. Few males were worried that 

an unintended pregnancy would be carried to term, and the majority would urge the girl 

towards abortion if she seemed ambivalent. Girls viewed the abortion decision as a 

natural, yet difficult choice, strongly influenced by attitudes of partners, parents, peers 

and societal norms. The study also revealed that teenage girls provided with emergency 

contraceptive pills in advance used it more frequently and sooner after unprotected 

intercourse compared with controls, without jeopardizing regular contraceptive use 

(Eckstrand, 2008). 

In a study conducted by Falk in2010 in the United States on teenagers’ unintended 

pregnancies and contraception, on the young girls who were once pregnant showed that, 

despite contraceptive counseling, these girls were at high risk for new unintended 

pregnancies leading to abortion. Attendance at the postpartum visit was low and 24% of 

the teenage mothers did not receive any recommendation about using a particular 

contraceptive method. It revealed that within 12 months 25% had a new pregnancy and 

out of this, only one third led to legal abortion. In the same study it also showed that all 

Medical Records did not contain information about contraceptive use for adolescents. 

The same study also revealed that  contraceptive failure in teenagers who have had an 

abortion may be due to in part to the absence of contraceptive counseling at abortion 
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visits and in part to problems with contraceptive use due to insufficient knowledge and 

not knowing what do when side-effects occurs (Falk, 2010).  

Regionally in a study conducted by Kaphagawani et al (2012) in Zomba District of 

Malawi on adolescent girls on the risk factors for unwanted or unplanned pregnancy 

revealed that unplanned pregnancy accounted for 76.4% of teenagers attributable to 

early sex and marriage. It also revealed that low contraceptive use, educational levels 

and socio-economic status contribute to early pregnancies (Kaphagawani et al 20112).   

According to a study conducted by Khan et al (2007) they reported that it is well known 

that utilization of family planning in developing countries is correlated with 

socioeconomic status. Those who have access to and use contraception are generally 

better educated and more affluent, undermining the ability to identify an independent 

effect of family planning on women and their families (Khan et al, 2007). 

Childbearing among adolescent girls in sub-Saharan Africa remains high – the 

adolescent fertility rate is 108 births per 1000 girls aged 13-19 in the region, compared 

to 73 in South Asia, and 72 in Latin America and the Caribbean (World Bank, 2010). 

Correspondingly, contraceptive use among 13-19 year old girls is low – only 21% of 

married girls who want to avoid pregnancy, and just 41% of unmarried sexually active 

girls who want to avoid pregnancy are using a modern contraceptive method (Chalasani 

et al, 2012). 

 

Hock-Long et al (20105) reported that since the early 1970s, adolescent pregnancy rates 

in the United States, the United Kingdom and other western European countries have 

dropped significantly, partly because of the availability of more effective contraceptive 

methods and increases in condom use. According to a framework that has been used to 

assess the extent to which five industrialized countries—Canada, France, Sweden, the 

United Kingdom and the United States—respond to the sexual and reproductive health 

needs of their youth, one important factor is the accessibility of services and prescription 

contraceptives. Evidence to date suggests that youth in the United States are much more 
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likely to encounter barriers to access than are their peers in the United Kingdom and 

other western European countries (Hock-Long et al, 2005) 

 

Klein (2005) in his study, he reported that despite increasing use of contraception by 

adolescents at the time of first intercourse, 50% of adolescent pregnancies occur within 

the first six (6) months of initial sexual intercourse. The human immunodeficiency virus 

(HIV) epidemic and public health education efforts have led more adolescents to use 

barrier contraceptives; nonetheless, in 2003, among high school students who reported 

that they had ever had sexual intercourse, only 63% reported having used a condom the 

last time they had intercourse. Efforts to prevent adolescent pregnancy at both the 

national and local levels have increased in recent years, and there has been increasing 

evidence that several different kinds of programs may help decrease sexual risk taking 

and pregnancy among teenagers ( Klein,  2005) 

A report from WHO (2012) showed that the British Department of Health adopted 

guidelines for how providers can best meet the needs of adolescents seeking 

reproductive health care and family planning. Studies in the United Kingdom reveal that 

while over one-fourth of young people under 16 are sexually active, their rates of 

contraceptive use, including the use of condoms, are the lowest of any age-group. Fears 

about a lack of confidentiality often deter adolescents from seeking reproductive health 

care; likewise, there is confusion among healthcare professionals about whether 

adolescents younger than 16 can receive reproductive health services without parental 

consent. The guidelines were developed to address those fears and confusion (WHO, 

2012). 

 

Despite the availability of reproductive health services in some countries, it has been 

noted that adolescents do not utilize them. There is need therefore that once these 

services are made available to adolescents, education and sensitization on their use 

should be done. 
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2.4 Availability of Information 

 

Owachgiu (2013) reported that in Uganda the figures from Uganda Demographic health 

survey 2011, showed that as early as 15 years old adolescents, about 15% of these were 

married. Another 49% were married by 18years.  But for far too many of these girls, 

pregnancy has little to do with informed choice. Often it is a consequence of 

discrimination, rights violation (including child marriage), inadequate education or 

sexual coercion (Owachgiu, 2013).  

Hospital-based data in Tanzania showed that teenage pregnancies contributed 

significantly to the high maternal mortality and morbidity rates in the country. It was 

estimated that nearly 20% of maternal deaths occur to young adolescents below the age 

of 19 years (AYA/Pathfinder, 2003). 

A study conducted in Malawi (Maluwa et al, 2011) on adolescent pregnancy in selected 

schools revealed that 60% of girls either have a baby or have been pregnant by age 19 

years, 15% of women age 15-24 and 14% of men age 15-24 have had sex by age 

15years (Maluwa et al 2011).  

Regionally, according to Kaphagawani (2012), in his study it showed that lack of 

knowledge of reproductive and sexual health, physical and sexual violence and 

substance abuse are some of the other reasons that lead to an increase. Apart from these, 

transactional sex due to poverty, early school dropout, misleading counseling causing a 

lack of knowledge on sexual and reproductive health and gender inequalities contribute 

to adolescent pregnancies. Recommendations made were aimed at eliminating myths 

and misconceptions surrounding the use of contraceptives and condoms. The 

government of Malawi empowered teenagers economically in decision making, 

promoting career guidance, awareness on human rights, including sexual and 

reproductive rights and implications of early marriage and training of traditional 

counselor (Kaphangawani, 2012). 

 

In a study by Goicolea (2015), it showed that contraceptive use was not perceived as the 

key to adolescent pregnancy reduction. Focus was on delaying sex more than on using 
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contraception. Contraceptives were perceived by some participants as a "double-edged 

weapon" that could lead to promiscuity or increasing sexual intercourse among 

adolescents (Goicolea et al, 2015). 

Margareth, (2010) carried out a study on factors contributing to teenage pregnancies in 

Tanzania a case study of Kinondoni Municipal Council. This study showed the social 

economic characteristics of teenagers, their general knowledge of reproductive health 

issues and their sources. The major discoveries made from this study were that the 

educational status, availability of contraceptives, and knowledge of reproductive health 

of these teenagers was low, even the means to which they heard about reproductive 

health was from different sources other than health facilities or schools which made 

some of them to be misled. Some were already dropouts from schools, and others were 

deprived of the chance to continue with secondary education. They had nothing tangible 

to do because of their low education and coupled with their low economic status, they 

were at risk of being involved in sexual activities at an early age ending in pregnancies. 

In addition, their parents‟ educational and economic statuses were also found to be low 

(Margareth, 2010). 

A study by Nkhumo (2005) on factors contributing to teenage pregnancies in order to 

assess various factors causing teenage pregnancies in South Africa using exploratory 

and descriptive study, focus group interviews were conducted with learners from grade 

10 – 12, aged 15 - 19. The results found that factors contributing to teenage pregnancies 

were openness and transparency, sexual violence, access to the government grant, peer 

influence, poverty, lack of recreational facilities, substance abuse by the learners and 

attitudes of Health Care Workers at Moshana clinic. It was concluded that although sex 

education is now part of the Life Skills program in schools, teenagers still fall pregnant 

due to lack of openness and transparency when discussing sexual matters (Nhumo, 

2009).. 

According to United Nations Population Fund (UNFPA), Reproductive rights become 

tangible, however, only when reproductive health services that offer a high quality of 
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care are made widely available. Availability includes both affordability and 

convenience, which generally implies a range of services under one roof (WHO, 2012).  

According to WHO (2012), it was reported that on July 29, 2004, the British Department 

of Health issued Best Practice Guidance for Doctors and other Health Professionals on 

the Provision of Advice and Treatment to Young People under 16 years on 

Contraception, Sexual and Reproductive Health. The guidance specifically addressed 

health professionals’ duties of confidentiality and care to patients under 16 years, and 

recognized that concerns about confidentiality were the biggest deterrent to seeking care 

among adolescents in this age-group (WHO, 2012). 

The WHO in 2012 reported that in May 2011, the World Health Assembly adopted a 

resolution urging Member States to accelerate actions to improve the health of young 

people. The World Health Organization published guidelines on how to prevent early 

pregnancies and poor reproductive outcomes among adolescents in low- and middle-

income countries. Prepared in partnership with the United Nations Population Fund 

(UNFPA), the guidelines were based on a systematic review of the existing research as 

well as consultation with policy-makers, program managers and front-line health 

workers. They contain evidence-based recommendations on actions that countries can 

take, targeting specific key objectives (WHO, 2012).  

The Government of Nepal developed the National Adolescent Health and Development 

Strategy in 2000 in recognition of the need for a clear framework to address adolescent-

specific health and development issues in Nepal. In the strategy, the government recalls 

its commitments at the International Conference on Population and Development 

(ICPD) and other international conferences to improve the reproductive health of the 

people of Nepal, including adolescents. 

In South Africa, a research was conducted by Panday et al (20109) on adolescent 

pregnancy with specific focus on school going learners. In parts, the study revealed that 

despite significant advancements at policy and programmatic levels to improve the 
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availability and accessibility of health services to young people, usage is compromised 

by lack of acceptability of services (Panday et al, 2009). 

However, most of the parents do not talk about sexuality with their children; most of the 

teens are not well educated about sexual activities and its impacts. Most of them get this 

education from peers, televisions, magazines and school mates. Sometimes this 

information they get is misleading’ 

2.5 Cultural and Traditional Beliefs  

In a study conducted by Gwido et al (2015) in Juba Teaching Hospital in Sudan, it 

showed that a third of South Sudanese girls start childbearing children at ages 15-19 

years, and 3 percent have had a live birth before the age of 15 years.  The study further 

reveals that South Sudan constitution, that defines a child as anybody below 18 years, 

prohibits forced marriage but does not specify a minimum age for marriage. It also 

reveals that South Sudan’s child marriage rites may be based on ancient traditions, but 

their practice today can be blamed on the country’s contradictory laws and their weak 

enforcement. In South Sudan, teenage girls are more likely to be married than being in 

school (Gwido et al, 2015). 

 

Molosiwa (2012), in an earlier study by Meekers and Ahmed (1996), found out that in 

spite of great improvements that the Government of Botswana has witnessed in 

education since independence in 1966, there has been a high rate of schoolgirl 

pregnancy after primary school. Their study revealed trends that show more boys 

dropping out of school than girls at the primary school level, and double the number of 

girls dropping from school between Form two and three. Previous and current Education 

Statistics in Botswana also show that school drop-out due to pregnancy is the most 

common form of drop-out. Most girls drop out of school due to this reason (Education 

Statistics, 1998-2002, 2004 & 2007). The Botswana Education Statistics (2007) show a 

huge disparity in the number of boys (2,107) and girls (3,375) dropping out of school. 

Within this number of girls, 1,057 dropped out of school due to pregnancy (Government 

of Botswana, 2007).  
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Culture is highly rooted in every society. If adolescents should be encouraged on the use 

of reproductive health services, traditional leaders should play a role in making an 

awareness plan on the adolescents. If parents and traditional leaders are involved in the 

dissemination of the information adolescents will be free to talk about sexuality and 

utilize the services without being stigmatized by society.  

 

2.6 Conclusion 

From the review of literature, it shows that adolescent pregnancy is a worldwide crisis 

that needs immediate interventions. If adolescent girls continue becoming pregnant and 

no interventions are instituted then the entire world will have to prepare for a lot of 

medical problems that will occur from these adolescents and their children. There is 

need to intensify the reproductive health policies and health information in schools to 

equip adolescents with knowledge on how they can prevent themselves.  

In the ideal situation, adolescents need to be in school and not be married let alone not 

being pregnant. The bones for these adolescents at these ages are not yet fully ossified 

predisposing them to a lot of complications. As the rights spell out, they are entitled to 

information and education of reproductive health; they have right to reproductive self-

determination and right to freedom from discrimination. 

There is need therefore that consented efforts by line Ministries that are involved in the 

welfare of the adolescents come together and plan. With good planning and 

implementation of programs, a lot of government resources will be served and these 

adolescents being future leaders, development will certainly be achieved. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

 

 3.1 Introduction 

Chapter three (3) discusses the research design, research setting, and study population, 

sample selection, sample size, data collection tool, validity, reliability, pilot study and 

ethical considerations.   

Research methodology focuses on how research is done scientifically.  It is the 

technique used by the scientist to collect data, to use statistical manipulation and to 

arrive at a logical conclusion.  It refers to the manner of collecting data (Burns and 

Groove, 2009).  

The study used a descriptive cross sectional study which is crafted to gain more 

information about the characteristics within a particular field of study (Burns and 

Groove, 2009). In this study, a self- administered questionnaire with closed ended 

questions was used. The study used quantitative method to enable the researcher to 

examine views and elicit concerns on the factors contributing to adolescent girl 

pregnancies at Chipata Day and Hillside Girls secondary schools. 

 

3.2 Research Design 

A research design is a plan, structure, and strategy of investigations of answering the 

research question. It is a method a researcher selects to carry out their study 

(Basavanthappa, 2008). 

This study design was a descriptive non experimental and cross sectional study design 

that was conducted at Chipata and Hillside girls secondary schools comprising of 405 

students..  The researcher did not manipulate the variables but only identified the 

variables at that point in time.  
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3.3 Research Setting 

Research setting is the physical location and conditions in which data collection takes 

place during a study (Burns and Groove, 2009). 

The study was conducted in Eastern Province at two sites, Chipata Day and Hillside 

Girls Secondary Schools. These two (2) were chosen because they are both situated in 

the urban area and this is where most pregnancies are reported. Hillside Girls secondary 

school is a girls’ secondary school, while Chipata Day Secondary school is a co-

education (a school that enrolls both boys and girls). Hillside Girls secondary school  

has a total number of 1, 705 girls while Chipata Day secondary school is a co-education 

and has a total number of 3, 700 of which 2, 004 are girls and 1, 696 are boys. 

Classes are from Grades eight (8) to twelve (12). Both these two schools offer regular 

and academic production unit (APU) classes. Regular classes cater for students attending 

regular class sessions from morning to afternoon. Academic production unit attend 

school in the afternoons.  

At Chipata Day Secondary school, there were five (5) grade eight (8) classes of regular 

pupils  and three (3) grade eight (8) APU classes each consisting of 40 pupils. In grade 

nine (9) classes, there were three (3) classes for regular and one (1) class for APU each 

consisting of 95 pupils. While in grade ten (10), there were six (6) classes for both 

regular and APU each consisting 50 pupils. In grade eleven (11), both regular and APU 

had (6) classes consisting 95 pupils. In grade twelve (12), there were six (6) classes for 

both regular and APU each consisting 105 pupils. Chipata Day, as earlier mentioned 

offers co-education (School report, 2013).  

At Hillside Girls Secondary school, there are four (4) grade eight (8) regular classes and 

no grade eight (8) APU classes. There are also four (4) grade nine (9) regular classes and 

no APU classes. As for grade ten (10), there are five (5) regular classes and one (1) APU 

class. In grade eleven (11), there are five (5) regular classes and one (1) APU class. 

There are five (5) regular classes and one (1) APU class for grade twelve (12).  Each of 

these classes consists of sixty-five (65) pupils (School report, 2013). 
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3.4 Study Population 

Study population refers to the aggregate of cases that conform to the designated criteria. 

It is a well-defined set that has certain specific properties (Burns and Groove, 2009).  

The study 

Population was all girls who attended school at Chipata Day and Hillside Girls 

Secondary Schools 

3.5 Target Population 

A target population is the ‘entire set of individuals or elements who meet the sampling 

criteria’ (Burns and Groove, 2005). The study target populations in this research were 

adolescent girls aged between 13 and 19 years who attended classes at the two 

secondary schools. 

 

3.6 Accessible Population 

An accessible population is a portion of the target population; this might be elements 

within a state, city, school, hospital or housing units often a non-random subject of the 

target population (Burns and Groove, 2005).  The study accessible populations in this 

research were those adolescent girls that were available during the time of the study.   

 

3.7 Sample Selection 

Sample selection is a process of selecting subjects, events, behaviors or elements for 

participation in a study (Burns and Groove, 2009; 35). This is the process by which a 

researcher uses to select a sample that represents the whole population. In order to 

obtain a representative sample of the population selected, the sample will be obtained 

from the target population (Burns and Groove, 2009).   According to the reports from 

both schools for 2013, the two schools had a total number of three thousand, seven 

hundred and nine (3, 709) girl pupils. The sample that was selected came from this 

number.  
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For this study, a probability sampling method called systematic sampling method was 

used. All the adolescents in the two schools had an equal chance of being included in the 

sample. Numbers were written on pieces of paper and pupils picked from the box after it 

was shaken. Pre-determined numbers were put and pupils who picked the numbers were 

recruited into the study of 385. Class registers were used for roll calls to ensure that all 

pupils participated in picking the papers.  

During sample selection, eighty- five (85) pupils were selected from each grade. Since 

there were five grades, with the 10% expected drop out rate, four hundred and twenty-

two (422) pupils were selected.  

 

3.8 Sample Size 

Sample size is a smaller part of the population selected in such a way that those 

individuals in the sample represent (as nearly as possible) the characteristics of the 

population (Burns and Groove, 2005). It is a total number of participants who 

participated in the study and are drawn from the sampling frame (Basavanthappa, 2007).  

The total sample size and the number of respondents selected from the pupils was 

calculated using the prevalence formula as below:- 

n=z
2
P (1-P)/d

2 

Where:- 

 n = required sample size 

 z = z statistic (usually1.96 confidence level)  

 P= the expected prevalence (assumed at α = 0.5) 

 d= acceptable accuracy range ( assumed at +/- 0.05) 

The sample size required for adolescents at both Chipata Day Secondary School and 

Hillside Girls Secondary School is:- 
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n = z
2
P(1-p)/d

2 

n= 1.96 x 1.96 x 0.5 (1-0.5)/ (0.05)
2 

= 384.16   

Therefore the sample size required for adolescents at both Hillside Girls Secondary 

School and Chipata Day secondary School was 384. 

The total number of adolescent girls for both schools was 3, 709 and 384 were in the 

calculated sample.  

Since there was also a possibility of drop outs, a 10% drop out rate was included in the 

sample. Therefore 10% of 384: - 10/100 x 384 = 38.4.  

The sample will therefore be, 384 + 38 = 422. A total number of 422 participants were 

included in the study. 

Ratio was 3, 709/422 = 8.79. Therefore for one study sample 9 adolescents were 

competing for one position. This showed that every ninth adolescent was recruited in the 

study.  

 

3.9 Eligibility Criteria  

Eligibility criteria are ‘the list of characteristics essential for inclusion or exclusion in 

the target population’ (Burns and Grooves, 2009).  

 3.9.1 Inclusion criteria  

Inclusion criteria are those characteristics that a subject or element must possess 

to be part of the target population (Burns and Groove, 2009). The inclusion 

criterion for this study was as follows:- 

a) All young girls aged between 13 and 19 years learning at these two (2) 

secondary schools 

b) Young girls who  consented to take part in the study 



37 
 
 

c) Young girls who were available at the time of study 

3.9.2 Exclusion criteria  

a) Young girls below 13 years learning at these two (2) schools 

b) Young girls above 20 years learning at these two (2) schools 

c) Young girls who were not available at school during the period of the 

study. 

d) Young girls who did not give consent 

e) Young girls below 18 years whose parents did not give assent  

 

3.10 Data Collection Tools 

A data collection tool is an instrument that is used to assist the researcher to collect data 

from the respondents (Burns and Groove, 2005). In this study, a self-administered semi-

structured questionnaire was used to collect data from the participants because they were 

literate. The questionnaire consisted of both closed and open-ended questions. 

 

3.11 Data Collection Techniques 

Data collection technique is the actual method on how the data is going to be collected 

to address the research problem (Pilot and Beck, 2008). Research assistants were trained 

in research methods for three (3) days to ensure consistency and uniformity in data 

collection. Research assistants were teachers from these two schools who had good 

communication skills. The principal researcher and his two research assistants collected 

the data. Classes and streams were shared among the three involved in data collection. 

Questionnaires were distributed to the participants in the classrooms and respondents 

were allowed to fill in the questionnaires between 20 and 30 minutes. During the process 

of filling in the questionnaires participants were not allowed to talk to each other or 

share ideas. 
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3.12 Validity of the Data Collection Tools 

Validity is the degree to which an instrument measures what it is intended to measure 

(Pilot and Hungler, 2001). It determines the extent to which it actually reflects the 

abstract construct being examined. To ensure validity of the research tool, the researcher 

conducted literature search in order to have adequate content coverage. The research 

instruments were reviewed by the research supervisors.  Important variables of the study 

were included in the research instrument and the sequences of the questions in the 

questionnaire were the same for all respondents.  

External validity is the extent to which study findings can be generalized beyond the 

sample used in the study (Burns and Groove, 2005). External validity is important as it 

influences the significance of the study. In this study external validity was maintained by 

ensuring that the sample size comprised adolescent school girls from the two study sites.  

Internal validity is the extent to which conclusions can be drawn about the effects of one 

variable on another. Internal validity seeks to determine if the observed effect on the 

dependent variable is due to the action of the independent variable and not something 

else (Burns and Groove, 2005). To maintain internal validity, the same questions were 

asked and in the same sequence. These questions were simple, precise and brief.  

 

3.13 Reliability of the Data Collection Tools 

Reliability is the degree of consistency or accuracy with which an instrument measures 

the attribute it is designed to measure (Burns and Groove, 2005). Reliability is how well 

an instrument will produce the same information each time it is used.  

To ensure reliability, open ended questions were used in the questionnaire to allow for 

spontaneous responses. All questions were asked to each participant in the same 

sequence. The questions in the questionnaire were the same throughout the study. 

The researcher ensured that the questions in the questionnaire were simple, clear and 

brief and asked the expert (Research supervisors) to go through the questionnaire. A 
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pilot study was conducted in a state where a similar environment with similar 

characteristics. A pilot study is a small study which is done before the main study on a 

small number of subjects (Basavanthappa, 2006). This was done to ensure stability of 

the tool and to eliminate biases and minimize the errors.  

The sample for the pilot study was 10% of the study sample which was 422 x 10/100 = 

42 respondents. The pilot study assisted in identifying weaknesses in the data collection 

tools. It also enabled the researchers to make necessary adjustments on the questionnaire 

before the major study was carried out.  

The participants of a pilot study were from a population with similar characteristics as 

the intended for the actual project, but not from the actual study population. It was a 

miniature trial run with the methodology planned for the major project. It was used to 

detect errors and flaws in the selected tools that found out how feasible the study was. It 

was also used to find out how valid and reliable the data collection tools were. A pilot 

study was used to find out how possible it was to analyze the collected data. 

 

3.14 Ethical and Cultural Considerations 

Ethics is defined as a system of moral values that are concerned with the degree to 

which research procedure adhere to professional, legal and social obligations to the 

study participants (Pilot and Beck, 2005). Ethical approval and permission was sought 

from the Excellence in Research Ethics and Science Converge (ERESC) committee. 

Permission was sought from The Provincial Education Officer, District Education Board 

Secretary (DEBS), and Headmasters of the two schools. The nature and purpose of the 

research were explained to the participants. Participants were further assured of 

confidentiality in the information provided. Anonymity was assured by using no names 

but serial numbers on the questionnaires. Participants were not enticed to take part in the 

study. Those who gave consent were asked to put their right thumb print or sign a 

consent form, which were explained to them fully. The respondents were not 

remunerated in any form. Study subjects were told that they were free to withdraw from 

the study at any time without suffering any consequences. Participants who were below 
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18 years consent were obtained from their parents for them to participate in the study. 

An assent was reached which allowed the under 19 years to take part in the study. 

Participants were not subjected to any physical harm as the study did not involve 

invasive procedures.  

 

3.15 Data Analysis and Presentation  

Data analysis is the systematic organization and synthesis of data (Burns and Groove, 

2009). Data analysis was done to reduce, organize and give meaning to the data. Each 

day of data collection, the data were checked for completeness, consistency, legibility, 

correctness and accuracy. Interview schedules not completely filled were clarified by 

going back to the respondents to ask for clarifications.  Two (2) questionnaires were not 

clarified and were excluded from the study because they lacked the eligibility for 

inclusion. These two questionnaires were not correctly filled in and the respondents 

could not be traced for clarification. 

Data entry was done after data cleaning before analysis every day. Questions were coded 

for easy entry. Responses were assigned with numbers one to three and those with 

similar responses were grouped in the same categories. This enabled the researcher to 

report percentages of respondents giving answers that were similar in the same category. 

Data was then entered and later on analyzed using software Statistical Package for 

Social Sciences (SPSS) version 20 computer packages. 

Data from open ended questions were categorized into similar responses. Codes were 

assigned to each category, entered and analyzed using a Statistical Package for Social 

Sciences (SPSS) version 20 program. Coding is the process of transforming data into 

numerical symbols that can be entered easily into the computer.  Logistic regression test 

was also done. Closed ended questions were assigned numerical codes for easy entry 

and were analyzed using the computer.  Confidence interval was set at 95%. This meant 

that if the experiment were to be repeated several times and confidence limits were to be 

calculated from each sample, 95% of the time they would include the true mean. 

Confidence interval is the range in which the value of the population parameter is 
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estimated to be (Burns and Groove, 2009). A 5% level of significance was set, only p-

value of 0.05 or less were considered statistically significant, thereby rejecting the null 

hypothesis.  

Pearson’s Chi-Square test was used to test dichotomous variables adolescent pregnancy 

against socio-demographic data, knowledge on pregnancy and knowledge on family 

planning of respondents. Data was displayed in 2 x 2 tables with 1 degree of freedom. 

Data was presented using frequency tables, pie charts, histograms and cross-tabulations 

to communicate research findings.  Dependent variable, pregnancy, was tested against 

independent variables, availability of reproductive health services, availability of 

information, poverty, traditional beliefs and cultural beliefs.  

This study was conducted at two sites, Chipata Day and Hillside Girls Secondary 

Schools of Chipata District of Eastern Province of Zambia. After data were collected for 

the two schools it was aggregated and the responses for the two schools were grouped 

and analyzed together.  

Codes were assigned to each questionnaire for accountability and for easy entry when 

analyzing. After data collection, the interview schedules were kept under lock and key 

and no one apart from the researchers were allowed access to the collected data. 

Questionnaires were strictly kept safe under a secured lockable room and no person had 

an access to them during the process of study. 

Sorting data and quality control was done every evening during the data collection by 

the researcher and research assistants. After every session questionnaires were checked 

to ensure consistency, accuracy, completeness and correctness and those that were 

incomplete were put aside. Seventeen (17) of the questionnaires were not completely 

filled in and were excluded from the study. Only four-hundred and five (405) out of the 

four hundred and twenty-two (422) questionnaires met the criteria and standard to be 

included in the analysis stage.  Therefore, there was 96% response rate.  Thereafter the 

questionnaires were put in a safe place which was only accessible to researchers. 
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3.16 Data Entry and Quantitative Analysis  

Confidence interval was set at 95% to make data easy to explain the greater number of 

the population it represents. This translates to 95% confidence interval that the sample 

represents the population mean. 5% level of significance had been set therefore P-Value 

of 0.05 or less was considered statistically significant. 

The chi-square and logistic regression were used to test if the independent variables had 

an association with pregnancy in adolescent girls in the two schools.   

The findings were presented as tables and charts under the following sub-headings:- 

socio-demographic characteristics of respondents, availability of reproductive health 

information, and availability of reproductive health services, poverty, as well as cultural 

and traditional beliefs. Tables and descriptions of facts were used to test the significance 

of the findings as comparison between adolescent pregnancy and socio-demographic 

characteristics, adolescent pregnancy and poverty, adolescent pregnancy and availability 

of reproductive health information, adolescent pregnancy and availability of 

reproductive health services, adolescent pregnancy and cultural and traditional beliefs.  

Testing of the assumption/hypothesis and associations using cross tabulations have also 

been reported in the results chapter. 
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CHAPTER FOUR 

DATA ANALYSIS, DATA PROCESSING AND PRESENTATION OF FINDINGS 

 

4.1 Introduction 

The purpose of this chapter is to present information on how the research data were 

analyzed and what information was obtained. The study comprised of Four-hundred and 

twenty-two (422) respondents initially. Data were analyzed using software statistical 

package for social sciences version 20.     

4.2 Presentation of Findings  

Data is presented using frequency tables, graphic charts and two cross tabulations tables 

which are the most effective way to communicate research findings.  The study 

comprised 422 respondents. After cleaning data for completeness, consistence and 

correctness, only 405 questionnaires met the required standards. 

 

Figure 4.1 teenage pregnancies 
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Figure 4.1 on the previous page shows that a total of 405 teenager girls were sampled 

from Chipata Day and Hillside Girls Secondary Schools of Chipata District of Eastern 

Province of Zambia. The proportion of teenagers who have ever been pregnant was 28 

(7%) as compared to 377 (93%) who have never been pregnant before.   

Figure 4.2 Reasons for being pregnant 

 

 

 

Figure 4.2 above shows that 25 (89.3%) of those who have ever been pregnant indicated 

that the pregnancy happened by accident, 1 (3.6%) wanted to have a baby, 1 (3.6%) 

were defiled by a relative/friend and 1 (3.6%) were raped by unknown person. 
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Table 4. 1.  Socio-demographic attributes of the sampling distribution 

Variable Category n(%) 

 

Age of participant 

≤ 13 years 9 (2.2) 

14 - 15 years 62 (15.3) 

≥ 16years 334 (82.5) 

 

Marital status of 

participant 

 

Single 400 (98.8) 

Married/cohabiting 5 (1.2) 

Current  level of education for participant 

 

 

Junior secondary 50 (12.3) 

Senior secondary 355 (87.7) 

Religious denomination of mother/caretaker Catholic 193 (47.7) 

RCZ/UCZ 78 (19.3) 

Pentecostal 67 (16.5) 

Other 67 (16.5) 

Tribe Easterner 283 (70.0) 

Non easterner 122 (30.0) 

 

Table 4.1 above shows that most 334 (82.5%) of the sampled teenagers were in the age 

group of sixteen years and above, 62 (15.3%) were between 14 to 15 years and 9 (2.2%) 

were less than or equal to thirteen years. About 400 (98.8%) of these teenagers were 

single while 5 (1.2%) were either married or cohabiting. Most of them (87.7%) were in 

senior secondary grades (grades 10-12). From these teenagers 193 (47.7%) were 

Catholics, 78 (19.3%), either belonged to UCS or RCZ religious denominations, 67 

(16.5) Pentecostal and 67(16.5%) from other religious denominations like seventh day 

Adventists, Jehovah’s witnesses etc. Most of them (70.0%) belonged to a tribe from 

Eastern province while 30.0% from tribes from other provinces. 
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Table 4. 2.  Socio-economic attributes of the sampling distribution 

Variable Category n(%) 

 

Number of participants Family members in their 

household 

< 3 34 (8.4) 

3 – 5 220 (54.3) 

> 5 151 (37.3) 

 

sponsors of participants education  

 

Parents/sibling 374 (92.3) 

Husband/friends 5 (1.2) 

Self 10 (2.5) 

Other (e. g 

organizations 

church) 

16 (4.0) 

Sponsor pays fees in time Yes 233 (57.5) 
 No 172 (42.5) 
People participant lives with Parents/Grandpa

rents 

279 (68.9) 
 Uncle/Aunt 75 (18.5) 
 Siblings 42 (10.4) 
 Alone 4 (1.0) 
 Friends/husband 5 (1.2) 
 

According to table 4.2 above, slightly more than half of the teenagers (54.3%) came 

from households which had between 3 and 5 members while 151 (37.3%) from 

households with more than 5 members. The education of the majority of these teenagers 

(92.3%) was sponsored by either their parents or siblings while only 4.0% had 

sponsorships from other organizations like FAWEZA, churches and others. Slightly 

more than half of the teens (57.5%) reported that the sponsors pay their fees on time 

while 42.5% said that their fees are not paid on time. Sixty eight percent of them said 

that they live with parents or grandparents as their guardians, 75 (18.5%) with their 

uncles or aunts, 42 (10.4%) with their siblings, 5 (1.2%) with Friends or husbands while 

4 (1.0) live alone by themselves.  
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Table 4.3.  Behaviour of participants 

Variable Category n(%) 

 

Has a boyfriend 

Yes 143 (35.3) 

No 262 (64.7) 

Ever had unprotected sex Yes 65 (16.0) 

No 340 (84.0) 

For those who had unprotected sex, Age at 

which they had their first unprotected sex 

≤ 13 years 4 (6.2) 

14 – 15 years 21 (32.3) 

≥ 16 years 40 (61.5) 

Table 4.3 above shows that 143 (35.3%) reported that they had boyfriends while 262 

(64.7%) did not. From these teenagers 65 (16.0%) reported that they have had 

unprotected sex before while 340 (84.0) have never had. From those who said that they 

have engaged in unprotected sex before majority 40 (61.5%) of them reported that they 

had their first unprotected sex encounter when they were at the age of 16years or above, 

21 (32.3%) when they were between 14 and 15 years and 4 (6.2)% when they were at 

age of 13 years or less. 

 

Table 4. 4.  Participants knowledge on reproductive health  

Variable Category n(%) 

 

Defined unprotected sex correctly 

 

 

Yes 326 (80.5) 

No 79 (19.5) 

They knew  methods to use  for protected sex Yes 375 (92.6) 

No 30 (7.4) 

Knew the dangers of becoming pregnant at a young age Yes 379 (93.6) 

No 26 (6.4) 

In table 4.4 above, it shows that most of the teenagers (80.5%) were able to define 

unprotected sex correctly. Ninety two point six percent knew methods to use for 

protected sex. Only a few 6.4% of the teenagers did not know the dangers of becoming 

pregnant at a young age as compared to the 93.6% who knew the dangers.  
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Table 4. 5.  Participants views on family planning services 

Variable Category n(%) 

Said that they would be free 

to access family planning 

services if provided at school 

Yes 95 (23.5) 

No 310 (76.5) 

Reasons for school girls 

wanting to seek family 

planning services 

Don’t have any view 60 (14.8) 

If one knows she is at risk of 

getting pregnant 

317 (78.3) 
Knows someone who got pregnant 28 (6.9) 

Reasons for school girls not 

wanting to access family 

planning services if provided 

at school 

Didn’t know 76 (18.8) 
Fear of being labeled promiscuous 66 (16.3) 
Culturally not accepted 79 (19.3) 
Religiously not accepted 89 (22.2) 

What hindered the school 

girls from accessing family 

planning services 

Didn’t know that school girls are 

allowed 

105 (25.9) 

Not allowed by health providers 100 (24.7) 
Feared to be stigmatized 79 (19.3) 

Did not know 122 (30.1) 

 

In table 4.5 above, less than a quarter of the teenagers (23.5%) said that they would be 

free to access family planning services if they were provided at school as compared to 

76.5% who said that they wouldn’t be free. When asked about what they felt would 

prompt school girls to want to seek family planning services majority of them (78.3%) 

reported that knowing that they are at risk of getting pregnant would. Surprisingly 

14.8% said they did know or they didn’t have any view on the reasons which would 

prompt school girls to seek family planning services. Twenty two point two percent said 

religiously it’s not acceptable to seek family planning services as a reason why school 

girls would not want to seek these services if provided at school, while 19.3% felt that 

its culturally unacceptable to seek these services and 16.3% said that the fear of being 

labeled as being promiscuous would hinder the school girls from seeking these services.  
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Table 4. 6.  Availability of reproductive health services in schools/health centers 

 

In table 4.6 above shows that only a few (4.9%) said that or knew that there are family 

planning facilities in schools. About half of them (50.4%) said or thought that the 

schools or health centers have youth friendly services. About three quarters (74.3%) said 

that they are taught by health personnel on how to prevent pregnancies. 

Table 4. 7.  Socio-demographic factors associated with being pregnant 

Variable Category n(%) 

School has family planning facilities Yes 20 (4.9) 

No 258 (63.7) 

Didn’t 

know 

127 (31.4) 

School/health center has youth friendly services 

 

Yes 204 (50.4) 

No 201 (49.6) 

Said they are taught by health personnel on how to prevent 

pregnancies 

 

Yes 301 (74.3) 

No 104 (25.7) 

Variable Ever been pregnant P-value 

Yes, n(%) No, n(%) 

Age of participant    

≤ 13 years 0 (0.0) 9(100.0) 0.130 

14 - 15 years 1 (1.6) 61(98.4) 

≥ 16 years 27(8.1) 307(91.9) 

Marital status of 

Participant 

   

Single  26(6.5) 

19 (86.4) 

374 (93.5) 0.041 

Married/cohabiting   2(40.0)   3(60.0) 

Current  level of education for participant    

Junior secondary 2(4.0) 48(96.0) 0.301 

Senior secondary   26 (7.3) 329 (92.7) 

Religious denomination     

Catholic 12(6.2) 181 (93.8)  

0.354 
RCZ/UCZ   4 (5.1) 74 (94.9) 

Pentecostal 8(11.9) 59 (88.1) 

Other 4(6.0) 63(94.0) 

Tribe    
Easterner   21(7.4)  262(92.6) 0.540 

0.294 
Non easterner 7 (5.7)    115 (94.3) 
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Table 4.7 on the previous page shows that those teenagers who have ever been pregnant 

before were significantly more likely to be married or cohabiting as compared to being 

single (40.0% Vs 6.5%, P=0.041). Moreover those who indicated that they belonged to 

Pentecostal religious denomination were more likely to have ever been pregnant 

compared to those who belonged to catholic, RCZ/UCZ or other denominations though 

the relationship was not significant (11.9% Vs 6.2% Vs 6.0% Vs 5.1%, P=0.354). There 

were also no significant differences between teenagers who have ever been pregnant 

between the teenagers who had attained senior secondary education and those who were 

in junior secondary, between the teens who were less than or equal to thirteen years, 

those who were between 14 -15 years and those who were 16 years old or above (P> 

0.05). There was also know significance difference in those who have ever been 

pregnant between those who came from the tribes from eastern province compared to 

those who did not come from eastern province (7.4% Vs 5.7%, P= 0.540).  

Table 4. 8.  Socio-economic factors associated with being pregnant 

Variable Ever been pregnant P-value 

Yes, n(%) No, n(%) 

Number of Family members in  participants 

household 

   

< 3 5 (14.7) 29(85.3) 0.148 

 
3 – 5 15 (6.8) 205(93.2) 

> 5 8(5.3) 143(94.7) 

sponsors of participants education  

 

   

Parents/sibling  23(6.1) 

19 (86.4) 

351 (93.9)  

0.009 

 

Husband/friends   2(40.0)   3(60.0) 

Self   2(20.0)   8(80.0) 

Other (e. g organizations church)   1(6.3)   15(93.8) 

Sponsor pays fees in time    

Yes 15(6.4) 218(93.6) 0.660 

No  13 (7.6) 159 (92.4) 

People participant lives with    

Parents/Grandparents 23(8.2) 256 (91.8)  

0.309 
Uncle/Aunt   2 (2.7) 73 (97.3) 

Siblings   2(4.8) 40 (95.2) 

Alone   0(0.0) 4(100.0) 

Friends/husband   1(20.0) 4(80.0) 
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Table 4.8 on the previous page shows that those teenagers who have ever been pregnant 

before were significantly more likely to have sponsors of their education as husband or 

friends as compared to being sponsored by self, other organization and parents or 

siblings  (40.0% Vs 20.0%, 6.3% and 6.1% P=0.009). Those who have ever been 

pregnant were more likely to belong to households with less than three members as 

compared to those who had households with between 3 to 5 members and greater than 5 

members (14.7% Vs 6.2% Vs 6.8% Vs 5.3%). This association was however not 

significant (P=0.148). There was also no significance difference in those teenagers who 

have ever been  pregnant between those who reported that their sponsors pay their fees 

on time compared to those who said that there fees are not paid on time (6.4% Vs 7.6%, 

P= 0.660). Further there was no significance difference among those who have ever 

been pregnant between those who have their guardians as parents or grandparents, 

friends or husbands, siblings, uncle or aunt and those who stayed alone by themselves 

(8.2% Vs 20.0% Vs 4.8% Vs 2.7% and 0.0%, P=0.309). 
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Table 4. 9.  Behaviour factors associated with being pregnant 

 

Table 4.9 above shows that as expected, those teenagers who have ever been pregnant 

before were significantly more likely to have a boyfriend as compared to having no 

boyfriend (31.7% Vs 3.4%, P=0.001). Those who have ever been pregnant were further 

significantly more likely to have ever had unprotected sex compared not to having 

unprotected sex (31.7% Vs 2.4%, P <0.001) There was however no significance 

difference in those teenagers who have ever been in terms of age at which they had their 

first encounter of unprotected sex for those who reported to have ever had unprotected 

sex before (P> 0.05).  

 

 

 

Variable Ever been pregnant P-value 

Yes, 

n(%) 

No, n(%) 

Has a boyfriend    

Yes 18(31.7) 125(68.3) 0.001 

No 10(3.4) 252(96.2) 

Ever had unprotected sex    

Yes  20(31.7) 

19 (86.4) 

43 (68.3) < 0.001 

0.009 

 

No   8(2.4) 331(97.6) 

For those who had unprotected sex, Age at 

which they had their first unprotected sex 

   

≤ 13 years 1(25.0) 3(75.0) 0.520 

14 – 15 years 5(23.8) 16(76.2) 

≥ 16 years 14 (37.8) 23 (62.2) 
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Table 4. 10.  Participants knowledge on reproductive health associated with being 

pregnant 

 

According to table 4.10 above, there were no significant associations between teenage 

pregnancy and defining unprotected sex correctly, knowing methods to use for protected 

sex and knowing the dangers of becoming pregnant at a young age (P> 0.05).  

 

 

 

 

 

 

 

 

 

 

Variable Ever been pregnant P-value 

Yes, 

n(%) 

No, n(%) 

Defined unprotected sex correctly    

Yes 23(7.1) 303(92.9) 0.819 

No 74(93.7) 5(6.3) 

They knew  methods to use  for protected sex    

Yes  26(6.9) 

19 (86.4) 

349(93.1) 1.000 

No   2(6.7) 28(93.3) 

Knew the dangers of becoming pregnant at a 

young age 

   

Yes 25(6.6) 354(93.4) 0.410 

No 3(11.5) 23(88.5) 
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Table 4. 11.  Participants views on family planning services associated with being 

pregnant 

 

Table 4.11 above shows that there were no significant associations between teenage 

pregnancy and teenagers saying that they would be free to access family planning 

services if provided, their thoughts on both reasons why school girls would seek and not 

seek family planning services (P> 0.05).  

 

 

 

 

 

Variable Ever been pregnant P-value 

Yes, 

n(%) 

No, n(%) 

Said that they would be free to access family 

planning services if provided at school 

   

Yes 3(3.2) 92(96.8) 0.110 

No 25(8.1) 285(91.9) 

What they thought were the reasons why a 

school girl would seek family planning 

services 

   

Don’t know  1(1.7) 

19 (86.4) 

59(98.3) 0.261 

If she fears her parents will be annoyed  2(4.4) 

19 (86.4) 

43(95.6) 

Knows someone who got pregnant  2(7.1) 26(92.9) 

If she knows she is at risk of getting pregnant  23(8.5) 

19 (86.4) 

249(91.5)  

What hindered the school girls from 

accessing family planning services 

   

Did not know 6(4.9) 

19 (86.4) 

116(95.1) 0.509 

Didn’t know that school girls are allowed 8(7.6) 

19 (86.4) 

97(92.4) 

Not allowed by health providers 6(6.0) 94(94.0) 

Feared to be stigmatized 8(10.3) 

19 (86.4) 

70(89.7) 
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Table 4. 12.  Availability of reproductive health services in schools/health centers 

associated with being pregnant 

Variable  Ever been pregnant  

 
p-value  

Yes, (n%) No, (n%) 

School has family planning 

facilities 

   

Do not know 5 (3.9) 122 (96.1) 0.266 

Yes  21 (8.1) 237 (91.9) 

No  2 (10.0) 18 (90.0) 

School/health center has youth 

friendly 

   

Yes  20 (9.8) 184 (90.2) 0.021 

No  8 (4.0) 193 (96.0) 

Said they are taught by health 

personnel on how to prevent 

pregnancies 

   

Yes  18 (6.0) 283 (94.0) 0.208 

No  10 (9.6) 94 (90.4) 

 

Table 4.12 above interestingly shows that those teenagers who have ever been pregnant 

before were significantly more likely to have said that schools or health centers had 

youth friendly services as than saying that schools or health centers didn’t have youth 

friendly services   (9.8% Vs 4.0%, P=0.021). Those who have ever been pregnant were 

more likely to have said that they are taught by health personnel on how to prevent 

pregnancies as opposed to saying they were not taught. This association was however 

not significant (P=0.208). There was also no significant association between teen 

pregnancy and saying whether schools had family planning facilities or not (P>0.05). 
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Table 4. 13.  Availability of reproductive health services in schools/health centers 

associated with being pregnant 

Variable Ever been pregnant  

 
p-value 

Yes, (n%) No, (n%) 

Freedom of accessing family planning 

if provided at school 

   

Yes  25 (89.3)    285 (75)  0.071 

No  3 (10.7)  92 (26) 

Reasons for not accessing if provided 

at school 

   

Do not know
 

3 (12) 73 (25.6) 0.037 

Fear of being labeled 3 (12) 63 (22.1) 

Not culturally accepted 12 (48) 66 (23.2) 

Not religiously accepted 7 (28) 83 (29.1) 

 

 

Table 4.13 above shows that there were some significant associations between teenage 

pregnancy and not accessing family planning if provided with a p-value of less than 0.05 

(0.037). 

The study revealed that marital status, having a boyfriend, having unprotected sexual 

intercourse and not accessing family planning services have been identified to be the 

contributing factors to adolescent pregnancy. 

 

 

 

 

 

 

 

 

  



57 
 
 

CHAPTER FIVE 

DISCUSSION OF FINDINGS 

 

5.1 Introduction 

The purpose of the study was to determine factors contributing to pregnancies among 

adolescent girls at Hillside Girls and Chipata Day Secondary Schools in Chipata District 

of Eastern Province of Zambia. In this study population it was found in this study that 

7% of the study population has ever been pregnant. The factors associated with these 

adolescent pregnancies are discussed in detail. These included socio-demographic 

characteristics, poverty, and availability of reproductive health information, availability 

of reproductive health services as well as cultural and traditional beliefs. In addition, the 

conclusion, implications of the study and limitations were also discussed. 

5.2 Socio-Demographic Characteristics  

More than three quarters of the respondents were aged 16 years and above. About 16% 

ever had unprotected sex and of those who have had unprotected sex most of them were 

in the age group 16 and above.  The age of about 16 seems to be the right age for a child 

to be at high school and most of these adolescents have already attained menarche and 

become sexually active at this age group. Similar findings were reported in Tanzania by 

Masatu et al (2009), who reported that at least, 50% of young people are estimated to be 

sexually active by the age of 16 years, and 32% of secondary school students have 

shown to be sexually experienced. This is also consistent with the report by Munthali et 

al (2004) who reported that Malawi 2000 DHS revealed that adolescents ranging 

between 15 and 19 years were at high school and that (57%) had ever had sex at the time 

of the survey in 2003. 

A high proportion of those who have ever been pregnant (25 out of 28) reported that the 

pregnancy was accidental or unplanned. The study further showed that more than one 

third of the respondents who have been pregnant had unprotected sex at the age of 16 

years and above. This is supported by Cooper et al. (2004) who found that amongst 

teenage girls interviewed in South Africa, 53% of the pregnancies had either been 

unplanned at 36% or unwanted at 17%.  
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Among the 28 who have ever been pregnant a lot of them were from tribes of Eastern 

Province of Zambia. The most probable reason could be that because the study was 

carried out in Eastern Province and majority of the participants were from the same 

province. We can also speculate that tradition and culture could play a role also. 

Traditionally the tribes from eastern province during initiation ceremonies teach their 

girl children how to perform sexual intercourse and how to handle a man in bed, things 

which are supposed to be taught to someone preparing for a marriage. In return these 

adolescents when they come out of initiation ceremonies try to practice what they learnt. 

This is similar to the findings of Maluwa et al (2001) who reported that among some 

Chewa communities (e.g. Dedza) in Malawi, girls who are initiated get to sleep with a 

man termed a fisi(“hyena”) whose role is to initiate girls into sexual intercourse. After 

such an experience most girls continue practicing sexual intercourse. Chewa is also one 

of the tribes found in eastern province and share similar traditions with those from 

Malawi. 

 

Though not significant, most of those who have been pregnant before were congregating 

with the Roman Catholic Church. It can be suspected that the fact that Roman Catholic 

is one of the largest church in Chipata District. The study also revealed that 12 (42.9%) 

of the adolescents who were pregnant were congregating with  Roman Catholics and this 

could also be due to the fact that Roman Catholics do not allow their members to use 

family planning as it is not religiously accepted. This is in consistence with the findings 

of Chalasani et al (2012) who reported that in addition to sex and family life education 

obtained from traditional initiation ceremonies and counselors, young people receive 

considerable counseling from faith-based institutions (Roman Catholic for example) on 

sex and sexuality, with a focus on abstinence. 

The findings of this study revealed that slightly more than three quarters of the 

respondents who were pregnant were in senior secondary level. This could be attributed 

to the lifestyle the young generations adopt when they are in secondary schools. These 

findings contradict those of Restless Development (2010) study also conducted in 
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Zambia. This study reported that school girl pregnancy were high in Grades 7 and 9 in 

Zambia according to the 2010 school Census that.  

As expected, the study revealed that the majority of the respondents were single. This is 

because school going children are not supposed to be married despite the re-entry policy 

of 2010 which allows schools girls to go back to school after delivery. This is similar to 

the findings of Chalasani et al (2012) in Malawi who reported on the education system 

of that country where the school going adolescents are not mostly married also despite 

the re-entry policy.  

 

Close to half of the respondents who have been pregnant had boyfriends and this can be 

attributed to the fact these days young girls take it as a fashion to have boyfriends. It is 

also known that the media of internet linkages promotes young girls to find boyfriends 

and girlfriends on the net. We can insinuate that these girls and their boyfriends practice 

unprotected sex hence the high number of them becoming pregnant. Makundi (2010) in 

Tanzania reported that girls perceive having a boyfriend as a prestige. He reported that 

some of the girls perceived sexual relation as symbol of high value among the peers and 

that it increased their social status in a group. 

 

5.3 Educational Support and Economic Status  

Most of the participants reported that they were sponsored by their parents/grandparents. 

Surprisingly of the 28 who have ever been pregnant a large proportion of them were 

sponsored by parents or siblings. This clearly shows that it’s not lack of sponsorship 

which makes girls vulnerable. This rules out the suspicion that adolescent girls engage in 

sexual activities to meet their school requirements.  These findings are in agreement 

with those of Karata and Mkoma (2013) in Tanzania who reported that about 90% of the 

students who were pregnant reported that their parents had an average economy and 

were able to meet their school requirements.  

Other studies however have contradicted our findings e.g a study by Mothiba et al 

(2012) reported that Forty-four per cent (44%) of participants depended on their single 

mother’s income and that most pregnant teenagers depended on a single mother’s 
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income. Van Eijk (2007) also indicated that teenagers from lower income families are 

more likely to report having sexual intercourse regardless of the family structure or race. 

It was further pointed out that teenagers from single parent family homes are more likely 

to report having sexual intercourse regardless of the income of the family. Further a 

study by Magnani et al (1999) in Peru reported that in the major cities of Peru, the youth 

who are at the greatest risk of becoming pregnant appear to be those from low economic 

status families who reside in the Selva and need to meet their school requirements.  

From our study it was shown more than half of the respondents came from family of 

between three and five members. This seems to be the group largely affected by 

pregnancy in our study. Surprisingly those who belonged to large families of 5 and 

above were not very affected. This shows that family size is not associated with one 

becoming pregnant.  This is contrary to the findings of Karata and Mkoma (2013) in 

Tanzania who reported that about 90% of the students who were pregnant reported that 

their parents had an average economy and were able to meet their school requirements.  

 

5.4 Knowledge/Availability of Reproductive Health Information  

Most of these respondents knew what unprotected sex was and this could be due to the 

fact that, these days there is a lot of information being disseminated on preventive 

measures of pregnancies through the media. This knowledge however did not play a 

significant role on the prevention of them becoming pregnant. Though majority of them 

said that they knew the methods of preventing pregnancies it was surprisingly that the 

majority of those who got pregnant came from this same knowledgeable group. Despite 

having available information on reproductive health, schools had a high rate of 

adolescent pregnancies. Similarly Van Eijk (2007) in South Africa reported that even 

though a large number of teenage girls aged between 15–19 years reported knowledge 

about methods of family planning, contraceptive use is low.  

.  

Even if the majority of participants indicated that they were learning about sexual 

reproductive health concepts in their schools. This could not be supported by schools 

syllabi which do not have a portion on sexual reproductive health and adolescents been 
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admitted with unsafe abortions and unwanted pregnancies. The similar findings were 

reported by Munthali et al (2004) in Malawi who reported that studies that have 

analyzed the composition adolescents make up a small proportion of people who seek 

sexual and reproductive health services. For instance in Mchinji in 1999, the records at 

the district hospital showed that adolescents comprised 59% of all admissions in the 

maternity ward and 35% of patients in the sexually transmitted infections (STI) clinic. 

He concluded by saying that this could be because the Malawian school syllabi do not 

allow pupils to be taught issues on sexual reproductive in schools. 

The study also showed that about 20% of the adolescents do not access family planning 

for fear of been stigmatized. This is so because if an adolescent starts accessing family 

planning services the community and her friends would consider her to be promiscuous. 

The community is not well sensitized that reproductive health services are available for 

all reproductive age groups school going adolescents inclusive. Similarly Arai (2003) in 

South Africa reported that most adolescents lack information on sexuality and 

contraception, as most of the education that is presented on this matter is limited and 

also some parents, and many public institutions, are either embarrassed about dealing 

with young people’s sexuality or try to ignore it completely. This leads to the situation 

where adolescents are not aware about the dangers of engaging into unprotected sexual 

intercourse. 

 

The study further showed that most of the respondents indicated that health personnel go 

to their schools to educate them on prevention of pregnancies. This is in line with the 

health personnel’s role to educate the adolescents on the dangers of adolescent 

pregnancies. Similar findings were reported by Winnie Osulah  (2007) in Kenya who 

reported that many African governments have also included family life education 

programs in their school curriculum in an attempt to educate adolescents about the 

consequences and responsibilities associated with sexual activity. The high rates of 

schoolgirl pregnancies suggest that these family life programs have their shortcomings 

and indicate that educational policies should be used not only to reduce the incidence of 

schoolgirl pregnancies but also to assist pregnant schoolgirls to complete their 

http://www.grin.com/profile/857918/winnie-osulah
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education. Contrary to that Panday et al (2009) in South Africa who reported that even 

with the roll out of the Adolescent Friendly Clinic Initiative in SA, young people are still 

confronted with the negative and stigmatizing attitudes of health staff  

The study also revealed that the majority 379 (93.6%) of the respondents indicated that 

they knew the dangers of becoming pregnant at an adolescent age. Supporting this 

finding is the information which adolescents get through different media of 

communication. However majority of those who have ever been pregnant are those who 

reported that they knew the dangers of becoming pregnant at an adolescent age.  

Closer to half of these respondents indicated that school girls are stopped from accessing 

family planning services for fear of been stigmatized and also because they do not know 

that even school girls are allowed to access family planning. This showed that 

adolescents do not receive the necessary information needed to avoid pregnancies. This 

is similar to the findings of Richter and Mlambo (2005) in South Africa who reported 

that adolescent pregnancy appears to be encouraged by lack of access to sex education 

and also some parents are reluctant to make sex education and contraceptives available 

to their teenagers, as they are afraid that their teenagers might interpret this as 

permission to engage in sexual activities. 

 

5.5 Availability of Reproductive Health Services  

As expected majority respondents who have been pregnant have had un-protected sex 

even before. This can be attributed to the reason that adolescent indulge in sexual 

activities without knowing exactly the outcome of it and they also copy what they read 

and see in the media. It may also mean that these adolescents do not know how to use 

family planning methods.  

Surprisingly most of the respondents indicated that if family planning were provided at 

schools they could not be free to access it.  This means that even if the service was 

available adolescents could not access family planning services. This is because 

adolescents feel that young people are not allowed to access family planning and also 
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they fear to be stigmatized. Similar findings were reported by Maluwa-Banda and 

Lunguzi in Malawi who found that, on average, 43% of adolescent girls did not have 

access to sexual and reproductive health services, while 26% said that the reproductive 

health services provided in different facilities were not friendly to them. Most adolescent 

girls (64%) said that their parents or guardians would not allow them to obtain sexual 

and reproductive health services. This is also in agreement with the findings of 

Mushawana et al (2015) who reported that the key psychosocial variables such as 

inadequate sexual knowledge, changing attitudes towards sex and peer pressure were 

contributory factors to high pregnancy rate in adolescents. Equally, Ritcher and Mlambo 

(2005), reported that other reasons for the   adolescents not utilizing the contraceptives 

was that they were reluctant to take contraceptive precautions for fear of complications 

and parental detection, despite their knowledge about the importance of the use of those 

contraceptives 

The study revealed that about half of the respondents indicated that their schools did not 

have youth friendly services. This could be because there are no sites at their schools 

where these services are supposed to be provided.  

 

About half of these respondents said that their schools did not have facilities for family 

planning. This is because schools are not allowed to provide family planning services to 

their pupils to avoid been thought to encourage school children to be promiscuous. 

Similarly Mushwana et al (2015) in their study reported that respondents felt that health 

services were not conveniently available for them. Also their relationship with nurses 

was poor with regard to maintenance of confidentiality. This is contrary to the findings 

of Barbara et al (1999) in four countries Great Britain, Netherlands, Sweden and United 

States who reported that the liaison between family planning services and schools 

appeared to be more functional for youth in Sweden and the Netherlands than in the 

United States and Great Britain. Specifically, in Sweden, clinics were strategically 

placed near schools and "field trips" to the clinic were routinely scheduled by schools: 

"Each class goes to the clinic before [students are] 15 years of age and once in high 
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school." In both Sweden and the Netherlands, family planning clinic employees visited 

schools and instructed staff and students 

 

The most common reason given in this study as to why a school girl would seek family 

planning was that if they knew they were at risk of getting pregnant. This could help 

them to avoid unwanted pregnancies. This could also mean that the girl could be aware 

of the possibilities of becoming pregnant when she engages in unprotected sex.  

 

5.6 Cultural and Traditional Beliefs 

The study revealed that about one fifth indicated that they could not be free to access 

family planning if it were provided in schools because it is not culturally accepted. This 

is because during initiation ceremonies girls are taught not to use modern family 

planning methods instead they are advised to abstain from sex. But because they want to 

experiment they just do it without any protection. This is similar to the findings of 

Maluwa et (2001) in Malawi who reported that in addition to sex and family life 

education obtained from traditional initiation ceremonies and counselors, young people 

receive considerable counseling from faith-based institutions on sex and sexuality, with 

a focus on abstinence. 

 

In the study, it was revealed that (71.4%) of those who have been pregnant indicated that 

they would be frustrated if they became pregnant again. This is because once one is 

pregnant chances of continuing with education are minimal.  

Most of the respondents who have ever been pregnant lived with their grandparents. 

While it is expected that parents/grandparents are supposed to guide and teach their 

children, things don’t seem so maybe due to cultural issues. Parents are not free to 

discuss issues of sexuality with their children because it is considered to be a taboo.  

This leads to their children to engage in sexual activities without using protective 

measures. This is similar to the findings of Malisa (2015) in Tanzania who reported that 

sources of reproductive health information are peers, radio messages broadcast by the 

local radio stations with special messages for young people, Television shows, 

magazines and newspapers as contrary to parental education.  
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5.7 Implications to Nursing Education 

Even if about half of the respondents said that youth friendly services exists in schools, 

The findings of this study showed that youth friendly services in schools are not 

functional. There is need to investigate if the really exist because the other half of the 

study population didn’t know that they existed. 

 

5.8 Implications to Nursing Practice 

 

With many adolescent girls becoming pregnant, hospitals will be faced with many 

complicated cases arising from these young mothers and their babies. Problems such as 

having young girls having devastating problems like fistulae and being nursed in the 

health institutions for long periods. Their babies being admitted since most of them are 

born as premature babies. These add to the already existing burden with few resources in 

place. 

The Government in turn would need to increase funding to health institutions to match 

with these demands.  

 

5.9 Implications to Nursing Research and Management 

When there are a lot of new health problems emerging from young girls and their 

children, there will be need for more researches being conducted to find solutions to 

these problems. More resources will be needed to conduct these researches. 

The Most striking new finding is that schools do not accept provision of family planning 

services. The end result of this is that young girls fall pregnant. It also showed that 

nowadays young girls initiate sex at a very tender age. 

With the inclusion of these new topics in the curriculum, it means that even managers 

need to be retrained to be able to understand these new developments. This will need the 

Ministry to plan for the resources for training of the managers so that they are kept 

abreast with these new developments. 
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The strengths of this study is that it showed the areas where the gaps existed in schools. 

It also revealed that young girls are not taught on concepts about sex both at school and 

in the home setting.  

This study also showed that it had some weaknesses in the areas of obtaining assent 

from parents to conduct the study on the under ages.  

5.10 Implications to Ministry of Education  

These findings may have important policy implications for sexual and reproductive 

health service delivery in schools. Most notably, providing girls the means to avoid 

pregnancy at least until after the completion of schooling could potentially significantly 

improve the economic production of girls who would have otherwise had to abandon 

their education. Increasing access to family planning among young girls, would allow 

girls avoid pregnancies and attain higher levels of education. Pregnancy places demands 

on one’s life that were non-existent prior to the birth of a child. Therefore an adolescent 

who is in school and becomes pregnant will have less time to concentrate on her 

education.  

 

5.11 Plans for Dissemination and Utilization of Findings 

The results of the study will be published in recognized journals such as; the Zambian 

Medical Journal, Pan African Medical Journal and Asian Academic Research Journal of 

Multidisciplinary as well as Midwifery Medical Journal. In addition, five copies of the 

bound research report will be printed and submitted to the following; 

1. Department of Nursing Sciences 

2. UNZA Medical Library and Main Library 

3. Ministry of Health 

4. Ministry of Education 

5. Researcher 
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5.12 Conclusion  

The findings showed that 7% of the study population has ever been pregnant as 

adolescents. Adolescent pregnancy is not just a health issue. It is a developmental issue. 

It is deeply rooted in poverty, gender inequality, violence, child and forced marriages, 

power imbalances between adolescent girls and their male partners, lack of education 

and the failure of systems and institutions to protect their rights," 

The purpose of this study was to determine factors contributing to adolescent 

pregnancies in the two schools of Chipata District in the Eastern Province of Zambia. 

The findings showed that the factors significantly associated with adolescent 

pregnancies are the obvious ones. These include marital status, having a boyfriend, 

having unprotected sexual intercourse and not accessing family planning services. These 

were strongly associated with factors contributing to adolescent pregnancies in these two 

schools. Therefore, we failed to reject the null hypothesis of this study which states that 

“Adolescent pregnancies in school girls are not associated with:-Availability of 

reproductive health services, Lack of information, Poverty and Traditional/cultural 

beliefs and we conclude that these factors are associated with adolescent pregnancies in 

these two schools. 

The Government should therefore encourage the strengthening of an adolescent health 

policy in schools. Youth friendly services should be established in schools which should 

be managed by youths themselves with the support from well-trained health care 

providers.  

It is also hoped that when adolescent pregnancy is addressed in the nation, more girls 

will continue with their education and become better leaders in future. 

 

5.13 Recommendations 

The factors driving teenage pregnancy are complex and varied and therefore require 

multifaceted intervention strategies. There is a wide variety of strategies aimed at 

preventing adolescent pregnancy including education programmes, family planning 

services, school-based health centres, youth-friendly clinics and youth development 
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programmes. The following pregnancy prevention strategies are recommended based on 

the results of this study: 

 

5.13.1. Ministry of Health 

1. Develop more effective preventive measures for adolescent pregnancy and have 

solutions that might prevent unplanned teenage pregnancy such as strengthen 

peer sexual education that has worked well in other countries like South Africa.  

2. Teenagers should be offered information on how to use contraceptives. 

Contraceptive use should be promoted through education and service provision 

to reduce adolescent pregnancy.  

3. Increase awareness and knowledge about the availability of emergency hormonal 

contraception; since this safe, effective and reliable method of post-coital 

contraception is paramount to tackle the unplanned pregnancy rates. 

4. Implement culturally-appropriate school-based and out-of-school health and sex 

education starting before the age of 14 years.  

5. Make existing public clinics ‘youth-friendly’.   

5.13.2 Ministry of Education  

1. Pregnancy prevention programmes with guidelines should be available and 

utilized appropriately in schools. Schools should be allowed to provide family 

planning services to adolescents in schools. 

2. Establish trained peer educators (PEs) to offer youth friendly services. Program 

managers should be encouraged to include peer education services in their 

programmes. Their selection should be done with the involvement of youth in 

collaboration with local communities. Given the proximity of schools to all 

identified health care facilities, both in and out-of- school programs should be 

established. 

3. Provide stable funding for comprehensive educational and support services to 

pregnant and parenting teenagers. 
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5.13.3 Schools  

1. Facilitate the establishment of adult-teenage communication programmes with 

guidelines to give adults information and skills to communicate effectively with 

young people about reducing risky behaviour.  

2. Facilitate the establishment of male involvement programmes for prevention 

efforts that specifically target boys and young men. Effective programmes for 

boys include programmes such as community service or other out-of-school 

activities with a cultural component. Boys and young men have information 

needs and anxieties about sex and relationships.  

3. Develop programmes that empower teenagers to cope with the challenges that 

they face during adolescent relationships and pregnancy, and how to avoid 

unwanted sex. 
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