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ABSTRACT

Globally, 10% of total births occur among adolescent girls aged 10 - 18 years, 90% of whom
reside in Africa. Adolescent pregnancy entails high morbidity and mortality risks yet,
intervention show mixed outcomes, with those found to be effective showing small effect sizes
across contexts. In Kenya, adolescent pregnancy is about 18%, with Meru being one of the high
burden counties, accounting for 24% among estimated 18,123 adolescent girls countrywide.
Igembe North sub-County accounts for the highest proportion (59%) of adolescent pregnancy in
the County. Few studies exist in Kenya on person-centered risk factors, hence the need for
research to further clarify personal and interpersonal determinants of adolescent pregnancy. This
is needful to enable improvements in interventions design. The current study specifically
investigated occurrence of risky sexual behavior, intrapersonal and interpersonal determinants of
pregnancy among adolescents who had begun childbearing, based on the Socio—ecological
theory. Through a cross-sectional mixed methods design using explanatory sequential,
quantitative dominant approach, 398 participants were sampled from an estimated 18,123
adolescent girls aged 10-18 years who had begun childbearing in Igembe North sub-county.
Participants were recruited from 8 sub-County hospitals through simple random sampling.
Quantitative data was collected using structured questionnaires (Cronbach’s «, 0.88) and
qualitative data through 8 focus group discussions of 8-12 participants each. Variable
characteristics were summarized descriptively and frequency distributions displayed in tables
and figures. Bivariate logit regression identified determinants of adolescent pregnancy (p< 0.05).
The prevalence of risky sexual behavior was 59% (p= 0.001). Early sexual debut (p= 0.01);
being married (p= 0.001) and; having primary-level education (p=0.001) had an association with
adolescent pregnancy. Significant intrapersonal factors were, perceived behavioral control (OR
3.98; 95%CI -0.92, -0.84; p=0.049) and intention to have sex (OR 2.01; 95%CI -0.46, -0.076;
p=0.018). Living with a single parent (OR 2.42; 95%CI 1.12, 18.95; p=0.01), maternal education
(primary) (OR 2.39; 95%CI .1.23,3.48; p=0.01), living with a sibling who had had adolescent
pregnancy (OR 2.10; 95%CI 1.22, 5.23; p=0.03), has communication with parents on
reproductive health issues (OR 0.53; 95%CI 3.12, 13.64; p=0.01) and peer pressure (OR 4.23;
95%CI 2.22,10.98; p=0.03) were significant interpersonal predictors. Intentions to have sex was
a strong predictor of pregnancy and was likely mediated by family relational environment and
peer factors. It is recommended that combination multi-level interventions should harness
intervention components that build protective behavioral intentions as well as strengthen social
dimensions to prevent adolescent pregnancy.
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OPERATIONAL DEFINITION OF TERMS
Adolescence: the period between ages 10-19 years
Attitude: a favorable or unfavorable disposition towards a behavior as measured using Likert
scale with 1 indicating strongly disagree and 5 indicating strongly agree and a total score of <16
indicating positive and <16 negative attitude
Behavioral control: exercise of influence and authority over human behavior as measured using
Likert scale with scores 1 indicating strongly disagree and 5 indicating strongly agree. A score of
>10 indicates high behavior control and <10 low behavior control
Perceived ability: an individual’s assessment of their own ability as measured using Likert scale
with scores 1 indicating strongly disagree and 5 indicating strongly agree a score of <4 low and
>4 high perceived ability
Knowledge of contraceptives: awareness of the method and where it can be sourced from as
measured by a score assigned indicating the level of knowledge currently sustained by the
individual a score of >7 indicates high knowledge and <7 low knowledge
Determinants: will be used interchangeably with factors that cause adolescent pregnancy
Interpersonal: relating to the immediate environment of an adolescent
Intrapersonal: characteristics of the individual including, but not limited to, knowledge, self-
concept, and attitudes.
Risky sexual behavior: adolescent participating in either sex under the age of 14, non-use of
condom, multiple partners, transactional sex, inconsistent use of condom as measured by yes and

no on any of the behaviors.
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CHAPTER ONE
INTRODUCTION
1.1 Background of the Study
This chapter provides the reader with a clear understanding of the problem from the global

perspective down to the study area.

The World Health Organization (WHO) defines Adolescent pregnancy as a pregnancy in
females aged ten to nineteen years (WHO, 2014). Adolescent pregnancy is a global problem
dating back to the 1960s (Kirchengast, 2016). The effects of adolescent pregnancy trickles
down from the individual level to the society at large (Jordan, 2018). Adolescence is
associated with poor ANC attendance and hence poor birth outcomes. At the individual level
poor birth outcomes have been most prevalent in this group. This brings about health events
such as infant and maternal mortality and morbidities and a vicious cycle of poverty.
Pregnancy and childbirth complications are the leading cause of death among girls 15-19
years globally (WHO, 2017). Still births and deaths in the first week of life are 50% higher
among babies born to adolescent mothers than among babies born to mothers in their twenties
(UNFPA, 2019). Over 70,000 deaths of adolescent girls occur as a result of pregnancy and
childbirth complications. The global statistics indicates a growing burden despite the
interventions. In some countries there has been a progressive decline while in others an
increase (WHO, 2018). Over the last years there has been a marked drop in maternal
mortality from1990 and 2010 in general due to improved healthcare. According to CDC
(2018) the decline has been slightly less among the adolescent 15-19years compared to the
other age groups. The biggest contributor of adolescent pregnancy the world over has been
the developing countries (WHO, 2018). By reducing adolescent pregnancy this will lead to
realization of sustainable development goals 3.1 and 3.7. Understanding explanatory factors
for heterogeneous progression across context is critical to evaluate program implementation

outcomes.

Globally, 10% of births occur among adolescent girls (age 10 -19 years) 90% of whom reside
in Africa (Kalipeni et al., 2018). According to CDC (2018), risky sexual behavior is a major
contributor to adolescent pregnancy. Risky sexual behavior in the study context, includes
having multiple partners, sex without condom, early sexual debut, alcohol consumption,
sexual violence and transactional/paid sex (WHO, 2018). However, the drivers of these
behaviors are heterogeneous and vary widely across contexts yet, these antecedent factors and

their contributions are still understudied. There are many risk factors of adolescent pregnancy



starting at the intrapersonal level (individual) to the interpersonal level (interactions) which
predict adolescent pregnancy. Risky behavior associated with adolescent pregnancy is
predicted by knowledge, attitude, motivations of an individual at intrapersonal level (CDC,
2018), as well as gender (masculinity and femininity factors), religion, ethnicity, sexual
orientation, economic standing, financials, morals, goals, expectations, age, resilience, coping
skills, time managing skills, health literacy and access to health care, skills and abilities,
stigma of accessing counseling services and sexual socialization at the interpersonal level
(Singh et al., 2016). According to WHO, the sub-Saharan Africa’s, burden of adolescent
pregnancy is 193 births per 1000 births. This means that the risk of having adolescent birth is
multiplied in Africa as opposed to other continents. These risks are to a large extent
preventable. However, why, in the face of obvious vulnerability, do some young people make

good choices and others poor ones is not often clear.

According to KDHS 2019, 14.7 percent of adolescents in Kenya have ever given birth, 22
percent of adolescents had ever given birth in Meru County which has increased over time.
According to KDHS 2022, Meru ranks fifth country wide in adolescent pregnancy at 24%
compared to neighboring counties(share similar geographical location) Tharaka Nithi 10%
and Laikipia 9.1% and Isiolo 17% in 2022 . This is highest in the region and higher than the
national prevalence which is 14.7%. According to DHIS 2, 41.7 percent of first antenatal care
clients were between 15-19 years while 1.3% were between 10-14years in Meru County
between January and June 2019. According to research by JHPIEGO to investigate the
number of adolescent pregnancies in Meru County, Igembe North Sub-County registered the
top number of adolescent pregnancies in Meru County with adolescents accounting for 59
percent of recorded pregnancies in the sub county hospital. Thirty-two percent of all women
who gave birth in hospitals between the study period (January to May 2019) in Igembe North

were adolescents.

Sexual risk reduction response is a critical component of the Kenya national adolescent
sexual and reproductive health policy (Denno et. al., 2015). This is engrained in the socio-
cognitive theory (Denno et. al., 2015). Social Cognitive Theory indicates that behavior is
determined by the culmination of influences of personal, environmental and behavioral
interactions. Adolescent acquisition of life skills, particularly sexual communication and
negotiation of safer sexual behavior is critical for sexual risk reduction. However, volitional
mechanisms to resolve conflict, and the relation of these processes to perceived sexual and

reproductive health decision abilities and problem solving have been rarely considered in



majority of study contexts (Thongmixay et. al., 2019). However, the interaction of these
factors and how they influence or predict decision making is not always very apparent and
varies by contexts. Igembe North sub-County which exhibits high adolescent pregnancy rates
probably represents a unique clustering of risk factors. These factors, contained in a complex

socio cognitive model, may be abstract though and thus may often be overlooked.

Few studies have looked at intrapersonal and interpersonal determinants of adolescent
pregnancy. There is still a gap in knowledge on what is happening at the individual level as
well as the immediate environment. In past studies, Kiarie et al. (2015) for instance dealt with
the factors influencing adolescent pregnancy in Imenti North Meru County. In the study, the
researcher investigated the influence of cultural factors, economic factors, peer group
pressure and social media on adolescent pregnancies among public secondary school
students. On the other hand, Moturi et al. (2016) studied individual, cultural and
socioeconomic factors that determine adolescent pregnancy. Under individual factors, the
study only dwelt on contraceptive use and age at sexual debut which are not intrapersonal
determinants which are predictive of adolescent pregnancy. These studies dwelt on
environmental factors that are institutional and not proximal factors within the individual and
their relationships as our study proposes to do, since behavior is mostly predicted by

individual and immediate environment of the individual.

1.2 Statement of the Problem

Adolescent pregnancy is an emerging public health and social problem in Kenya, being 22%
in 2019 (KDHS, 2019) and 24% in 2022 (KDHS, 2022). Further it is the number one cause of
mortality among adolescents in Kenya. Existing interventions (mainly health, education,
wealth, and violence prevention) show mixed outcomes, with those found to be effective
largely showing small or inconsistent effect sizes across Kenyan contexts (Feyissa et. al.,
2023). Recent systematic reviews attribute this to lack of adequate implementation and/or
fidelity as well as lack of intervention efficacy, with recommendation for more studies to
inform these aspects. Adolescent pregnancy in Meru is one of the highest among counties in
Kenya and regionally, accounting for 22% of 18,123 adolescent girls. Igembe North sub-
County accounts for the highest proportion (59%) of adolescent pregnancy in the County.
According to a report by NACC in 2017, Meru ranked seventh country wide in adolescent
pregnancy, being 38% compared to neighboring counties such as Isiolo (29%), Tharaka Nithi
(26%) and Laikipia (28%). In Meru county a report by the Ministry of Health in collaboration
with JHPIEGO indicated that Igembe North Sub-County had the highest prevalence of



adolescent pregnancy with 59 % of pregnancies reported in the Sub County being from
adolescents. Few studies exist in Kenya on person-centered risk factors which determine
behavior, hence the need for this research to further clarify personal and interpersonal
determinants of adolescent pregnancy to enable improvements in interventions.

Based on the socio-cognitive theory, behavior is a culmination of interactions between
personal (self-efficacy, motivations, sexual intention, perceived abilities) and environmental
factors. The transitions experienced by adolescents makes them vulnerable to issues at the
intrapersonal level, interpersonal (school, family aspects, peers) and behavioral levels
(protective and risky behaviors) which are the focus of this study. Whereas majority of
interventions in Kenya are targeting improving adolescent sexual and reproductive health,
including mitigation of early pregnancy, there is little knowledge on the factors that drive
prevalence of risky sexual behavior particularly. It is not clear as to why some adolescents
choose to indulge in risky sexual behavior while others don’t. Moreover, there are challenges
in implementing strategies that simultaneously target root causes, going by the observed
outcomes which have been largely sub-optimal. Understanding of risks for adolescent
pregnancies will enable development of more effective and targeted person-centered
interventions to address the adolescent pregnancy epidemic in this country. This current study
results contributes to our understanding of key proximal and distal factors associated with

reproductive decisions and protective behaviors.

1.3 Objectives of the Study
1.3.1 Main Objective
To determine the interpersonal and intrapersonal determinants of adolescent pregnancy

among girls aged 10-18 years in Igembe North sub-County.

1.3.2 Specific Objectives
i.  To establish prevalence of risky sexual behavior in adolescent pregnancy in lgembe

North sub-County, Kenya

ii.  To establish intrapersonal determinants of adolescent pregnancy in Igembe North sub-

County, Kenya

iii.  To establish interpersonal determinants of adolescent pregnancy in Igembe North sub-

County, Kenya



1.3.3 Research Questions
i.  What is the prevalence of risky sexual behavior of adolescent pregnancy in Igembe
North sub-County, Kenya?
ii. What are the intrapersonal determinants of adolescent pregnancy in Igembe North
sub-County Kenya?
iii.  What are the interpersonal determinants of adolescent pregnancy in Igembe North

sub-County, Kenya?

1.4 Significance

Adolescent pregnancy is a growing problem that needs to be addressed. Many interventions
have been put in place to address it in lgembe North Sub County but the problem still
persists. Several studies have focused on the determinants of adolescent’s pregnancy while
few have focused on what is happening at the individual level as well as the immediate
environment/relations. Mixed method cross sectional design will not only identify the
determinants that are significant but also provide insights into why they happen through
FGDS conducted. This will inform action points for interventions. This study results show
specific individual-level and interpersonal risk factors that influence occurrence of pregnancy
among adolescence. The findings will be useful for guiding reproductive decisions among
adolescents and design of interventions among stakeholders, including parents, adolescents
and agencies such as non-governmental organizations (NGOs) working in the field of
adolescent pregnancy and the government departments of education in Igembe North sub-
County. The findings will also raise awareness on prevalence of determinants in the area as

well.

1.5 Scope of the Study
The study was confined to Igembe North sub-County. The study focused on prevalence of
risky sexual behavior and intrapersonal and interpersonal determinants of adolescent (10-18

years) pregnancy.

1.6 Limitations of the Study

The study was hospital-based thus more likely to largely capture participants who might be
unique and self-motivated to seek interventions at the facilities. Adolescents are known to not
easily attend health facilities for care. It is uncertain how this might have differed from
community-based design. However, the study population still represents a relatively unique

population among adolescents, worth studying.



CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction
This chapter focuses on the theoretical and conceptual research in order to provide further

insights into the intrapersonal and interpersonal determinants of adolescent pregnancy.

2.2 Socio Demographic Factors
2.2.1 Level of Education

Level of education refers to the education attainment of an individual in school. Education is
a social determinant for healthh and well-being (WHO, 2022). Research has also shown a
connection between level of education and incidence of adolescent pregnancy. Higher
education achievement proffers protective dispositions against adolescent pregnancy through
diverse within-individual and interpersonal positive processes which enables them to navigate
or mitigate behavioral or social risks. Higher education level may interact with the within-
individual factors including life-skills; social capital; social networks and relations;
temperament, motivations, perception of risk and severity of teen pregnancy-related
challenges, and; other cognitive processes such as factual knowledge and learning, to assist
those at high risk to develop protective response compared to those considered to be at lower
risk (Nuru et. al., 2023.). Individuals with higher level education may develop better
supportive networks, have higher expectations and opportunities to participate in social
interactions that promote and generate resilience with positive health outcomes. Other Studies

have shown conflict moderate the relationship between education and adolescent pregnancy.

These include socioeconomic status, access to comprehensive sex education, Knowledge
about contraception, family support and peer influence. In the developed world a study
conducted in Canada US, UK Sweden and France found that lower education achievement
was associated with child bearing as compared to the teens with higher educational
attainment (Sing et. al., 2020). In Africa, a review of demographic health surveys between
2000 and 2010 in 24 countries showed that individuals with more education were less likely
to report early sexual debut (Doyle & Ross, 2012). A study conducted in Narok county,
Kenya indicated that the more educated an adolescent is, the less the likelihood of adolescent

pregnancy hence education was protective (Moturi et. al., 2018).



In Africa a review of demographic health surveys between 2000 and 2010 in 24 countries
showed that individuals with more education were less likely to report early sexual debut
(Doyle, Mavedzenge et. al., 2018). Enrolment in school in south Africa was associated with
decrease in adolescent pregnancy rate according to a study carried out. This meant that school
enrolment was protective. It further established that pregnancy was less common during
school term as opposed to during school holidays (Glynn et. al., 2020). Recent evidence from
four countries in Sub-Saharan Africa suggests that a significant minority of young people
aged 12-14 are already sexually active. In addition, a sizeable proportion of young people
become sexually mature between the ages of 12 and 16, when females typically have their
first menstruation, and males experience pubertal physical changes.

The school can act as an agent for disease transmission/ a protection factor from diseases.
Adolescents’ decision about sex has been found to be connected to school. The academic
scores, as well as if they perceive school as supportive and connected as well as whether they
are involved in activities after school is related to whether they will have early pregnancy.
The school environment may play a role in transmission of risky sexual behavior or
responsible behavior. Adolescents are known to form peer groups based on their locality e.g.,
schools (Nguyen et. al., 2018). They are also known to conform to the cultures of these
groups which may be misleading. The pressures to conform to these cultures may lead to
risky behaviors that may perpetuate adolescent pregnancy. Schools also act as agents of
disease (risky behavior) in that adolescents with poor academic achievements may disengage
and breed pessimism which may turn them to risky behaviors. On the other hand, schools
may act as agents of disease prevention in that they reduce risky behavior by involving
adolescents in extracurricular activities which play a major role in promoting responsible

sexual behavior.

Additionally, schools occupy the minds and time of an adolescent to an extent that they
hardly get time to engage in risky behaviors. The discipline cultivated in schools through
counseling and other subjects go a long way in reduction of risky behavior and hence
reduction in early pregnancy. This answers the research question on the interpersonal factors
that predict likelihood of early pregnancy among adolescents. This study will elicit the
influence of education levels on adolescent pregnancy in the area. Studies reviewed have
shown a relationship between level of education and adolescent pregnancy. Experiential

knowledge about the context of the study area point at a high level of drop outs in the area.



However, a knowledge gap exists as to whether level of education contributes to high rates of
adolescent pregnancy in the study area which this study hopes to fill.

2.2.2 Marital Status

Marital status refers to one’s situation in regards to whether an individual is married, single,
divorced or widowed. Having an adult partner has been identified as a factor in adolescent
pregnancy (Harner, 2018). This becomes an agent for catalyzing adolescent pregnancy.
Marriage brings about expectations of child birth which the adolescent will be too young to
bear. In most of these relationships the male is much older than the adolescent. Adolescents
in such relationships are more likely to fall pregnant as the adult partners expect the

adolescents to take charge of contraception which never happens.

Several factors mediate adolescent pregnancy, they include, Socioeconomic status, whereby
the parents may marry off an adolescent for dowry, parental support and communication will
determine whether an adolescent gets married or not (Yakubu &Salisu, 2018). Lack of access
to comprehensive sex education will make an adolescent to make uninformed choices,
cultural and religious beliefs that allow adolescent marriages and peer influences. Risky
behaviors as well as environmental exposure may push the adolescent into intergenerational

relationships that may be brought about by economic hardships (Yakubu &Salisu, 2018).

The impact of early marriages to adolescents are well documented. First, their education may
be cut short as they may be required to stay home to take care of their families. Secondly
marriage may lead to economic hardships as the adolescent is most likely jobless and
dependent on their husband. This imbalance of power may lead to intimate partner violence
among other problems. Thirdly the well-being of the adolescent may be affected as she may
be forced to being child bearing which may take a toll on their bodies. The studies reviewed
above show that marital status influences adolescent pregnancy. Experiential knowledge
about the context of the study area, which is characterized by miraa farming has led to early
marriages which has motivated this study to include marital status as a variable as few studies

have looked at association of marital status on adolescent pregnancy in the study area.

2.2.3 Economic Status

Economic status refers to social standing of an individual in terms of income. Family
economic status may act as an agent of risky sexual behavior among adolescents or protection
against risky behaviors (Odimegwu & Mkwananzi, 2018). Adolescents from families residing

in well up communities may choose to get pregnant as they are assured of financial support



(Sing et. al., 2018). They may also lack opportunity for risky behavior due to isolation and
lack of access to potential partners. Living in areas known to be associated with poverty such
as slums, early pregnancy may be seen as an escape from the unhappy lifestyle and a solution
to poverty (Sing et. al., 2018). Exposure to environments that promote prostitution to

generate revenue may increase their chances of early pregnancy.

A study done in the UK identified poverty as a common factor in adolescent pregnancy.
Areas with higher poverty in the UK were found to have higher conception rates (Bradshaw,
Finch & Miles, 2019; Diamond et. al., 2020). According to Nguyen et. al., 2018, adolescents
who could not afford basic needs were more likely to engage in sex for monetary gains while
others would shy away from sex since they feared the consequences. In South Africa, poverty
was found as a contributor to early pregnancy as it led to transactional sex, and sexual
relations that provide benefits (Flanagan et. al., 2023). Zulu et. al., (2022) found that
adolescents in slum areas had a higher rate of risk taking than other women. A study in Narok
Kenya identified poverty to be associated with adolescent pregnancy. An adolescent in
midlevel wealth index was 7percent less likely to get adolescent pregnancy than a poor one
(Moturi et. al., 2018). Given the contradicting view of whether poverty confers protective
measures against adolescent pregnancy or not, this study elicited its effect in Igembe North.
Given the experiential knowledge of Igembe North as a miraa farming zone, it would be
important to find out its association to adolescent pregnancy which lacks in studies done

previously.

2.2.4 Religion

Religion is defined as a worship of a higher being who is super human. Religion may become
an agent of risky sexual behavior. Research has shown that there is an association between
the religious beliefs held by adolescents and their sexual behavior (Aparicio et. al., 2018).
The frequency of attendance of church/mosque may impact an adolescent positively while the
opposite is also true. The church structures give a strong sense of religiosity to the
adolescents (Sing et. al., 2019). The nearer the church is, the higher the likelihood of the
adolescent to attend. Religion serves the purpose of delaying sexual debut among adolescents
but does not provide information deemed necessary when making decisions on sexuality and
how to guard against HIV/STIs and unwanted pregnancy. Frequent attendance of religious
activities will inculcate values that may delay sexual initiation in adolescents (Maluluke,
2018).



Globally religiosity has been seen as pivotal in delay of first sexual intercourse. Evidence
from research in an African American setting has shown that religiosity led to delayed coitus
(McCree et. al., 2023). Equally another study by Zaidi, et. al., (2018) established a causal
relationship of religion on behavior. In Africa, Nishimura et. al., (2018) conducted a study in
Mauritius and found that young people in a specific religion were less likely to be sexually
active compared to those without any religious affiliation. In West Africa a study carried out
in Wusu, Nigeria shows that religiosity did not play a significant role in reduction of sexual
risks among adolescents as attending religious services provided an opportunity for
adolescents to meet and mingle. Another study found that frequency in church attendance
meant a delayed sexual debut among those studied. However, the association between
religiosity and outcomes is complicated. Religions have been associated with contraceptive
non-use and inconsistency (McCree et. al., 2018). This study will be interested to elicit the
connection between religion and adolescent pregnancy. This will identify if religion is a
determinant of adolescent pregnancy. Igembe north being largely a Christian community, this
study elicited whether religion served as a deterrent to risky sexual behavior or protective. It
will determine whether frequency of attendance to church, importance of religion in one’s life
and level of participation in church since studies done in the area were only interested in type

of religion of adolescents.

2.3 Prevalence of Risky Sexual Behavior

Prevalence refers to the total number of people in the population with a specific factor under
investigation. Risky sexual behavior is a major contributor of HIV among adolescents the
world over. In Africa, risky sexual behavior contributes to the high prevalence of HIV.
Studies indicate that adolescents are at an increased risk due to advancement in technology.
This has led to enhancing communication among their peers and availability of sexual
content online as well as peer pressure with prevalence of between 7 and 47% in African
countries (Fetene &Makonnen, 2018). In the Kenyan context 36.6% reported to have had
risky sexual behavior in a study in Kilifi (Ssewanyana et. al., 2019). Among the risky sexual
behaviors considered in this review that contribute to increased risk of adolescent pregnancy
are drug and substance abuse, early sexual initiation, having sex under the influence of

alcohol, non-use of condom, multiple sex partners and frequent sex.

2.3.1Drug and Substance Abuse
Drug and substance abuse is one of the agents that aid risky sexual behavior to adolescents.

As a result of substance use, adolescents face a multiplicity of risks in a continual basis. The
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use of drugs and substances increases their risk of participating in sexually risky behaviors.
There is a strong association between drug abuse and risky sexual behavior (Dunn et. al.,
2018; Anderson and Mueller, 2018). Many factors contribute to drug and substance abuse
that leads to adolescent pregnancy. First, peer influence plays the biggest role (Ssewanyana
et. al., 2019). Adolescents regard peers as important in determining their behaviors. Family
dynamics such as having a member of the family who abuses drugs and alcohol may
influence an adolescent to indulge in the same. Socioeconomic factors such as poverty may
force an adolescent into drugs to escape the problems at home. Lack of comprehensive sex
education may influence an adolescent to engage in drugs and alcohol abuse which may
influence judgment making them engage in risky sexual behaviors.

Worldwide research by UNICEF to determine the risk of substance use and risky sexual
behavior found that 27% of those surveyed had engaged in risky sexual activities as a
consequence of substance abuse (Hubbard et. al., 2018). A study in Hawaii carried out to
determine the likelihood of unsafe sexual practices following consumption of substances
found that those engaged in alcohol and substance abuse were prone to many partners, and
have alcohol and drug abuse while having sex. Alcohol and substance abuse is viewed as a
justification for engaging in risky sexual behavior such as not using condom (Ssewanyana et.
al., 2019).

George et. al., (2019) assert that the use of alcohol intensifies the risk of participating in
sexual risks. Those who were exposed were three times more likely to experience early
pregnancy and HIV. Those adolescents who avoid the use of alcohol and substance abuse are
unlikely to have sex, have lesser sex partners and are prone to use contraceptives than those
who use drugs (Albert et. al., 2018). Those who engage in alcohol and substance abuse are
more likely to have intentions of engagement in risky sex than those who don’t use alcohol.
Lin et. al., (2018) found an association between those adolescents who took alcohol and
increased intention to have sex than those who didn’t. In sub—Saharan Africa alcohol and
substance abuse was ranked one of the determinants that predict adolescent pregnancy
(Yakubu et. al., 2018). Given the risk posed by drug and substance use to adolescents, this
study sought to determine whether its consumption influenced adolescent pregnancy in the
region given the miraa grown. The study looked at whether adolescents had contact with

drugs and substance use prior to engaging in risky sexual behavior as a norm.
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2.3.2 Early Sexual Initiation

Early sexual debut in this study is defined as sex before the age of 14 years as defined by
WHO. Early sexual debut is most likely coerced or forced. In other situations, it is brought
about by early marriages. Early marriages may be brought about by poverty. Early sexual
debut may also be in a bid to look for basic necessities (Zito & De Coster, 2018). Early
sexual debut is associated with many sexual partners as well as alcohol and substance abuse.
Adolescents are known not to use contraceptives as they see it as a preserve of the older

women. This exposes them to STIs and adolescent pregnancy.

In Sub-Saharan Africa, the onset of sexual activity typically occurs by age 20 and often
earlier. Sexual debut exposes young adolescents to myriad negative sexual and reproductive
health outcomes. In Kenya, at least 15 percent of women 20-49 had their first intercourse by
15years and fifty percent by 18years and at least 71 percent by 20years (KDHS, 2022).
Conversely, the median age of sexual debut among adolescents has been increasing over the
years from 16 years in 1993 to 18 years currently. In Meru County where this research will be
based, mean age at sexual debut is 17.1 years for women 20-49years and 17 years for those
25-49years. Based on experiential knowledge of the study area, there is high rates of
adolescent pregnancy. many adolescent girls are lured into early sexual initiation due to
poverty and miraa farming which needs cheap labor. There is however a gap in research as to

whether there is an association between this early sexual initiation and adolescent pregnancy.

2.3.3 Adult Partners/Transactional Sex

Having an adult partner has been acknowledged as a factor in adolescent pregnancy (Harner,
2018). In most of these relationships the male is much older than the adolescent. Adolescents
in such relationships are more likely to fall pregnant as the adult partners expect the
adolescents to take charge of contraception which is not always the case. Adolescent women
are also less likely to use contraceptives due to the misconception that contraceptives are a
reserve for the married. An adult partner is also perceived to be financially stable and an
adolescent may get involved to get financial benefits and economic stability. Some
adolescents may also be involved in selling sex in exchange for money to cater for their

everyday needs.

Research consistently highlights the power differentials inherent in relationships between
adolescents and adult partners. Adolescents often have limited agency and decision-making
power within these relationships, rendering them susceptible to coercion or pressure to

engage in sexual activity and forego contraceptive use. Studies by Smith et al. (2019) and
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Jones et al. (2020) underscore the role of power imbalances in increasing the risk of
unintended pregnancy among adolescents involved with older partners. Age disparities
between adolescent girls and their adult partners contribute significantly to the risk of
adolescent pregnancy. Analysis by Ramirez et al. (2018) reveals that adolescents in
relationships with significantly older partners are more likely to experience early and
unintended pregnancies compared to their peers in age-concordant relationships. These
findings underscore the importance of addressing age differentials in interventions aimed at

reducing adolescent pregnancy rates.

Transactional sexual relationships, characterized by the exchange of goods, money, or other
benefits for sexual activity, are prevalent among adolescents, particularly in resource-
constrained settings. Research by Agyei et al. (2017) and Mmari et al. (2018) demonstrates
the heightened vulnerability of adolescents engaged in transactional sex to unintended

pregnancy due to economic dependence on adult partners and limited access to contraception.

Adolescents in relationships with adult partners often encounter barriers to accessing
reproductive health services, including contraception and pregnancy testing. Studies by
Wilson et al. (2021) and Patel et al. (2019) highlight the impact of stigma, confidentiality
concerns, and logistical barriers on adolescents' ability to obtain essential reproductive health
care, exacerbating their risk of unintended pregnancy. Cultural and social norms play a
significant role in shaping adolescent-adult partnerships and influencing pregnancy outcomes.
Research by Reed et al. (2020) and Garcia et al. (2017) underscores the influence of gender
norms, familial expectations, and community attitudes on the acceptability of relationships
between older men and younger women, perpetuating cycles of adolescent pregnancy in

certain contexts.

The influence of adult partners on adolescent pregnancy is complex and multifaceted,
encompassing power dynamics, age disparities, transactional relationships, access to
reproductive health services, and cultural norms. There is however a research gap in igembe
north sub county on whether the problem of adult partners has an association with adolescent
pregnancy which is the focus of our study. Addressing these factors requires comprehensive
interventions that empower adolescents to assert their reproductive rights, promote gender-
equitable relationships, expand access to youth-friendly reproductive health services, and
challenge harmful social norms. By addressing the influence of adult partners on adolescent
pregnancy, public health efforts can mitigate the adverse consequences of early childbearing

and promote the health and well-being of adolescents worldwide.
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2.3.4 Inadequate Knowledge, Misconceptions and Non-Use Of Contraceptives

Numerous studies have highlighted the correlation between inadequate knowledge about
sexual health and increased rates of adolescent pregnancy. A study by Kirby et. al., (2007)
found that adolescents with limited knowledge about contraception were more likely to
engage in unprotected sexual intercourse, thus increasing their risk of unintended
pregnancies. Similarly, Guttmacher Institute of research (2018) emphasized that adolescents
who lacked comprehensive sex education were more prone to early and unprotected sexual
activity, leading to higher rates of pregnancy. Misconceptions about contraceptives and their
efficacy play a pivotal role in adolescent pregnancy. Research by Santelli et. al., (2008)
revealed that many adolescents hold inaccurate beliefs about contraceptive methods, such as
the myth that contraception is harmful to health or that one cannot get pregnant the first time
they have sex. These misconceptions often deter adolescents from using contraceptives

effectively or at all, thereby increasing their vulnerability to unintended pregnancies.

The decision to not use contraceptives, either due to lack of access or personal beliefs,
significantly contributes to adolescent pregnancy rates. A systematic review by Sedgh et al.
(2016) found that a substantial proportion of adolescent pregnancies worldwide resulted from
inconsistent or non-use of contraceptives. Factors such as stigma surrounding contraceptive
use, fear of side effects, and limited access to contraceptive services further exacerbate the

problem, particularly in low-resource settings.

Inadequate knowledge of the adolescents has been fueled by health practitioners (Chernick et
al., 2018). They have been blamed for giving health education without considering the
sociocultural context of the messages. They have instead been giving biomedical facts as well
as negative consequences associated with adolescent pregnancy. This has resulted in poor
impact to the adolescents and misconceptions on contraceptives. Uninformed adolescents
have then made uninformed choices as pertains contraception as a reserve for those in
marriage. Worldwide contraceptives are recognized as essential service to combat poverty. In
the US evidence has shown that the need for contraceptives was ranked as second among the
poor in Nicaragua where 34 percent of vouchers issued were used for sexual and reproductive
health of adolescents. (Meuwissen et. al., 2018). A study by Yakub et. al., (2018) identified
misconception of contraceptive as a determinant of adolescent pregnancy in sub—Saharan
Africa. Evidence from research in Tanzania has shown that fear of side effects as the major
reason why women don’t use contraceptives (Mosha et. al., 2018). Ochako et. al., (2018)

presents evidence on myths and misconception on contraceptives citing that adolescent feared
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infertility, birth defects and deformities, cancers among others and also quoted being warned
by their mothers against some of the methods. Others believed that contraceptives caused side
effects such as weight loss or gain, heavy bleeding as well as associating contraceptives with
straying/promiscuity (Ochako et. al., 2018). Consistent use of condoms among adolescents is
a major problem as the negotiating skills of these adolescents are poor (Ssewanyana et. al.,
2019). Correct usage of condoms is also hindered in this group by lack of knowledge on the

correct use.

Inadequate knowledge, misconceptions, and non-use of contraceptives are interconnected
factors that contribute to the high prevalence of adolescent pregnancy in Igembe North Sub
County. Experiential knowledge of the study area shows existence of this facts presented
here, interventions have been put in place but the problem still persists. This study will elicit
the knowledge of contraceptives among adolescents in the area. This study evaluated
knowledge of contraceptives by allowing the adolescents to describe the methods they knew
and scores would be generated indicating positive or negative knowledge. This was arrived at

from previous studies.

2.3.5 Mass Media

Mass media if abused can be an agent for spreading risky sexual behavior among adolescents.
According to Whitehead and Pearson (2018), those adolescents that were exposed to a culture
of sex in early life would normally get information on sex from the web before anyone could
teach them. The content they watch, listen to or read may influence their attitude on sex.
Media has been recognized as having the biggest power on adolescents. The type of behavior
they see in the media may be seen as normal to them leading to copying of the same (Alabi &
Oni, 2018). Media may portray a picture that sex is most important and an integral part of life
which is not the case leading to sexual initiation. There is a link between early sexual
initiation and watching sex on television according to studies (Albert et. al., 2018, Todd et.
al., 2018). Adolescents who watch television frequently are likely to have a positive attitude
towards sex than those who don’t (Albert et. al., 2018). Music in the mass media also has an
important role in an adolescent’s life. According to Maluluke, (2020) some songs portray the
image of women negatively and enhance violence against them. Obscene and vulgar language
in music also portray that it is normal to use such language and may try to imitate the lyrics
of the music. This enhances the adolescent’s risky behavior. Media has become a critical
factor in adolescent pregnancy the world over. Evidence from America indicated that more

than 2000 youths surveyed across the United States aged 8-18years said that media plays a
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pivotal role in their lives (Kaiser family foundation). In a study in Scotland, Todd et al.,
(2018) noted a gradual increase over the years from 1990-1998 (25-32%) in the number of
girls who reported media as having a focal point for information about sex. In an Irish study,
Holland et al., (2018), identified that most female topics on sex were left hanging making
girls seek the information from media. Another research indicated that ninety-two percent of
youths surveyed in the United States indicated an online visit as a daily chore that has been
enhanced due to availability of smart phones. In Africa, access to media has been cited as
increasing chances of early pregnancy in Ghana (Campus, 2018) and Zimbabwe (Mothiba, &
Maputle, 2012). Evidence from a study carried out in Imenti North Kenya on the effect of
mass media on adolescent pregnancy showed that 52.3 percent of adolescents reported that
electronic media has an influence on their sexual intention (Mugambi et. al., 2016). Given the
direct influence of mass media to adolescent pregnancy, this study opted to ask the
adolescents on the causes of adolescent pregnancy in the focus group discussion as most
studies had tackled it in the interviews. Most however did not have access to smart phones or

televisions in their households.

2.4 Intrapersonal Determinants of Adolescent Pregnancy

Intrapersonal characteristics refer to individual attributes that increases an adolescent’s risk of
early pregnancy. According to McCall et. al., (2014), adolescent pregnancy is a result of
individual factors. These intrapersonal characteristics are sexual intention, attitudes,
implicit/explicit motives, perceived abilities, subjective norms and behavioral control. These
factors act at multiple levels to influence decision making. There is no clear evidence on how
these factors act to influence / impact the individuals’ sexual reproductive decisions such that
the rates are very high. It is further clear that, as part of sexual socialization process,

intrapersonal and interpersonal factors interact uniquely to influence behavioral control.

2.4.1 Sexual Intentions Towards adolescent Pregnancy

Sexual intention refers to the willingness of an adolescent to engage in sexual acts in the
future. Sexual intention is a determinant to sexual behavior of adolescents. The stronger the
motivation towards the given behavior the higher the likelihood that the behavior will be
performed. There is an association between the sexual conduct of adolescents and their
intention (Lin, 2018). Adolescents who intend to have risky sexual behavior will indeed have
it. Adolescents may not fully understand the consequences of sexual intercourse such as STls
and pregnancy. Their decisions may be influenced by peer pressure, societal norms or lack of

information. Evidence from around the world indicates an association of sexual intention and
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actual behavior (Hubbard et. al., 2018). In sub—Saharan Africa, sexual intention was found to
be related with early pregnancy (Yakubu et. al., 2018). In Ethiopia, a study identified that
sexual intention was actually significantly related to adolescent pregnancy (Dinku et. al.,
2018). In Kenya, a study conducted in Narok identified that sexual intention was related to
actual sexual activity. If an adolescent did not have an intention to have sexual intercourse in
the future, they would not (Moturi, 2016).

Sexual intention was found to be increasing with age in a Chinese study. The older the
adolescent got, the higher the sexual intention (Shek et. al., 2018). Experienced adolescents
are more probable to display intent to be involved in sex in the coming days as the intention
to be involved in sex is connected to actual engagement in sex (Thompson et. al., 2018).
Adolescents with low intentions towards child bearing are less likely to be engaged in risky

behavior.

Various factors have been found to influence sexual intention among adolescents which are,
the economic position of the adolescent, functionality of close family and intactness of the
family (Shek et. al., 2016). This demonstrates the fact that sexual intention, an intrapersonal
factor is highly influenced by interpersonal factors and socio demographic factors.
Adolescents who display uncertain intentions are most likely from disadvantaged

backgrounds as well as those with low aspirations (Thompson et. al., 2018).

The Social Cognitive Theory emphasizes the role of observational learning, self-regulation,
and self-efficacy in shaping behaviors. In the context of adolescent sexual intention, it
considers how adolescents learn from their peers, families, and media and how their self-
efficacy affects their decisions regarding sexual behavior. On the other hand, theory of
Planned Behavior (TPB) posits that individual intentions, attitudes, subjective norms, and
perceived behavioral control influence the likelihood of engaging in a specific behavior. In
the context of adolescent sexual intention, TPB can be used to examine the influence of
personal beliefs, social norms, and perceived control on their decisions regarding sexual
activity. Based on experiential knowledge of the study context, most adolescents have a high
sexual intention as most drop out of school with the intention of marriage and beginning a
family. This study was interested in sexual intention and asked eight questions that elicited
the adolescent’s feelings towards pregnancy as to whether it was a good or bad time for the
mother. This was intended to fill the gap of knowledge as many studies have not looked at
sexual intention from these perspectives but rather asked whether the pregnancy of the

adolescents was intentional or not.
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2.4.2 Perceived Abilities (Self-Efficacy)

According to Hanson et. al., (2015) perceived abilities can only be attained through skills and
knowledge gain. Hubbard et al., 2018). Adolescents are known to have shifted perceived
abilities as they are not mature enough and may lack experience in developing self-efficacy
that can be of use. Coupled with the fact that they are easily influenced by peers and are bent
on pleasing them which makes it more complicated. Additionally, perceived ability to resist
sexual advancement can be of no use when the adolescent is subjected to violent sex.
Research carried out in Uganda identified that adolescents had no control over what happened
to them sexually (Maly et. al., 2017). They did not perceive themselves as able to shun away
advances for sex. The study revealed that everything is mostly pegged on the male including
use of contraceptives. This was so because the adolescent would trade other needs for sex

from males that promised to provide for them.

Numerous studies have highlighted the link between self-efficacy and contraceptive use
among adolescents. Adolescents with higher levels of self-efficacy regarding contraceptive
use are more likely to engage in consistent and effective contraception, thereby reducing their
risk of unintended pregnancy (Jones et al., 2019). However, adolescents with low perceived
ability may exhibit a lack of confidence in their ability to use contraception correctly, leading

to inconsistent or incorrect usage and an increased risk of pregnancy (Rocca et al., 2010).

Adolescents' perceived ability to make informed decisions about sexual activity and
contraception is influenced by their level of knowledge and access to comprehensive sex
education. Research suggests that adolescents who receive comprehensive sex education are
more likely to feel confident in their ability to make informed choices about sexual behavior
and contraception (Kohler et al., 2008). Conversely, inadequate sex education and
misinformation can undermine adolescents' perceived ability to protect themselves from
pregnancy and sexually transmitted infections (STIs), increasing their vulnerability to
unintended pregnancies (Santelli et al., 2017). Social and cultural factors play a significant
role in shaping adolescents' perceived ability to prevent pregnancy. Family dynamics, peer
norms, and societal attitudes towards adolescent sexuality and contraception can either
support or hinder adolescents' confidence in their ability to make responsible choices
regarding sexual behavior and contraception (Gibbs et al., 2020). For instance, adolescents
from conservative or religious communities may experience stigma or moral judgment
surrounding contraceptive use, leading to diminished perceived ability to access and use

contraception effectively (Martinez et al., 2018).
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Intersectional perspectives emphasize how multiple dimensions of identity, such as race,
ethnicity, gender, and socio-economic status, intersect to shape adolescents' perceived ability
and experiences of pregnancy prevention. Marginalized groups, including low-income
adolescents and adolescents of color, may face systemic barriers that undermine their
perceived ability to access reproductive healthcare services and contraception (Geronimus et
al., 2016). Intersectional approaches highlight the importance of addressing structural
inequalities and promoting reproductive justice to empower adolescents from marginalized

communities and enhance their perceived ability to prevent pregnancy (Ross et al., 2016).

Perceived ability plays a crucial role in adolescents' reproductive decision-making and
behaviors. Interventions aimed at reducing adolescent pregnancy should focus on enhancing
adolescents' self-efficacy, knowledge, and agency regarding contraception use and sexual
health. Addressing social and structural determinants of perceived ability, such as access to
comprehensive sex education, healthcare services, and supportive social environments, is
essential for promoting adolescent reproductive health and reducing unintended pregnancies.
This study will identify the association between the adolescents self-efficacy and adolescent
pregnancy as this gap has not been adequately filled with research to inform the interventions
above. Igembe north area is characterized by school drop out and adolescent girls are unlikely
to have developed skills on perceived ability. Its therefore important to study this in research

context.

2.4.3 Subjective Norms

Subjective norms relate to the conviction that people around the individual agree or
disapprove of a specific behavior (Nurmala et. al., 2019). The people include people of
importance to the individual, peers and associates of the person. These people may act as
agents of spread of risky behavior or otherwise. If the person’s associates approve to a given
behavior, then the individual will see the behavior as favorable. This works in collaboration
with the individual’s motivation to perform the said behavior. If an adolescent believes that a
person of significance to the adolescent approves of the behavior combined with their
motivation will propel the adolescent to perform the said behavior. Conversely if the
adolescent believes that the person of significance does not approve of the behavior then they
will have a negative subjective norm. These people of significance may include people who
mislead such as peers and partners who may act as agents of transmitting risky behavior to
the vulnerable adolescents.
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Morrison et al., (2000) identified subjective norms and attitude as the highest predictors of
sexual intention among Indian Americans. A study carried out in Ethiopia ranked subjective
norms as the highest predictor of adolescent behavior (Dinku et. al., 2018). In a study in
Harar, Ethiopia, by Dessie et al., (2015), adolescents with poor subjective norms and didn’t
have discussions of sexual subjects with parents displayed poor sexual health behaviors. In a
study in Busia Kenya, adolescent’s poor subjective norm increased the risk of being sexually

active (Bakeera-Kitaka, et al., 2019).

Subjective norms exert a significant influence on adolescents' decisions regarding sexual
activity and pregnancy. Interventions aimed at reducing adolescent pregnancy should address
subjective norms within family, peer, and cultural contexts, promoting supportive
environments that reinforce responsible sexual behavior and pregnancy prevention strategies.
Enhancing parental communication, fostering positive peer influences, and challenging
negative cultural and societal norms can empower adolescents to make informed choices,
prioritize their future goals, and reduce their risk of adolescent pregnancy. Experiential
knowledge of the study area points at a society with poor role models as well as culture.
Looking at subjective norms in the study context is important as it will establish whether
there is an association of subjective norms and adolescent pregnancy and this will guide

intervention.

2.4.4 Perceived Behavioral Control

Perceived behavioral control can be an agent of risky sexual behavior or protection against
risky sexual behavior. This refers to a person’s conviction as to the ease or difficulty to do a
behavior in question. Personal attributes that promote behavioral control include the socio-

economic status, behavior and environmental exposure of the adolescent.

Research suggests that adolescents with higher levels of perceived control regarding
contraceptive use are more likely to engage in consistent and effective contraceptive
behaviors, reducing their risk of unintended pregnancy (Higgins et al., 2016). Conversely,
adolescents with low perceived control over contraception, such as doubts about their ability
to use methods correctly or manage side effects, may be less likely to use contraception
consistently or at all, increasing their vulnerability to adolescent pregnancy (Schwartz et al.,
2017). Adolescents' perceived behavior control is influenced by their decision-making skills
and future orientation, including their ability to weigh the consequences of their actions and
prioritize long-term goals over immediate gratification. Adolescents who perceive themselves

as capable decision-makers and prioritize their future aspirations may exhibit greater control
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over their reproductive choices, such as delaying sexual debut and using contraception
effectively (East et al., 2018). Conversely, adolescents who perceive limited control over
their future outcomes or lack confidence in their decision-making abilities may engage in
risky sexual behaviors and experience unintended pregnancies as a result (Wilson et al.,
2020).

On its own perceived behavioral control cannot confer a person’s behavior. It only works in
collaboration with intention/motivation. An adolescents perceived control in combination
with their intention to shun risky sexual behavior is a predictor for behavioral control.
Perceived behavior control has been ranked as the highest predictor of sexual behavior in a
study in sub-Saharan Africa (Yakubu & Salisu, 2018). Perceived behavior control plays a
crucial role in shaping adolescents' reproductive decision-making and behaviors related to
pregnancy prevention. Interventions aimed at reducing adolescent pregnancy should address
factors influencing adolescents' perceived control over contraception, reproductive healthcare
in general and decision-making skills. Perceived behavior control in this study is an important
determinant worth investigating. Previous studies have ranked perceived behavior control as
the most important determinant of adolescent pregnancy hence the need for focusing on it in

this context.

2.5 Interpersonal Determinants That Influence Likelihood of Adolescent Pregnancy

Interpersonal determinants refer to factors that are in the adolescent’s immediate
environment. An adolescent’s daily social interaction with their environment can influence
their behavior (Panday et al., 2014). The families they come from, peers they are involved
with, school, and cultural communities, media and religiosity have a significant part to play

in formation of an adolescent’s identity and decision making (Albert et al., 2015).

2.5.1 Peer Pressure

Peer pressure refers to the influence from people of the same age(peers). As children, many
adolescents relied on their parents and close relatives as their only source of guidance as well
as decision making (Bingenheimer & Reed, 2014). As adolescents, this changes and peer
pressure, norms and behaviors are largely influenced by their peers. Adolescents become
increasingly motivated by peer pressure and would want to conform to how their peers
approve/behave. Peers act as vectors which are social in nature. They act as transmitters of
health and behaviors. They can be distal or proximal in nature. Proximal involves
relationships which are personal with friends or partners e.g. Opposite sex relationships as

well as same sex friendships. Distal involves cultural ascriptions to groups in a common
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setting e.g. upholding a culture as a sign of belonging to a certain group. Peers educate each
other on various issues such as sex (Hubbard et al., 2018). However, their knowledge on sex
is deficient and may mislead. The information received may serve to mislead adolescents
who may be taken advantage off by their boyfriends. When adolescents believe that their

peers are involved in sex, they are prone to also engage in the same.

This makes the adolescents more popular (Bingenheimer & Reed, 2014). Adolescents may be
fooled to believe that engaging in sexual intercourse may give them popularity. Whereas this
may be the case, early pregnancy is seen as morally wrong and hence may lead to
stigma/shame by friends and family. They are labeled as misfits and failures. Peer pressure
may also lead adolescent girls to seek relationships with males perceived to be of higher
status. They aim to receive gifts and economic gains which might lead to prostitution.
Worldwide coercive behavior among peers is a great contributor to adolescent pregnancy.
Evidence in the United States shows that adolescents regarded views by other adolescents on
sexual issues in social media as a major influence of sexual intention (Litt& Stock, 2011).
Further, adolescents were shown to listen more to their peers than they would do to any other
person. Yakubu et al., 2018 identified peer influence as a major cause of adolescent
pregnancy in Sub-Saharan Africa through a survey of studies from different countries in the
region. In Kenya, Marston et al., (2013) identified peer pressure as the leading cause of
adolescent pregnancy in Nairobi’s informal settlements. This was coupled with the fact that
slums have high rates of crime making the adolescents prone to rape.

Peer pressure is an important aspect in any adolescent setting. It plays huge role in
determining behavior. In this study we chose peer pressure as a variable since systemic
reviews evidence available on adolescent pregnancy locally and regionally emphasizes the
need to establish an association between peer pressure and adolescent pregnancy.in this study
peer pressure was measured through asking questions on whether the adolescent attended
parties, and its frequency as well as movies and number of friends to the adolescents who had

adolescent pregnancy as these were concerns in previous research.

2.5.2 Families

Family is the basic unit of society. It is a collection of nuclear members as well as extended
members of the society. Many aspects within the family will influence the attitudes and
decision making as regards sex and contraceptives. Adolescents begin to form their own
identity as well as practicing what they will be as adults from their families. Families may act

as catalyst or as deterrent to risky sexual behavior to the adolescent. This may be transmitted
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either directly or indirectly. Amid a lot of peer pressure, parents still remain an influence to
their lives (Zito& De Coster, 2016). The structure of the family directly transmits risky sexual
behavior to the adolescent. It plays a critical role in determining the age at which they begin
sexual intercourse. Those in families with both parents are related with adolescents who
begin sexual relations later in life. While the reverse is true. The absence of a dad figure may
mean less supervision. Adolescents born in families with high educational achievement and
income indirectly impacts the adolescent by setting for them higher goals. This may result in

postponement of sexual intercourse by the teens.

Parental monitoring refers to parents' knowledge of their adolescents' activities, whereabouts,
and peer associations. Research consistently demonstrates that higher levels of parental
monitoring and supervision are associated with reduced risk of adolescent pregnancy
(Crosnoe et al., 2016). Adolescents who perceive their parents as involved, attentive, and
aware of their activities are more likely to delay sexual debut, use contraception consistently,
and avoid risky sexual behaviors, thereby lowering their risk of unintended pregnancy (Viner
etal., 2018).

Open, supportive, and effective communication between parents and adolescents about sexual
health and contraception is crucial for reducing the risk of adolescent pregnancy. Adolescents
who report having frequent and meaningful discussions with their parents about sex are more
likely to delay sexual debut, use contraception consistently, and make informed decisions
about their reproductive health (Dilorio et al., 2017). However, barriers to communication,
such as discomfort, embarrassment, or cultural taboos surrounding sexuality, may hinder
parents' ability to engage in productive conversations with their adolescents, leaving them

vulnerable to misinformation and risky sexual behaviors (Katz et al., 2019).

Parents' attitudes, beliefs, and values regarding sexuality, contraception, and adolescent
pregnancy significantly influence adolescents' perceptions and behaviors. Adolescents who
perceive their parents as supportive of contraception, comprehensive sex education, and
delaying childbearing are more likely to adopt similar attitudes and behaviors, reducing their
risk of adolescent pregnancy (Gubrium et al., 2018). Conversely, adolescents who perceive
their parents as endorsing traditional gender roles, moralistic views on sexuality, or
stigmatizing attitudes towards contraceptive use may internalize these beliefs and engage in
risky sexual behaviors, increasing their likelihood of experiencing adolescent pregnancy
(Tanner et al., 2020).
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Family socioeconomic status shapes adolescents' access to resources, opportunities, and
social support networks, influencing their risk of adolescent pregnancy. Adolescents from
low-income families may face structural barriers to accessing reproductive healthcare,
contraception, and educational opportunities, increasing their vulnerability to early pregnancy
(Manlove et al., 2016). Interventions aimed at addressing socioeconomic inequalities, such as
providing comprehensive sex education, expanding access to healthcare services, and
promoting economic empowerment initiatives for families, can mitigate the risk of adolescent

pregnancy among vulnerable populations (Teitelman et al., 2019).

A study by Hoffmann (2016) in the United States shows that poverty in families was
associated with adolescent pregnancies. Parents who don’t talk about sex to their adolescent
girls also contribute to high rates of adolescent pregnancy. Since adolescents highly regard
their parents, hence parents that talk against teen pregnancies will shun adolescent
pregnancies. However, in the African context it is considered a taboo. In the Kenyan context,
a study by Kiarie, (2018) in Meru County revealed that parents don’t talk to their adolescent
girls about sex. The reasons for this were, they thought the girls were too young, it was a
taboo while others left the responsibility for other relatives. The study further revealed that 76
percent of the respondents thought that parental communication of sex and pregnancy would

reduce chances of becoming pregnant.

Families play a critical role in shaping adolescents' risk of experiencing adolescent pregnancy
through parental monitoring, communication, attitudes, and socioeconomic influences.
Interventions aimed at reducing adolescent pregnancy should involve strengthening family
relationships, promoting open and supportive communication, enhancing parental monitoring
and supervision, and addressing socioeconomic inequalities that contribute to reproductive
health disparities. It is important for this study to address the gap of research on the
association of family on adolescent pregnancy as present interventions have not targeted
these issues. This study focused on the aspect of parent’s discussion with adolescents about
reproductive health issues, single parenting’s influence on adolescent pregnancy, having a
sibling who had adolescent pregnancy and living with a relative who had drug and substance

use.

2.5.3 School
Adolescents’ decision about sex has been found to be connected to school. The academic
scores, as well as if they perceive school as supportive and connected as well as whether they

are involved in activities after school is related to whether they will have early pregnancy.
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Comprehensive sex education programs implemented in schools have been shown to reduce
the risk of adolescent pregnancy by providing students with accurate information about
contraception, sexually transmitted infections (STIs), and healthy relationships (Santelli et al.,
2017). Research indicates that adolescents who receive comprehensive sex education are
more likely to delay sexual debut, use contraception consistently, and make informed
decisions about their sexual health, thereby reducing their risk of unintended pregnancy
(Kirby et al., 2016).

School-based health centers (SBHCs) provide adolescents with convenient access to
reproductive healthcare services, including contraception counseling, STI testing, and
pregnancy testing (Bersamin et al., 2019). Adolescents who have access to SBHCs are more
likely to receive timely and confidential reproductive healthcare, enabling them to address
their contraceptive needs and prevent unintended pregnancies (Kisker et al., 2018). Schools
with supportive and inclusive climates create environments where adolescents feel safe,
respected, and empowered to make healthy choices regarding their sexual health (Resnick et
al., 2017). Research suggests that supportive school climates, characterized by positive
relationships between students and teachers, comprehensive health promotion initiatives, and
zero-tolerance policies for bullying and harassment, are associated with lower rates of

adolescent pregnancy (Goesling et al., 2019).

Academic achievement and future opportunities are inversely related to the risk of adolescent
pregnancy, with higher levels of educational attainment associated with reduced likelihood of
early childbearing (Kane et al., 2018). Schools play a critical role in supporting adolescents'
academic success through rigorous coursework, college and career readiness programs, and
extracurricular activities, thereby empowering students to achieve their educational and
career goals and delay parenthood (Rose et al., 2020). School-based interventions aimed at
addressing structural inequalities, such as poverty, racism, and gender inequality, can
mitigate the risk of adolescent pregnancy among vulnerable populations (Eisenberg et al.,
2019). Interventions that provide targeted support to marginalized groups, including low-
income students, students of color, and LGBTQ+ students, can promote equitable access to
reproductive healthcare, educational opportunities, and supportive school environments,

reducing disparities in adolescent pregnancy rates (Salazar et al., 2021).

Existing evidence has shown an association between schooling and delaying sexual debut. In
the developed world a study conducted in Canada US, UK Sweden and France found that

lower education achievement was associated with child bearing as compared to the teens with
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higher educational attainment (Sing et al., 2001). In Africa, a review of demographic health
surveys between 2000 and 2010 in 24 countries showed that the more educated an individual
was, the later the sexual debut (Doyle & Ross, 2012). A study conducted in Narok county
Kenya indicated that the more educated an adolescent is, the less the likelihood of adolescent
pregnancy hence education was protective (Moturi et. al., 2016). Schools are key settings for
promoting adolescent sexual health and preventing unintended pregnancy. Comprehensive
sex education, access to reproductive healthcare, supportive school climates, academic
achievement, and efforts to address structural inequalities are essential components of
effective school-based interventions aimed at reducing adolescent pregnancy rates. This study
will be interested in level of education and school as an agent to delay sexual debut and hence

adolescent pregnancy in focus group discussions which have not been done in other studies.

2.6 Inter-relationships between Intrapersonal and Interpersonal Factors

Adolescent pregnancy is a social problem that has been said to be an epidemic (WHO, 2022).
Its etiology has been associated with adolescent girls who are exposed to risk factors at the
individual level and trickles down to risk factors in their immediate surrounding. In
integrating the Theory of Planned Behavior (TPB) within the Socioecological Model (SEM)
and Social Cognitive Theory (SCT), it becomes evident that while each theory offers valuable
insights, the Socioecological Model stands out as particularly relevant and comprehensive for
understanding adolescent pregnancy. The TPB emphasizes individual-level determinants
such as attitudes, subjective norms, and perceived behavioral control in shaping behavior.
However, by embedding TPB within the SEM, which acknowledges the multifaceted
interplay between individual, interpersonal, community, and societal factors, a more
comprehensive understanding of adolescent pregnancy emerges. The SEM recognizes that
adolescents' behaviors are influenced not only by their individual beliefs and attitudes but
also by the broader social, cultural, and environmental contexts in which they live. Moreover,
by incorporating Social Cognitive Theory, which emphasizes observational learning, self-
efficacy, and the influence of social environments on behavior, the SEM provides a
framework for understanding how social norms, cultural values, and community resources
impact adolescents' reproductive choices. Thus, while the Theory of Planned Behavior offers
valuable insights into individual decision-making processes, the Socioecological Model
provides a more holistic approach that considers the dynamic interplay of individual,
interpersonal, and environmental factors, making it superior for understanding adolescent

pregnancy in diverse cultural and social contexts.
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The socioecological model (fig. 1) appreciates the multiplicity of factors that impact sexual
behavior. It looks at a person’s individual characteristics individually and social issues
comparable to one another (Robinson, 2018). The first circle represents the individual. At
this level factors that may be of importance as regards adolescent pregnancy include the
knowledge, attitudes behavior and skills acquired from school or inborn. These factors may
influence a person’s risk perception. These factors interact closely with interpersonal factors
such as peer influence, family and relationships around this adolescent to help shape their risk
perception which will in turn influence behavior. However, to understand the behavioral
aspects we adopted components of Social Cognitive Theory (Bronfenbrenner, 1979). This
theory indicates that behavior is determined by the culmination of influences of personal,
environmental and behavioral interactions (actions of others). The intrapersonal determinants
will determine how an individual will relate with their immediate environment. At the same
time the values inculcated by the environment will also mold an individual’s intrapersonal

values that will determine whether or not they will have adolescent pregnancy.

Policy
(Local, state, and federal
policies)

Community
{Community resources that
promote social norms)

- -““‘“\
Organizational/Institutional

{The rules and regulations of
organizations)

~

Interpersonal
fAn individual's
relationships with others)

Individual/Intrapersonal
(Knowledge, skills, and
motivation of an
individual)

Figure 2.1: Socio-ecological theory (adapted from Bronfenbrenner, 1979)

2.7 Conceptual Framework

The current study specifically investigated intrapersonal and interpersonal predictors of
pregnancy among adolescents who had begun childbearing. Socio—ecological theory together
with Social Cognitive Theory guided the study conceptualization. The conceptual framework
illustrates the intrapersonal determinants and interpersonal determinants will determine how
an individual relates with their immediate environment. At the same time the influence of the

environment will mold an individual’s intrapersonal values that will determine whether or not
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they will be involved in protective or risky behaviors that are associated with adolescent

pregnancy.

Independent Vﬂ

Prevalence of Risky sexual behaviour
=-Early sexual debut,
=-Non-use of|condc|m, frequency of condom use,

correct use of condom

s-Multiple partners, transactional sex, paid sex,

=-Having sex while under influence of drugs and | Dependent
alcohol, and number of sex partners . variable
Individual/intrapersonal determinants: Adolescent
«-Self-efficacy, pregnancy
=-Perceived abilities, |

«-Sexual intention,

s-5ubjective norms

s-Knowledge on contraception
=-Attitude towards adolescent pregnancy
=-Behavioural control

Interpersonal determinants:

=-Peers pressure,

s-Communication with parents about Rh,
s-Living with sibling Parents marital status,
s-Religiosity

-Substance use by any family

-Maternal level of education

vvvvvvvvvvvvv

Figure 2.2: Conceptual Framework
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CHAPTER THREE

METHODOLOGY
3.1 Introduction
This section covers description of the area of study, study population, sample size
determination, the study design, sampling criteria, sampling procedure, data collection tools,
data analysis and presentation.

3.2 Study Area

Igembe North sub-county is one of the nine sub-counties in Meru County, Kenya. It is
located 50kilometres from Meru town the head quarter of Meru County. It is located at
Latitude 0.4606° N, longitude 37.7450° E. It consists of 13 government health facilities
which are dispensaries and health centers and a level 4 hospital Mutuati sub county hospital.
These health facilities are distributed in the five wards of the sub county namely; Amwathi,
Antuambui, Antubetwe kiongo, Naathu and Ntunene wards. The study was conducted in 8
facilities that have registered new adolescent ANC visits in the past month. They include:
Mutuati sub county hospital, Laare health center, Theera health centre, Laare nursing home,
Kaelo dispensary, Mutuati Catholic hospital, Mercy clinic and A/kiongo health centre. Aa
host of services are offered to adolescents by the health care providers. These services
include, reproductive health services such as counselling on contraceptives, and provision,
management of HIV, voluntary counselling and testing and management of sexual and

reproductive health cases.

3.3 Study Population

The study population was pregnant adolescent girls in Igembe North Sub-County. There are
approximately 101,640 adolescent girls in Igembe North sub-county. The research was
interested in intrapersonal and interpersonal factors among adolescent mothers (pregnant or

have ever been pregnant) who form 24%.

3.4 Study Design

The study design was cross sectional design using explanatory sequential, quantitative
dominant mixed methods approach. This was appropriate as we needed a better
understanding of adolescence pregnancy which qualitative methods could explain. Moreover,

mixed methods are best for behavioral constructs which this study focuses on.
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3.5 Target Population
The target population was adolescent girls in Igembe North. It is estimated that 18,123

adolescent girls have ever been pregnant.

3.5.1 Inclusion Criteria

1. Being 10 -18 years of age,

2. Parenting /currently pregnant

3. Both married and unmarried,

4. Residing in Igembe North Sub-County,
5. Consented to participate in the study.

3.5.2 Exclusion Criteria
1. Those adolescents who arrived at the hospital seeking medical attention due to severe

illness.

3.6 Sampling and Sampling Technique

3.6.1 Sample Size

The sample was calculated using Fischer et al., (1998) formula for large populations.
n = Z2 pqD/d?

n = the desired sample size,

Z = normal deviation (1.96) corresponding to 95% confident interval,

p=proportion of the target population estimated to have the desired characteristics (Meru
County prevalence of adolescent pregnancy is 38% - p is 0.38) (NACC, 2017) 1-p, that is 1-
0.38=0.62

d=margin of error
Hence, n =1.96% * 0.38 * 0.62 * 1/0.05% = 0.6373/0.0025 = 362.
10% of the sample size was added to cater for non-response

362+(10%*362) =398
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selected due to the following:
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Pregnancy

Selection of
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Selection of study
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eligible hospitals based on
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3.6.2 Sampling Technique

4 list of eligible female was
obtained from the knbs and used as
the sampling frame. Efigible
participants in the cutpatient were
directed to research assistants who
sought consent and generated
random numbers which the
participants picked and if they
picked they would be interviewsd.

The facilities were sampled purposively based on number of adolescent visits in the month of

December 2020 (facility caseload of adolescent pregnancy). This was because of uncertainty

of ever getting clients. The sample size was distributed in accordance with probability
proportional to size (PPS) (Table 3.1)

Table 3.1: Probability according to size of eight health facilities

Hospital Attendance Pps (attendance/total  attendance
(January) sample size

Mutuati sub county hospital 42 128

Laare health centre 23 69

Theera health centre 11 33

Laare nursing home 10 31

Atiru ruujine dispensary 15 46

Mutuati Catholic hospital 12 37

Mercy clinic 7 21
AJ/kiongo health centre 11 33

Total 131 398
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The study used simple random technique to select study participants. Random numbers were
generated from excel and every client that corresponded to the number participated in the
study. If they did not consent to participate the next number from the generated numbers
would be picked. Random sampling ensures random selection of participant’s representative
of the whole population. Adolescents who came to the hospital for treatment were directed to
a specific room were research assistants were stationed. They were given information on the
study and those who consented proceeded with picking papers with random numbers
generated from excel. If they picked one of the random numbers they would proceed to

participate in the interviews.

3.7 Data Collection

3.7.1 Data Collection Tools

Quantitative data was collected using questionnaires while qualitative data was collected
using focus group discussion. Focus group discussions were conducted and a guide for the

same was provided.
All objectives used closed ended questionnaire/Focus Group Discussion

All data collection tools were tested for validity and reliability as presented in 3.6.3 and 3.6.4.

3.7.2 Survey Questionnaire

Survey data was collected using both closed and open-ended questions (Appendix 3). The
questionnaire was divided into four sections. Section 1 contains the socio demographic
information. Section 2 had questions on risky sexual behavior, section 3 had questions on
intrapersonal determinants of adolescent pregnancy while section 4 had questions on
interpersonal determinants of adolescent pregnancy The contents of the questionnaire were
based on model questionnaire developed by WHO sexual and reproductive health for young
people (2011) which had a validity (Cronbach alpha) of 0.93 and test-retest reliability p value
of >0.05 indicating no significant differences in the responses between the two times.
Intrapersonal characteristics and interpersonal factors of adolescent pregnancy were
identified. The questionnaire was divided into three parts: socio-demographics, intrapersonal

and interpersonal sections.

3.7.3 Measurement of Variables
In these sections scores were generated from the scale (1=strongly disagree 5=strongly agree)

and a score of above a certain value was considered positive and below a certain value it was
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considered negative. Sexual intention a score of <4 was low intention and >4 was high
intention. A score of >16 and <16 was considered as positive and negative attitude towards
adolescent pregnancy respectively. >10 and <10 was considered high and low behavioral
control respectively. A score of >4 and <4 was considered high and low perceived ability. <4
and >4 was considered negative and positive subjective norms respectively. A score of >3
and <3 implied a yes and no on peer pressure and score of <3 and >3 was considered a no and

yes on religiosity respectively.

The focus group discussion recordings were transcribed which made analysis easier.
Recurring topics/themes were noted. They were coded according to themes in line with the
objectives of the study. Related themes and codes were condensed together and others
merged. Triangulation was also done which involved comparing data from questionnaires and

those from FGDs to corroborate/validate the results.

3.7.4 Procedure
The questionnaire is administered by well-trained research assistants who follow a

standardized script to ensure neutrality.

3.7.5 Focus Group Discussion (FGD) Guide

Focus group discussions were designed to complement data collected using a guide by
exploring the intrapersonal and interpersonal factors that contribute to adolescent pregnancy.
A focus group discussion guide is a structured outline or set of questions used to facilitate a
focus group session. This guide serves as a roadmap for the moderator to steer the
conversation in a productive direction while ensuring that key topics are covered. The guide
consists of key topics which align with the research objectives. open ended questions which
encouraged participants to share their opinions. Probing helped delve deeper into their
thoughts and experiences. It was divided into three subtopics: prevalence of risky sex

behavior, interpersonal and intrapersonal determinants

3.7.6 FGD Procedure

The girls who participated in filling of questionnaires were further involved in the focus
group discussion that were scheduled for a later date. Focus group discussions assisted in
understanding the problem more deeply. The FGDs stimulate memories and enhance
disclosure of information (Babbie and Mouton, 2007). The groups consisted of 8-12
participants each. The FGD were conducted according to age of the participants, 10-14years

and 15-18 years each group had two FGD with total of 48participants. This ensured
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homogeneity to enhance disclosure. The FGDs were conducted as guided by the WHO
guidelines on conducting FGDs for young women in disadvantaged circumstances. The
guideline outlines procedure of carrying out the FGD the rules to observe and what the

facilitator is expected to do.

Adolescents who were parenting or pregnant participated. They were segregated as those
between 10-14 and 15-18. Four focus group discussions in each age group were conducted.
According to Guest et al. (2016), an average of four focus group discussions would be
enough to reach saturation of themes and codes. The researcher moderated the discussions
and ensured they were within the objectives. The lead researcher took notes and tape-
recorded discussions for future analysis. The moderator notified participants to ensure
privacy, confidentiality and respect for each other’s opinion. No names were used but
identification numbers were given prior. Venue of the FGDs was in private, comfortable and

free from distracters within the hospital. Analysis was done according to objectives.

3.7.7 Validity of Instrument

The instruments were developed under close supervision with the academic supervisors. The
instruments were checked for content and construct validity to ensure that all research
questions are covered and are meaningful. Construct validity was ensured by checking the

logical relationship among variables.

3.7.8 Reliability of Instrument

According to Mugenda and Mugenda (2003) reliability measures the degree to which a
research instrument yields consistent result on data after repeated trials. Reliability was
assessed using SPSS version 22 by conducting Cronbach alpha reliability test on pretested
tools and since most of the question are Likert scale and dichotomous. It is a measure of how
closely related a set of items are as a group. This was done during pretest. Data from
responses was entered into the SPSS where the rows represent each participants’ responses to
the questions. Questions that were not Likert/dichotomous responses were excluded. The
alpha reliability test was then generated as 0.88 and results interpreted as good. Test and
retest method yielded a p value of >0.05 indicating no significant difference between the two
times when the questionnaire was tested. The test and retest method was done for questions
that had no Likert scale type of responses.
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3.8 Pretesting Data Tools

A pretest was carried out prior to the research. This helped in refining of the tools. The
pretest was carried out at Kaelo health center in Igembe North Sub County. Questionnaires
were tested on the adolescents attending Kaelo health center since geographical location of
the facility was similar to where the study was conducted. This served to refine the tools to be
used. Ten percent of the sample size was used hence 39 adolescents participated in the

pretest. One FGD was also conducted at Kaelo dispensary with 12 participants.

3.9 Research Assistants and Training

The research assistants were recruited and trained. the research assistants had to have
experience in doing other researches and had to be residents in the sub county where data
were collected. The research assistants were nurses with training in counselling. Training was
done using an existing curriculum. The curriculum entails an overview of the project, ethics
surrounding focus group discussions, how to recruit a participant, venues, communication
protocol, room set up, how to conduct FGDs as well as roles of the research assistants. Data

to be collected were based on the objectives of the study.

3.10 Quality Control

The researcher was the supervisor in the field and results were compared to other studies
done elsewhere. All interviews were recorded for purposes of later reference and review to
ensure that the data on hard copies were same as given by the adolescents and was

responsible for data quality.

Table 3.2: Variable Definition & Measurements

No. Study variables  Operational definitions Measurement
Adolescent Occurrence of adolescent
1 pregnancy pregnancy self-reporting

Likert scale with 1 as strongly
disagree and 5 as strongly
agree. A score is then generated
knowledge on how to prevent where <4 low intention >4 high

2 Knowledge adolescent pregnancy intention

Likert scale with 1 as strongly
disagree and 5 as strongly
agree. A score is then generated
evaluation of adolescent whether where <16 negative >16

3 Attitudes adolescent pregnancy is good positive
Likert scale with 1 as strongly
Perceived disagree and 5 as strongly
abilities(self- Ability of adolescent to refuse agree. A score isthen generated
4 efficacy) sexual advances where <4 low >4 high

35



10

11

12

13

14

15

16

17

Behavioral
control

Sexual intention

Subjective norm

Peer pressure

Marital status of
parents

Maternal Levels
of education
Living with
sibling who had
adolescent
pregnancy

Whom they live
with
Communication
with parent on Rh
issues

Substance use by
family member

Sexual debut

Religiosity

Substance use

person’s conviction as to the ease or
difficulty to do a behavior in
question

intention to have children in future
prior to pregnancy

whether people approve/disapprove
of pregnancy

influence of peers in
decision on pregnancy
structure of family/closeness to
mother prior to pregnancy

making

Adolescent’s
educational level attained

uppermost

Living with sibling who had
adolescent pregnancy in the same
household

Whether the adolescent lives with
parents, alone or with husband

Any conversation on reproductive
health they have ad with the mother
specifically sex

Any family member
substance use problem
age at which adolescent started/had
sex for the first time

degree to which individuals adhere
to, practice, or are committed to
religious  beliefs, rituals, and
practices.

who has

the use of alcohol or drugs

Likert scale with 1 as strongly
disagree and 5 as strongly
agree. A score is then generated

where <10 high behavior
control >10 low behavior
control

Likert scale with 1 as strongly
disagree and 5 as strongly
agree. A score is then generated
where <4 low intention >4 high
intention

Likert scale with 1 as strongly
disagree and 5 as strongly
agree. A score is then generated
where <4 negative >4 positive
Self-reporting 1 yes and 0 no
scores are generated and >3 yes
<3 no
Self-reporting  yes
statements
Self-reporting involving ticking
the level of education primary,
secondary or tertiary

and no

Self-reporting involving a yes
Oor no response

Self-reporting involves ticking
against whom they live with

Self-reporting involving a yes
and no responses

Self-reporting involving a yes
and no responses

Self-reporting the age they had
their first sexual debut

Self-reporting with a Likert
scale and scores generated <3
yes and >3 no

Self-reporting involving a yes
and no response
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3.11 Data Analysis

Data were collected from the field and percentages; frequencies and correlation coefficients
were calculated using SPSS. Intervening variable level of education was controlled during

analysis to eliminate the possibility of confounding.

Table 3.3: Frequencies and correlation coefficients

Item Obijective Variables Statistical test used

*DV-adolescent pregnancy Chi-square test for
*IV-age, marital status, sexual association and logistic
debut, religion, employment  regression.
status, level of education Results significant when
p-value is <0.05
Objective 1  to determine the  *DV-Adolescent pregnancy prevalence where n =353

prevalence of *|V-age at sexual debut, chi square test for

risky sexual condom use, frequency of use  association and logistic

behavior among  of condom, number of sex regression p-value of

adolescent in partners, transactional sex <0.05

Igembe North -An adolescent was reported  focus group discussions-

sub county. to have risky sexual behavior  manual identification of
if they reported having major themes

participated in at least one
risky sexual behavior
Objective 2:  To establishthe  *DV- Adolescent pregnancy  bivariate analysis (logit

intrapersonal *1V-Knowledge on regression) identified
determinants contraceptives association of each
associated with  Sexual intention independent variable with
adolescent Attitude towards adolescent the dependent variable.
pregnancy in pregnancy Results significant when
Igembe North Behavioral control p-value is <0.05 and odds
sub-County, Perceived ability ratio

Kenya Subjective norms focus group discussions-

manual identification of
major themes

Objective 3:  To establish *DV-adolescent pregnancy bivariate analysis (logit
interpersonal *IV-living with parent or regression) identified
determinants husband association of each
associated with  Parents marital status independent variable with
adolescent Maternal education the dependent variable.
pregnancy of Living with sibling who had Results significant when
Igembe North adolescent pregnancy p-value is <0.05 and odds
sub-County, Communication with parents  ratio
Kenya on R issues focus group discussions-

Peer pressure manual identification of
Substance use by family major themes

member

Religiosity

*DV —dependent variable
*IV-independent variable
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3.12 Ethical Consideration

Ethics talk about differentiating between evil and good or what is humanly wrong or right
(Dewey & Imagination, 2020). Ethical approval was obtained from Maseno University
Ethical Review Committee. A research permit was obtained from NACOSTI serial number
NACOSTI/P/21/11433 attached. Permission was sought from the Meru County
Commissioner ref EDU.12/3/TY (100) attached, Meru county Ministry of Education
MRU/C/EDU/11/1/277 attached, Igembe North Sub County Medical Officer for Health and
hospital administration verbally. The researcher assured the respondents of the intentions to
use the information for research purposes only. Since the study was conducted on adolescent
girls, the study followed guidelines for World Health Organization for conducting safe and
ethical study on adolescent women (WHO, 2018) as well as guidance on conducting sexual
and reproductive health research in adolescents in Kenya. According to the Kenyan
guidelines (KEMRI, 2018) pregnant adolescents were treated as mature minors and able to
make their own informed consent as per the guideline. A consent form (Appendix Il) was
provided for them to sign. For purposes of consenting of the adolescents four points were
fulfilled, understanding of the purpose of the research, procedures, risks and benefits. All this

were highlighted in the consent form.

Adequate privacy was provided by conducting interviews in secluded areas with visual and
audio privacy. Adequate information was provided to the adolescent regarding the research
in a language understandable to them and responses were provided. Any questions from the
adolescents were clarified as the research proceeds. The adolescents were given adequate
time to consider all options available to them. The clinician and nurses in the facility
identified and prompted potential research participants to eliminate the possibility of undue
influence. The clinician or nurse then referred the adolescent to the research assistants who
were in a different room. This ensured that true voluntary consent is achieved. A copy of the
consent form was given to all participants to sign before commencing. Those who consented
also signed 2 dated copies of the consent document, a copy of which was given to the study
participants. Mere failure to object was not interpreted as assent. The questionnaire was in a
simple language devoid of complicated terms to enable the participants understand and give
the right answers. Due to the sensitivity of the information being sought, research assistants
were nurses with psychosocial training to alleviate potential psychological harm. Participants
were assured of privacy and confidentiality. Confidentiality was achieved by coding as

opposed to use of names. The researcher ensured that information collected was used only for
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the purposes stated. Computerized information was password protected while hard copies
were stored under lock and key accessible only to the principal researcher. Findings were
presented in the School of Public Health defense sessions and dissemination of the same
planned with the administrations concerned. The researcher will also endeavor to present the
findings in local, regional and international scientific conferences/workshops. According to
adolescent guidelines for conducting reproductive health research, minors under the legal age
of consent requires that parental consent is sought. However, in the case where the research
involves prevention of pregnancy, parental consent is waived and hence their consent is

allowed.
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CHAPTER FOUR
RESULTS

4.1 Information on Variable and Respondents Characteristics

The researcher targeted a sample size of 398 respondents from which 381(93.2%) participants
took part in the study, out of which 376 (91.9%) were analyzed as some declined mid-way
leading to incomplete questionnaires. The mean (SD) age was 15.45+2.95 years. Most of the
adolescents were single or separated (63.2%; p= 0.01); of primary level education (68.4%; p=
0.01) and; the majority were unemployed (91.7%; p= 0.01). This is presented in table 4.1).
Intrapersonal and interpersonal characteristics of adolescent pregnancy are presented in table
4.2

Table 4.1: Sociodemographic characteristics of participants

i [0)

Variable Frequency (%) X (df) o-value
Age
10-14 232(61.50) 7.88(1) 0.78
15-18 144(38.50)
Marital status
Married 138(36.80) 38.02(1) 0.01
Single/separated 238(63.20)
Religion
Protestants 277(73.70) 17.10(1) 0.85
Catholics 99(26.30)
Employment status
Employed 31(8.30) 19.60(1) 0.01
None 345(91.70)
Level of education
Primary 263(68.40) 0.01
higher 113(31.60) 19.10(1)
Age at sexual debut
12 19
13 83
14 129
15 156 7.10(5) 0.01
16 113
17 42
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Table 4.2: Intrapersonal and interpersonal characteristics of participants

Variable Frequency (%0)
Score on knowledge of contraceptives (scale of 1-14)

<7 147(39.1)

>7 229(60.9)

Score Sexual intention (scale of 1-8)

<4 199(52.9)

>4 177(47.1)

Score on Attitude towards adolescent pregnancy (scale 1-32)
*Positive <16

Negative >16 22(5.9)
354(94.1)
Scores on Behavioral control (scale 1-8)
<4 243(64.6)
>4 133(35.4)
Perceived ability (A person’s assessment of their own ability)
(scale 1-8) 234(62.2)
<4 142(37.8)
>4
Scores on Subjective norms (scale 1-8)
<4 213(56.6)
>4 163(43.4)
Live with husband 8(2)
Parents 368(98)
Parents marital status
Married 252(67)
Single/separated 124(33)
Maternal education
Secondary 110(29.3)
primary and below 266(70.7)
Living with sibling who had adolescent pregnancy Yes 212(56.4)
No 164(43.6)
Communication with parents on RH y/n
Yes 116(30.9)
No 260(69.1)
Peer pressure yes 226(60.1)
no 150(39.9)
Substance use by family Yes 77(20.5)
No 299(79.5)
Religious
Yes 268(71.3)
No 108(28.7)

*negative- those that scored >16 had negative attitude while <16 positive attitude
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4.2 Prevalence of risky Sexual Behavior Associated with Adolescent Pregnancy

The observed prevalence of risky sexual behavior among adolescent girls in Igembe North
sub-county was found to be 59%. Age >14 years at sexual debut (57%; p=0.03), having 2 or
more sexual partners in the past 12 months (91%; p= 0.01), not used condoms in the past 12
months (51%; p=0.01) and ‘always’ used condom uses in the past 12 months (69%; p=0.02)
were associated (chi square test of association) with occurrence of adolescent pregnancy as
presented on table 4.2. association of sexual behavior with adolescent pregnancy. On focus
group discussion participants reported the high prevalence of risky sexual behavior in the
study is as a result of coercion by their partners as well as peer pressure which drives most
adolescents to try to “fit in”. some reported that they would trade off sex for economic
benefits, “men have a lot of money which makes us want to give them sex in return for
money.” On condom use, participants reported that they used condoms in the past year
“Condoms are accessible to use compared to other contraceptives” others however said “it
was difficult to convince their boyfriends to use them as most did not cooperate.” Participants
indicated they did not use condoms consistently in the past year. One participant indicated
that, “once we are tested in the VCT there is no need for condoms” Participants also reported
that sex without condom was not pleasurable. “When we do it using condom once, the next
round must be without since my partner complains it is not good enough with condom.”
Some participants indicated that they had had sex for monetary benefits since they could not
get everything they needed at home. “Men have a lot of money which makes us want to give
them sex in return for money.” The participants reported that their parents could not meet
their needs and little luxuries which they desired, “my parents could not afford a phone so |
had to give my body in order to get money for buying this phone.” Some adolescents had
habitually drunk alcohol prior to sex. Participants reported that sex under the influence of
alcohol was pleasurable and would help them not feel guilty afterwards. “Alcohol helps us

not to feel guilty for having sex away from marriage. It also makes sex sweeter.”
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Table 4.3: Association of Sexual Behavior with Adolescent Pregnancy

Variables (n=376)

Frequency X2(df) p-value

Age at sexual debut *<14 142(37.77%)
mean 15+3.001 >14  234(62.23%) e g:01
Number of sexual None 18 (4.79%)
partners in the past
12 months One 203 (53.98%) 3.73(1) 0.01

Twoand 155 (41.22%)

more

Coital  frequency None 273(72.61)
(per month) Once 79(21.01)

Morethan  24(6.38) 2.17(2) 0.01

once

Used condom in the Yes 186 (58%)
past 12 months No 190 (42%) 3.45(1) 0.03
Frequency of 63(16.76%)
condom use in the Sometimes
past 12 months Rarely 88 (23.40%) 0.45(2) 0.02

Always 225 (59.84%)
Having sex under Yes 282 (78%)
influence of drugs
and alcohol in the No 94 (25%) Bl Bicke
past 12 months
Had transactional Yes 65 (17.29%)
sex past 12 months No 311 (82.71%) DIEIL) e
Had at least one Yes 222 (59.04%)
risky sexual 12.07 (1) 0.01

*World Health Organization define early sexual debut to be sex under 14 years

4.3 Intrapersonal Determinants Associated with Adolescent Pregnancy

A logit model was used to elicit the intrapersonal determinants of adolescent pregnancy. The
dependent variable was adolescent pregnancy which was regressed against score generated
(scores were generated from the scale 1=strongly disagree 5=strongly agree and a score of
above a certain value was considered positive and below a certain value it was considered

negative as indicated in measurement of variables in chapter 3).

Potential multi collinearity was assessed using variance inflation factors and found to be 1
indicating no multi collinearity among the independent variables. The best fitting model was
identified using R-squared which was 0.92. Low knowledge on contraceptives, low sexual
intention, negative attitude towards adolescent pregnancy, high behavior control, high
perceived ability and high subjective norms were used as reference category. The results are

presented as in table 4.3. Knowledge, behavioral control, perceived ability and subjective
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norms had negative coefficients indicating an inverse relationship with risk for adolescent
pregnancy (table 4.3). Sexual intention and attitude towards adolescent pregnancy had
positive coefficients which means that an increase in the makes adolescent pregnancy more

likely.

The results showed that high sexual intention OR=2.01 p=0.018. That high sexual intention is
two times more likely to lead to adolescent pregnancy than low sexual intention, low
behavioral control OR=3.98 p=0.041 was four times more likely to lead to adolescent
pregnancy than high behavioral control, low perceived ability OR=2.58 p=0.019 was
approximately three times more likely to lead to adolescent pregnancy than high perceived
ability. Participants reported that they were not able to negotiate safer sex with their partners
since they were much older than them. “it’s hard to convince my partner to always use
condoms since he refuses to listen.” Additionally, most reported that having their priorities
right have helped them concentrate in school and shunning peer pressure to have sex.
Another participant also intimated that concentrating in schoolwork as well as church
activities have shaped their values. “When in school, we are ever busy and while at home
church activities such as choir practice, youth meetings as well as counselling has helped us

keep on track.

low subjective norms OR=3.72 p=0.001 were associated with adolescent pregnancy Most
participants of focus group discussion reported that subjective norms- (parents and peer’s
opinion on good behavior) were important in their lives. Most valued their parents and were
keen not to let them down. “My parents work very hard to keep me in school so that I can
have a bright future and so I work hard and shun bad behaviors not to frustrate them”. On
the other hand, peers were among the people the adolescents were keen on pleasing
participants reported that they did not care what anyone’s view was on sex since it was their
life, “I don’t care wat anyone said about my pregnancy, they had their time too and they
should let me have my life too” reflecting a “don’t care” attitude. On the other hand,
knowledge on contraceptives (p=0.056) and attitude towards adolescent pregnancy (p=0.623)
were found not to be associated with adolescent pregnancy in this study.

Participants reported that knowledge on contraceptive was acquired from youth groups
meetings in churches as well as schools which largely emphasized on abstinence.” In school
our teacher taught us on abstinence and in church mostly condoms.” Participants reported

that there was information on methods of contraceptives and only learnt from peers and
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health facilities. “My friend told me about pills and morning after pills and told me to get
them from the hospital nearby.” She continued, “At the hospital I was given a lot of
information on contraceptives but the nurses are not friendly.” There was generally a
negative attitude towards contraceptives among the adolescents across all focus group
discussions. “All contraceptives are for mature people, only p2 is for young people since
most will make us old, we know they prevent pregnancy but | feel too young to use them and

can make me grow fat and undesirable.”

The male condom was the most known by the adolescents, however the female condom on
the other hand was not popular. “I have never heard of the female condom let alone see it, |
would like to use it” the adolescents in the FGD had low knowledge on the two permanent
methods. The once daily pill was popular among the married/relationship adolescents because
it was inexpensive and readily available. The herbal pill was also common among some
adolescents,” the herbal pill was most convenient as it is a once-a-month pill eliminating
chances of forgetting” the morning after pill was also very popular since it was available in
most chemists. Some adolescents preferred this method as it gave a three-month period of

protection and was discrete.

Were the least popular among the adolescents in the focus group discussion. Its access was
majorly in government hospitals and most feared them. “I fear that the coil might be harmful
for me and lead to

Table 4.4: Results for intrapersonal determinants associated with adolescent pregnancy

Variables B SE z sign.  Exp(B) 95% ClI

Low knowledge contraceptives 0.0143 0.0176  0.8125 0.063 0.98 0.3451,1.2910
High Sexual intention 0.4821 0.3641 1.3240 *0.018 2.01 -0.4583, -0.076
Positive  Attitude  towards 0.3217 0.1741 1.8488 0.623 2.56 0.0907, 1.9424
adolescent pregnancy

Low behavior control 0.3104 0.1951 0.2597  *0.041 3.98  -0.9001,-0.8810
Low perceived ability 0.3711 0.2319 1.6002 *0.017 2.58 -0.0012,-0.0006
Low subjective norms -0.2211  0.1056  -2.0937  *0.001 0.59  -0.0395,-0.7093

Notes p<0.05 *significant; R°= 0.92
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4.4 To establish Interpersonal Determinants Associated with Adolescent Pregnancy in
Igembe North sub-County, Kenya

A logit regression was used to elicit interpersonal determinants associated with adolescent
pregnancy. The dependent variable was adolescent pregnancy which was regressed against all
interpersonal determinants. Potential multi collinearity was assessed using variance inflation
factors and found to be 1 indicating no multi collinearity among the independent variables.

The best fitting model explained 90% of the variance (R squared was 0.90).

Living with parents, married parents, university education, communication with parents on
reproductive health issues and religiosity had negative coefficients indicating that one-unit
increase in any of them will lead to decreased chances of adolescent pregnancy.

All the listed factors were associated with adolescent pregnancy except substance use by

family and religiosity.

All the variables had an odds ratio of more than one except having had communication with
parents about reproductive health issues (OR=0.53, p=0.01) and religiosity (OR= 0.32, p
value=0.23) which were instead protective. All variables were associated with adolescent

pregnancy except religiosity and substance use by family.

The interpersonal factors that determine adolescent pregnancy were: living with a husband
(OR=14.91, p= 0.01) meaning living with a husband was 15 times more likely to result in
adolescent pregnancy than living with parents, living with a single/separated parent
(OR=2.42, p=0.01) was two times more likely to lead to adolescent pregnancy than two
parent homes. Members in the focus group discussion from single parent homes reported that
living with a single parent left them with a lot of unsupervised time when the parent goes to
work. This is different from when two parents are present. One participant opined that,
“whenever my mother goes to work, I look for my friends and plan how to spend our day
which could be dangerous if my friends are of bad influence.”

Participants reported on the need to have both parents, “the father acts as the disciplinarian

’

and the mother the softer one.’

Maternal education level (primary) (OR=2.39, p=0.01), living with a sibling who had
experienced adolescent pregnancy (OR=2.13, p=0.03) was two times more likely to lead to
adolescent pregnancy than with a sibling without a child, participants reported that those with
sibling who had adolescent pregnancy motivated them to get pregnant too. “I admired how

my sister would be treated well since she had a child. She was well taken care of and would
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not do tiresome household chores.” They further felt like the parents loved their sibling’s
babies and thought that they were lenient. “my mother and grandmother were always loving
the kids of my sister and I felt like they would not mind if I got my own kid”

Communication with parents on reproductive health issues (OR=0.53; p=0.01) meaning
communication with parents was protective against adolescent pregnancy. Participants in
Focus group discussion indicated that they did not communicate with parents on reproductive
health issues. One participant indicated that, “discussions on sex are left to aunties who rarely

discuss sex related issues.”

Participants reported that their parents were bound by the culture, “Discussing sex related
issues is a taboo in the meru culture” and peer pressure (OR=4.23; p=0.03) was 4times more
likely to lead to adolescent pregnancy than the reverse. Participants in the FGD reported that
peer pressure was a major problem influencing them to make pregnancy decision,
participant(FG1) reported “Having sex with your boyfriend is seen as an achievement.”
Others were influenced negatively to have children “My friend told me how she was taken
care of at home better than when she didn’t have a child and I wanted it also.” Results were
presented in table 4.5.

Table 4.5: Results for interpersonal determinants associated with adolescent pregnancy

Adolescent pregnancy  Coefficient SE z P- OR 95% CI
Live with husband 0.0411 0.026 .5808 \:)a.:)ule 14.91 5.81,16.23*
Parents marital status

Single/separated -0.0732  0.0321 2.2803 0.01 2.42 1.12,18.95*
primary education 0.4817 0.2560 1.7328 0.01 2.39 1.23,3.48*

Living with sibling 0.0651 0.0412 15801 0.03 2.10 1.22,5.23*
who had adolescent

pregnancy -0.9560*  0.453 -2.1104 0.01 0.53 3.12,13.64*
Communication  with

parents on RH 0.5471 0.270  2.0262 0.03 4.23 2.22,10.98*
Peer pressure 0.7530 0542 13893 0.52 1.93 0.43,1.94
Substance use by -0.231* 0.211 -1.0948 0.32 0.23 0.55,1.55
family

Religious

Notes: p<0.05 *significant; R squared= 0.90
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CHAPTER FIVE
DISCUSSION

5.1 Prevalence of Risky Sexual Behavior

Three in five adolescent girls in Igembe North subcounty had practiced risky sexual behavior,
with 38 percent of them having had their sexual debut before 14 years of age. The observed
early age at sexual debut among majority of the participants shows that adolescents are at an
increased risk of adverse effects of risky sexual behaviour, including early pregnancy,
disrupted schooling and early marriage. The high prevalence in Igembe North could be
amplified due to extraneous factors in the environment which also instigate school drop-outs
in the area.

The risky sexual behaviours observed in this sample included: early sexual debut, multiple
sexual partners and lack of condom use (among a few adolescents). Risky sexual behavior
among adolescent girls in this community was largely associated with the individual’s
personal (sexual intentions) and interpersonal experiences (peer pressure, permissive and/or
absente parents). In Kenya the prevalence of risky sexual behaviour is 50%, with a mean age
of 18 at sexual debut (KDHS, 2022; Ssewanyana et. al., 2019) . The most common types of
risky behaviours nationally include early age of sexual debut, multiple number of sexual
partners, low condom use, transactional sex, intergenerational sex and drug abuse which were
consistent with findings of this study. However, they show varying clustering by type across
counties (MOH, 2018). The prevalence in this study is consistent with a crossectional study
carried out in Kilifi, Kenya to investigate the occurrence of risky sexual behavior and
association with psychological wellbeing among adolescents 12-17years found 13%
participants had experienced risky sexual behavior (transactional sex,sexual violence,
intergenerational sex, early sexual debut and condom use/nonuse) (Ssewanyana et. al., 2019).
Similarly, (in respect to prevalence of adolescent pregnancy), a comparative cross-sectional
study conducted in Ethiopia, to determine the prevalence of risky sexual behavior among
youth center users and non-users had an overall prevalence of 43.1%. users had 38.5%
prevalence compared to non-users who had a prevalence of 47.7% (Fetene & Mekonnen,
2018), potentially as a result of exposure to interventions by youth center users. Age at sexual

debut had an association with adolescent pregnancy.
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5.2 Intrapersonal Determinants of Adolescent Pregnancy

5.2.1 Socio-Demographic Determinants

A majority of the participant’s had primary level of education or less and only few had
secondary education and above. The study also found that education level was associated
with occurrence of adolescent pregnancy. It can be inferred that an adolescent with primary
education and below is more likely to become pregnant than an adolescent who has
secondary education or more. The observed level of education among the majority
adolescents means that adolescents are at an increased risk of adolescent pregnancy owing to
lower level of education having a lower decision-making capacity (Nguyen et al., 2019). This
is consistent with Moturi, (2018) who analyzed data from KDHS 2014 on determinants of
adolescent pregnancy. the study identified higher education as a protective factor against
adolescent pregnancy while those with primary level education were 1.5 times more at risk of

adolescent pregnancy.

The study identified marital status as a determinant of adolescent pregnancy. Around four
adolescents in ten were married. Majority of those parenting/pregnant were single or
separated. This is a concern as it hinders their transition through school and increases their
vulnerability to socioeconomic disadvantages and consequently get involved in early
marriages bringing about adolescent pregnancy. This is consistent with Ochieng et. al.,
(2019) who did a community-based case control study to determine the predictors of
adolescent pregnancy in Lira district, Uganda among 13-19year olds and identified that those
married were twice as likely to get pregnant. Partner violence is more likely against
adolescent girl’s wo are married. It is more likely that with low education and social
inequities, low education and early marriage increases social disadvantages for females. Age
of the adolescent was not associated with adolescent pregnancy in this study. This is not
consistent with previous studies. A study in Busia Kenya identified age as a significant
determinant of adolescent pregnancy. As the adolescent got older, the more the chances of

getting adolescent pregnancy.

Religion in this study was not associated with adolescent pregnancy. This is not consistent
with other studies that have identified religion as a contributor to adolescent pregnancy. In
Yakubu et al., (2018) and (Oduor et. al., 2020), religion was associated with adolescent
pregnancy in sub saran Africa and Nyatike, Kenya. Some religions encouraged early
marriages while others were against contraception. The difference in Igembe North could be

attributed to the variation in religions in the region.
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5.2.2 Intrapersonal Determinants

Sexual intention was associated with adolescent pregnancy in the study. Those with a high
sexual intention were two times more likely to get pregnancy in adolescence than those
without. An increase in sexual intention increased the likelihood of adolescent pregnancy as it
had a positive coefficient. This was consistent with a study in Narok, Kenya, that sought to
identify determinants of adolescent pregnancy through analysis of KDHS 2022. The study
found that sexual intention was associated with actual sexual activity. If an adolescent did not
have an intention to have sexual intercourse in the future, they would not (Moturi, 2016).
Evidence from around the world has indicated an association of sexual intention and actual
behavior (Hubbard et al., 2018). In Ethiopia, a study identified that sexual intention was
actually associated with adolescent pregnancy (Dinku et al., 2018). According to the theory
of planned behavior (Ajzen et al., 2020) intention is a proximal predictor of behavior. This
explains the observation in this study that high sexual intention was associated with risky

sexual behavior and adolescent pregnancy.

Low perceived behavioral control was associated with adolescent pregnancy. Those with a
low perceived behavior control were 4 times more likely to get adolescent pregnancy than
those with high perceived behavioral control. The more an adolescent had behavioral control,
the lesser the chances of getting experiencing adolescent pregnancy. As perceived behavioral
control increased the less the likelihood of adolescent pregnancy since it had a negative
coefficient. Low perceived behavior control has been ranked as the highest predictor of
sexual behavior in a study in sub-Saharan Africa (Yakubu & Salisu, 2018). This study was to
determine the factors that are associated with adolescent pregnancy in Africa. This was also
consistent with a study conducted in Tanzania that low perceived behavioral control predicted
risky behavior (Albino & Stephen, 2015).

Subjective norms were associated with adolescent pregnancy in this study. Those with high
subjective norms were four times more likely to get adolescent pregnancy than those with
low subjective norms. The higher the subjective norms the higher the chances of getting
adolescent pregnancy. Low subjective norms signal a lack of commitment to social
boundaries or relative inattention to social norms and standards (Ajzen et al., 2020). The
observed association of subjective norms to adolescent pregnancy show that they could be at
risk to peer pressure from their own peers which may predispose them to risky sexual
behavior. A study carried out in Ethiopia ranked subjective norms as the highest predictor of

adolescent behavior (Dinku et. al., 2018). In a study in Harar, Ethiopia, by Dessie et. al.,
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(2015), adolescents with poor subjective norms and didn’t have discussions of sexual subjects
with parents displayed poor sexual health behaviors. In a study in Busia Kenya, adolescent’s
poor subjective norm increased the risk of being sexually active (Bakeera-Kitaka, et al.,
2019).

5.3 Objective 3: To Identify the Interpersonal Determinants of Adolescent Pregnancy
Maternal level of education determined adolescent pregnancy in the study. Those with
mothers who had a higher level of education were two times less likely to get pregnant than
those with lesser education levels. The observed maternal level of education in this study
means that the higher the level of education increases the lesser the chances of adolescent
pregnancy. Parents who have better education have more social influence on their children,
have more capacity to understand their children and have higher capacity to communicate
with their children (Dinku et al., 2018) This was consistent with similar studies Hendrick &
Julie, (2020) that investigated teen mothers’ educational attainment and their children’s risk for
adolescent childbearing which was a longitudinal study that analyzed data from national
longitudinal survey for youth 1979 and prospects to 2014 to see the effect of education
attainment on adolescent pregnancy. The study found that maternal level of education predicted
the personal and environmental contexts during adolescence which in turn predicted risky
sexual behavior and early sexual debut and hence adolescence pregnancy. This supports the
phenomenon of intergenerational cycle of adolescent motherhood that result due to economic
and health issues faced by them that transcends to the future generation. This could be
explained that an educated mother empowers an adolescent to make better life choices
including contraception. Igembe North sub county has high rates of early marriage due to
miraa. It is therefore feasible that when one continues to higher education, there are better
prospects for their children.

Single/separated parenting had significant influence on adolescent pregnancy. Adolescents
from single parent homes were two times more susceptible to adolescent pregnancy than
those from stable homes. Single parenting had a positive coefficient indicating that the more
it increases the higher the chances of adolescent pregnancy. Living with a separated parent is
hence significant determinant of adolescent pregnancy. This was corroborated by focus group
discussants who reported that when single parents would go to work, that left them with a lot
of time in their hands to engage in risky sexual behavior. In a community based cross
sectional study in Woedi, Ethiopia to investigate the prevalence and factors associated with

adolescent pregnancy, carried out on adolescents found that single parenting was two times
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more likely to lead to adolescent pregnancy (Mabhala et al., 2017). In contrast, another study
of risk and protective factors as regards adolescent pregnancy in five east African countries
by analyzing Domestic health survey data found that the sex of the household head did not
have a significant influence on adolescent pregnancy in all the five countries (Wado et al.,
2019). These findings of our study could be explained by our focus group discussion as
participants from single parent homes reported unrestricted time claiming that they are more
prone to sexual initiation while those monitored had less time for sexual initiation. This is due
to low parental control and communication about reproductive health issues among single

parents. This leads to early sexual debut and engagement in risky sexual behavior.

The results of this study show that parents communicating with adolescents about
reproductive health issues was associated with adolescent pregnancy. Adolescents who
communicated with their parents on reproductive health issues were less likely to have
adolescent pregnancy than those who did not (protective). The more the communication with
parents on reproductive health issues the lesser the chances of adolescent pregnancy since it
had a negative coefficient. In the Kenyan context, a descriptive study by Kiarie, (2018) in
Meru County revealed that parents don’t talk to their adolescent girls about sex. The reasons
for this were, they thought the girls were too young, it was a taboo while others left the
responsibility for other relatives. The study further revealed that 76 percent of the
respondents thought that parental communication of sex and pregnancy (reproductive health)
would reduce chances of becoming pregnant. Kassa et al., (2018) investigated prevalence and
determinants of adolescent pregnancy in Africa which was a meta-analysis of all studies in
Africa published in journals. They identified that adolescents whose parents did not talk to
them about reproductive health issues were three times more likely to experience adolescent
pregnancy than those who talk to their children. From the study, the adolescents pointed out
that their parents have never talked to them about it. This observation could be because these
talks equip the adolescents with knowledge necessary. Parents also communicate their

expectations to their adolescents causing a deterrent effect on them.

According to this study peer pressure was associated with adolescent pregnancy. Those who
had many friends who had adolescent pregnancy were four times more likely to become
themselves pregnant as opposed to those who did not have. the higher the peer pressure the
higher the likelihood of adolescent pregnancy since it had a positive coefficient. The study
also revealed that most adolescents first sexual experience was because of pressure from

friends. One girl confessed, “my first sexual intercourse was out of curiosity since my friend
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had told me she had been having sex with their boyfriend.” Worldwide coercive behavior
among peers is a great contributor to adolescent pregnancy. Evidence in the United States
shows that adolescents regarded views by other adolescents on sexual issues in social media
as a major influence of sexual intention (Litt & Stock, 2011). Further, adolescents were
shown to listen more to their peers than they would do to any other person. Yakubu et al.,
(2018) identified peer influence as a major cause of adolescent pregnancy in Sub-Saharan
Africa through a survey of studies from different countries in the region. In Kenya, Marston
et al. (2018) identified peer pressure as the leading cause of adolescent pregnancy in

Nairobi’s informal settlements.

Living with a sibling who had adolescent pregnancy was associated with adolescent
pregnancy. Those with siblings who had adolescent pregnancy were twice as likely to get
pregnant compared to those who did not. The more the adolescents lived with sibling’s who
had adolescent pregnancy, the more they were themselves at risk of adolescent pregnancy
because of a positive coefficient. This was contrary to a study in Mexico by East et al.,
(2009) where they found that it was protective as the siblings would see the hardships of
parenting as a teen. This was also corroborated with the focus group discussants who
perceived having a child as leading to better care by parents and other family members, so
felt motivated to also receive this treatment. This observation in this study could be as a result

of difference in culture and value put on small kids in the area.
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CHAPTER SIX
SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS

6.1 Summary of Findings

Fifty-nine percent of adolescents had practiced risky sexual behavior. Among the
intrapersonal factors that influenced adolescent pregnancy were low perceived ability, low
perceived behavior control, high sexual intention and low subjective norms while living with
a single parent, living with a sibling who had adolescent pregnancy, lack of communication
with parents were interpersonal determinants of adolescent pregnancy. Additionally,
adolescents in the FGDs identified having a sibling who had adolescent pregnancy as a
motivation to have their own child as their sibling was treated better.

6.2 Conclusion

I.  The observed high prevalence of risky sexual behavior- 59% of the surveyed
adolescent girls in Igembe North indicates a considerable social and public health
challenge.

ii.  Low perceived behavioral control, sexual intentions and tendency to conform to
subjective norms were the key intrapersonal drivers of risky sexual behaviors. This
was compounded by low education levels occasioned by high school dropout.

iii.  Adverse family environments and relationships, including living with separated/single
parent, living with a sibling who had adolescent pregnancy, poor/lack of
communication with parents on reproductive health issues and substance use were the
key interpersonal issues that contribute to risky sexual behavior and adolescent
pregnancy. Additionally, parents treated the sibling with adolescent pregnancy better.

This acted as a motivation for the adolescents.

6.3 Recommendations

Programmatic
The Ministry of education and administration to develop interventions to promote delayed

sexual debut
i.  Director, Ministry of Education to Ensure innovative training and mentorship of the
girls on importance of and behavior decisions on abstinence, contraception and using
condom, correctly and consistently, in case of sexual encounters — focusing on
behavioral control and intentions;

ii.  Educate the girls on dangers of multiple sex partners in schools and churches
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Ministry of education curriculum to emphasize on skills that empower the girls on the

intrapersonal factors such as skills on decision making on sexual and reproductive health

which have rarely been considered in interventions in Kenya

Consider integrating intrapersonal skills in programs in schools

Providing safe spaces for adolescents in schools and homes

The government to ensure empowerment of mothers to talk with their girls about sex

The community to assist in building role models/mentoring for the adolescents in
cases where the maternal level of education is low/has sibling who had adolescent
pregnancy and discourage the culture of valuing kids that encourages adolescent
pregnancy-since the adolescents who sired kids were treated better at home.

Individual level and group level counselling Education on prevention in schools
Enhance Community discussions on adolescent sexual and reproductive health issues
as well as drug and substance abuse.

The churches to support parent’s/train parents on sexual health communication.

Single parents to be made aware of the effect of lack of monitoring their adolescents
caused by their busy schedules and encourage them to find solutions for idle time
adolescents have in their hands.

Further studies/Research: an ethnographic study to interrogate on the differing factors of

adolescent pregnancy as opposed to cross sectional study.

A study to evaluate the interventions in place to address adolescent pregnancy.

55



REFERENCES

Ajzen, 1. (2020). The theory of planned behavior: Frequently asked questions. Human
Behavior and Emerging Technologies, 2(4), 314-324.

Albert B, Lippman L, Franzetta K, Ikramullah E, Dombrowski J, Swalb R, Ryan S, Terry-
Humen E. (2018). Freeze Frame: A Snapshot of America’s Teens. Washington, D.C:
National Campaign to Prevent Teen Pregnancy.

Archibald L. (2018). Teenage Pregnancy in Inuit Communities: Issues and Perspectives.
Ottawa: Aboriginal Healing Foundation. Card J, Wise L 2011. Teenage mothers and
teenage fathers: The impact of early childbearing on the parents’ personal and
professional lives. JSTOR Family Planning Perspectives,11(11): 10-21.

Ayanaw Habitu, Y., Yalew, A., & Azale Bisetegn, T. (2018). Prevalence and factors
associated with teenage pregnancy, Northeast Ethiopia, 2017: a cross-sectional

study. Journal of pregnancy, 2018.
Bakeera-Kitaka, S., Smekens, T., Jespers, V., Wobudeya, E., Loos, J., Colebunders, R., ... &

Nostlinger, C. (2019). Factors influencing the risk of becoming sexually active among
HIV infected adolescents in Kampala and Kisumu, East Africa. AIDS and
Behavior, 23(6), 1375-1386.

Bingenheimer, J. B., & Reed, E. (2014). Risk for coerced sex among female youth in Ghana:
roles of family context, school enrollment and relationship experience. International
perspectives on sexual and reproductive health, 40(4), 184.

Brodie, K. B. (2019). Intrapersonal and community-related influences of rural adolescent

pregnancy: A mixed-method approach (Doctoral dissertation, Walden University).
Charles, J. M., Rycroft-Malone, J., Hendry, M., Pasterfield, D., & Whitaker, R. (2018).
Reducing repeat pregnancies in adolescence: applying realist principles as part of a
mixed-methods systematic review to explore what works, for whom, how and
under what circumstances. BMC pregnancy and childbirth, 16(1), 271.

Crosnoe R, Benner AD, & Schneider B. (2016). Drinking, socioemotional functioning, and
academic progress in secondary school. J Health Soc Behav, 57(2), 215-231.

Denno, D. M., Hoopes, A. J., & Chandra-Mouli, V. (2018). Effective strategies to provide
adolescent sexual and reproductive health services and to increase demand and
community support. Journal of adolescent health, 56(1), S22-S41.

Dessie, Y., Berhane, Y., & Worku, A. (2018). Parent-adolescent sexual and reproductive
health

56



communication is very limited and associated with adolescent poor behavioral beliefs
and subjective norms: evidence from a community based cross-sectional study in
eastern Ethiopia. PloS one, 10(7), e0129941.

Dewey, J., & Imagination, M. (2020). Pragmatism and Ethics. Works Righteousness:
Material Practice in Ethical Theory, 65.

Dilorio C, Kelley M, & Hockenberry-Eaton M. (2017). Communication about sexual issues:
Mothers,fathers, and friends. J Adolesc Health, 16(4), 267-275.

Dinku, R., Tilahun, T., Teshome, T., &Belachew, T. (2018). gender difference in
intention to have a child and its predictors among high school adolescents in hawassa
city, southern ethiopia: using a theory of planned behavior model. Ethiopian Journal
of Reproductive Health, 10(4).

Doyle, A. M., Mavedzenge, S. N., Plummer, M. L., & Ross, D. A. (2018). The sexual
behaviorof adolescents in sub- Saharan Africa: patterns and trends from national
surveys. Tropical Medicine & International Health, 17(7), 796-807.

Fetene, N., & Mekonnen, W. (2018). The prevalence of risky sexual behaviors among youth
center reproductive health clinics users and non-users in Addis Ababa, Ethiopia: a
comparative cross-sectional study. PloS one, 13(6), e0198657.

Feyissa, G. T., Tolu, L. B., Soboka, M., & Ezeh, A. (2023). Effectiveness of interventions to
reduce child marriage and teen pregnancy in sub-Saharan Africa: A systematic review
of quantitative evidence. Frontiers in Reproductive Health, 5, 1105390.

Geronimus AT, Hicken M, Keene D, Bound J. (2016). “Weathering” and age patterns of
allostatic load scores among blacks and whites in the United States. Am J Public
Health, 96(5), 826-833.

Gibbs S, Johnson KM, Gray B, Hicks KR. (2020). Parenting adolescents: social
determinants and health disparities in adolescent pregnancy. J Pediatr Nurs, 50, 56-60.

Gideon, R. (2023). Factors associated with adolescent pregnancy and fertility in Uganda:
analysis of the 2011 demographic and health survey data. American Journal of
Sociological Research, 3(2), 30-5.

Gitau, T., Kusters, L., Kok, M., & van der Kwaak, A. (2018). A baseline study on child
marriage, teenage pregnancy and female genital mutilation/cutting in Kenya.

Glynn, J. R, Sunny, B. S., DeStavola, B., Dube, A., Chihana, M., Price, A. J., & Crampin, A.
C. (2018).

Early school failure predicts teenage pregnancy and marriage: A large population-
based cohort study in Northern Malawi. PloS one, 13(5), e0196041.

57



Gubrium AC, Mann ES, Borrero S, Dehlendorf C, Fields J, Geronimus AT, et al. (2018).
Realizing reproductive health equity needs more than long-acting reversible
contraception (LARC). Am J Public Health, 108(3), 306-311.

Haberland, N. A., McCarthy, K. J., & Brady, M. (2018). A systematic review of adolescent
girl program implementation in low-and middle-income countries: evidence gaps and
insights. Journal of Adolescent Health, 63(1), 18-31.

Hanson, J. D., Nothwehr, F., Yang, J. G., & Romitti, P. (2018). Indirect and direct perceived
behavioral control and the role of intention in the context of birth control
behavior. Maternal and child health journal, 19(7), 1535-1542.

Hendrick, C. E., Cone, J. N., Cirullo, J., & Maslowsky, J. (2020). Determinants of long-
acting reversible contraception (LARC) initial and continued use among adolescents
in the United States. Adolescent research review, 5(3), 243-279.

Hua, M. H., Huang, K. L., Hsu, J. W., Bai, Y. M., Su, T. P, Tsai, S. J., ... & Chen, M. H.
(2021). Early pregnancy risk among adolescents with ADHD: a nationwide
longitudinal study. Journal of attention disorders, 25(9), 1199-1206.

Hubbard D, Munyinyi W, Eggerman HB, Schulze-Allen M, Carew-Watts A, Holt J, Coomer
R, Van Wyk S, Schimidt M, Zimry C, Barth K. (2018). School Policy on Learner
Pregnancy in Namibia: Background to Reform. Namibia: Windhoek Gender Research
and Advocacy Project Legal Assistance Centre.

Jones RK, Tapales A, Lindberg LD, Frost JJ. (2019). Using longitudinal data to understand
changes in consistent contraceptive use. Contraception, 100(1), 46-53.

Kanku, T., & Mash, R. (2018). Attitudes, perceptions and understanding amongst adolescents
regarding teenage pregnancy, sexuality and contraception in Taung. South African
Family Practice, 52(6), 563-572.

Kalipeni, E., lwelunmor, J., & Grigsby-Toussaint, D. (2018). Maternal and child health in
Africa for sustainable development goals beyond 2015. Global Public Health, 12(6),
643-647.

Kassa, G. M., Arowojolu, A. O., Odukogbe, A. A., & Yalew, A. W. (2018). Prevalence and
determinants of adolescent pregnancy in Africa: a systematic review and meta-
analysis. Reproductive health, 15(1), 1-17.

Kilanowski, J. F. (2018). Breadth of the socio-ecological model. Journal of
Agromedicine, 22(4), 295-297.

58



Kalolo, A., & Kibusi, S. M. (2018). The influence of perceived behaviour control, attitude
and empowerment on reported condom use and intention to use condoms among
adolescents in rural Tanzania. Reproductive health, 12(1), 1-9.

Kassa, G. M., Arowojolu, A. O., Odukogbe, A. A., & Yalew, A. W. (2018). Prevalence and
determinants of adolescent pregnancy in Africa: a systematic review and meta-
analysis. Reproductive health, 15(1), 1-17.

Katz RC, Flash CA, Millman RB, Ivey SL, Zapata MI, & Boyer CB. (2019). Understanding
individual, relational, and environmental factors associated with parent—child
communication about reproductive health in African American families. J Adolesc
Health, 28(4), 289-298.

KEMRI, N. (2018). Guidelines for Conducting Adolescent HIV Sexual and Reproductive
Health Research in Kenya. National AIDS and STI Control Programme (NASCOP) &
Kenya Medical Research Institute (KEMRI). Accessed on February, 23, 2015.

KNBS and ICF. 2023. Kenya Demographic and Health Survey 2022. Key Indicators Report.
Nairobi, Kenya, and Rockville, Maryland, USA: KNBS and ICF.

Kohler PK, Manhart LE, Lafferty WE. (2008). Abstinence-only and comprehensive sex
education and the initiation of sexual activity and teen pregnancy. J Adolesc Health,
42(4), 344-351.

La Barbera, F., & Ajzen, 1. (2020). Control interactions in the theory of planned behavior:
Rethinking the role of subjective norm. Europe's Journal of Psychology, 16(3), 401.

Lebese, R. T., Maputle, M. S., Mabunda, J. T., & Chauke, P. K. (2018). Knowledge, attitudes
and perception of students on teenage pregnancy: a case study of rural based
University students in South Africa. Journal of Human Ecology, 51(1-2), 55-65.

Litt, D. M., and Stock, M. L. (2018). Adolescent Alcohol-Related Risk Cognitions: The
Roles of Social Norms and Social Networking Sites. Psychology of Addictive
Behaviors Advance online publication. doi: 10.1037/a0024226

Mabhala, M. A., Yohannes, A., & Griffith, M. (2018). Social conditions of becoming
homelessness: qualitative analysis of life stories of homeless peoples. International
journal for equity in health, 16(1), 1-16.

Maly, C., McClendon, K. A., Baumgartner, J. N., Nakyanjo, N., Ddaaki, W. G., Serwadda,
D., ... &Wagman, J. A. (2018). Perceptions of adolescent pregnancy among teenage
girls in Rakai, Uganda. Global qualitative nursing research, 4, 2333393617720555.

59



Manlove J, Terry-Humen E, Papillo AR, & Franzetta K. (2016). Contraceptive use and
consistency in US teenagers’ most recent sexual relationships. Perspect Sex Reprod
Health, 40(2), 73-81.

Marston, M., Beguy, D., Kabiru, C., & Cleland, J. (2018). Predictors of sexual debut among
young adolescents in Nairobi’s informal settlements. International perspectives on
sexual and reproductive health, 39(1), 22.

Martinez GM, Chandra A, Abma JC, Jones J, Mosher WD. (2018). Fertility, contraception,
and fatherhood: data on men and women from cycle 6 (2002) of the National Survey
of Family Growth. Vital Health Stat 23, 28(30), 1-34.

MccCall, S. J., Bhattacharya, S., Okpo, E., & Macfarlane, G. J. (2018). Evaluating the social
determinants of teenage pregnancy: a temporal analysis using a UK obstetric database
from 1950 to 2010. J Epidemiol Community Health, 69(1), 49-54.Morrison-Beedy,
D., Jones, S. H., Xia, Y., Tu,X., Crean, H. F., & Carey, M. P. (2013). Reducing sexual
risk behavior in adolescent girls: results from a randomized controlled trial. Journal of
Adolescent Health, 52(3), 314-321.

Moturi, F. M. (2018). Determinants of teenage pregnancies in Narok county (Doctoral
dissertation, University of Nairobi).

Ministry of Health Kenya. National Adolescent Sexual and Reproductive Health Policy. .
Nairobi, Kenya: Ministry of Health Kenya, 2015.

Mulusa, T. (2018). Evaluation research for beginners: A practical study guide. Deutsche

Stiftung fir Internationale Entwicklung, Zentralstelle fur Erziehung, Wissenschaft
und Dokumentation.
Nguyen, P. H., Scott, S., Neupane, S., Tran, L. M., & Menon, P. (2019). Social,
biological, and programmatic factors linking adolescent pregnancy and early
childhood undernutrition: a path analysis of India's 2016 National Family and Health
Survey. The Lancet Child & Adolescent Health, 3(7), 463-473.

Nurmala, I., Ahiyanasari, C. E., Wulandari, A., & Pertiwi, E. D. (2019). Premarital Sex
Behavior Among Adolescent: The Influence of Subjective Norms and Perceived
Behavioral Control Toward Attitudes of High School Student. Malaysian Journal of
Medicine and Health Sciences, 15(3), 110-116.

Nuru Nabwire, O. (2023). The association between the level of education and teenage
pregnancy in Kenya A secondary analysis of Kenya Demographic and Health Survey
2014.

60



Ochen, A. M., Chi, P. C., & Lawoko, S. (2019). Predictors of teenage pregnancy among girls
aged 13-19 years in Uganda: a community based case-control study. BMC pregnancy
and childbirth, 19(1), 1-14.

Odimegwu, C., &Mkwananzi, S. (2018). Factors associated with teen pregnancy in sub-
Saharan Africa: a multi-country cross-sectional study. African Journal of
Reproductive Health, 20(3), 94-107.

Oduor, K. O., & Kithuka, B. (2020). Factors Associated with High Rate of Pregnancy Among
Teenagers

Aged 13-19 Years in Nyatike Sub-County, Kenya. East African Journal of Health and
Science, 2(1), 38-50.

Panday, S., Makiwane, M., Ranchod, C., & Letsoala, T. (2018). Teenage pregnancy in South
Africa: with a specific focus on school-going learners.

Paton, D. (2022). The economics of family planning and underage conceptions. Journal of
Health Economics, 21(2), 207-225.

Rocca CH, Harper CC, Raine-Bennett TR. (2010). Young women’s perceptions of the
benefits of childbearing: associations with contraceptive use and pregnancy. Perspect
Sex Reprod Health, 42(4), 236-243.

Ross L, Solinger R. (2016). Reproductive justice: an introduction. Univ of California Press.

Santelli JS, Kantor LM, Grilo SA, Speizer IS, Lindberg LD, Heitel J, et al. (2017).
Abstinence-only-until-marriage: an updated review of U.S. policies and programs and
their impact. J Adolesc Health, 61(3), 273-280.

Shek, D. T. L., & Leung, H. (2018). Do adolescent sexual behavior and intention to engage in
sexual behavior change in high school years in Hong Kong?. Journal of pediatric and
adolescent gynecology, 29(1), S49-S60.

Singh, S., & Hamid, A. (2018). Reflections of a group of South African teenage mothers:
Sexual health implications. Health Education Journal, 75(3), 278-288.

Ssewanyana, D., Abubakar, A., Mabrouk, A., Kagonya, V. A., Nasambu, C., Dzombo, J. T.,...
& Newton, C. R. (2021). The occurrence of sexual risk behaviors and its association
with psychological well-being among Kenyan adolescents. Frontiers in Reproductive
Health, 3, 659665.

Tabei, K., Cuisia-Cruz, E. S. S., Smith, C., & Seposo, X. (2021, December). Association
between Teenage
Pregnancy and Family Factors: An Analysis of the Philippine National Demographic
and Health Survey 2017. In Healthcare (Vol. 9, No. 12, p. 1720). MDPI.

61



Tanner AE, Philbin MM, Duval A, Ellen J, & Kapogiannis B. (2020). Adolescent sexual
minority girls are more likely to report using sexual and reproductive health services:
A cross-sectional study from an urban adolescent population. J Adolesc Health, 30(1),
22-28.

Teitelman AM, Ratcliffe SJ, Sullivan CM, & Hansen NB. (2019). Birth control sabotage,
intimate partner violence, and reproductive coercion among adolescents. J Womens
Health, 25(8),1093-1100.

Thompson, Erika &Mahony, Helen & Noble, Charlotte & Wang, Wei &Ziemba, Robert &
Malmi, Markku& Maness, Sarah & Walsh-Buhi, Eric & Daley, Ellen. (2017). Rural
and Urban Differences in Sexual Behaviors Among Adolescents in Florida. Journal of
Community Health. 43. 1-5. 10.1007/s10900-017-0416-6.

Thongmixay, S., Essink, D. R., Greeuw, T. D., Vongxay, V., Sychareun, V., & Broerse, J. E.
(2019). Perceived barriers in accessing sexual and reproductive health services for

youth in Lao People’s Democratic Republic. PloS one, 14(10)

UNFPA. Motherhood in childhood: facing the challenge of adolescent pregnancy. Paris:
UNFPA;https://scholar.google.com/scholar?hl=en&as sdt=0,5&qsp=12&q=adolesce

nt+pregnancy+mental+health&gst=br
2013. [Google Scholar] [Ref list]

Viner RM, Ozer EM, Denny S, Marmot M, Resnick M, Fatusi A, et al. (2018). Adolescence
and the social determinants of health. Lancet, 379(9826), 1641-1652.

Wado, Y. D., Sully, E. A., & Mumah, J. N. (2019). Pregnancy and early motherhood among
adolescents in five East African countries: a multi-level analysis of risk and protective
factors. BMC pregnancy and childbirth, 19(1), 1-11.

World Health Organization. (2018). Guidance on ethical considerations in planning and
reviewing research studies on sexual and reproductive health in adolescents.

World Health Organization. (2022). Bending the trends to promote health and well-being: a
strategic foresight on the future of health promotion. World Health Organization.

Yakubu, I., &Salisu, W. J. (2018). Determinants of adolescent pregnancy in sub-Saharan
Africa: a systematic review. Reproductive Health, 15(1), 15.

Zito, R. C., & De Coster, S. (2018). Family structure, maternal dating, and sexual debut:
Extending the conceptualization of instability. Journal of youth and
adolescence, 45(5), 1003-1019.

Zulu, E. M., Dodoo, F. N. A., & Chika-Ezeh, A. (2018). Sexual risk-taking in the slums of

Nairobi, Kenya, 1993-98. Population studies, 56(3), 311-323.

62


https://scholar.google.com/scholar?hl=en&as_sdt=0,5&qsp=12&q=adolescent+pregnancy+mental+health&qst=br
https://scholar.google.com/scholar?hl=en&as_sdt=0,5&qsp=12&q=adolescent+pregnancy+mental+health&qst=br
https://scholar.google.com/scholar?hl=en&as_sdt=0,5&qsp=12&q=adolescent+pregnancy+mental+health&qst=br
https://scholar.google.com/scholar_lookup?title=Motherhood+in+childhood:+facing+the+challenge+of+adolescent+pregnancy&publication_year=2013&
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5937539/#R41

APPENDICES

Appendix 1 map of Igembe North sub-County showing Mutuati Sub County Hospital
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Appendix Il assent Form
Participant information sheet

Title of research study/project
Determinants of adolescent pregnancy in Ilgembe North Sub-county, Meru County, Kenya

Investigators -local and international collaborators:

Name Affiliation

Mbae Emma Makena Maseno university
Dr. Omemo Peter Maseno university
Dr. Omondi Dickens JOOUST

Purpose of the research

We realize that the number of adolescent pregnancy in igembe North sub-county is highest in
Meru county. The purpose of this study is to identify the individual and immediate

determinants that predict adolescent pregnancy in igembe North sub county.
Description of the research study

In the event that you accept to participate in this study, you will be required to answered a
few questions based in a questionnaire and interviewed by a research assistant regarding your
risky sexual behavior, individual and interpersonal determinants that predict adolescent
pregnancy. The questions were asked in Kiswahili/English whichever is comfortable with the
respondent. To cater for this, research assistants were individuals well versed with the local
language and will translate where applicable. The questionnaire was divided into three
sections: socio-demographic information, individual and interpersonal sections. This will take
approximately 15minutes. This was conducted in strict adherence to the covid 19 measures of
social distancing (allowing one and half meter spacing between respondent and interviewer as
well as wearing of masks and sanitizing). This will also be applied during the FGDs. Should
any changes be made to the study or new information made available, the participant was
notified? The participant may choose not to answer any question or withdraw at any time.

The data from this research study were utilized for purposes of this research only.

Potential discomforts, inconvenience, injuries harm or risks
No known risks /harm are anticipated to the study participants. In case of psychological
turmoil to participants based on the questions in the questionnaire, the research assistants

have trained on psychosocial counseling and will offer the necessary help.
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Potential benefits
No direct benefits are attached to participation in this study. However, the results from this
study were used to inform decision making by stakeholder in reproductive health in this sub

county.

Confidentiality

No information on the identity of participants was published without consent.

Taking part in this research was kept confidential as no names but codes were used and data
obtained will only be used for the purposes of this research only. Hard copies of the
questionnaires were stored under lock and key and accessible only to the principle

investigator. The interviews were conducted in spaces that allow visual and audio privacy.

Reimbursement

No payment was offered in the study.

Participation

The participant may choose not to participate in any part of the study. All participants were
given a copy of signed and dated consent form to keep.

In case of further information, contact Emma Makena mbae (Principle investigator) on
0725582496

Since your ideas are important to this study, may | ask you a few questions?

Yes:

No:

If client responds —yes, the respondent should sign and date the statement below and
continue with the interview.

Sign: Date of interview:
Site:

Name of interviewer:

In case of any complaints contact Emma Makena Mbae (Principle investigator) on
0725582496

For questions on rights of study participants, contact person is: The secretary, Maseno
university ethics review committee, private bag, Maseno; telephone numbers:057-
51622,0722203411,0721543976,0733230878; email address: Muerc-

secretariate@maseno.ac.ke;Muerc-secretariate@gmail.com
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Appendix 111 interview schedule guide
Questionnaire No:

We know that many teenage girls have had experiences such teenage pregnancy. These
experiences may not have been discussed with anyone because of their sensitive nature and
thinking about them makes one upset. In some circumstances they are completely forgotten
and in other circumstances they are frequently brought to mind. Please try and respond to the

questions as this will help find working solutions to the problem locally and nationally.
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Appendix 111 interview schedule guide
Questionnaire No:

We know that many adolescent girls have had experiences such adolescent pregnancy. These
experiences may not have been discussed with anyone because of their sensitive nature and
thinking about them makes one upset. In some circumstances they are completely forgotten
and in other circumstances they are frequently brought to mind. Please try and respond to the

questions as this will help find working solutions to the problem locally and nationally.

Section 1: sociodemographic information

How old are you? —years old
Marital status
Married single

Religion

Protestant catholic
employment status

employed none

what level of education did you attain?
Primary
Higher
6. age at sexual debut
Section 2 prevalence of risky sexual behavior
Fill as applicable

Risk

What age did you start sexual encounters
(years) {<l4years}

Number of sex partners in the past 12months | One
>0ne

Have you used condoms(past 12months)?

How frequent have you used condoms past | Sometimes
12months? Rarely
Always

Having sex under the influence of | Yes/no
drugs/alcohol

Transactional sex (sex in exchange for | Yes/no
money) past one year
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Section 3 :intrapersonal
Knowledge of contraceptives

Contraceptive method known | Tick where applicable

Modern methods

Tubal ligation

Vasectomy

Pill

IUD

Injection

Implants

Male condoms

Female condoms

Diaphragm

Foam

Traditional methods

Lactation menorrhea

Rhythm

Withdrawal

Known source of contraceptives

Yes- Government /private

No

Total score obtained{>7-high knowledge
<7 low knowledge}

Sexual intention

Permissive attitude
When a you get a boyfriend/if you have one already, what is the likelihood to have sex?
1.Strongly disagree 2. “Disagree” 3.neutral 4agree 5.strongly agree

Did you intend to have sex prior to your pregnancy?
1.Strongly disagree 2. “Disagree” 3.neutral 4 agree 5.strongly agree

What was the reason why you had sex with your boyfriend prior to pregnancy ?
1Parents influence
2Partner influence (he wanted a baby)
3Peer pressure to conform to others
4Economic (was looking for money)
50wn choice

Score on sexual intention {<4-low intention >4 high intention}

Attitude towards adolescent pregnancy

1. Pregnancy is a time for a woman to happily await the birth of a child.

1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

2. Pregnancy is a time of fear and anxiety for a woman.

1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

3. Pregnancy is a time of good relations in a partnership and in the family.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

4. Pregnancy is a time of disorganization of a woman’s personal life.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
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5.During pregnancy, a woman experiences many interesting maternal experiences.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

6. Pregnancy requires a great deal of sacrifice from a woman.

1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

7. Pregnancy is a time when a woman feels more valued than ever before.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

8. Pregnancy is a difficult time for a woman—full of sacrifices.

1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree

Score on attitude {>16-positive <16-negative}

Perceived behavior control
To what extent do you believe in your ability to resist sex?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Do you know how to have sex?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
I know wat is expected of me sexually?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Wat environment is suitable environment
which environment favors sex/should one avoid, and the ability to anticipate negative impacts
can you anticipate when a man is leading you to a place for sex?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Do you believe you can control /prevent a man from having sex with you?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Score on behavioral control {>10-high behavior control, <10 low
behavior control}
Perceived ability
1 1 am confident that I can insist on condom use every time | have sex.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
2t is mainly the woman's responsibility to ensure that contraception is used regularly.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
3 I would refuse to have sex with someone who is not prepared to use a condom.
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
4 One night stands are OK
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Score on perceived ability (<4- low>4 high)
Subjective norm
1.Who is the most important person in your life? Rank by giving numbers
1. parents 2. peers 3. Teachers
2.Did the one above approve of your pregnancy/would they approve of pregnancy if you
were today??
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
3. did your best friend approve of your pregnancy/would your best friend approve of
pregnancy?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
4. wat is the attitude of your 1 above on pregnancy in adolescence?
1.Strongly disagree” 2. “Disagree” 3. neutral 4. agree5.strongly agree
Score on subjective norms (<4-negative >4positive)
Section 4 Interpersonal factors
1 Who do you live with?
Parents/guardian
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Husband
2 Parents marital status
Married
Divorced/single
Maternal education level
Primary
Above primary
Live with sibling who had adolescent pregnancy
Do you live with sibling who had adolescent pregnancy prior? Yes/no
Communication with parents on reproductive health issues
Have you ever discussed sex-related matters with your mother? If Yes/no
Peer pressure
Do you ever go to clubs or parties where young people dance? IF YES. How many times in
the last month?
Number of times /Never
1.37 Do you ever go to the movies? IF YES. How many times in the last month?
Number of times Never
How many of your friends have had sexual intercourse? Would you say
1.none, 2. some, 3. a few, or 4.many?
Peer pressure yes when >3 no <3
Substance use by family
Do you live with any family member who has alcoholic problems? Yes/no
Religiosity
1 How often do you usually attend religious services?
1Every day
2At least once a week
3At least once a month
4At least one a year
5Less than once a year
6Never
1How important is religion in your life?
1Very important
2Ilmportant
3Not important
Which activities do you participate in in your church

1 choir

2 youth meeting

3 ycs

3 Sunday school teacher
4 5 liturgical dancing

5  altar girl

Religiosity yes if score <8  >8 no

Appendix 1V Focused group discussion guide

Prevalence of risky sex behavior
1.Why do you think adolescent pregnancy continues to occur in this community?
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2. What are the causes of adolescent pregnancy in this community?
3. What are the consequences of adolescent pregnancy to the mother and to the child
4. What are the parental controls that need to be applied to prevent adolescent pregnancy?
5. What are the school level factors that need to be applied to prevent adolescent pregnancy?
6. What are the community level factors that need to be applied to ensure prevention of
adolescent pregnancy?
7. How do you think adolescent pregnancy can be prevented?
Intrapersonal determinants

Knowledge on contraceptives

Sexual intention

Attitude towards adolescent pregnancy

Behavioral control

perceived ability

subjective norms
interpersonal factors

parent’s marital status

living with husband/parents

maternal education

living with sibling who had adolescent pregnancy

communication with parents on reproductive health issues

peer pressure

substance use by family

religiosity
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Appendix IV Focused group discussion guide
Prevalence of risky sex behavior
1.Why do you think adolescent pregnancy continues to occur in this community?
2. What are the causes of adolescent pregnancy in this community?
3. What are the consequences of adolescent pregnancy to the mother and to the child
4. What are the parental controls that need to be applied to prevent adolescent pregnancy?
5. What are the school level factors that need to be applied to prevent adolescent pregnancy?
6. What are the community level factors that need to be applied to ensure prevention of
adolescent pregnancy?
7. How do you think adolescent pregnancy can be prevented?
Intrapersonal determinants
Knowledge on contraceptives
Sexual intention
Attitude towards adolescent pregnancy
Behavioral control
perceived ability
subjective norms
interpersonal factors
parent’s marital status
living with husband/parents
maternal education
living with sibling who had adolescent pregnancy
communication with parents on reproductive health issues
peer pressure
substance use by family

religiosity

72



Appendix VI1I: Research permits

REPUBLIC OF KENYA

This is to Certify that Ms. Emma Makena Mbae af;
topic: Determinants of adolescent pregnancy
09/July/2022.

License No: NACOSTI/P/21/11433

erification QR Code

Nt

NOTE: This is a computer generated License. To verify the authenticity of this
document,Scan the QR Code using QR scanner application.

HE SCIENCE, TECHNOLOGY AND INNOVATION ACT, 2013

o o o o e e e e 2 it i

e

e Grant of Research Licenses is Guided by the Science, Technology and Innovation (Re

equlations, 2014CONDITIONS

1. The License is valid for the proposed research, location and specified period

2. The License any rights thereunder are non-transferable

3. The Licensee shall inform the relevant County Director of Education, County Commissioner and County
Governor beforecommencement of the research

- i G .

- E

een licensed to conduct research in Meru on the
, Meru county, Kenya for the period ending:

763290
Applicant Identificatio Director General
NATIONAL COMMISSION FCR
SCIENCE, TECHNOLOGY &
INNOVATION

73









