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Abstract
Background: Globally every day 830 women die from preventable causes related to pregnancy

and childbirth and 99% of maternal deaths occur in developing countries. Young people and
adolescents face higher risk of complication. Unintended pregnancy among young people

increases risk of maternal morbidity and mortality.

Objectives: The objectives of this study are to estimate the prevalence of unintended pregnancy

among youth in Ethiopia and to explore the factors associated with the unintended pregnancy.

Methods: We employed mixed methods. The quantitative part applied cross sectional study
design using data from Ethiopian Demographic and Health Survey (EDHS) 2016. The dataset

was accessed online www.measuredhs.com. The qualitative method applied in- depth interview

of purposively selected 15-24 years old female who visited health facilities for antenatal or
abortion care service. Quantitative data was analyzed using STATA version 14 software.
Descriptive and binary logistical regression analysis techniques were used to estimate the
prevalence unintended pregnancy and identify factors associated with unintended pregnancy.

Qualitative data was analyzed by open code version 4.02 using content analysis method.

Result: Four hundred youths (6.5%) were found to be pregnant from a total of 6,143 (weighted)
youths who participated in the 2016 EDHS. Among the pregnant youths 141(35.3%) had no
education, 197(49.3%) attended primary school, 372 (93%) were married, 235(58.8%) were
unemployed, and 343(85.7%) live in rural area. The prevalence of unintended pregnancy among
pregnant youth was 25%. In-depth interview data analysis showed contraceptive failure, not
using any modern contraceptive, low risk prediction, lack of support by family, partner
disagreement and desire to continue education were found to be the main reasons for having

unintended pregnancy.

Conclusion and Recommendation: The prevalence of unintended pregnancy among youth in
Ethiopia is high. Effort should focus on empowering women to make them psychological and
economic independent to enable them decide about their pregnancy. Changing the wrong belief
and perception on modern contraception in the community is important to improve utilization of

those methods by young women.

xi
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1. Introduction

1.1. Background

There is no universally accepted definition for adolescent and youth. United Nation gives
adolescents to be age 10 —19 and youth from 15-24 for common use by the member states.
Adolescent and youths accounts for more than 1.8 billion of world’s population (1).In Ethiopia
youth accounts for 20.11% from the total population(1). Considering their number reducing
maternal morbidity and mortality from pregnancy and childbirth related death should still be
strengthened. Generally this age range is taken to be the healthiest time but the death of
adolescent and youth is high specially in developing countries(1, 2).

Unintended pregnancy is defined as a pregnancy that is either mistimed or unwanted(3, 4).1t’s
called mistimed when the pregnancy occurs before the expected time and unwanted if the

pregnancy is not wanted at the time of conception (3-5).

Globally maternal mortality is still very high. Every day 830 women die of preventable cause
related to pregnancy and childbirth and 99% of maternal death occur in developing countries and
young adolescents face higher risk of complication and death than other women(6).Annually 45
million unintended pregnancies end up with abortion of which 19 million are unsafe. About 40%
of this abortion is done in women less than 25 years old. Consequently, close to 80,000 women
die every year from complication of unsafe abortion (4, 7).According to WHO estimates African
women have 5.5 million unsafe abortion yearly. Of these women around 36, 000 women die as a

result of complication from the procedure(6).

Worldwide the maternal mortality ratio is dropped by about 44% since 1990 and 2015. And
currently the United Nation members states works in Sustainable Development Goals putting a
target to reduce preventable maternal mortality to less than 70 per 100,000 live births by 2030,in
SDG3 target 3.1(8). There are trials in providing affordable and accessible interventions,
providing contraception and safe abortion, antenatal and postnatal care in order to prevent
unintended pregnancy and consequence associated with it but still maternal morbidity and

mortality is high in developing countries.



In Ethiopia the reproductive health problems of young people are gradually gaining more
attention. The Adolescent and Youth Strategy 2016-2020 envisions to improve adolescent and
youth reproductive health in Ethiopia by providing quality and need based services. However,
there is a gap in addressing the young people health needs and reducing their reproductive health
problems. Youth friendly reproductive health services provision was part of the adolescent and
youth strategy planned as solution by the government (9). In 2005 Ethiopia liberalized its penal
code to Provide Safe Abortion care. With the revised criteria now more women including
adolescents and youths get access to safe abortion care services (10). Regardless of the effort
done by the government and civic society organizations the maternal mortality ratio remains high
at 412 deaths per 100,000 live births (11).



1.2 Statement of the problem

Unintended pregnancy among adolescent and youth has very serious consequences for both the
mother and fetus. Peri-natal deaths among mothers aged less than 20 years is 50% higher than
among mothers aged 20-29 (12). Unintended pregnancy leads to increased maternal and infantile
morbidity and mortality, loss of self-esteem, depression, anxiety, familial conflicts, dropping out
of school, interruption of life projects, premature incorporation into the labor force and
maintenance of poverty cycle(13). In addition teens tend to recognize their pregnancy status later
than adult women which will lead them to take part in harmful behaviors including drinking and

smoking in their early stage of their pregnancies that will harm themselves and the infant(13).

Globally every year 210 million pregnancies occur out of which 38% are unplanned and 22% of
those pregnancies end up in an abortion (5). In Sub Saharan countries an estimated 14 million
unintended pregnancy occur each year mostly because of wrong use of short term contraceptives
(5). Ethiopia has one of the highest number of maternal deaths in the world: One in 27 women
die from complications of pregnancy or childbirth annually(6). In Ethiopia prevalence of
unintended pregnancy is higher in the national survey data analysis among the three regions in
the country which is Oromiya, Amhara and SNNRP (14, 15). The prevalence of unintended
pregnancy is variable in different part of the country ranging from 13.7 to 41.5(3, 14-20).

Increasing the contraceptive prevalence will definably help reduce maternal and child mortality
by preventing unintended pregnancy. Contraceptive prevalence rate is 36% nationally. The
highest contraceptive prevalence is reported for Addis Ababa 50% followed by Amhara region
47%(11). The national level unmet need for contraceptive is 4.7 for adolescents aged 15-19 and
12.3 for youth 20-24. The demand for contraceptive is 12.2 and 38.7 for adolescent and youth,
respectively (11). In addition in most urban part the country which is thought to be easier to get
information regarding reproductive health SA is above the estimated level of safe abortion for
Africa and East Africa. Interventions that were conducted in order to decrease this problem were
not effective (21). Interventions that were planned to serve youth were not reaching the target
group especially young women who are out of school, married and in need of those services (22).
Induced abortions are much more common in urban regions, where fertility rates are low,
suggesting that induced abortion is being used by younger women who want to space births,

rather than by older women who have already had all the children they want (6).This indicates



that there is a need to make specific in making interventions more effective in decreasing such

problems.

Previous studies reported several factors contributing to unintended pregnancy. These include
marital status, living arrangement at the time of interview and availability of mass media at home
indicating that information gap has a major part in causing of the problem(16). The other studies
showed that coerced sex, cohabitance, boyfriend being the primary money spender, not having
casual sex partner in the past year, not knowing where to get contraceptive methods, not using
any contraceptive methods were influencing having unintended pregnancy, fear of provider
discrimination and mistreatment, health facilities stock-out of contraceptive commaodities, using
contraceptive with high failure rate, inappropriate use of contraceptive, rape and incest were
found to influence having unintended pregnancy(23-27). Previous studies showed that the most
affected group with unintended pregnancy were young and unmarried people but most studies do
not focus on youth who face major complications arise from unintended pregnancy and the
barriers in preventing unintended pregnancy from the client’s perspective. So with this facility
accessibility and service delivery there is a need to see the barriers for youth to prevent
unintended pregnancy from their own side for providing targeted and effective strategy for all

and that is what this study will try to address.



1.3. Significance of the study

It is a fact that adolescents and youths are the future assets of the country. Therefore, it is
essential to protect and fulfill the health needs of this part of the community so that they would
have better future and will be able to contribute to the community they live in. To do so it is
important to see magnitude of the problem and their need from their own perspective and in turn
this also helps to make our intervention to be targeted and effective. Unintended pregnancy is
very concerning public health problem. Studies on the magnitude and factors contributing to
unintended pregnancy are mostly quantitative and do not address the problem from the
participants perspective. The factors contributing for the occurrence of unintended pregnancy
were contextual so it important to address the factors from participants side who face this
problem and have up to date data on the magnitude of the problem. This study will generate
evidence for the current adolescent and youth national policy by showing what factors
contributed for having unplanned pregnancy for policy makers and programmers and this also
help to addressing health consequence of unplanned pregnancy in young people in Ethiopia.



2. Literature review

2.1. Magnitude of unintended pregnancy
The unintended pregnancy in USA was 41.4 % of which 31.1% were mistimed and 10.3% were
unwanted and unintended pregnancy were more prevalent in women who completed 12 or less

and unmarried(28).

The Prevalence of unintended pregnancy were 30.2% in Sudan, Riyadh and Alshekh Elfadni
,urban and rural locality of Khartoum state and reason for the unintededness of the pregnancy
were too soon after last pregnancy and being too young ,and education interruption, magnitude
of unintended pregnancy increases as education level increases(4).A secondary data analysis
from 2011 EDHS shows that the prevalence of unintended pregnancy in Ethiopia was found to
be 30.2% and the burden of this unintended pregnancy fall on young, unmarried, higher wealth,
higher parity, ethnic majority and high family size and with less education level(15).Another
analysis result from EDHS 2011 showed the prevalence of unintended pregnancy was 24% out
of which 17.1% being mistimed and 6.9% being unwanted (14).The prevalence of unintended
pregnancy were 13.7% and 15.3% in Belessa and Bahir Dar respectively which is relatively

low(16, 20). The prevalence of unintended pregnancy were 20.6% in Gondar, Ethiopia(5).

The prevalence of unintended pregnancy in Gelemso, Ethiopia, was 27.1 % (21.9% mistimed
and 5.2% unwanted) and single, widowed/divorced marital status and having more than 2
children and having no awareness on contraceptive were the factors associated with unintended
pregnancy (17).In Eastern Ethiopia the magnitude of unintended pregnancy was 33.3% and the
higher burden of unintended pregnancy fall on teenagers, those who got married before the age
of 20 and who are currently unmarried (19). The other study in Arsi Negele showed that the
prevalence of unintended pregnancy is 41.5% and factors identified associated with having
unintended pregnancy were age above 35, single marital status, parity above 2, having health

professional visit, having the autonomy to use contraceptive and having history of abortion (18).



2.2. Reason for unintended pregnancy

The study done in USA to assess the factors that predispose adolescent aged 15-21 for unplanned
pregnancy identified coerced sex by their boyfriend because they are younger by age,
cohabitance, boyfriend being the primary source of spending money as the main reason(23). For
the cause of unintended pregnancy factors identified by teenage respondents were misuse of

contraceptives and not knowing contraceptives options available(29).

A community based cross sectional study done Mwanza region of Tanzania aiming to identify
risk factors for unplanned pregnancy among young women increasing age, lower level of
education, not being currently married and occupation with higher among business and lowest
among students were identified as a main factors for unplanned pregnancy among young women
and also not having casual sexual partner in the past year, knowledge of where to access modern
contraceptive and not using any modern contraceptive method contributes for young to have
unplanned pregnancy(24). The study done in Kenya identified that the primary reason for women
to seek abortion lack of opportunities and stigma for women with unplanned pregnancy. The
other reasons were lack of knowledge and access to contraceptive methods, contraceptive failure,
fear of provider discrimination and mistreatment, health facilities stock-out of contraceptive
commodities and lack of available options of contraception, lack of knowledge on sexual and
reproductive rights and gender based violence(30).A study done in Nigeria shows that the main
reason for not wanting pregnancy in rural area were not wanting to be seen unwed single mother
and for urban area were high cost of raising children, short birth interval or poor timing of
pregnancies, desire to continue with education and having completed family size and the
abortion in this study was 33.5%for the state and 34.8% and 29.4% in urban and rural areas of
Ogun state respectively(26).Another facility based cross sectional study done in Kenya shows
that youth that live in urban area were most likely to report previous induced abortion than youth
that live in rural area (40%), and also youth who completed high school and above were less
likely to report previous abortion. Youth that report previous induced abortion were using
contraceptive methods that have high failure rate (emergency contraceptive, withdrawal and
rhythm methods)(25).Another study conducted in Kenya with the aim of identifying the factors
associated with repeated abortion women who seek care after repeated abortion were on

traditional contraceptive methods 43%, short acting 22% and long acting 7% methods(31).



A study done in Ethiopia, Wolayita Sodo University, the abortion rate were 65 per 1000 which
is much higher than the country’s whole abortion rate ( 23 per 1000)and 9.4% were recurrence
abortion. From the reported pregnancies for the last 12 months from the study date was (7.7%),
85.3% were unplanned pregnancies and the reason for not wanting the pregnancy was education
and reason for getting pregnant was low risk prediction, contraceptive failure and inappropriate
use of contraceptive, rape and incest(27).In a facility based study conducted in Gurage zone,
southern Ethiopia with the aim of assessing induced abortion and associated factors in health
facilities of Gurage zone 51.8% of the respondents have history of pregnancy that ended up in an
abortion including the current pregnancy and the majority 46.5% have no history of delivery, the
reason for having current unwanted pregnancy was negligence in using contraceptives properly
and partner pressure, factors associated with induced abortion were pregnancy being unwanted
and having more than four pregnancies, those in primary school and aged 30-34 are less likely to
have an abortion(32). Another community based cross sectional study done in Ethiopia Debre
Birhan town showed that the prevalence of unintended pregnancy was found to be 23.5% and
from this 12.9% was mistimed pregnancies, the reason for not being able to prevent unwanted
pregnancies was contraceptive failure and for mistimed pregnancy not using family planning
method and the other reasons were walk to health center >80 min, gravidity >5, parity 1-2, and

partner disagreement(3).

2.3. Research question
1. What is the prevalence of unintended pregnancy among youth in Ethiopia?

2. Why youths are not able to prevent unintended pregnancy in Zuway?



3. Conceptual framework

Sociodemographic Institutional
factors factors
-Residence -Formal sex
education
-Age _
-FP services
-Educational status Among youth .
-PA services
-Marital status
-Media exposure
-Occupation

Personal factors
-Perception on sexuality
-Practice of sex

-Attitudes on contraception and
abortion

-Perceived self-efficacy

Figure 1: Conceptual framework for the assessment of prevalence of unintended pregnancy and

understanding reasons in preventing unintended pregnancy among youth in Ethiopia, 2019.



4. Objectives

4.1. General objective
4.1.1. To assess Prevalence of unintended pregnancy and understanding the reasons in
preventing unintended pregnancy among youth in Ethiopia, 2019.

4.2. Specific objectives
4.2.1. To estimate the prevalence of unintended pregnancy among youth in Ethiopia,
2019.

4.2.2. To explore the reasons for the occurrence of unintended pregnancy among youth in
Zuway, 20109.
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5. Method

5.1. Study Design

5.1.1. For quantitative
Cross sectional study design was used and the data was drawn from a nationally representative

sample Ethiopian Demographic Health Survey 2016. This survey is conducted by CSA every
five years with the primary objective of getting up-to-date estimates of key demographic and
health indicators by Ministry of Health (MoH) request and this is the fourth round. The survey is
conducted by ICF technical assistance.

5.1.2. For qualitative
Qualitative content analysis was conducted to assess the experience of youth with unintended

pregnancy to get deep understanding of the reasons in preventing unintended pregnancy among

youth.

5.2. Study Area and period

5.1.1. For quantitative
The study area of 2016 EDHS covers the whole country with nationwide representative sample.

Ethiopia is found in the horn of Africa which is divided in 9 regions (Oromiya, Amhara,
SNNPR, Benishangul-Gumuz, Tigray, Afar, Somali, Gambela and Harari) and 2 city
administrations (Addis Ababa and Dire Dawa) then also divided into zonal administration then
into Woreda for administrative purpose. The Woreda is also divided into kebele which is the
smallest administrative body. The country has a total population of about 100,000,000 with
1,100,000 square kilometers area in 2018 based on United Nation latest estimates making the
country the second populous country in Africa. The data collection was conducted from January
18, 2016 to June 27, 2016.

5.1.2. For qualitative
The qualitative study was conducted from May, 2019 to June, 2019 in Batu health center of

Zuway one of the city with in Adami- Tullu- Jido- Kombolcha Woreda in the East Shewa Zone
of Oromiya regional state. The Woreda is divided into 48 kebele with a population of 1000 to
5000 and also have one non- governmental organizational hospital, 9 health centers and 43
health posts staffed with 2 HEWSs each per kebele.

11



5.4. Population
5.4.1 Source population

5.4.1.1. For quantitative
All youths in aged 15-24.

5.4.1.2. For qualitative
All women of 15-24 years old who were pregnant at the time of data collection in the selected

health facility.

5.4.2. Study population

5.4.2.1. For quantitative
All pregnant youths included in the study for in EDHS 2016.

5.4.2.2. For qualitative
Women aged 15-24 in the selected study area found to have unintended (unwanted or mistimed)

pregnancy and who are volunteer to participate in the study.

5.4.3. Inclusion criteria

5.4.3.1. For qualitative

Pregnant women aged 15-24 who reported to have unintended pregnancy.
5.4.4. Exclusion criteria

5.4.4.1.For qualitative
Young clients who have difficulties of talking (unable to hear or mentally ill) or who are in

severe pain will not be included.

5.5. Sample size

5.5.1. For quantitative
The total sample size of EDHS 2016 was 16,583 women aged 15-49. The total youth included in

this survey were 6143(weighted) and total pregnant youth were 400(weighted).A total of 400
pregnant youth were the sample size for this study.

5.5.2. For qualitative
For the qualitative study the interview was held until saturation level was achieved.

12



5.6. Sampling procedure

5.6.1. For quantitative
The 2016 EDHS used 2007 Ethiopian population and Housing Census conducted by CSA

including 84,915 EAs. The samples were stratified and selected in two stages. Ethiopia has 11
regions (9 regions and 2 administrative cities) which were divided into rural and urban areas
giving 21 strata. From each stratum 645 EAs were selected independently depending on their
size. The household list in those 645 EAs (202 urban and 443 rural) was done to get sampling
frame and 28 household per cluster was selected by simple random sampling and 15-49 aged
women and men aged 15-59 who were permanent resident or guests who stayed the night before

the survey were eligible for the interview.

5.6.2. For qualitative
For qualitative study the study site were selected randomly. Participants who found to have

unintended pregnancy who came for ANC service or Safe Abortion service were selected from

the selected health facility purposively for the interview.

5.7. Data collection procedure

5.7.1. For quantitative
The EDHS 2016 used five questionnaires (household, woman’s, man’s, biomarker and health

facility questionnaire) which were adapted from the DHS program, standard Demographic and
health survey questionnaire pretested and modified to reflect the population and health issues
relevant to Ethiopia. This study used dataset collected using woman’s questionnaire. The data
were collected by trained data collectors. The data set was obtained after registration on the

website www.measuredhs.com.

5.7.2. For qualitative
The qualitative data was collected using unstructured guiding questions by the primary

investigator with in-depth interview. After selecting the participants from eligible group the
interview was held in separate room so that the respondent will talk freely. Each interview was

audio recorded.

5.8. Data Analysis procedure

5.8.1. For quantitative
Descriptive analysis from the data set EDHS 2016 woman’s questionnaire (Socio demographic,

Obstetric History and on Reproduction) was done using STATA version 14 software.
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Descriptive result of this study is based on weighted frequency. Bivariate logistic regression was
done for each predictor variable and outcome variable. Multiple logistic regressions was done

and statistical significance p-value less than 0.05 was taken as determinant factor.

5.8.2. For qualitative
The qualitative data collected was transcribed in to text, translated into English and then

imported to open code version 4.02 for coding. After coding the same codes were merged to

similar themes and were analyzed using content analysis.

5.8. Data quality assurance

5.9.1. For quantitative
Pretest was done before the actual data collection for the qualitative study to understand the local

context and familiarize the data collector with the issue of interest.

5.9.2. For qualitative
For the qualitative data after data collection and before transcribing the audio it was listened

repeatedly to not miss any component and understand thoroughly. Each interview was

transcribed and coded on daily basis. Only one interview was conducted in a day.

5.9. Variables

5.10.1. Dependent variable
The dependent variable for this study is unintended pregnancy.

5.10.2. Independent variable
The independent variables from Socio demographic characteristics included for this study were

age, religion, educational status, marital status, occupation and wealth index. From the obstetric
history parity, history of ever having terminated pregnancy, current pregnant and current
pregnancy wanted. From maternal reproductive health service utilization knowledge of any
contraceptive method, visit health facility in the past 12 months, told about family planning at
the health facility, attended Ante natal care service, Pattern of Contraceptive use and unmet need.
From women empowerment variables, beating were justified if wife goes out without telling
husband, beating were justified if wife neglects the children, beating were justified if wife argues
with husband, beating were justified if wife refuse to have sex with husband and beating were

justified if wife burns food.
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5.10. Ethical issue

Ethical clearance and support letter were obtained from Addis Ababa University College of
Health Science Institution of Review Board and was submitted to selected health facility officials
(Batu Health Center) to conduct the study.

Verbal informed consent was obtained from respondents after explanation is given on the
objective, procedure, potential risks and benefits of participating in the study and the right to

withdraw from the study at any time throughout their interview.

This study will helps policy makers, programmers and researchers to give appropriate attention
on issues of youth unintended pregnancy experience and associated factor in Ethiopia. The

participants were informed that there will be no direct benefit in participating in this study.

During data collection the interviewer was reducing the emotional harm that was caused when
sensitive questions was being raised by stopping the interview for a moment and letting the

respondent to cool down and also providing counseling.

Study participants were assured their response confidentiality by removing personal
identifications instead using codes and not sharing their information to anyone other than the
study team. The interview was held with strict privacy by conducting in a separate room.
Participants were re assured on the confidentiality whenever necessary.
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6. Result
6.1. Quantitative result

6.1. 1. Socio demographic result of the participant
The total women interviewed in EDHS 2016 were 15,683 from 16,583 total sample size yielding

95% response rate. From these the youth were 6,401(weighted=6, 143, 3381=15-19, 2762=20-24
years old). Majority of the youth were 15-19 years old (55%), attending primary school (54.3%),
Orthodox Christians (43.0%), live in rural area (76.1%), currently unmarried (62.6%), and not
working (56.2%).

Among all youths interviewed in the 2016 EDHS 400 (6.5%) were pregnant, 101(25.3%) were
15-19 years old and the rest 299(74.7%) were 20-24. The mean age of the pregnant youth was
19.09, (SD + 2.8 years). Among the pregnant youths for 100 (25%) of them the pregnancy was
unintended.

About one-third (35.3%) of the pregnant youths did not attend any formal education (35.3% and
35.0% of youth who reported intended and unintended pregnancy, respectively) while 197
(49.3%) of them attended primary education (48.3% and 52% of youths who reported intended
and unintended pregnancy, respectively).From 44.7% of respondents Muslim religion followers
43.3% and 49%of youths reported intended and unintended pregnancy respectively. The other
28.5% follow Orthodox religion out of which 29% and 27% of them reported intended and
unintended pregnancy respectively. From 85.5% of respondents who resides in rural area 86%
and 85% of the youths reported intended and unintended pregnancy respectively. Married
respondent accounts 93% out of which 97.3% and 80% of the youths reported intended and
unintended pregnancy respectively. Respondents who were not currently working accounts for
41.2% out of which 38.3% and 50% of them reported to have intended and unintended
pregnancy respectively. Around one-fourth (24%) of youth were from poorest wealth index
(77% and 23% of the youths reported intended and unintended pregnancy respectively). Close to
one —third (27%) of the youths were from poorer wealth index out of which 71.3% and 28.7% of

them reported intended and unintended pregnancy respectively (Table 1).
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Table 1: Socio-demographic characteristics of pregnant youth aged 15-24 included in the

Ethiopian Demographic and Health Survey 2016.

Variables

Age
15-19
20-24
Educational level
No education
Primary
Secondary
Higher
Religion
Orthodox
Catholic
Protestant
Muslim
Traditional
Other
Place of residence
Urban
Rural

Current marital status
Currently married

Not currently married
Occupation

Not working

Intended pregnancyUnintended pregnancyPregnant youth
frequency (%0) frequency (%0) Frequency (%o)
76 (25.3) 25 (25) 101 (25.3)

224 (74.7) 75 (75) 299 (74.7)

106 (35.3) 35 (35) 141 (35.3)
145(48.3) 52 (52) 197 (49.3)

44 (14.7) 13 (13) 57 (14.3)

6(2) 0 6 (1.5)

87 (29) 27 (27) 114 (28.5)
2(0.7) 0 2 (0.5)

68 (22.7) 19 (19) 87 (21.7)

130 (43.3) 49 (49) 179 (44.7)

12 (4) 0 12 (3)

1(0.3) 4(4) 5 (1.2)

42 (14) 15 (15) 57 (14.3)

258 (86) 85 (85) 343 (85.7)
292(97.3) 80(80) 372(93)

8(2.7) 20(20) 28(7)

185 (61.7) 50 (50) 235(58.8)
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Currently working 115(38.3) 50(50) 166(41.2)
Wealth index

Poorest 73(77.0) 23(23.0) 96(24)
Poorer 77(71.3) 31(28.7) 108(27)
Middle 53(80.3) 13(19.7) 66(16.5)
Richer 44(72.1) 17(27.9) 61(15.3)
Richest 53(75.7) 17(24.3) 70(17.5)
Total
300 (75) 100 (25) 400(100)

Respondents who resides in Oromiya region had 30.9% of unintended pregnancy followed by
SNNRP region with 26.4% unintended pregnancy and Amhara region with 24.2% of unintended

pregnancy prevalence (Figure 2).
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Figure 2: Prevalence of unintended pregnancy among youth in Ethiopian Demographic and
health Survey 2016 by region.
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From those youths who reported their pregnancy to be unintended 80% of had mistimed that
means they did not want the pregnancy to happen at the time of conception but later. The rest
20% of them had unwanted pregnancy that was not wanted neither at the time of conception nor
later (Figure 4).

= Mistimed

= Unwanted

=

Figure 3: Mistimed and unwanted pregnancy among youths in Ethiopian Demographic and
Health Survey 2016.

6.1.2. Obstetric history and knowledge on modern contraceptive of the respondents

Regarding the obstetric history of the pregnant youth 187(46.8%) of them did not have any living
child, 126(31.5%) of them have one living child, 57(14.5%) of them have two living children
and 27(6.8%) and 3(0.8%) of them have three and four living children respectively. From the
currently pregnant youths 372(93%) of them have no history of terminated pregnancy. From

those having unintended pregnancy 7(7%) have previous history of terminated pregnancy.

When we see respondents knowledge on ovulatory cycle that will influence the ability to predict
risk of pregnancy from the currently pregnant youths 4.5% of them have knowledge of ovulatory
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cycle during her period, 31.8% of them after period ended, 24.5% of them in the middle of the
cycle, 5% of them before period begins, 16.3% of them at any time and 18.5% of them do not
have knowledge on ovulatory cycle. Forty three of the respondents with unintended pregnancy
think that a woman can get pregnant after birth and before period. Regarding knowledge on
modern contraceptive fifteen of the respondents with intended pregnancy knows no method of
contraceptive and 285 of them knows modern method and all of the respondents with unintended
pregnancy know modern method. Majority of the respondents with unintended pregnancy
61(61%) never used anything to delay or avoid getting pregnant.

6.1.3. Reproductive health service utilization by pregnant youths

From a total of 300(75.0%) respondents with intended pregnancy 141(47.0%) of them did not
visit health facility in the past 12 months and 37(37.0%) of the respondents with unintended
pregnancy did not visit health facility in the last 12 months. From those who have intended
pregnancy 90(55.9%) of them were not told about family planning at the health facility and from
58 respondents who have unintended pregnancy 15(36.8%) of them were not told about family
planning at the health facility. From the total of 146 respondents with intended pregnancy
70(47.9) respondents had attended Ante natal care service and from a total of 65 respondents
with unintended pregnancy 34(52.3%) of them did not have ANC service. From the respondents
with unintended pregnancy 69(69%) of them have unmet need for spacing. From those with
unintended pregnancy 61(61.0%) had never used contraceptive and 31(31%) of them used
contraceptive since last birth. From 300 respondents with 193(64.3%) of them never used
contraceptive and 101(33.7%) of them used contraceptive since last birth (Table 2).
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Table 2: Reproductive health service utilization of pregnant youths aged 15-24 included in

Ethiopian Demographic and Health Survey 2016.

Variable Intended Unintended Total
pregnancy pregnancy
Frequency and  Frequency
% and

%

Visited health facility in the last 12 months

Yes 159 (53.0) 63 (63.0) 222 (55.5)
No 141 (47.0) 37 (37.0) 178(44.5)
At the health facility, told about family planning

71 (44.1) 43 (63.2) 114(52.3)
Yes 90 (55.9) 15 (36.8) 105(47.7)
No
Attended antenatal care service
Yes 76 (52.1) 31 (47.7) 107(50.7)
No 70 (47.9) 34 (52.3) 104(49.3)
Un met need
Unmet need for spacing 0 69 (69.0) 69(17.3%)
Spacing failure 3(2) 8 (8.0) 11(2.4%)
No unmet need 289 (96.3) 4 (4.0) 293(73.3%)
Not married & no sex in last 30 8 (2.7) 20 (20) 28(7.0%)
days
Pattern of Contraceptive use
Used since last birth 101 (33.7) 31 (31.0) 132 (33%)
Used before last birth 9 (3.0) 9(9.0) 18 (4.5%)
Never used 193 (64.3) 61 (61.0) 254 (63.5%)
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For 195 (48.8%) of pregnant youths beating were justified if wife goes out without telling
husband out of which 51 (26.2%) were having unintended pregnancy. For 186 (46.5%) of
pregnant youths beating were justified if wife neglects the children out of which 44 (24.7%) of
them have unintended pregnancy. For 164 (41%) of pregnant youths beating were justified if
wife argues with husband out of which 44 (26.8%) of them have unintended pregnancy. For
132(33%) of currently pregnant youths beating were justified if wife refuse to have sex with
husband out of which 37 (28%) have unintended pregnancy. For 158 (39.5%) of pregnant youths
beating were justified if wife burns food out of which 43 (27.2%) of them have unintended

pregnancy (table 5).

Table 3: shows pregnant youth in relation with women empowerment variables in EDHS 2016.

No Variable Intended pregnancy frequency Unintended pregnancy Total frequency and (%)
and (%) frequency and (%)

beating were justified if wife
goes out without telling husband

144(48) 51(51) 195(48.8)
Yes
No 156(52) 49(49) 205(51.2)
beating were justified if wife neglects the children
Yes 140(46.7) 46(46) 186(46.5)
No 160(53.3) 54(54) 214(53.5)
beating were justified if wife argues with husband
Yes 121(40.3) 43(43) 164(41)
No 179(59.7) 57(57) 236(59)
beating were justified if wife refuse to have sex with husband
Yes 96(32) 36(36) 132(33)
No 204(68) 64(64) 268(77)
beating were justified if wife burns food
Yes 115(38.3) 43(43) 157(39.3)
No 185(61.7) 57(57) 242(60.7)
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6.1.4. Regression analysis result

Bivariate regression analysis of the dependent variable and each of the independent variables
was done to assess the statistical association and select independent variables statistically
significantly associated with the dependent variable to include in the multivariate logistic
regression analysis model. Variables that had association with the outcome variable with p- value
of < 0.02 and variables that were expected to have association with the outcome variable from
the literature were selected for the final model. The variance inflation factor (VIF) was checked
and ranged from 1.02-1.14 between the independent variables and there was no concern of

multicollinearity.

Multivariable logistic regression analysis showed that respondents currently working were less
likely to have unintended pregnancy compared to those who were not currently working
(AORs=0.528, CI =0.29, 0.95); married women less likely to have unintended pregnancy
compared to those who were not currently married (AORs=.122, CI1=0.045, 0.33); respondents
who have knowledge of contraceptive methods are less likely to have unintended pregnancy
compared to respondents who do not know any method (AORs=0.096, C1=0.012, 0.75); and
participants having 3-6 living children were more likely to have unintended pregnancy
compared to those having 0-2 living children with (AORs=2.73, CI=1.11, 6.7) (Table 3).

23



Table 4: Multivariable logistic regression result of factors associated with unintended pregnancy

among pregnant youths in Ethiopian Demographic and Health Survey of 2016.

Variables Unintended
pregnancy
Yes (%)  No (%)
Age 15-19 18(28.6) 99(27.9)
20-24 45(71.4) 256(72.1)

Educational No education and 53(84.1)

level Primary

Secondary and 10(15.9)
Higher
Current Currently  married 53(84.1)
marital and living  with
status partner
Not married 10(15.9)
Occupation  Not working 33(52.4)

Currently working 30(47.6)
Parity 0-2 children 55(87.3)
3-6 children 8(12.7)

Knowledge Knows no method 1(1.6)
of any

h
method Knows modern 62(96.1)

297(83.7)

58(16.3)

344(96.9)

11(3.1)

118(33.2)

237(66.8)
329(92.7)

26(7.3)

313(88.2)

42(11.8)

COD(95% CI)

1

0.97(0.53, 1.75)

1.03(0.498,
2.15)

1

0.17(0.07,
0.42)***

1

055 (032,
0.94) **

1
1

1.84(0.79, 4.27)

0.12(0.02,
0.89)**

1

AOR(95%CI)

1

1.06(0.22,
5.198)

1.06(0.48, 2.44)

0.12(0.04,
0.33)***

1

0.53(0.29,
0.95)**

1
1

2.73(C1=1.11,
6.70)**

0.096(CI1=0.01,
0.75)**

1
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method

Wealth Poorest/poorer 32(50.8) 189(53.2) 0.91(CI=0.53, 1.88(CI=0.51,
index 1.55) 6.91)
Middle/richer/richest  31(49.2) 166(46.8) 1 1

1-Reference, ***P value <0.02, ** P value <0.05, COR: crude odds ratio, AOR: adjusted odds
ratio
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6.2. Qualitative result

The qualitative study was conducted in Zuway Batu health Center, we interviewed nine

participants. The participants were recruited from abortion and ANC clinic.

6.2.1. Socio demographic and pregnancy history

When we see the Socio demographic characteristics of the respondents the age ranges from 17-

23 and most of them were current high school student only three respondents were at primary

school. Almost all of them have no jobs. Majority of the respondents are in a relationship but

does not live with their partner.

Table 5: Socio-demographic characteristics of youths aged 15-24 included in the qualitative

study June, 2019.

Variable Frequency
Age

15-19 6
20-24 3
Educational status

No education and primary education 3
Secondary and higher 6
Marital status

Married and living with partner 1
Not currently married 9
Occupation

Currently working 1
Not currently working 8
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6.2.2. Contraceptive method knowledge and utilization

The utilization of contraception highly depends on knowledge of available contraception option
in the facility. Most of the IDI participants didn’t have accurate information about contraceptive
methods. A 19 years old girl with unintended pregnancy decided to continue the pregnancy said
that...

“They told me that the injectable may or may not cause obesity, the arm implants may cause
extended period [menstrual] flow and the tablets may cause face damage [madiyat] and | was

using the injectable but I discontinued for a while because I was not in any relationship...”

Most of the respondents have limited knowledge about type of contraceptive available and the

side effects for each type of modern contraceptive methods.

“... There is loop which is inserted to under arm, a three-month injection and pills. They all use
for preventing pregnancy but the problem is for example loop if it stays long in your body it
causes cancer but this is what | heard | did not see anyone who has cancer because of this
contraceptive and the other is the injection will make your uterus (wenfit yihonal) unable to

conceive in the future but I did not know or hear about the pills...”

Young women have low ability of negotiation and this increases their risk of unintended
pregnancy. After being forced to have sexual intercourse by her boyfriend, 17 years old girl said
that .....

“I was ashamed of what others might say if | call anybody for help so I just say nothing.”

6.2.3. Perception on contraceptive service and Decision making
Perceptions of the community towards contraception and contraceptive use by young people
negatively influence their ability to use contraception especially if they are not married. A

respondent aged 17 who are a student said

“People in my area think using contraceptive before having at least one child is not good for
your future health because, they think, using contraceptive will burn you inside your abdomen

(hode yakatilal) and as a result you will not be able to have children in the future.”

Another factor that influences female youths’ decision on their pregnancy is the support they get

from family members and from their partner. Another 17 years old respondent said
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“When I suspected that I was pregnant I told my boyfriend and we came here and got checked to
be sure that | am pregnant and then we decided to have an abortion because | want to continue
my education and | do not want to have a child at this time. Even if | decide to have the child my
family will be mad at me for having it because they do not agree with this relationship that I am

having with my boyfriend. When | decided to have abortion my boyfriend was willing to support

6.2.4. Legal issues

Most girls do not know the legal criteria to access safe abortion service in a health facility but
they considered that having this service available for women have positive effect on the health
and wellbeing of women. Having abortion care service changed women’s life for good
particularly when women get pregnant from a person they do not want to be. The abortion

service saved them from ruining their entire life. A 17 years old high school student girl said that

“I do not know the law but for me for example | cannot raise the child by myself if I have to give

birth to this pregnancy so it is very useful for women with no choice but to abort the pregnancy.”

Table 6: Major categories and sample verbatim emerging from the qualitative data June, 2019.

Main categories Codes Sample verbatim

Sociodemographic status

age, age at first
sex, educational
status, marital

status, occupation

Perception and utilization

contraceptives “The reason for me to not use contraceptive was we were
knowledge, planning to use science method that was because my
periodic husband did not live with me currently permanently, he is

abstinence, side now learning so he will not be with me the whole month so |

effectsattitude, thought I can use this method but this time | remember he
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Decision making

Legal issues

belief,

contraceptives,

information,

source

discussion,
perception,

rumor,

side

effects, support

access,

legal issues

legal,

came only for the weekend and I think this would not happen
by single time intercourse and this pregnancy happens by

accident.”

“I think if my boyfriend heard | aborted the pregnancy he
will say nothing because it is because of him that | am | this
problem knowing this he left me but if my family heard this
they will be very mad at me so that’s why I never told

’

anyone.’

“No | do not know any of them but having this service is so
important for women who got such pregnancies from the

person that they do not want to have any future.”
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7. Discussion

The prevalence of unintended pregnancy among pregnant youths included in the EDHS 2016
were 25% and factors found to be significantly associated with the occurrence of unintended
pregnancy were occupation, marital status, knowledge of contraceptive methods and parity.The
reasons identified by the qualitative interview for having unintended pregnancy were; not using
any modern contraceptive, contraceptive failure, low risk prediction, lack of support by family,

partner disagreement and desire to continue education.

In this study the prevalence of unintended pregnancy is lower than the study done in USA and in
Sudan(4, 23). Similarly secondary data analysis from the 2011 EDHS dataset showed higher
prevalence(14).This prevalence was also lower than a study done in Gelemso Ethiopia, in
eastern Ethiopia Harari, Arsi Negele(17-19).This difference might be most of those studies
sample included pregnant mothers in reproductive age group while this study included only
youths aged 15-24 years old. This lower prevalence might also be attributed by the relative
accessibility of health information and services than in the previous years. On the other hand the
prevalence is higher than a study done in Belessa, Bahir Dar and Gondar (5, 16, 20). The reason
for this difference might be those studies cover only one site. The other reason might be those
study were done in relatively town areas with relative health information and service

accessibility.

With regard to region of residence the highest rate of unintended pregnancy were found in
Oromiya and SNNPR followed by Amhara region. There was no unintended pregnancy in Addis
Ababa, Harari and Dire Dawa which contradicts the result of 2011 EDHS where the highest rate
of unintended pregnancy were found in Oromiya (38%), Harari (35%), Amhara (34%), Gambela
(33%) and Addis ababa (33%) (13). Even though there was no unintended pregnancy in Harari,
Gambela and Addis Ababa in this study both study found the highest rate of unintended

pregnancy in Oromiya region.

The rate of unintended pregnancy is higher among no education and primary educational level
and this might be due to women with low level education is less likely to access health
information and also less likely to negotiate safe sex. The other reason might be due to low risk

prediction ability by the young women with low educational level. The probability women with
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higher educational level is less likely to involve in risky sexual act.The young women in urban
residence wanting to continue their education was the other reason contributing for young
women to have unintended pregnancy. This is might be due to young women being empowered
and able to decide what works for them.

Occupation for not currently working was associated with unintended pregnancy with the odds
of AORS= 0. 53 (CI =0.29, 0.95). This might be due to the economic dependence of young
women which is difficult for raising a child without the help of partner. This finding was also
supported by the qualitative study finding that women in this age group mostly depended on their
partner for their expenses because either they are a student or they interrupted their education
due to the pregnancy and when this happen most of the women lost the support by their partner
so the pregnancy ended up being unintended. Most of young women in this age group were
under family guidance and support and this have a great influence on their decision on to keep or

abort the pregnancy.

Respondents who were not married or live with their partner were 88% less likely to have
unintended pregnancy (AORs=0.12 C1=0.04, 0.33).This might be due to that married women and
those women living with their partner are prone to continues risk of pregnancy. This might also
indicate that married young women have more unmet need of contraception for spacing or
limiting their fertility. In contrary, findings from a study done in Tanzania never married 2.67
(2.28-3.13) and previously married 2.01 (1.65-2.44) have higher chance of having unintended
pregnancy than the currently married women (18). This finding was also contradicting with the
finding in the study done in Gelemso Hospital in eastern Ethiopia that single were single marital
status 5 times((AOR=5.5, 95 % CIl=2.25, 13.64)) and divorced/widowed marital status 4 times
(AOR=4.0, 95 % CI=1.31, 12.45)likely to have unintended pregnancy than the married women
(14). The qualitative study supports this finding that the factor for having untended pregnancy
was partner disagreement. This was due to most of the young women were living with their
partner without being legally married and this kind of relationship could end up at any time, this
happens in most of the participants in this interview and the pregnancy ended up being

unintended since they do not have any means of supporting themselves or the coming baby.
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Respondents who knows at least one kind of contraceptive method were 88% less likely to have
unintended pregnancy (AORs= 0.12, 0.01, 0.75).This might be due to young women not being
considered a main target regarding for the information and utilization of those available
contraceptive methods. This might also indicate that young women has limited source of
information for reproductive health issues than older women. The other reason might be due to
young women do not want other person to know they know method of contraceptive as this
might show utilization and this does not provide them any good in the community. This was also
supported by the qualitative finding that most of the participant’s reason for not using any
modern contraceptive was not being accepted by the community and family for using
contraceptive before marriage. The side effect of those modern contraceptive believed by the
community to be caused when they are used before having at least one child was also another
reason for not using. Interestingly some women use calendar method but they do not have clear
and correct dates of ovulation and predict the risk of getting pregnant. The belief in the
community held towards modern contraceptive have negative influence for the young women to

utilize the service.

Respondents who have less than or equal to two living children were 2.73 times less likely to
have unintended pregnancy (AORs= 2.73, CI1=0.79, 4.27). This might be due to young women
wanting less number of children due to cost of raising children. This also might be due to women
being more educated and are part of the productive working group these days so that they do not
have time to raise a child than in the previous years. This finding in the present study that the
chance of having unintended pregnancy for youths aged 15-24 were also in line with the studies
done in Ethiopia by the 2011 EDHS dataset with AORs 1.29 [1.09, 1.52] that having 3-5 children
were associated with higher chance of having unintended pregnancy than those having 0-2
children (13).This finding was also in line with the finding done in Gelemso, Eastern Ethiopia
(14).
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8. Strength and Limitation of the study

8.1. Strength of the study
This study was done using mixed method.

The study tries to explain the quantitative result in selected health facility where the prevalence
of unintended pregnancy is the highest and the prevalence is done from the nationally
representative dataset.

8.2. Limitation of the study
The qualitative study only covers one site.

9. Conclusion
According to this study finding the prevalence of unintended pregnancy in Ethiopia is still high.
One out of four pregnancies among youth is unintended and this implies a great deal of health
burden for young women in the country. The reasons identified by the qualitative interview for
having unintended pregnancy were not using any modern contraceptive, contraceptive failure,
low risk prediction, lack of support by family, partner disagreement and desire to continue
education.

10.Recommendation
To Ministry of Health

Effort should focus on involving the community as part of solution in decreasing unintended
pregnancy.

To Oromiya Health Office

Effort should be on making young women empowered by making accessible reproductive health
related information.

To Adami- Tullu- Jido- Kombolcha Woreda Health Office

Efforts also should focus on changing the wrong belief and perception about modern
contraception in the community which have an influence on the utilization of those modern
contraceptives by young women.

For Batu Health Center

Every client who visited health facility should get the available reproductive health information
and services given in the facilities.

For Researcher

Further study should be done in area where the prevalence is lowest to identify factors
contributing and use it as an example for areas with highest prevalence to decrease the problem.
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12. Annexes

12.1. Subject information sheet
Addis Ababa University

School of public health
Information sheet

Hello, my name is Tirfe Emshaw. | am a student of Addis Ababa University School of public
health conducting a research on the assessment of prevalence of unintended pregnancy and
understanding the barriers in preventing unintended pregnancy among youth in Ethiopia for
partial fulfillment of masters of public health. | received permission from Addis Ababa

university school of public health and Addis Ababa health office to conduct this study.

You are selected to participate in this study because you are here to use abortion care and/or
Antenatal care. Your participation in this study is voluntary. If you agree to participate in the
study, you will be asked to answer some questions about yourself, your pregnancy experience.

The interview with you will take about 30-45 minutes.

It is your right to be willing to participate in the study or not. If you are willing, you have the
right to stop at any time or withdraw without giving any reason which you will not be subjected

to any ill-treatment.

There will be no direct benefit by participating in this study but in future information gathered by
this study will helps policy makers, programmers and researchers to give appropriate attention on
issues of youth unintended pregnancy experience and problems in Addis Ababa and also will

help to formulate appropriate interventional strategies focusing on youth.

The information that you provide will be kept confidential by using only code numbers and
locking the data. Only the members of the study team will have the access to the non-coded data
and the data will not be used for purposes other than the study. Your willingness and active

participation is very important for the success of this study.

If you need any further information or explanation regarding to the study, you can have this
address to contact.

Name — Tirfe Emshaw Tel. no — 0912723056 E-mail —-emshawt@gmail.com
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12.2. English version of interview guides

Before we start the interview we will ask for their consent, after we get their consent we turn on

the recorder and start our discussion first by thanking the interviewee.

Interview number:

Participant unique number:

Interviewer name:

Code:

Date of interview:

Interview starts here:

Interview ends here:

YV V V V V V V V V V

Socio demographic and pregnancy history

First we will discuss about you and your current pregnancy ( ask about age, educational
level, marital status, )

How old are you?

What is your job/your source of income?

What is your educational status?

What is your marital status?

How old were you when you had your first sexual intercourse?

How many pregnancies did you have until now?

How many living children did you have now?

Did you encounter unintended pregnancy before?

What decision did you took at the time? Why?

Did you had abortion before? (how long does the pregnancy took, where did you got the
service, what services did you got, who helped you at the time (husband, family, friend,
other)
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Contraceptive method knowledge and utilization

2. Now we will discuss contraceptive methods, what kind of contraceptive methods did you

know? (Where did you hear the information, what kind of benefits and side effects did

you for each type?)

Which method did you choose to use? Why?

What types of contraceptive were there in the health facility you visited?

What side effects and benefits did were you told about the method you chose?
How much did you pay for the service?

Did you encounter any problem in accessing the method you chose? What were
they?

What did you know about the emergency contraceptive? (How it is taken, how
does it work?)

From where could you get contraceptive method other than health center and

hospitals?

3. If you did not ever use any contraceptive method, why was that?

>

Because of high cost, did not get type you wanted, not knowing the methods at
all, or fear of side effects?

Did you have intention of using any method in the future? If you want to use any
method what will be the response of your partner, family...

Could you tell me when could you get pregnancy if you don’t use any
contraceptive method and have sexual intercourse?

What will happen to your relationship if don’t want to have sexual intercourse on

those days?

Perception on contraceptive service

4. Now we will discuss the communities you live in kind of attitude towards using

contraception and unintended pregnancy?

» How about unmarried girls using contraceptive? In addition how do they perceive if

unmarried and underage girls got pregnant?
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Decision making
5. Let’s discuss on your current pregnancy, how did you became aware of your pregnancy?
» How did you decide to continue/abort this current pregnancy?
» What was the contribution of your partner/family friends or people around you/ in
what way did they helped you (money, emotional support...)
What were your concerns while deciding?
What things helped you for your decision?
How long does it take you to decide?

How do feel about your decision now? Why?

YV V. V V V

In your opinion in such issues who should have the final saying whether to
continue or abort the pregnancy?
» What would be your family’s response if they knew you had an abortion (your
partner, friends ...)?
Legal issues
> Do you know the abortion law in Ethiopia (abortion is legal on the certain
condition)?
» In your opinion how does it help women in this area?
Conclusion
> | finished my questions | am very happy with our stay you can say if you have
anything to add before I turn off the recorder.

Thank you very much for your time!!
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12.1. AT A99™ +oN 1 7THOL P&
AGO ANO RLTACAT
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A9°: -FCé APAa@OAANETC: -0912723056  A.9%A : - emshawt@gmail.com
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