CHAPTER 1

GENERAL INTRODUCTION

This chapter begins with an overview of the problem of unintended prggaarng
the youth and why it is such a big problem in any society. Backgroundniafion is
given on South Africa, which is the study area. The chapterccatsains the problem
statement, justification for the study, the objectives efdtudy as well as a literature

review of related studies.
1.1. INTRODUCTION

Unintended pregnancy among the youth is a serious public health praotein f
exposes the young women and the foetuses to higher risk of morbiditgcatadity.
This is because such pregnancies have a high probability ofingsito unsafe
abortion, which has been implicated as a cause of chronicc pelfflammatory
disease, ectopic pregnancy and secondary infertility. (Okonofume@udiu, Aina et
al, 1996). Other identified negative consequences of unintendedapgare late
utilisation of prenatal care, negative birth outcomes such asiltvweight, as well
as child abuse and neglect. (Eggleston, 1999; Crosby, DiClemeimgodtl et al,

2003; Piccinino, nd).

Unintended pregnancy among the youth is socially disruptive (creats®rtein
families and often breaks family relationships). It is aahte economic development
(for example, aborted schooling and career plans which often gepevatgy cycle,
hospital costs and other associated costs) and has demographiationdidor the
population as a whole. (O’'Mahony, 1987; Crosby et al, 2003). The level of

unintended pregnancy is also an indicator of the state of women'’s refrechealth



and of the degree of autonomy women have over their right to reprdduwden and

how often they wish to. (Eggleston, 1999; Ibisomi, 2002).

While two national studies have provided information on the magnitudeimatended
pregnancy among South African youth, there has been no systemdyi¢ccsexamine
the distribution of and identify factors associated with the prokdénhe national

level. This study is an attempt to fill this identifiedpga

1.2. BACKGROUND INFORMATION ON STUDY POPULATION

The Republic of South Africa occupies the southernmost part ef Atiican
continent, stretching latitudinally from 22-35 degrees South andtimgally from
17-33 degrees East. Its surface area is 1 219 080lkshares common boundaries
with republics of Namibia, Botswana, Zimbabwe, Mozambique aadkithgdom of
Swaziland while the kingdom of Lesotho is embedded within it (SoutlcaAfr
yearbook, 2003/04). Most part of the country lies in the sub-tropicalmeBainfall
generally occurs in summer but is unreliable. Hence, long periatisught are often
experienced and encroaching desert is an issue in the westerrf geetaountry.
One-tenth of the land is arable and irrigation schemes have beep $0 support
agriculture and industry. The country has two main seaports in DurithiCape
Town, airports are found in all the provinces and there is an @ehghway

system. (SADHS, 1998).

South Africans come from many cultural traditions. Hence, toeyprise over fifteen
cultural groupings. The South African constitution provides for elevditiadf

languages, namely Afrikaans, English, isiNdebele, isiXhisgalu, Sepedi, Sesotho,



Setswana, siSwati, Tshivenda and Xitsonga. Four population groupsdeatiied
by the Population Registration Act. These are White, IndiarckBiad Colored. This
racial classification under Apartheid had and still has profound ecoradisocial
impacts. (SADHS, 1998). Almost 80% of South Africa’s populationGnestians.
Other major religious groups are the Hindus, Muslims and Jdwe & minority of
the population regard themselves as traditionalists or of noifispeeligious

affiliation. (South Africa yearbook, 2003/04).

Demographic data were fragmented and incomplete in South Afefare the
nineties. While statistics for the Whites, Coloreds and Asie@e of reasonable
quality, the data for Africans were inadequate. This isumz#he African Population
were severely under-represented on the manual South African poplRegister and

by 1972 when it was computerized, only details of whites, colardsAsians were

kept on the new system (Bah, 2004). The 1996 census collected intorrfatithe
whole population and introduced questions for estimating birth and deatistidit

is also being given to improving registration of births and ded8&8DHS, 1998).

The 1996 and 2001 censuses put the total population at 40,6 and 44,8 million
respectively. (Stats SA census key result, 2001). Totalitieraite was 2.9 while life

expectancy for males and females were 58 and 67 yearstresiye¢NPU, 2000).

South Africa’s first democratic election was held in April 1994e constitution
divided the country into nine provinces. The provinces are Westepe, Eastern
Cape, KwaZulu Natal, Northern Cape, Free State, North M&@stteng, Mpumalanga

and Limpopo (Northern Province). Each province has its own lagesland



executive arms of government. The administrative capitéhefcountry is Pretoria,
the legislative capital is Cape Town while the judicegpital is in Bloemfontein.
South Africa is a middle-income country with modern infrastrucamd relatively
well-developed financial, legal, communication, energy and prahsystems. It has
the largest economy in Africa. The main stay of the peopleeandomy vary from
province to province. The major contributors to the economy include&utgre,
forestry, fishing, mining, quarrying, manufacturing, tourisrealrestate, finance,
business services and technology among others. South Africa hamsheskewed
income distribution in the world. (SADHS, 1998). There has beedinder
employment opportunities due in part to economic restructuring. The kvbst this
are the Black Africans (24,1% for men and 34,6% for women). (NEQQQ).
Economic growth has been at a level of about 2% per annum since 1984s lngten

unable to address the problem of poverty and unemployment.

Primary health care has been free to all patients since 43@uth Africa. There are
however widespread inequalities in health service provision andyquHtiere has
been intensive programme of legislative and policy developmerfdon the health
service. Among the priorities are HIV/AIDS, tuberculosis,ten@al health, child
health and nutrition as well as provision of services in preljmesylected areas such
as mental health and maintenance of public health infrasteuc@m reproductive
health, the current health policy focuses on providing adequate mtiormand
facilities to empower people to make informed choices about serigtions,
pregnancy and childbearing. The Choice on Termination of Pregnancgnéicthe
Sterilization Act were introduced in 1996 and 1998 respectively. (S}\498). The
1996 (Act No0.92 of 1996) Choice on Termination of Pregnancy Act promotes

reproductive rights and extends freedom of choice by affording evergmwitme right



to choose whether to have an early, safe and legal termimdfpyagnancy according
to her individual beliefs (No 92 of 1996: Choice on Termination of PregnAanty
1996). The provisions of the Abortion and Sterilization Act, 1975, which wlitla
sterilization are however still in force. The SterilipatiAct of 1998 was mainly a
review of the 1995 Act to incorporate the circumstances under wieiglzation, and
in particular sterilization of persons incapable or incompetecohsent due to mental
disability, may be performed (Select Committee on SociaViGes, 1998). These
Acts thus enable people to make informed choices, implement thetestand have

their rights protected within a legal framework.

In addition to free health care at primary level, healtlrises are legally obliged to
provide contraceptives on request to young people from the age dédiour
Inaccessibility of health services to adolescents is howewer of the current

concerns of the South African Department of Health (NPU, 2000).

Like so much else in South Africa, the educational systemh&acterised by
diversity: schools and universities vary greatly in terms afity) financial resources
and size. While 65% of whites and 40% of Indians over 20 yearsahhigh school
or higher qualification, this figure is only 14% among blacks and liféng the
colored population. The backlogs from so many years of apartheichtssh are
immense. llliteracy rates are high at around 30% of adultsldvgears old (between
six and eight million adults are not functionally literatedaeachers in township
schools are poorly trained. Current areas of priority include eahnijdhood
development, HIV-Aids awareness programmes in schools, and asigltgliaication

and training. (International Marketing Council of South Africa, nd)e Bducation



indicators show more males than females in schools at the prienaal except in
Eastern Cape where they are virtually the same. This adeabyathe males is lost at
secondary level where the sex ratio in schools for all the prewircbetween 79.4

and 97.3. (NPU, 2000).

The position of women in South Africa is intertwined with class i@oé. The most
disadvantaged are the non-urban African women. Since 1994, a strognrgent
policy of gender equality has emerged. A wide range of initistireludes
mechanisms to promote women’s rights and monitor the impact of gosetnm

spending on women'’s lives. (SADHS, 1998).

1.3. PROBLEM STATEMENT

High prevalence of unintended pregnancy among South African youthells w
documented. (SADHS, 1998). However, a number of questions remanswered.
Which group among the South African youth is most affected? Whaharactors
that predispose South African youth to such high prevalence/incidénosentended
pregnancy and how can these factors be integrated into the natidsiad health

programmes to arrest the problem?

1.4. JUSTIFICATION

The relatively few studies on youth reproductive health in Soutrcatiave been
concentrated on factors associated with teenage/unplanned pregmarsgme
geographical units of South Africa, the HIV/AIDS outcome of seXddaviour and
other aspects of adolescent/adulthood pathways. For example, &rRighter-

Strydom (1983) examined factors associated with unplanned pregauacyy urban



Zulu schoolgirls. Van de Ryst, Joubert, Steyn e(2801) examined HIV/AIDS-
related knowledge, attitudes and practices among South Africaramniliecruits
while Kaufman, de Wet & Stadler (2001) explored the following dspeicteenage
childbearing as it relates to key transitions into adulthood: conditinderuwvhich
lobola (bride wealth) or damages are denied or paid or refusedmpact of early
childbearing on school, work and marriage and the consequences of fakemari

childbearing for future relationship.

None of these is an explicit study of the distribution of and thefaassociated with
unintended pregnancy among South African youth as a whole. This studfotber
intends to examine the distribution of unintended pregnancy and to idémeify
important sexual and contraceptive behaviours as well as samorax and

demographic factors associated with unintended pregnancy among Shicdm A
youth. Identifying these factors will go a long way in assispiragram managers and
policy makers in the design and implementation of appropriate natimghprs and

measures that could help in stemming the epidemic among thiesehed resource

potentials of South Africa.

1.5. OBJECTIVES

1.5.1 GENERAL
To examine the distribution of and factors associated with unintemasghancy

among South African youth.

1.5.2 SPECIFIC



 To examine the distribution of unintended pregnancy among South African
youth.

* To examine the relationship between the demographic and socios@cono
factors on one hand and the sexual and contraceptive behaviours onethe ot
hand.

* To identify the explanatory variables that are associated withtamded
pregnancy.

« To measure the strength of association between the identified
sexual/contraceptive behaviours, socio-economic and demograptoics fand

unintended pregnancy among South African youth.

1.6. LITERATURE REVIEW.

Unintended pregnancy among South African youth has been a problem foroguite s
time. Studies have shown varying levels of the prevalemckircidence of the
problem. Ross (1979) put the percentage of unplanned pregnancies amaggreen
in the Durban area of Natal at 89% while all the two hundred ande212) Zulu
schoolgirls in a study carried out by Craig & Richter-Stryd@88@) did not want the
pregnancy. In a case control study of African adolescents undgzat9 carried out
by Jewkes, Vundule, Maforah et al (2001) at African townships and iaform
settlements in Cape Town, 97.4% of the pregnancies of Wwasen were unplanned.
Ninety-seven percent of all unmarried women who had born childrersindy by
Makiwane (1998) said they wish they had not had them while 71.1% afittiescent
girls in KwaZulu Natal surveyed in the 1999 survey on transiticedtdthood in the

context of AIDS did not want the pregnancy (Manzini, 2001).



The 1998 South African Demographic and Health Survey (SADHS) putidigence
of unintended pregnancy among the South African youth for the fivepeéod
preceding the survey at 67% while another national survey conductettheby
Reproductive Health Research Unit (RHRU) of the Universitthef Witwatersrand

(2004) reported that 66% of youth surveyed have had unplanned pregnancies.

These give an idea of the magnitude of the problem in South Affica.trend
however cannot be commented upon for there are some methodological and
definitional differences in the derivation of the estimatas. é&xample, the RHRU
survey collected information on ever had (prevalence of) unplannedamegwhile

the SADHS collected information on incidence five yearsieethe survey.

Craig & Richter-Strydom (1983) in a study of 212 pregnant girls an811
schoolchildren of both sexes in three high schools found that peer pressxre
socialisation, wide spread ignorance about contraception, it effieenjoyment of
sex, its possible side effect as well as negativeud#tt towards most forms of
contraception were associated with unintended pregnancy. Othersfaat poor
socio-economic status, breakdown in religious and moral attitudes aahd of

recreational facilities.

In an exploratory study to investigate factors associated witrageepregnancy
amongst sexually active African adolescents recruited from tupraseas of Cape
Town, Jewkes et al (2001) found that having frequent sex (once a weekrey
without injectable contraceptive behaviour, forced sexual immnatiack of TV

ownership, having a larger household size, not living in a brick haosdéying with



biological father are some of the factors that were stroaggpciated with pregnancy

in their study population.

In a study of schoolgirl pregnancies, O’Mahony (1987) found that only one ths of
thirty schoolgirls planned the pregnancy. Twenty-four (80%) of thedgirls had
disrupted schooling as a direct result of the pregnancy, magdriggrents expressed
anger and/or disappointment, 80% of the boyfriends did not want thiireguls
pregnant, about two-thirds of the schoolgirls had prior knowledge aboubmetdt
menarche to fertility and the relationship of intercourse to quime None of the
schoolgirls used a modern method of contraception and only one used coitus
interruptus. Twenty-four of the schoolgirls claimed some knowledgeuta
contraception while thirteen were misinformed or had unwarrantd.f@en girls
cited imitation of or influence by friends as reasons for seh wieir boyfriends.
Erosion of local traditions was also posited for the high precaleof unmarried

adolescent pregnancy (Makiwane, 1998).

None of these studies is a systematic investigation of ttteréaassociated with
unintended pregnancy among South African youth as a whole. The extentcto whi
findings of these studies have addressed the problem of unintended pregymancy
South Africa youth is not very clear. This could be becausettities were district
based. They do not give a picture of the distribution and factecxiased with the
problem of unintended pregnancy nationally/exclusively and hence, coube nsed
as a basis for designing appropriate national programs and measaesstothe

problem.
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This study therefore, intends to examine the distribution of unintgorégghancy and
its associated factors among South African youth in generakh@thim of providing
a basis for the design and implementation of appropriate napoogiammes and

measures to stem the tide of unintended pregnancy among tieASocen youth.

Elsewhere, studies have examined factors responsible for uredtgrrégnancy.
Crosby et al (2003) in a United States study found that 51% of the ecelues
indicated that their pregnancy was both unplanned and unwanted. Ashbéesitat
indicated lower levels of parental involvement, those thatadly had a child and
those that were younger than 18 years were more likely to riyadrtheir pregnancy

was unplanned and unwanted.

In Nigeria, Okonofua et al (1996) conducted a study on women’'s experen
unwanted pregnancy and induced abortion using a population based household survey
questionnaire. They reported that the respondents’ reasons for advpmragnancies
include: bad timing, desire to remain in school, high cost of having miitdren,

social unacceptability, abandoned by partner and extramarighaney. The result

of the analyses carried out also show that age, educatigioyanent and current use

of family planning are significant independent predictors of unecapregnancy in
Nigerian women. In Ecuador, Eggleston (1999) found that area amoh ref

residence were strongly associated with pregnancy intention.

Additional factors identified by Piccinino, (nd); Mellanby, Pears. Tripp, (1997);

Eaton, Flisher & Aaro, (2003) and Resource Center for Adolescegindirey

Prevention (ReCAPP), (2004) in their reports include: maritglist race, income,

11



external pressure, sexual/physical abuse, substance/alcohol aotyséigation of

sexual activity as well as psychological and social imnitgitur
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CHAPTER 2

METHODOLOGY

This chapter discusses the methodology of the study. The study popaladiaiata
source are discussed. Variables of interest as well awdels are defined. The study
hypotheses are stated. Scope and limitation of the study, plansilisation and
dissemination of the result as well as procedures for dateagement and analysis

are also highlighted.

2.1. STUDY DESIGN

The study is a secondary data analysis of the 1998 South Africanddephic and

Health Survey (SADHS) dataset of women.

2.1.1. ABOUT THE 1998 SADHS

The aim of the SADHS was to collect data as part of theha Health Information
System of South Africa in order to assist policy makers and progeamanagers in
evaluating and designing programmes and strategies for improving bealtces in
the country. The following is a summary of the methodology of theeguas

contained in the 1998 SADHS full report.

2.1.2. DESIGN OF THE SADHS
The 1998 South African Demographic and Health Survey (SADHS awsationally
representative cross-sectional survey with a probability saofgivelve thousand

(12 000) women between the ages of 15 and 49.



The country was divided into nine strata (using the provincesaa)stEach stratum
was further divided into urban and non-urban strata. A two-stagplesamas then
selected from within each of these strata. The samplingefiaeated by the Central
Statistics — now Statistics South Africa (Stats SA) -tifier October 1996 census was
used. The sampling frame consisted of about 86 000 Enumerationeaaasanging

from 100-250 households.

The Primary Sampling Units (PSU) was the Enumeration A(EA3. These were
systematically selected with probability proportional to siZg§P- the size being the
number of households residing in the EA. Nine hundred and seventy-twav&as
selected (690 in urban and 282 from non-urban). Ten visiting points were then
selected from urban and 20 from non-urban EAs. All eligible womene wer
interviewed if the visiting point contained one or two households andewhere

than two, one household is randomly selected. A total of 12 860 houselelels w
selected. Response rate was 92.3%. Other details of thgn desi be found in the

1998 SADHS full report.

2.1.3. SAMPLE SIZE

Sample size was allocated to the provinces based on resoltep Demographic and
Health Survey (DHS) which had shown that a minimum sample of m@dden is
required to obtain estimates of fertility and childhood mortasitgs at an acceptable

level of sampling error. Twelve thousand (12 000) samples wererthosotal. One
thousand (1 000) each from the nine provinces, another 1 000 women was added to

the urban areas of KwaZulu-Natal and Gauteng to try and capgsureany Asian

14



women as possible as they are mostly found in these areasvd$isecause it was
believed that the allocation of 1 000 women per province will notigeeognough
cases for the Asian population group. Additional sample of 2 000 womemls@s
added to Eastern Cape at the request of the Eastern Cape pwhmdended the

additional sample.

2.1.4. QUESTIONNAIRE DESIGN

Content of the women’s questionnaire was adapted from the DHS model
guestionnaire. It was translated into all nine official lamggsain South Africa. The
guestionnaire was pre-tested in November/December 1996 and waefiren the

basis of results of the pilot study.

2.1.5. FIELD WORK

The fieldwork was carried out between January and September 1998 by 33
interviewing teams. The 107 interviewers were selected far édecation, maturity,

field experience and ability to conduct interviews in the relelaguages in a given
province. They were trained by teams from Medical Rese&wtncil (MRC),
Human Sciences Research Council (HSRC), Free State Uhyv@&sntre for Health
System Research and Development) and Macro Internationalraihimg consisted

of two phases. The first a plenary session on generatsisand the second was

specific discussion by section for each of the provincespatse venues.

2.1.6. QUALITY CONTROL
Quality control was instituted at three levels. The first weet field leaders and

editors who were themselves trained to identify EAs in theapte guided the



interviewers in the selection of dwellings for interviewsc@elly, approximately
10% of the samples were re-visited in the months of theviate to ensure
appropriate dwellings were selected and interviewed. Lastyms consisting of
HSRC staff carried out independent quality control visits to kclogestionnaires for

errors, quality of identification and interviews at the Ehsl dwelling levels.

2.1.7. DATA PROCESSING

The questionnaires were processed at the MRC offices in Gape. Dffice editors
checked the clusters for completeness and open-ended questionsodede The
completeness and consistency of the information were checkexk liké data were
entered onto the computer using Integrated System for Survey And§Sia). A
small proportion of the questionnaires were returned to the fiexl completion of

missing information.

2.2. STUDY POPULATION
The study population consists of South African female youth who were
» aged between 15 and 24 years in 1998

» pregnant and/or have had birth(s) in the three years precedind 998
SADHS

* interviewed during the SADHS 1998.

“The UN General Assembly defines ‘youth’ as those persons fdikgeen the ages
of 15 and 24 years inclusive”. [Japanese Organization for IntemahCooperation in
Family Planning (JOICFP), nd]. Hence the choice of women withisrdge group

that meets the other inclusion criteria. All these womereweluded in this analysis.
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This is because the number is manageable, costs no extracessand the result will

be more generalisable than if a sample of the women haddie=m

2.3. KEY WORDS AND VARIABLES OF INTEREST

2.3.1. KEY WORDS

» Epidemiology — ‘study of the distribution and determinants of health-eelat
states or events in specified populations, and the application dfttitig to
control of health problems’ (Last, 1995).

* Youth - “The United Nations (UN) General Assembly defines ‘youth’ a
those persons falling between the ages of 15 and 24 years incl(EMIEFP,
nd).

« Unintended Pregnancy— Mistimed (pregnancies respondents would have
wanted at a later date) and unwanted pregnancies.

» Incidence — ‘Number of new cases arising in a given period in a specified
population’ (Beaglehole, Bonita & Kjellstrom, 1993). In this casanber of
unintended pregnancy that occurred to the study population in the 3-year
period preceding the 1998 SADHS.

» Prevalence- ‘Number of cases in a defined population at a specified point in
time’ (Beaglehole et al, 1993). This is the number of unintendechaney
that has ever occurred to the study population as at the hieyeare being

studied.

2.3.2. EXPLANATORY VARIABLES
These consist of demographic and socio-economic profile of the resperdewell

as some of their sexual and contraceptive behaviours. The sbghaVviours

17



moderated by the contraceptive behaviours directly impact on pregnahity, the

demographic and socio-economic characteristics of the women almd¢kground

variables that predict sexual and contraceptive behaviours. Thgables therefore,

are expected to be associated with planning status at concefitiey.are defined

thus:

Table 2.1. Variables used in the study and their definibns.

VARIABLES \DEFINITION

Demographic & Socio-economic

Age Current age of respondent

Age at 'intercourse Age the first time the respondentdeadial intercourse

Ethnicity Black/African (1), Colored (2), White (3Asian/Indian (4).
The variable will ordinarily imply race in South wda.
Ethnicity is however used in line with the use loé tvariable
name in the 1998 SADHS full report

Region Western Cape (1), Eastern Cape (2), NortBape (3), Free

State (4), KwaZulu Natal (5), North West (6), Gagt«7),
Mpumalanga (8), Northern Province (9)

Type of place of residence

Urban (1), Rural (2)

Current marital status Never married (0), Marrig (iving together (2), Widowed
(3), Divorced (4), Not living together (5)

Highest educational level None (0), Primary (Lx@elary (2), Higher (3)

Occupation Not working (0), Professional/technicalhagerial (1)
Clerical (2), Sales (3), Services (4), Skilled m&ng5),
Unskilled manual (6)

Contraceptive & Sexual behaviour

Contraception by method Current contraceptive dse:method (0), folkloric method

(1), traditional method (2), modern method (3)

Relation to last partner

Categorised as: maritainpa (1), other regular partner (2

casual acquaintance (3), someone just met (4), evoiah
sex worker (5), other (96)

Number of partners

Number of men that the respariuih sex with in the last 1
months before the survey

Partner’s age

Respondent’s partner’s age

Partner’s educational level

Respondent’'s partnetfgghest level of
Categorised as: No education (0), Primary (1), Béary (2),
Higher (3), Don’t know (98)

Abuse

Physical and/or sexual. Imputed from the txadables of
‘ever been mistreated by husband/boyfriend’ andc#d to
have sexual intercourse’. When answer to both tpresis
No, the imputed variable is coded ‘No’ and if answgeYes
to both questions or either of the questions, tnguied
variable is coded ‘Yes’

18
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2.3.3. OUTCOME VARIABLE

The outcome variable is the respondent’'s planning status at comcephis is a
retrospective measure of reproductive intentions determined bye#pondent’s
response to the question - ‘At the time you became pregnantuiagignt to become
pregnant then, did you want to wait until later, or did you not waiiave anymore
children at all?’ (SADHS, 1998). All the women who were pregaarat the time of
the survey were asked the question. The question was also asigddtion to all
births five years preceding the survey. Data on planning stdtusnception for
current pregnancy and births three years preceding the survegxtereted and used

in this analysisThis variable consists of wanted (planned) and unintended (mistime

and unwanted) pregnancies.

2.4. HYPOTHESES

The hypotheses to be tested are:

» Adolescents (15-19 years old) are more likely to have unintended prggnanc
compared to the older youth.

 Unmarried respondents are more likely to have unintended pregnancy
compared to the married ones.

* Respondents with no education and those with primary educationbhleve
more likely to have unintended pregnancy compared to respondéhts w
secondary and higher education.

* Respondents that were physically and/or sexually abused by thgiensaare
more likely to have unintended pregnancy compared to respondents that did

not undergo the experience.
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2.5. SCOPE AND LIMITATIONS

* The outcome variable is a retrospective measure of resptndemoductive
intentions. It is likely to be biased since women may not recatectly how
they felt at the time of conception or may not wish to repodreeption as
unwanted or mistimed once the child born has become a loving family
member or the conception is subjected to rationalisation due to fattiers
including cultural. (Eggleston, 1999; Adetunji, 2001).

* The analysis is restricted to literature-identified factorailable in the data set
and other factors believed to be relevant to the study. Thetsesfaariables
have been defined in Table 2.1.

* Under reporting of sexual activity is particularly problemaimong the
youth. (USAID, 2003). Data used in this analysis is not expecteleto
different. This is likely to bias the association betweerual behaviour
factors and the outcome variable downward. The effect is howe&pected to
be minimal since unintended pregnancies are also likely tmdber-reported.

» Results generated give an ecological view of the issuesdraasd cannot be
individualised. That is, the measures are aggregate measiresby the
exposure of individuals cannot be linked to their outcome. For example the
RHRU (2004) reported that 66% of the youth have had unplanned pregnancy,
this does not mean that seven out of a particular group of teh haue had
unplanned pregnancy.

* Analysis of cases excluded in the study due to missing dataava®ne. This
may not allow the comparison of these cases to the ones andtysedot

however expected to affect the result of the analysis undershmpson that
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the two groups of women (that had and did not have unintended pregnancy)

were likely to be equally affected.

2.6. PLANS FOR UTILISATION AND DISSEMINATION OF RES ULTS

Policy makers, non-governmental organisations (NGO) and other Hodiesed on
youth reproductive health in South Africa will be advised on the finddfigise study.

There is also plan to publish the study in a refereed jowandlto present it at
conferences addressing issues of youth reproductive health. Maenoatianal Inc

will also be advised about the findings of the study (this is ainegent for

supplying the data).

2.7. ETHICAL CONSIDERATIONS

The study made use of secondary data, which was already anongrisecollation
stage, hence, no risk of breaking any interviewee confiddwptiali associated
considerations. The protocol also passed through the Univergitg aVitwatersrand

ethics committee to ensure that no ethical boundary was tesssgl.

2.8. DATA MANAGEMENT

The procedure for this data management began with downloadinge 01968
SADHS dataset from the Macro International Inc. account hreStatistical Package
for Social Scientists (SPSS). SPSS for Windows (Version 18)usad because the
data set could only be downloaded using SPSS, ISSA or Statistiablsis Systems

(SAS). The dataset was then converted from flat to regtanfjle format.
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A set of twenty-two variables was selected from the datddetse included the
variables described in sections 2.3.2 and 2.3.3 and othelbleariaecessary in
deriving them. A sub set of the respondents aged 15-24 yearsh (ednstituted the
age group of interest for the study - “youth”) was then selectédhdurther subset of
women who were pregnant as at the time of the survey or who hdurtigd) in the

three years preceding the survey was selected. This amaaritdéib5 observations.

Two hundred and forty (240) observations were excluded for dating errorh(robnt
birth of children given as periods after the survey had been couhpléteother 20
observations were excluded because the data on planning statusegition (which
is the outcome variable) were missing. At the end, 1 395 cdtsams were left. These
observations represent the experience of the women withirtutlg me period. It
therefore includes multiple observations for some women who had mareotiga
event (pregnancy or birth) during the time period. The analyassbased on these 1
395 observations and was taken in the analysis as number of respoiademts.
hundred of the respondents wanted the pregnancies then while 995 were edintend
pregnancies. The observations were however incomplete for some wdrihbles.
This is mainly due to respondents stating that they don’t know oingidata. The
following are the affected variables with their percentagempleteness in
parentheses: Ethnicity (99.4%), age at first sex (96.6%), parteaucation (33%),
occupation (99.6%), partner's age (28.5%), number of partneéhe ilast 12 months

before the survey (93.3%) and relationship to the last sexuakp§92.8%).
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2.9. DATA ANALYSIS

The data set was transferred from SPSS into Stata RéldagStata Corporation,
2001) for analysis because the researcher is more famidicomfortable using it

than any other package.

Some variables were regrouped before analysis to facibiaadysis and to make
interpretation meaningful. These included: age which was groupedtirt age
groups of 15-19 and 20-24, relationship with last sexual partner whiehegeouped
into marital partner, regular partner (cohabiting partner butmastied) and casual
partner (this is derived from casual acquaintance, someonm@iscommercial sex
worker and others). There were six categories of matatlsin the data set. These
were recoded into the two groups of living together (comprisfrgarried and living
together) and not together (comprising of never married, widodigdrced and not
living together). Respondents that were married and those livgegher with their
partners were put in one group because of the not too well definedgagpattern in
South Africa. Comparability between the group of respondents utaregglationship
(living together) and those that were not (not together)alslh be much easier using

this grouping.

There were three levels of analysis. The first wasuttieariate analyses of planning
status at conception and the demographic and socio-economic chstiastefi the

respondents to give a summary of the distribution of the respondéetsecond was
the bivariate analyses to examine the relationship bet@estmographic and socio-
economic factors by the contraceptive and sexual behaviour faftoespondents

that had unintended pregnancies. The relationship between contraeepthod and



the sexual behaviour factors was also explored. Cross tabulattbrurgvariate
logistic regression were also used to look at the relationshipeba each of the
explanatory variables and unintended pregnancy. At the third levggmatic
selection of the variables found to be associated with unintendedap®gwas
carried out using stepwise selection methods. Logistic regressodel was then

fitted using the selected variables.

The logistic regression model was used because the outcomgevésidichotomous
(pregnancy wanted then and pregnancy unintended). The model enablésgenter
several variables and controlling for many confounders at the tha@elt also gives
the magnitude as well as the direction of association betweexphtenatory and the

outcome variables.

The underlying distribution of the logistic model is binomial. Thted values lie
between 0 and 1 and the relationship between the outcome and the independe
variables is non-linear (s-shaped). The logistic regression ngodas the probability

that the outcome, occurs as an exponential function of the indeperaities. It
involves fitting to the data an equation of the form:

logit (p) =a + biX1 + bXo + ... + X

Where logit (p) is the log of the odds that the dependent variable o is the
intercept; b by, ..., b are the regression coefficients. (Knoke, Bohrnstedt & Mee,

2002).
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CHAPTER 3

RESULTS

3.1. UNIVARIATE ANALYSES

The first objective of this study is to examine the distidutof unintended
pregnancy among the South African youth. Of the 1 395 respondents uges in t
analysis, 400 (28.67%) wanted the pregnancies then while 995 (71.33%) ha
unintended pregnancies. The percentage of respondents that had unintended
pregnancy in this study population is higher than those reported by the 18385SA
which put the incidence of unintended pregnancy among South African youttefor
five-year period preceding the survey at 67% (explainable by ftieredit time

periods covered) while RHRU (2004) reported 66% of unplanned pregsancie

Planning status of preghancy at conception

mWanted then

m Unintended

Figure 3.1. Planning status of pregnancy of tB83 respondents at conception

Table 3.1. below shows the distribution of the 995 respondents who hadnaeidt
pregnancies by their demographic and socio-economic characteAstican be seen

from the table, distribution of unintended pregnancies varies by deptogrand
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socio-economic characteristics of the respondents. Twenty-nineernpeof the
respondents were 15-19 years old while 71% were aged 20-24 years.ghbst hi
percentage of respondents was from Eastern Cape (26%), followesdzulu Natal
and Northern Province while the lowest percentage was fronteWie€ape. Table
3.1 also shows that 39% of the respondents were from urban areas®tilwere
from rural areas. About 20% of the respondents lived together weth phartners
while 80% were not living together with their partners. Ayarge percentage of the
respondents were not working (83.5%) while about 11% were working adleshski
manual workers.

Table 3.1. Percentage distribution of respondents who hachintended
pregnancies by their demographic and socio-economic charactelics.

CHARACTERISTICS FREQUENCY PERCENTAGE
Age group

15-19 291 29.25
20-24 704 70.75
Total 995 100.00
Region

Western Cape 51 5.13
Eastern Cape 261 26.23
Northern Cape 79 7.94
Free State 55 5.53
KwaZulu Natal 166 16.68
North West 58 5.83
Gauteng 57 5.73
Mpumalanga 125 12.56
Northern Provinnce 143 14.37
Total 995 100.00
Residence type

Urban 392 39.40
Rural 603 60.60
Total 995 100.00
Marital Status

Living together 195 19.60
Not living together 800 80.40
Total 995 100.00
Occupation

Not working 828 83.55
Prof, tech, managerial 5 0.50
Clerical 11 1.11
Sales 3 0.30
Services 16 161
Skilled manual 17 1.72
Unskilled manual 111 11.20
Total 991 100.00
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Percentage distribution of Respondents by

Education
4% 2%
mNone
W Primary
JSecondary
O Higher

Figure 3.2. Distribution of respondents who hactended pregnancies by highest education level

As shown in Figure 3.2, 2% of the respondents who had unintended pregreatcies
no education, 24% had primary, 70% secondary and 4% attained higbkmnie
education.

Figure 3.3 shows the distribution of the respondents by ttieiicegrouping. About

87% were Blacks, 12% Coloreds while it was 0.6% for Whitesl&ndor Asians.

Distribution of Respondents by ethnicity

m Percentage

Black Colored White Asian

Ethnic groupings

Figure 3.3. Percentage distribution of respondetis had unintended pregnancies by ethnicity.
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3.2. BIVARIATE ANALYSES

The second objective was to examine how the demographic armesotomic
factors are related to the sexual and contraceptive behaviowspoindents who had
unintended pregnancies. Cross tabulations of age group, region, resitypec
education, ethnicity, marital status and occupation by type dfam@ptive method,
relationship to last sexual partner and number of sexual pamnie last 12 months

were done. Tables are presented in appendices 1-3.

The chi-squared statistic of the cross tabulation of region jy 6f contraceptive
methods shows that there is an association between the tiablear Over 60% of
respondents from Gauteng (70%), Western Cape (67%), Northern Cape, (66%)
KwaZulu Natal (64%), Mpumalanga (62%) and Free State (62%) arg msdern
method of contraception. The least use of the modern methods amad\fsrthern
Province (48%). Non-use of contraceptives was highest in EaStgre (48%),
Northern Province (48%) and North West (47%). Fifty-one percent andddlfie
15-19 years and 20-24 years use modern method respectively while nerhigesr

for the 15-19 years old (49%) compared to the 20-24 years old (3&®pfunodern
methods of contraception is highest among respondents with secondaagicduc
(61%). Non-use is also lowest (38%) in this category of educakon.higher
education, the percentage using modern contraceptive method is 8786tamsing

any method was 43%. For respondents living together with their partties
percentage was 52.8% for modern methods, 44.6% for no method and 2.6% for
traditional methods while the percentage of use of modern mett@@¥4dsand 40%

for non-use for those not living together with their partners.
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Overall, about 69% of respondents had last sexual relation withrélgellar partners,
21% with marital partners and 10% with casual partners. Amongetjiens, the
highest percentage of respondents who had last sexual relationheithmarital
partners were from Mpumalanga (47%), followed by Northern provin@8% and
Free State at 21%. The lowest percentages were from Nog#t @%), Western
Cape (9%) and Northern Cape (10%). For respondents that had last redetiah
with their regular partners, the highest percentage was fomh West (90%),
followed by Northern Cape (85%) and was lowest at Mpumalanga at (32%)
Percentage of respondents who had last sexual relation withl qztners were
21%, 18% and 16% for Mpumalanga, Western Cape and Gauteng respectiitel
the percentages were 4% for Northern Province and KwaZulu Idatdéde other
extreme.

Higher percentage of respondents from the urban area had theiexasl relation
with regular (70%) and casual (14%) partners while the pere=tagre 68% and
8% for regular and casual partners respectively among the respofiden the rural
area. Last sexual relations with marital partners were, BO0%, 22% and 9% among
Asians, Whites, Blacks and Coloreds, respectively, whilgpéreentages were 10%,
20%, 10% and 6% for casual partners in the same order. Thenfzge of
respondents that had last sexual relation with their maritaigrantas 64% for those
living together with their partners and 10% for those not livingetiogr while the
percentages who had last sexual relation with regular partnezs3&% and 77% for

those living together and those that were not, respectively.

Multi-sexual partnerships vary by region, age group and masitalus. The

percentage of respondents that had two or more sexual partagrabout 12% in
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Free State, 9% in Mpumalanga and 2% in Eastern Cape andriVEsfee. This was
5% among the 15-19 years old and 3.5% among the 20-24 years old.rd¢etqge
of respondents with multiple partners was 4.5% for those not liegether with their

partners and 1.6% for those living together with their partners.

The third objective was tmlentify the explanatory variables that are associated with
unintended pregnancy. To identify these variables, cross tabulatiordl tifie
categorical explanatory variables by the planning status ateption was done. It
was essential to use planning status at conception, which sechpdf both
pregnancies “wanted then” and those unintended to be able to teaskeseit
relationships. Univariate logistic regression was also donetHer relationships
between the outcome variable and the continuous explanatory variatdasnmary

of the result is presented in Table 3.2.

Table 3.2 shows that age group, region, ethnicity, educatipe, @ contraceptive
use, marital status, occupation, relationship to last sepamher and age at first
sexual intercourse were all associated with planning statt@naeption. The factors
found not to be associated to planning status at conception are: typacef gil
residence, number of partners in the last 12 months, partger;’ partner’s education
and abuse. A detail of this is contained in appendix 4. The-Pal@e) value of the
chi squaredy{) statistics was used to categorize variables into thoseiat=d and
those not associated with unintended pregnancy. P-value of <0.05 $lad\lsete is
statistically significant difference between the differeategories of the variable
regarding unintended pregnancy. This implies that there is associstween the

variable and unintended pregnancy. This is the case for all tlablesrin Table 3.2
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except occupation, which is a bother line case (p=0.053) but considetgdand
capture as much as possible the variables that could predieénded pregnancy in

the study population.
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Table 3.2. Summary of the explanatory variables fawd to be associated with planning status at conceph.

Wanted then Unintended Total
CHARACTERISTICS % % Number
Age group
15-19 13.39 86.61 336
20-24 33.52 66.48 1059
Total 28.67 71.33 1395
x’wy=50.53 Pr=0.000
Region
Western Cape 31.08 68.92 74
Eastern Cape 25.00 75.00 348
Northern Cape 33.61 66.39 119
Free State 28.57 71.43 77
KwaZulu Natal 18.63 81.37 204
North West 43.69 56.31 103
Gauteng 31.33 68.67 83
Mpumalanga 31.69 68.31 183
Northern Province 29.90 70.10 204
Total 28.67 71.33 1395
¥’ =26.60 Pr=0.001
Ethnicity
Black 27.43 72.57 1181
Colored 31.18 68.82 170
White 66.67 33.33 18
Asian 44.44 55.56 18
Total 28.62 71.38 1387
1’ =16.32 Pr=0.001
Education
None 47.50 52.50 40
Primary 31.99 68.01 347
Secondary 27.13 72.87 962
Higher 19.57 80.43 46
Total 28.67 71.33 1395
1’@=11.78 Pr=0.008
Contraception
None 31.71 68.29 596
Folkloric 66.67 33.33 3
Traditional 11.11 88.89 9
Modern 26.43 73.57 787
Total 28.67 71.33 1395
1’5 =8.10 Pr=0.044
Marital Status
Living together 53.57 46.43 420
Not living together 17.95 82.05 975
Total 28.67 71.33 1395
$’1y=182.14 Pr = 0.000
Occupation
Not working 27.24 72.76 1138
Prof, tech, managerial 28.57 71.43 7
Clerical 45.00 55.00 20
Sales 62.50 37.50 8
Services 38.46 61.54 26
Skilled manual 22.73 77.27 22
Unskilled manual 34.32 65.68 169
Total 28.71 71.29 1390
1’6 =12.45 Pr=0.053
Relation to partner
Marital 48.96 51.04 386
Regular 20.88 79.12 795
Casual 20.18 79.82 114
Total 29.19 70.81 1295
$’=104.06 Pr = 0.000

Odds Ratio P>zl 95% ClI

Age at I sex 0.93 0.032 0.80.99
Number of obs =1348 LR chi2(1) =4.63 Proh2ch0.0314
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The respondents who were aged 15-19 years were more likely touhanended
pregnancy (87%) when compared to the 20-24 years old (66%). The peecehtag
unintended pregnancies was highest among respondents from KwaZuly84&tl
and lowest for respondents from North West (56%). More blacks egpexperience
of unintended pregnancy (73%) than any of the other ethnic groups. Unintended
pregnancy also varies by level of education as 80% of respondehtshigher
education reported experiencing it. It is also interesting to fied 74% of the
respondents using modern method of contraception had unintended pregnancy. This
high percentage of unintended pregnancy among contraceptive ugamlcealls
for program intervention. For marital status, 46% of respondesinig liogether with
their partners had unintended pregnancy while the percentage ofendsdt
pregnancy in respondents not living together with their partmass32%.

Unintended pregnancy was highest among respondents that were skalfechim
workers (77%). This group was followed by respondents in the profeksextaical
and managerial group (71%).

While there was no significant difference between the pémges of unintended
pregnancy between those that had the last sexual relatiotheiitliegular (79%) and
casual partners (80%), it was 57% for those that had last|setaton with their
marital partners. Table 3.2 also shows that the probabilitynoftended pregnancy
decreases with increase in age at first intercourse.

There was no significant difference in the level of unintendedr@ancy between the
urban (72%) and rural (71%) areas. The percentages of unintended pyeamamg
respondents by their partner’'s educational levels were between dd%786. The
relationship between unintended pregnancy and partner’'s educatioweidl the

same trend as the respondent’s educational level with the mxcegpiat the



percentage was about two higher for those with no education when cdmptre
those with primary level of education. No statistically digant difference was
found between number of sexual partners in the last 12 months befaservey and
the incidence of unintended pregnancy. The percentage was hdvgivest among
respondents with two or more partners (78%) and lowest for thoseometipartner
(70%). Abuse was also found not to be associated with unintendeathpoyg The
percentages were 73 and 71 for those that were abused and thoserthanot
respectively. The likelihood of unintended pregnancy was found toadeckeith an

increase in partner’s age. This was however statisticadignificant.

Finally, in order to identify the critical predictors of unintendedgpescy, all the
variables that were found to be associated with it wereeghter stepwise automatic
selection. The five variables selected were age grougtainstatus, education, region
and relationship to last sexual partner. These were thus useé imultivariate

logistic regression to predict unintended pregnancy in this gtoplylation.

3.3. MULTIVARIATE ANALYSIS.

The last objective was to measure the strength of associagitween the identified
variables and unintended pregnancy among South African youth. Table 8v8 bel
presents the adjusted odds ratio, 95% confidence interval andladed p-values of

the critical predictors of unintended pregnancy in this study population
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Table 3.3. Adjusted Odds Ratios, 95% Confidence Intervals ahassociated p-
values of the critical predictors of unintended pregnancyamong South African

youth.

Variables Adjusted Odds Plzl 95% CI

Ratio
Age group
15-19 1.00
20-24 0.42 0.000 0.29 - 0.62
Education
None 1.00
Primary 1.78 0.134 0.84-3.78
Secondary 1.85 0.099 0.89-3.83
Higher” 4.27 0.009 1.44 - 12.65
Marital status
Living together 1.00
Not together 3.88 0.000 2.76 - 5.47
Region
Western Cape 1.00
Eastern Cape 1.80 0.063 0.97 -3.35
Northern Cape 1.13 0.729 0.56 - 2.29
Free State 1.49 0.327 0.67 -3.34
KwaZulu Natal 2.38 0.012 1.21 - 4.70
North West 0.59 0.149 0.29-1.20
Gauteng 1.47 0.327 0.67 - 3.16
Mpumalanga 1.21 0.578 0.62 - 2.37
Northen Province 1.74 0.097 0.91-3.34
Relation
Marital Partner 1.00
Regular Partner 1.72 0.003 1.20 - 2.46
Casual Partner 1.51 0.159 0.85 - 2.69
Number of observations 1295
LR chi2(15) 241.16
Prob > chi2 0.0000
Log likelihood -661.39005
Pseudo R2 0.1542
Goodness of fit test Pearson chi2(171) = 199.15

Probhix= 0.07
i Statistically significant

The adjusted odds ratio reported in Table 3.3 implies that thi gdgen of the effect
of particular variable on unintended pregnancy have taken into congidelet other

variables that are together with it in the model that caldd have effect on the
outcome.

From Table 3.3 above, the risk of unintended pregnancy is less (kéR = 0.42,

Cl = 0.29-0.62) among the 20-24 years old relative to the adolesd&nl® (years
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old). The higher the level of education, the more likely tkgedgence of unintended
pregnancy. Respondents with higher level of education were morly like
experience unintended pregnancy (AOR = 4.27, Cl = 1.44-12.64) cainjgatieose
with no education.

Respondents not living together with their partner had higher risk oftemmaed
pregnancy (AOR = 3.88, Cl = 2.76-5.47) compared to those livinghtegeiith their
partner. Respondents whose last sexual partners were thearregehsual partners
were more likely to experience unintended pregnancies relatrespondents whose
last sexual partners were their marital partners.

For region, unintended pregnancy was more likely in all the proviaeept in North
West (AOR = 0.59, C.I = 0.29-1.20) when compared to Westera.@ajjusted Odds
Ratio with the 95% confidence interval for the other provinceskastern Cape (1.8,
0.97-3.35), Northern Cape (1.13, 0.56-2.29), Free State (1.493@#)] KwaZulu
Natal (2.38, 1.21-4.70), Gauteng (1.47, 0.67-3.16), Mpumalanga, (1.62-2.37) and
Northern Province (1.74, 0.91-3.34). The odds were however nostistdly
significant in all the provinces except in KwaZulu Natal wheeeconfidence interval
shows that the lowest of the odds in the true population will lsilhigher for the

province when compared to Western Cape.
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CHAPTER 4

DISCUSSION

The study objective was to examine the distribution of and fa&sesociated with
unintended pregnancy among South African youth. The results show a hagnoe
of unintended pregnancy as 71% of the 1 395 respondents used in the andlysis ha
unintended pregnancies. Even though the percentage is not too differenthtt
reported by RHRU (2004), they measure different things. This daaked at the
incidence of unintended pregnancy in the three years beforsutirey including
current pregnancies then while the RHRU survey measured evépreadlence of)
unplanned pregnancy. The observed percentage of unintended pregnancy could
actually be higher as it is well documented that women may ndt wiseport a
conception as unwanted or mistimed once the child has becomeng foember of
the family or the conception is subjected to rationalisation duether factors

including cultural. (Eggleston, 1999; Adetunji, 2001).

Overall, the percentage of current contraception use was 598fgathe study
population. This is comparable to the 57% current use reported by RBG04)
national study. The prevalence is high when compared to other iesuirtr Sub
Saharan Africa. It is thus not clear why unintended pregnanaylikigh with the
reported high level of contraceptive use. A look into the contextirwitvhich
contraception is used among the youth is necessary to be ablestarhasight into
the reasons for the observed prevalence of contraceptive use amnkedhsintended

pregnancy.
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It was also found that the highest percentage of respondentssihainy type of
contraception was among those that had only one sexual partherdast 12 months.
Respondents with no partner and those with multiple partners werkyaglikely
(50%) to use any method of contraception. One would expect the useraceptibn
to be higher among respondents with multiple partners. This findiafyparticular
concern for it implies a sexual risk taking behaviour among the yh#lso needs to
be addressed urgently for it portends danger in the face of the ortddigIDS

epidemic in South Africa.

The study shows that 87% of the respondents aged 15-19 had unintendedqgyregna
compared to 66% among the 20-24 years old. The logistic resultrfegh&rm that

the 15-19 years old were more likely to have unintended pregnancy whe@areom

to the 20-24 years. One of the reasons for this could be the ta&reen each of the
age groups living with their partners. The percentage i2@24 years group (36%)

is three times that in the 15-19 years group (12%). It clshdyvs that the problem of
unintended pregnancy is more prevalent among the adolescentsndimg ionfirms

the hypothesis that adolescents (15-19 years old) are moretlikbbve unintended

pregnancy compared to the older (20-24) youth.

Respondents from KwaZulu Natal had the highest percentage (81@hinténded
pregnancy followed by Eastern Cape (75%). Northern Cape had 66% ahd/\st
had the lowest at 56%. The other five provinces had perceradhgeswveen 68% and
71%. The logistic regression model also shows that after camgyolor other
associated factors, the probability of unintended pregnancy among resgoindent

KwaZulu Natal was still 2.38 times higher than that of Wes@ape, which was the
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reference category. This finding is in line with those of mamerstudies, which
have documented high rates of unintended/unwanted pregnancy among atolesce
girls in KwaZulu Natal. For instance, Manzini (2001) put the denee of unwanted
pregnancy in KwaZulu Natal at 71% while none of the pregnant studiipants
(100%) in the Craig and Richter-Strydom study (1983) had wishedd@rdgnancy.

This finding of regional difference is similar to that found in Buaiador. (Eggleston,

1999). There is need to look into the reason(s) for this diffetemtiang provinces.

Surprisingly, there was no significant difference in theidance of unintended
pregnancy among the rural and urban residents. Seventy-two percethte of
respondents from urban had unintended pregnancies while the figure wa®71% f
respondents from rural. The non-difference in this study could be rasu#t of
diffusion of ideas across areas and perhaps availability ofyfgsf@inning services.

For example some youth reproductive health programmes have najwaatl and
have really assisted in passing on information and reproductivéh lssavices to
youth all over South Africa. Two of these reproductive health progesnare

lovelife and Khomaneni.

Regarding ethnicity, the blacks have the highest percentageraéndéd pregnancy
at 73% followed by the Coloreds (68%). For the Asians, it was 56%haridast was
found among the Whites (33%). This is not surprising as the patterocal- s
economic opportunities among the ethnic groups follow the opposite direwitbn,
the whites having the highest and the blacks having the lowest wpities. For
example the blacks are the worst hit in the declining employopurtunities (NPU,

2000). The education system is characterised by diversityeVBB#o of whites and
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40% of Indians over 20 years have a high school or higher qualifictttierfigure is

only 14% among blacks and 17% among the colored population. (International

Marketing Council of South Africa, nd). There is therefore tieed to intensify
efforts aimed at bridging the gap in opportunities between ethnic grouprhgh in
the long run will assist in arresting the high level of unintendedrancy and other

socio-economic problems among the disadvantaged groups.

Contrary to expectation, this study shows that the likelihood of unirdgmégnancy
increases as the educational level of respondents incredsgss Tuite marked in
respondents with higher level of education, who were 4.27 tinoes likely to have
unintended pregnancy relative to those with no education. Similgt vess found in
the Nigerian study by Okonofua et al (1996), which showed that womerhigtikr

education were significantly more likely to experience unwameshnancy than
women with lower levels of education. This could be because respisndith higher
level of education may wish to delay conception or space thidirem This is also
the group of women that are more likely to be in formal employmrith is known
to be incompatible with childbearing and rearing. The high inceleiaunintended
pregnancies among respondents with higher-level education showfsetteaits a need
to direct intervention to this group of women. The hypothesis of resptsavith no

education and those with primary educational level being maedylito have

unintended pregnancy compared to respondents with secondary and highepeducati

is not supported by this finding.

Level of unintended pregnancy was highest among skilled manual wotkér§ca

while 73% of respondents that were not working did not intend their pragsanc
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This is not very surprising, especially for the latter grosiglaldbearing and rearing
requires relative financial stability. These groups werdodiedd by those in the
professional, technical and managerial occupation category atAd %ated earlier
in the discussion about educational level, this could be as aoésutbmpatibility of
childbearing with formal employment in terms of time and the corpanatiook. The
incompatibility explanation could also be true for respondents inkiledsmanual

occupational category.

Another intriguing aspect of the result is the high percentageinfended pregnancy
(74%) among respondents using modern method of contraception. This could be as
result of incorrect usage of methods or time lag betweenintidence of the
pregnancy and the survey time, within which contraceptive behamaght have
changed. Questions on contraceptive use as at the time of conceptitre
pregnancies were not asked during the survey. There is need to dkpdiading
using both quantitative and qualitative tools to be able to explainpditern of

relationship.

This study also shows that respondents who were not living togeittertheir
partners were more likely to have unintended pregnancy relatithos$e that were
living together with their partners (AOR = 3.88, Cl = 2.76-5.4Ris could be as a
result of the relative support that the respondents livingtitegevith their partners
receive. Living together may also show the commitmenhefpartners to each other
and to the responsibilities of living together/marriage includimédbearing. It also
confirms the hypothesis that unmarried respondents are more likeljiave

unintended pregnancy compared to the married ones.
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There was no significant difference in the incidence of unintepdsghancy between
the respondents who were abused by their partners (73%) and those mhooive
(71%). This finding does not support the hypothesis that respondentsvehat
physically and/or sexually abused by their partners are morg tikélave unintended
pregnancy compared to respondents that did not have this experiencperfaps
could be explained by the accepted norm of sexual domination by theim&lesth
Africa. This is further entrenched by the belief that violesgxually coercive
behaviour is a sign of love and passion. This conception of lovessto justify and
perpetuate unacceptable levels of abuse within young peoplkt®mnships. (Jewkes

et al, 2001; Eaton et al, 2003).

The likelihood of unintended pregnancy was found to be lower for respondents whose
last sexual relation was with their marital partner re¢ato respondents whose last
sexual relation was with their regular and casual partnérs.difference justifies the
association found to exist between unintended pregnancy and relationslaigt t
sexual partner. It was not also surprising as the staterad berried implies a sort of
commitment on the part of the partners and pregnancies areikelystb be or

described as unintended therein compared to pregnancies in ntéal-nedationships.

Two of the respondent’s partners characteristics examined paeneer’'s education
and age. The two partners characteristics were found not tasdiiated with
unintended pregnancy. It is worthy to mention however that the meaofape

partner’'s age was 28 years while the mean age of the resppmden®l years. This
is an average of seven years age difference between gpendents and their

partners. A higher age of the males to their female parisegite common. It was
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reported that an older boyfriend offers both status and the kinds o&giftBnancial
assistance that parents cannot afford (Eaton et al, 2003) apémi women in the

lower socio-economic cadre.

This study found age group, region, education, marital status atgbmship to last
sexual partner to be the key predictors of unintended pregnancy amongA\8umath
youth. These are different from the factors found to be associatieh
unwanted/unplanned pregnancies by the other related South African .sDidesf
the reasons for this is that the explanatory variables usdtkistudies were quite
different in scope, meaning and measurement from the ones u#iad study. For
example, physical and or sexual abuse by respondent’s partner wasnéiuodbe
associated with unintended pregnancy in this study whereas, Jewkéq26101)
found experience of coercive sex to be a risk factor for pregnaiheytwo variables
are clearly different and measure different things. Time tperiod covered by the
studies also differ. Another reason is that most of the otheiestuded primary data
collected for the purpose and were able to ask specific questiorisrest as against
secondary and aggregate data used in this study. The other stadiesvered small

geographical units within South Africa while this present studyahzetional scope.

One of the limitations of this study as discussed in sectiors 2t reliance on self-
reported measures particularly sexual behaviours and retrospe@ports on
planning status at conception of pregnancies. The study also sufferdack of

qualitative data, which could have provided a contextual insigbttivg findings of

the study.



CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

5.1. CONCLUSION

This study attempted to examine the distribution of and factorscias=t with
unintended pregnancy among South African youth. Univariate, bivaaate
multivariate analyses were done to achieve this. The mudttealogistic regression
was used to identify the critical predictors of unintended pregnamong South
African youth. These include age group, region, education, matdlssand
relationship to last sexual partner. The study supported the proposhiat
adolescents (15-19 years old) are more likely to have unintended pcggrmanpared
to the older youth. It also supported the hypothesis that unmarrieshdesys are

more likely to have unintended pregnancy compared to theesi@anes.

Contrary to expectation, unintended pregnancy was found to increasspmndents
educational level increases. The more educated women wezetexpgo have more
access to contraception. Another intriguing aspect of thetregas the high
percentage of unintended pregnancy among respondents using contraddpesm.
findings clearly provide evidence and a basis for designing appropraitenal
programs in areas identified that are amenable to programteevantion for
reducing the incidence of unintended pregnancy among South African ydweh. T
findings also call into question the effectiveness and efficy of various
reproductive health programmes in the country. For exampls, 1ibi clear why
despite the friendly political environment for reproductive healtS8outh Africa, the

incidence of unintended pregnancy remains high.
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5.2. RECOMMENDATIONS

The findings of this study have implications for policy, prograname research. For
policy, there is the need to review the choice of TerminatioRregnancy Act of
1996 and other reproductive health policies to address emerging iSheesolicies
should not only be enacted, but must be relevant, practical atiwffel here is also
the need to address the issue of unemployment among the youtialgspethis era
of economic restructuring. Being gainfully employed will keep é¢hgsuth otherwise
engaged and will reduce the pressure of accessing resourcessalbgt A very high
percentage (84%) of the youth that had unintended pregnancies weserkitg.
While some of them may be in school and some may resume theatiedydgt is
important that these youth are gainfully engaged. Improvemerdthar social
conditions is also important to bridge the gap that exists in opportuaiieng ethnic
groupings. Provision of recreational infrastructure in commesiitould also be
beneficial at keeping the youth otherwise engaged, thereby nediing incidence of
unintended pregnancy. Reproductive health services should also betedempto

these infrastructures.

For programme, there is the need to expand programmes on inéoreducation
and communication (IEC) especially on abstinence and safe sexctidgsancluding
use and correct usage of contraception. Reproductive healthesesbiould also be
made available, accessible and acceptable to all the youtaréhdesirous of it. This
could address the low prevalence of contraceptive use among youttakspacong
those with multiple partners as well as reduce the incelehcinintended pregnancy
among contraceptive users. The youth should also be encouraged ytcselalal

debut for the results of the study show that the 15-19 years ot mare likely to



have unintended pregnancy and incidence of unintended pregnancy evisiatsto
decrease with increase in age at first sexual intercolitee.study also shows the
special need of women with higher level of education. Progesrshould be put in
place to address the high rate of unintended pregnancies in this groeupmen.
Programmes should also discourage the issue of intergeneragéilatiminships. There
is no gain saying that this is of paramount importance asffast is already being
manifested by the onset of HIV/AIDS epidemic at a much eatie for the females
than the males. The fluid nature of the relationships can alsdetdeced by the
inability of a substantial percentage of the respondents to provioienation about
their sexual partners. Periodic evaluation of reproductive heaidtirggnmes is also
recommended. This will assist programmers to assess fibetieeness of their
programmes and thereby improve in areas found to be lacking. Thef queality of
care in reducing the incidence of unintended pregnancies should algvdme

attention.

In terms of research, a number of issues emerged that requiesigation. These
include looking at the historical, cultural and socio-economic confexhiotended

pregnancy among the South African youth. The finding of such study casebeto

complement the findings from the use of quantitative data, whicheased to get to
the root of the problem. Further research should be carried out tstigate why

highly educated women reported more experience of unintended preghandahe

others. Variables of interest in such study should include partokédsacteristics
(age, education, occupation and lifestyle).

The regional differentials in unintended pregnancy should also be lookedsimng

both qualitative and quantitative means. Is the observed diferi@nthis study real
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and could the predictors of unintended pregnancy (for the various rediens
different from the ones identified at the national level inwd these differentials?
This study can also shed some more light on the differentl smxlacultural groups in
South Africa and how socio-cultural milieu impact on reprodudiefeaviour.
Research is also recommended into the proportion of unintended pregnainegite
due to non-use of contraception and the proportion from contraceptive .faihise

will be of great benefit to policy makers and programme @esin
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APPENDIX 1.
Summary of cross tabulations of the demographitsacio-economic characteristics of respondents
who had unintended pregnancies by the type of aceptive method.

None Folkloric Traditional Modern | Total
CHARACTERISTICS % % % % Number
Age group
15-19 48.80 0.00 0.34 50.86 291
20-24 37.60 0.14 0.99 61.22 704
Total 40.90 0.10 0.80 58.19 995
¥*z=11.56 Pr=0.009
Region
Western Cape 33.33 0.00 0.00 66.67 51
Eastern Cape 48.28 0.00 0.00 51.72 261
Northern Cape 34.18 0.00 0.00 65.82 79
Free State 36.36 0.00 1.82 61.82 55
KwaZulu Natal 36.14 0.00 0.00 63.86 166
North West 46.55 0.00 0.00 53.45 58
Gauteng 28.07 0.00 1.75 70.18 57
Mpumalanga 36.80 0.00 0.80 62.40 125
Northern Province 47.55 0.70 3.50 48.25 143
Total 40.90 0.10 0.80 58.19 995
o= 44.98 Pr=0.06
Residence type
Urban 30.87 0.00 0.51 68.62 392
Rural 47.43 0.17 1.00 51.41 603
Total 40.90 0.10 0.80 58.19 995
v’ = 29.37 Pr=0.000
Education
None 57.14 0.00 0.00 42.86 21
Primary 47.88 0.00 212 50.00 236
Secondary 37.95 0.14 0.43 61.48 701
Higher 43.24 0.00 0.00 56.76 37
Total 40.90 0.10 0.80 58.19 995
%@ =17.79 Pr=0.038
Ethnicity
Black 42.01 0.12 0.70 57.18 857
Colored 35.90 0.00 0.00 64.10 117
White 50.00 0.00 0.00 50.00 6
Asian 20.00 0.00 0.00 80.00 10
Total 41.11 0.10 0.61 58.18 990
¥ = 4.97 Pr=0.837
Marital Status
Living together 44.62 0.00 2.56 52.82 195
Not living together 40.00 0.13 0.38 59.50 800
Total 40.90 0.10 0.80 58.19 995
¥%z=11.61 Pr=0.009
Occupation
Not working 43.36 0.12 0.72 55.80 828
Prof, tech, managerial 20.00 0.00 0.00 80.00 5
Clerical 18.18 0.00 0.00 81.82 11
Sales 66.67 0.00 0.00 33.33 3
Services 18.75 0.00 0.00 81.25 16
Skilled manual 23.53 0.00 0.00 76.47 17
Unskilled manual 32.43 0.00 1.80 65.77 111
Total 41.07 0.10 0.81 58.02 991
’ug=16.90 Pr=0.530
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APPENDIX 2.

Summary of cross tabulations of the demographicsatb-economic characteristics of respondents
who had unintended pregnancies by relationshipedast sexual partner.

Marital P Regular P Casual P Total
CHARACTERISTICS % % % Number
Age group
15-19 12.78 74.81 12.41 266
20-24 25.04 66.05 8.91 651
Total 21.48 68.59 9.92 917
¥’ = 17.64 Pr=0.000
Region
Western Cape 9.09 72.73 18.18 44
Eastern Cape 13.20 74.40 12.40 250
Northern Cape 9.72 84.72 5.56 72
Free State 20.93 74.42 4.65 43
KwaZulu Natal 17.11 78.95 3.95 152
North West 5.26 89.47 5.26 57
Gauteng 16.33 67.35 16.33 49
Mpumalanga 47.41 31.90 20.69 116
Northern Province 38.81 57.46 3.73 134
Total 21.48 68.59 9.92 917
v*u6= 149.85 Pr =0.000
Residence type
Urban 16.47 69.94 13.58 346
Rural 24.52 67.78 7.71 571
Total 21.48 68.59 9.92 917
Y= 14.14 Pr=0.001
Education
None 15.00 75.00 10.00 20
Primary 25.23 65.32 9.46 222
Secondary 19.97 69.42 10.61 641
Higher 29.41 70.59 0.00 34
Total 21.48 68.59 9.92 917
’6=7.79 Pr=0.254
Ethnicity
Black 21.87 67.64 10.49 791
Colored 9.43 84.91 5.66 106
White 60.00 20.00 20.00 5
Asian 70.00 20.00 10.00 10
Total 21.16 68.86 9.98 912
6= 33.94 Pr=0.000
Marital Status
Living together 63.68 34.74 1.58 190
Not living together 10.45 77.44 12.10 727
Total 21.48 68.59 9.92 917
Y= 255.54 Pr =0.000
Occupation
Not working 21.26 68.90 9.84 762
Prof, tech, managerial 20.00 60.00 20.00 5
Clerical 55.56 44.44 0.00 9
Sales 33.33 66.67 0.00 3
Services 42.86 50.00 7.14 14
Skilled manual 23.53 58.82 17.65 17
Unskilled manual 16.35 73.08 10.58 104
Total 21.44 68.60 9.96 914
Y’uz=14.34 Pr=0.280




APPENDIX 3.

Summary of cross tabulations of the demographicsatb-economic characteristics of respondents
who had unintended pregnancies by the number aladg@artners in the last 12 months before the

survey.
0 1 2+ Total
CHARACTERISTICS % % % Number
Age group
15-19 7.43 87.73 4.83 269
20-24 3.68 92.80 3.52 653
Total 4.77 91.32 3.90 922
¥’»=7.02 Pr=0.030
Region
Western Cape 6.67 91.11 2.22 45
Eastern Cape 7.17 90.84 1.99 251
Northern Cape 11.11 84.72 4.17 72
Free State 2.33 86.05 11.63 43
KwaZulu Natal 261 94.77 2.61 153
North West 7.02 92.98 0.00 57
Gauteng 2.08 93.75 4.17 48
Mpumalanga 0.00 90.68 9.32 118
Northern Province 3.70 92.59 3.70 135
Total 4.77 91.32 3.90 922
y*ue= 40.53 Pr=0.001
Residence type
Urban 6.03 89.37 4.60 348
Rural 4.01 92.51 3.48 574
Total 4.77 91.32 3.90 922
Y= 2.79 Pr=0.248
Education
None 0.00 100.00 0.00 20
Primary 4.46 91.07 4.46 224
Secondary 4.97 91.15 3.88 644
Higher 5.88 91.18 2.94 34
Total 4.77 91.32 3.90 922
v’ =2.35 Pr=0.885
Ethnicity
Black 4.40 91.46 4.15 796
Colored 7.55 89.62 2.83 106
White 20.00 80.00 0.00 5
Asian 0.00 100.00 0.00 10
Total 4.80 91.28 3.93 917
¥’ =6.02 Pr=0.421
Marital Status
Living together 0.52 97.93 1.55 193
Not living together 5.90 89.57 453 729
Total 4.77 91.32 3.90 922
¥*»=13.88 Pr=0.001
Occupation
Not working 4.69 91.53 3.78 767
Prof, tech, managerial 20.00 80.00 0.00 5
Clerical 0.00 100.00 0.00 9
Sales 0.00 100.00 0.00 3
Services 7.14 78.57 14.29 14
Skilled manual 11.76 88.24 0.00 17
Unskilled manual 3.85 91.35 4.81 104
Total 4.79 91.29 3.92 919
Y’uz=10.95 Pr=0.533
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APPENDIX 4

Summary of the explanatory variables found ndid¢@ssociated with planning status at conception.

Wanted then Unintended Total
CHARACTERISTICS % % Number
Residence type
Urban 27.68 72.32 542
Rural 29.31 70.69 853
Total 28.67 71.33 1395
y’w=0.43 Pr=0.511
Partner’s Educ
None 57.14 42.86 49
Primary 58.59 41.41 128
Secondary 48.61 51.39 251
Higher 33.33 66.67 27
Don't know 40.00 60.00 5
Total 51.30 48.70 460
’w=7.87 Pr=0.097
Number of partners
0 24.14 75.86 58
1 29.72 70.28 1198
2+ 21.74 78.26 46
Total 29.19 70.81 1302
Y¥»=2.11 Pr=0.348
Abuse
No 28.79 71.21 1285
Yes 27.27 72.73 110
Total 28.67 71.33 1395
¥’1=0.11 Pr=0.735

Odds Ratio P>zl 95% ClI

Partner’s age 0.98 0.241 0.941.02
Number of obs =397 LR chi2(1) =1.40 Prob>chi22372




