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ABSTRACT

Teenage pregnancy is a major prablem in Botswana.

The purpose of the study was to find out to what extent teenagers are
knowledgeable about the use of contraceptives and pregnancy. The sample
comprised subjects aged 13-19 years from five secondary schools in the
Central District, Botswana. One hundred-and-thirty-two students completed
self-administered questionnaires. The type of .esearch methodology used was

a descriptive survey.

information obtained included: demographic data, socio-economic status,
religious background, marital status of parents, knowledge on contraception

and pregnancy.

The results showed that 61.4% of participants were fernales, 96.3% of
participants were Batswana and 59.2% were aged 17-19 years. The majority of
participants (61.4%) were from Form | and Form Il. The results also showed
that 69% of participants were from a family of five and more, 52.3% indicated
that they have been staying in their current residential area for 7 years and
more. The results also show that 59% indicated that the breadwinners in their

families were their fathers.




21.5% of the respondents indicated that they belonged to the Zion Christian
Church. From 64% of participants who indicated that their parents were

married, 55.3% indicated that their parents were still staying together.

The majority of participants (81.8%) in this study indicated that they had
knowledge about contraception and 31.8% of participants listed one method of
contraceptive they knew. The results showed that the majority of participants
(85.6%) had knowledge on the use of contraceptives but 53% of sexually
active teenagers indicated that they did not use contraceptives. The resuits

showed that 81.7% indicated that they knew how pregnancy occurs.
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CHAPTER ONE

1.1 INTRODUCTION

Teenage pregnancy and the spread of sexually transmitted diseases have been
attributed very largely to lack of information on sexuality and early sexual
intercourse which often begins at the age of 13. In a study conducted in
Nigeria, it wa:e, found that health information is not always available even though
adolescernts start engaging in sexual intercourse at the age of 14 (Amazigo,
Silva, Kaufman & Obikize 1997). This is a particular problem in developing
countries where there is migration from rural to urban areas by young people

and where traditional cultural practi.;es are eroded.
1.2 BAC OUND TO THE STUDY

Larson et al (1988), cited in a study conducted by Tlhalefang (1991), state that
teenage pregnancy is a major problem in Botswana. Most teenagers become
pregnant because of lack of contraceptive use.

in Botswana the “1971 census found that 15.4% of girls aged 15 to 19 had
been pregnant, the rate increased to 22% in 1981 énd 23.5% in 1988 (with an
additional 4.9% reporting themselves rregnant at the time of the survey” (Safe
Motherhood Task Force 1992:18). Lack of contraceptive use is a major

concern for the Botswana nation because of the increased number of
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unplanned teenage pregnancies. Teenage pregnancies may result in
complications of pregnancy such as post-partum haemorrhage, prolonged

labour, prematurity and pre-eclampsia (Safe Motherhood 1992).

The available statistics on the incidence of induced abortions among teenagers
are inaccurate and incorrect. [n the researcher's experience it would appear
that a large percentage of teenage pregnancies end in abortions and perinatal
deaths. Unprotected sexual intercourse by teenagers results in pregnancy
(Safe Motherhood Task Force 1992:19). “The proportion of women who
become mothers before the age of 20 is a measure of the magnitude of
ieenage pregnancy, which is regarded as a major health and social problem in
many countries including Botswana” (Family Health Survey 1988:27). 1In a
study conducted by the family health division in Botswana (1988), it was
reported that the majority of first births take place between the ages of 15 and

20 years (76.5%).

Safe Motherhood Task Force (1992) further states that it has been found that
lack of knowiedge about reproduction and contraception among teenagers and
access to family planning services also contribute to the high rate of pregnancy.
Reasons f:)r‘not using contraceptives by adolescents are unknown even though
in the Botswana Health Survey (1988) it is indicated that knowledge deficit on
the use of contraceptives is one of the problems contributing to unplanned

pregnancy. In addition, the Safe Motherhood Task Force (1992) found that

only 47% of teenagers stated that they approve of the use of family planning.



The use of contraceptives is as old as man and has been used in ancient times
by our ancestors. Methods of contraceptives used at that time were not as
effective as current ones. Methods that were used included breast-feeding,

withdrawal and r* thm methods.

According to the Safe Motherhood Task Force (1992) there is proof that
pregnancy is a major problem in schools, with substantial dropouts because of
pregnancy. in the Botswana Family Heaith Survey it was found that in 1985
there were three times more female dropouts than male dropouts at Junior

Secondary Schools and four times more at Senior Secondary Schools.

To deal with this, family life education is being conducted at schools by
Community Health Nurses, teachers and support groups from different
women's organisations. In health facilities, midwives/nurses give talks on
family life education, but no research has been conducted in Botswana to

assess if information disseminated to teenagers has been fully understood,

1.3 PROBLEM STATEMENT

-

The Population Census of 1971 and 1981 cited in the National Institute of
Development Research and Documentation (Botswana 1988:46) has indicated
that teenage pregnancy is a major problem and an increasing one in Botswana.

Teenagers’ knowledge on the use of contraceptives and pregnancy has not



been fully explored among Botswana teenagers. Therefore, information is

needed regarding knowledge and use of contraceptivas amongst teenagesis.

1.4 RESEARCH QUESTION

To what extent are teenagers knowledgeable about the use of contraceptives

and pregnancy?
1.5 OBJECTIVES OF THE STUDY

The objectives of the study are:

To obtain information from female and male teenagers on knowledge
concerning the use of contraceptives.

To explore factors which may influence the use of contraceptives by teenagers.

To find out if teenagers know when pregnancy can occur,
1.6 SIGNIFICANCE OF THE STUDY

The study, will benefit the nursing profession by identifying the deficit in the
knowledge of teenagers regarding contraception. This will enable community

nurses and midwives to provide more effective counselling in clinics and

schools.



1.7 OPERATIONAL DEFINITIONS

Knowledge:

Teenagers:

Contraceptives:

Family Planning:

Contraception:

This is the range of information which guides practice as

measured by questions.,

Scholars whose age ranges between thirteen and nineteen

years.

Any methad used during or before sexual intercourse to prevent
conception by sexually active persons of opposite sex (male and

female).

Is a method used in spacing children or avoiding pregnancy and

this can be achieved by use of contraceptives.

Is a method used to delay, space or prevent pregnancy. It
facilitates the spacing of pregnancies and of children born to a

woman.

1.8 LCONCLUSION

This chapter covers the background of the study, the problem statement, research

question, cbjectives of the study, the significance of the study and operational

definilions.



CHAPTER TWQ

LITERATURE REVIEW

This chapter covers concepts related to teenage sexuality such as puberty,

adolescence and sexuality. The literature reviewed included aspects on the

following:

* Definitions of terms

* Psycho-social development in normaf adolescents
* The process of adolescence

* Normal physica! growth and development

* Contraception

* Contraceptive methods

* Contraceptive factors

* Results of failure to use contraception

* Teenager and pregnancy

* Determinants of teenage pregnancy
The literature distinguishes between the concepts of puberty, adolescence and

sexuality. These concepts will be discussed individually.




2.1

Puberty can be defined as a transitional stage from childhood to adulthood.
The term puberty refers to "not only the complete functioning of the ovarian
cycle for the first time, but also to the gradual changes in the secondary sexual
characteristics which precede the menarche itself’ (Arnold 1980 cited in Clayton

1980:48).

The point at which reproduction is possible is calied puberty (Schuster &
Asburn 1980:464). Schuster and Asburn (1980) further state that it is very
difficult to identify the precise point at which puberty occurs because ovulation
and spermatogenesie are internal phenomena. They go on to say that all
primary and secondary sexual developments that accompany endocrine

changes are included in the period of change in the reproductive system.

Eighteen years ago {Schuster & Asburn 1980:464) st‘ated that menarche is one
of the developmental landmarks of female puberty and is used to identify girls
while they are in their pubertal stage, while the onset of wet dreams in boys is
used as an arbitrary division between prepubertal and post-pubertal boys. In
addition, ;1§re recently, Neinstein (1996:34) has written that age of menarche
depends on such factors as race, socio-economic status, heredify, nutrition and
culture. The onset of puberty is later in higher altitudes, in rural areas and in

larger families.



2.2 ADOLESCENCE

Adolescence has bgen defined as “a process in motion in both growth and
developmernit, where growth means growing bigger, and development means
the quantitative addition of experiences and challenges beginning from infancy
and ending in an abrupt qualitative change in teen age” (Block cited in Welman
1986:38). in addition it has been further described by Walton (1995:56) as a
period of searching for answers to questions about who one is, what one's
identity really means and on the whole a period of examining values, beliefs
and practices learned in childhood. He goes on to say that adolescence
generally occurs between S and 11 years in girls and 9 and 15 years in boys.
He describes adolescence as a stormy period for the family and a time when
the young adolescent may indulge in risk-taking behaviour such as unprotected
sex as a challenge 1o the authority of his or her parents, a quest for adventure

or simply as a result of peer pressure.

Girls reach the transitional stage of adolescence at an earlier age than boys.
This is supported by a study conducted in the Cape Peninsula where it was
found “that 70% of the subjects in t‘he study indicated that they had started
menstruating at the age of 13 years and 16% had already started before their
11th birthday. In the case of boys, 60% indicated that they had experienced
their first ejaculation by the age of 13 and ten percent of boys had already
reached. séxua) maturity by the age of eleven” (Whyte 1991:21). These findir gs

are consistent with Neistein's (1996:40) statement that physical development in




adolescents can be defined as “the period of life beginning with the appearance
of secondary sexual characteristics and terminating with the cessation of

somatic growth.

2.3 EXUALITY

Walton (1995:4) describes sexuality as a powerful and overwhelming force that
can be controlled by moral and religious beliefs in the individual. He further
states that the sexual instinct was thought to be an impulse where boys centre
on penetration and impregnation of women and girls centre on passivity and

being penetrated with the intention of having a baby.

Goosen and Klugman (1996:248) state that sexuality is a form of expression
that starts at birth and continues throughout our lives, including physical,
emotional, social and intellectual aspects of oneself. They further state that
although one's biological sex is determined at conception, one's perception
about sexuality is influenced by culture and society. |f valued as people or
treated unfairly because of gender this could affect our sexuality, for example,
at certain stages of developmen‘t people enter into relationships with
expectations that as individuals they will be secure. However, they also want to

develop personalities according to their choice without being rejected or judged.
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Girls’ physical and mental development to womanhood starts from the age of
11 onwards and these changes make girls look and feel different (Goosen &

Klugman 1296:226).

24 DEVELOPMENT IN NORMAL ADQLESCENTS

Neinstein (1996:40) defines adolescence as a biopsychosocial process that
may commence before the onset of puberty and last beyond the termination of

growth.

The development of adolescence is a process. A description of this process is

as follows.

2.41 Male Sexual Develocpment
Testicular enlargement is the first physical sign of puberty in about 98 per cent
of males. During the rest of puberty the testes, epididymus and prostate

increase sevenfold and the phallus usually doubles in size (Neinstein 1996:22).

2.4.2 Fernale Sexual Development

Neinstein (1996:22) states that in the majority of females, breast budding is the
first physical sign of puberty. The female’s breasts develop during puberty and

ovaries increase from five to sevenfold in size.
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Goosen and Klugman (1996:228) state that at the age of 11 the femalé body
starts changing and becoming more womanly by growing pubic hair and hair
under the arms. They further state that there are hormones which are being
produced by the pituitary glands (oestrogen and progesterone) andr these

together with ovaries are responsible for sexual development of a female.
25 THE PROCESS OF ADOLESCENCE

Neinstein (1996:40), writes that the transition from childhood to adulthood does
not occur by a continuous, uniform synchronous process. Instead, biological,

social, emotional, and intellectual growth may be totally asynchronous.

Havighurst cited in Goddard (1986:28) indicated that the developmental task of
adolescence arises from individual needs and societal demands. He further
states that individual needs include such things as accepting one’s own body
and learning to use it effectively. Societal demands call for the adolescent to
achieve socially responsible behaviour which includes the achievement of
independence from parents and the acquisition of appropriate masculine or

feminire roles.

-

The foliowing developmental tasks of adolescence have been described as

(Goddard 1986 & Neinstein 1996):

* Achieving new and more mature relationships with age mates of both
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sexes.

* Acquiring a set of values and an ethical system as a guide to
behaviour. A

* Achieving a masculine or feminine social role.

* Accepting one’s physique and using the body effectiveiy.

* Desiring and achieving socially acceptable behaviour.

* Developing intellectual skills and concepts necessary for civic
comnpetence.

* Achieving emotional independence of parents and other adults.

* Establishing sexual, ego, vocational and moral identities.

* Conformity of the adolescent with peer values, codes and dress, in an

attempt to further separate from the family.

* Increased involvement in heterosexual relations, manifested by dating
activity, sexual experimentation and intercourse.

* A feeling of omnipotence and immorality, leading to risk-taking
behaviour, which is certainly a factor in the high rate of accidents,
suicides, drug use, pregnancies and sexually transmitied diseases that
become prevalent at this staga.

* Increased intellectual ability and creativity.

2.6 CONTRAGEPTION AND CONTRACEPTIVE METHODS

A contraceptive is a preventative of pregnancy or of implantation of the ovum.

Contraception is the use of a contraceptive (Sykes 1987:205). “A contraceptive
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is an agent used to prevent conception, for example, male sheath cap that
occludes the cervix, spermacidal pessary or cream, intra-uterine device, and

the oral pill (steroid hormone)” (Cape & Dobson 1974:82).

Bromwich and Parsons (1990:1) have described the evolution of contraception.
They describe how throughout history humans have used some form of
contraception with most sexual activity being for recreation rather than
procreation. The evolution of animal husbandry over 10,000 years ago was
followed by the evolution of contraception when humans changed from
nomadic hunter-gatherers to seftled farmers. In those days farmers were
probably the first people to see children as a gift from God of which care
needed to be taken. Practically it was necessary to plan for their arrival.
Bromwich and Parsons (1990:1) further state that infertility worried the farmers
more than unplanned pregnancy. This does mean that they were thinking
about pregnancy and children. Controlling animal society by castrating male
animals resulted in improved quality of meat and also stopped animals from
breeding. Bromwich and Parsons (1990:1) state that controlling the number of
animals led to thoughts about the possibility of controlling human society. This
development grew when people settled in towns and villages.

“Contraception in those early days relied on a mixture of customs and taboos,
barrier methods, breastfeeding, maquat incarnations and if those failed,

abortion and infanticide” (Bromwich & Parsons 1980:1).




14

Contraceptive methods which are widely used by teenagers, are systemic
contraception (the pill) and barrier method (condom). These two methods are
mostly being used 'because they are readily available in health facilities in
Botswana. In a study conducted in Sub-Saharan Africa it was found that the
host widely available contraceptives are condoms and pills and this may
indicate that the choice of contraceptives is limited in Africa (Population Growth

& Policies in Sub-Saharan Africa 1986:54).

2.7 CONTRACEPTION AND RELIGION

The moral values of religion do not encourage sexual activity before marriage.

Engaging in sexual activities is regarded as a sin.
g

In the Jewish Talmud, a guide to everyday living, the advantages of smaller
families and the use of contraceptives were described as long ago as 300 BC
(Theron, 1987:16). In a study conducted in a South Indian village the
researcher indicated that “"ewen before modern coniraceptives were made
available, villagers prevented unwanted pregnancies and births, not to limit
family size, but also to fulfil social ana cultural expectations and to improve the
health of the baby" {(Dharmaiiiigain, 1995:100). She further states that the most
commonly used methods were abortion, withdrawal and abstinence. Hogan

(1982:367) states that religion has had a profound effect on sexuality

throughout the history of man.
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The French Jesuit, Fr Gustave Marteiet (cited in Bromwich & Parsons 1990:8),
explained that contraception was acceptable only when there is no love
expressed during sexual intercourse. He further explained that this primarily
applies to rape, but presumably also prostitution, casual sex, perhaps even
marriage where one spouse is forced into sex by the other, or one or both are

drunk.

The Catholic church is against the use of modern contraceptive methods
except for natural ones. They only approve “natural” measures for example the

rhythm method and breastfeeding measures as natural family planning.

“Many cultures prize virginity among women although few give the same
respect to male virginity. Some religions prize chastity and many expect their
priests to be celibate, including the monks and nuns who are features of most
organized religions” (Bromwich & Parsons 1990:3). They further explain that
menstruation taboos that are characteristics of some religions also have a
pregnancy promoting effect and they gave an example of a Jewish belief of
Niddah, which believes that women are unclean when menestruating and should
abstain from coitus and that couples could resume sexual relations on the

-

seventh day of the menstrual period onwards which is a fertile period.

In a study conducted in Guatemala, participants claimed that “the catechisms

preach that family planning is murder, and that one of the principal classes is to
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convince people not to use modern contraceptives” (Ward, Betrand & Puac

1992:61).

2.7.1 Sex and Contraception

In a study conducted in Kenya, it was found that “use of contraceptives by
adolescents is a sensitive issue. Ken, a is a country with strong religious
learnings, and young people face many difficulties when they attempt to obtain

birth control” (Kiragu & Zabin 1995:108).

Kanter and Zelnik (cited in Gispert & Falk, 1978) report that in a study
conducted in America, 53 % of fifteen to nineteen year old subjects failed to use
any kind of contraceptive t.2 last time they had intercourse and among the

youngest group, fifteen year olds, 71 % did not use any form of contraception.
2.8 ACTORS WHICH INFLUENCE TH E OF CONTRACEPTIVE

Factors which have been identified in the literature to influence the use of
contraceptives are age, size of families, communication, knowledge, fears and

beliefs, previous pregnancy, experience, education and gender.

Contraceptive knowledge and use in regard to adolescent pregnancy is an
important issue. Many teenagers fail to use contraceptives because of lack of

knowledge on how to use methods, where to get family planning services,
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cultural and religious beliefs and practices, fear of side effects, difficult

communication and poor relationships with parents and health personnel.

Reproductive health information has been found to be not always readily
available to adolescents in Nigeria. According to Demographic Health Sciences
only “31% of Nigerian women aged 15 - 19 know of modern methods of
contraception, and 23% of these are aware of source of family planning
services” (Amazigo, Silva, Kaufman & Obikeze 1997:28). They further state
that it appears that reproductive education available to adolescents is based

primarily on inadequate and inaccurate information from friends and peers.

In a study of 1655 adolescent students conducted in Nigerian schools, “fifteen
percent (15%) of sexually active students reported having used condoms, 2%
abstinence, 2% the pill and fewer than 1% the injection, 10% said they had

used no method and 70% did not respond” (Amazigo et al. 1997:31).

In a study conducted in Nicaragua it was found that “"over 80% of single
adolescents are sexually active during their teenage years and this proporiion
continues to increase” (Allan Guttacher Institute [AGI] 1994 cited in Felton
1996). lt*w.as also found that among women between the ages of fifteen and
nineteen, the proportion reporting initiation of sexual intercourse in Nicaragua
increased from 32% in 976, to 41% in 1979 to 47% in 1982 peaking at 58% in
1988 (Harlap, Kost & Forrest 1991 cited in Felton (1996). The initiation of

intercourse rises sharply with age from 20% of women age sixteen to 76% by
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age nineteen (Trusel & Vaughan 1991 cited in Felton (1996). Much of this
behaviour takes place without the use of contraceptives. Trussel (1988) writes
that “only 33% of single adolescents report regular and consistent use of

contraceptives”.

In a study conducted in Nigeria, 21% of respondents indicated having had an
unwanted pregnancy and 18 % said they had had induced abortions. In all
15% had never used a contraceptive method and 76% had not used the
method the first time they had intercourse. Some of the students reported
having used rhythm and barrier methods and some had fears resulting from

their misperceptions about contraception (Amazigo et al. 1997:29).

According to Swenson’s study (1992) conducted in the south eastern states of
the U.S.A. in 1992 "40% of sexually active adolescents still did not use
contraception because they were concerned about the side effects of
contraceptives, running out of contraceptives and not wanting to prevent
pregnancy because they thought of sexual intercourse as something natural”.
Swenson (1992:3) further stated that failure to use contraceptives consistently
after engagement in sexual intercourse had been cited as a problem of

~

unplanned pregnancies.

Teenagers (males and females) engagement in sexual intercourse before the
use of contraception may be due to the fact that they lack knowledge or do not

get enough information on family life education beforehand. This is supported




19

by Swenson's (1992) study which states that 25% stated that they were
sexually active before coming to the clinic for the first time.

In the U.S.A. “contraceptive use among adolescents has been found to be
notoriously scarce according to all published reports” (Population Report U.S.A.

1985:485).
Factors associated with contraceptive use in teenagers are as follows:

2.8.1 Age:

Contraceptive use increases with age (Hopkins 1985:M90). However, women's
age is not closely linked with the knowledge of contraception in most countries
(Population Report 1987). It was further reported that in many countries the
youngest and very oldest women were the least knowledgeable. The fower
level of knowledge among married women age 15 - 19 was not evident in the
Ivory Coast, Nigeria, Zimbabwe, Peru 1981 and parts of Somalia, Zaire and

Indonesia (Population Report 1985:294).

2.8.2 Size of Families:

Large families do not communicate more knowledge and guidelines that
enhance ?eéponsible contraceptive behaviours when compared with families
with fewer members. Smaller families also might promote consistent
contraceptive use through a supportive family environment in which parental
monitoring is the norm ((Dryferes 1990; Cernkonvich & Giandano 1987,

Largelere & Patternson 1990 cited in Felton 1996:223). In addition, it has been
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come from one parent families are less likely to use contraceptives, whereas
those who come from two parent families are 2.5 and 3 times mcre likely to be

responsible users of contraceptives (Felton 1996:228).

2.8.3 Communication

In a study conducted in Kenya on under 16's and sexuality, it was found that
there is less communication on matters relating to sexuality and motherhood
between adolescents and their mothers (Alinigumugo 1996:26). She further
states that extended family members especially the grandmothers, are stili the
major scurce of information on these issues. While Whyte states that “christian
parents speak approvingly of abstinence from intercourse before marriage, he
goes on to say that parents seem to turn a blind eye to the probability that their
children are having full sexua! relations before marriage and while al schoot”

(Whyte 1991:24).

Adolescent behaviour, including initiation of sexual activity, is influenced by
communication between parents’ and adolescents’ marital relations (Katzer

1987; Buckloz & Gol 1986 cited in Gruber & Chambers 1987:664).

Gispert and Palk {1978:626) state that “parents rarely discussed the possibility
of their daughter's sexual involvement, either with each other or with her, even
when the potential for such activity was recognized by the parents, they seidom

took direct action in terms of giving advice or obtaining contraceptives”
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There is evidence that contraceptive use and its higher effectiveness in teéns is
encouraged by open and frank communication with parents (Kaster 1984;
Newcomer & Nelry 1985 cited in Gruber & Chambers 1987). In addition, Polit-
O'Hara and Khan (1985) state that communication between sexual partners

also increases effectiveness of contraceptive use.

2.8.4 Knowledge

In a Population Report of Baltimore, U.S.A. (1987:22), it is reported that
information on issues related to contraceptives, the relationship between sex
and pregnancy is often not known by teenagers. It is further reported that
information or knowledge which is largely drawn from the mass media and

friends is frequently incomplete, misleading or wrong.

In a study conducted by the National Institute of Development Research and
Documentation (1988) it was found that knowledge deficit on contraception and
use in Botswana teenagers contributes to pregnancy. Knowledge about
sexuality and how contraceptive methods work, remains limited among

teenagers (Blaney 1993:10).

Knowledg; of contraception generally increases with sexual experience and is
greater among White Scuth Africans and higher economic (SES) status
respondents than among Black South Africans and lower (SES) economic

status respondents (Reichett & Wesley 1995; Zelnik & Kateness 1972).



22

McGinn, Bamba and Balma (1987:85) in a study conducted in Burkina Faso
found that men who were in a focus group had limited knowledge on
contraception. They further state that most of these men could only elaborate
basic aspects of family planning methods and much of the information they had

was inaccurate.

In a study conducted in the South Eastern States of the U.S.A., it was found
that “although knowledge about use of contraceptives has increased in the last
decade, 40 % of sexually active people do not use contraception” (Swenscn

1992:652).

2.8.5 Fears and Beliets

In a study conducted in Kwa-Zulu Natal, it was found that rural high school
students were not using family planning methods because of fear,
misconception and simple ignorance even though they understand reasons for
practising family planning (Couper & Alexander 1995:668). The students
believed that contraceptives usually destroy the reproductive organs of the
worman, and that pills and injections expose a woman to disease. They also

believed that the condom, when not used correctly, can harm girls’ bladders.

Amazigo ef al. (1997:32) conducted a study conducted in Nigeria and found
that many adolescents do not have an understanding of contraception in
general, but they have unwarranted fears about contraceptives. They further

state that in particular many teenagers thought that condoms could harm
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women. The researcher also suggested that using condoms reflects lack of

love between partners.

in a study conducted in Burkina Faso, many respondents believed that “if a
woman used contraceptives she would never be able to have children again.
Other fears mentioned were malformations in the new-born because of the pill

and possible loss of the [.U.D. in the user’s body” (McGinn ef al. 1987:85).

Traditionally it is believed that contraception interferes with the normal
physiology of the body, for example there is a belief that the oral contraceptive
(pill) accumulates in the woman’s body which results in infection of the uterus,

heavy menstruation and pelvic inflammatory disease.

2.8.6 Previous Pregnancies

in 1989 Kau (cited in Kunen 199F.36) reporied that age and parity each
strongly influenced contraceptive use. Adolescents who have been pregnant
have a greater tendency to use contraception than those who have not. “Rates
of contraceptive use increase sharply as parity rises from zero to three children
but remain steady thereafter” (Population Report 1885:M303;,

-

2.8.7 Education and Contraception

A Population Report (1985) states that in studies conducted in Botswana,
Senegal, Nepal, Guatemala, and Peru some of the largest differences in

knowledge about education on contraception were found. In these countries
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differences in knowledge between women with no education and women who
had at least primary school education ranged from 25 to 40 %. It was further
reported that countries with the least widespread knowledge of contraception
suggested that the most educated women are the first to learn about

contraception.

Well educated women have better access to print media which reports on
family planning more ofien than other media. Less educated women and
wemen in rural areas depend more on radio and interpersonal channels of

communication for information (Population Report 1985:M298).

2.8.8 Experience:
In the Population Report (1987) it is reported that adolescents have little

experience making independent decisions. In fact deciding whether to be
sexually active or not may be the first major decision they make on thair own
(Population Report 1887:22). Adolescents receive I.tle guidance in decision-
making whereas in many cultures adolescents often become sexually active
without consciously deciding to do so (Population Report 1987:2).

-

2.8.9 Gender Inequality
Herx (1976) quotes several authors (Finke!l & Finkel 1973, 1978; Vadies & Hale

1978; Rickel & Huggins 1980 & Cohen & Rose 1984) as saying that available
information on contraceptive knowledge, attitudes and behaviour of teenagers

gives an impression that males become sexually active early. In addition they
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place responsibility of the use of contraceptives on their female counterpans.
This is also supported by a study conducted in Guatemala City among males
where it was found that men believe that the responsibility for practising

contraception belonged to women (Amazigo, Silva & Obikize 1997).

2.8.10 Social and Cultural Factors

Adolescents’ values and sttitudes evolve out of their relationships with parents
and peers, as well as their social and cultural experiences to which they have
been exposed (Gruber & Chamber 1987:666). In the researcher’s experience,
culturally parents play little role in teaching their children about contraception.
Rather, it is grandparents, aunts and uncles are the ones who play a major role

in educating teenagers about contraception.

Since initiation ceremonies are no more held, young people become sexually
active at a tender age. This results in teenage and unwanted pregnancies.

The purpose of initiation ceremonies was to prepare people for marriage and

childbearing.

In a study conducted in Sub-Saharan Africa it was found that low level of
contraceptive use may also be a consequence of “socio-cultural barriers that
attach a stigma to the use of contraceptives by teenagers and prevent them

from having access to contraceptive methods” (Demographic Health Surveys

1992:17).
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2.8.11 Availability and Accessibility of Family Plannina Services

The Kenyan Government policy is to “ensure availability of contraceptive
services for those men and women who are ready for and need them”, but in
practice adolescents have limited access to such services (Kiragu & Zabin
1995:108). Delay in seeking contraception until there was a fear of pregnancy
was explained by adolescents’ fear of vaginal examinations as well as denial of

the risk of pregnancy (Swenson 1992:652).

Reis, Reid, Heir and Herz (1987:958) suggest that logistic constraints such as
lack of money and unfamiliarity with clinics could keep teenagers away from
seeking family planning services. Many factors have been identified as
constraints to adolescents’' use of family planning services and are as follows

(Waszak cited in Blaney (1993:10) and Heir and Berz {1987:958)):

* rude judgemental staff

* fimited discretionary income

* lack of familiarity with large managed care systems

* reluctant to discuss issues of sexuality and contraception with their
providers

¥ lack of confidentiality,

* la?:k of access to age appropriate setvices,

* no broad based community programs for teens,

* peer pressure,

* inexperience,

* limited transport and infrastructure,
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Despite the fact that most women have both direct and indirect experiences of
traumatic outcomes that may follow unplanned pregnancy, exposure to the risk

of becoming pregnant seems at first glance to be voluntary (Berglund,

27

inconvenient clinic hours,

female-orientated clinics which make male partners feel unwanted,
guilty

and embarrassed,

lack of knowledge that family planning services exist,

official and culture barriers:

mandatory pelvic examination
- prescriptions

- parental consent requirements

TEENAGER AND PREGNANCY

Liljerstrand, Marin, Salgado & Zelaya 1997:1).

In a study conducted in Nicaragua, it was found that "some characteristics of
the typical adolescent mother indicate a link between economic deprivation and
teenage prégnancies, and support the idea that these girls come from socio-
economic backgrounds that normally do not favour any positive visions vor the
future, have poor access to education, low education aspiraiions, and teenage

mothers who drop out of school or occupation before pregnancy” (Berglund,

M

Litjestrand, Martin, Salgado & Zelaya 1997:2).
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Pregnancy in the teenage years and in the older women is not without
complications. Rosenfeld and Everetto (1996:161) state that unplanned
pregnancy also appears to be a problem to single and married women,
teenagers and women over the age of 35. “The adolescent is 1.3 times more
likely to suffer from nonfatal anaemia or toxaemia as a result of the pregnancy
or birth than older women, and infants born to adolescent mothers are twice as
likely to be premature and be of low birth weight than infants born to older

mothers” (Montessoro & Blixen 1996:31).

The mother faces disruption of her life. What about the child? The child born
to a teenage mother because of the unreadiness of the environment in which
he finds himself is susceptible to a variety of problems such as prematurity, low-
birth weight, poor mothering, poor education and as did his mother, many end

up as a teenage parent (Mogotlane 1993:11).

The Demographic Health Survey (DHS) data suggest that more than 40 % of
teenage births in Botswana, Ghana, Kenya, Liberia and Togo were unwanted.
Among these countries Botswana had the highest proportion, that is 75% of
teenage births were unwanted (Brandon & Meekers 1993:17).

-

2,10 DETERMINANTS OF TEENAGE PREGNANCY

Determinants of teenage pregnancy are as follows:
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2.10.1 Cultural Beliefs

Teenage pregnancy is related to socio-cultural perceptions. Some societies
accept early pregnancy as a “confirmation of fertility while others, especially
complex highly technological societies, argue that pregnancy is better delayed
to the third decade of life when the girl is thought to have reached full physical
and emotional maturity, has completed formal education and is capable of

caring for and supporting her child” (Nash 1990:147 cited in Mogotlane 1993).

In some cultures, sex-related issues are rarely discussed between spouses and
also the institution of marriage is highly valued. Engagements are entered into
at an early age and take ionger periods. This increases the risk of pre-marital

intercourse (Mogotlane 1926:12; Bixby 1991:25).

2.10.2 Knowledge of Contraception and Fertile Period:

Rosenfeld and Everetto (1996:162) state that "knowledge of women's beliefs,
expectations, and behaviours when choosing and using birth control may be an
important contributing factor in unplanned pregnancies”. They further state that
poor adherence to use of contraceptives and dissatisfaction with contraceptives
are factors which have been linked with unplanned pregnancies.

In a study conducted in Sub-Saharan Africa, it was found that few teenage
women can correctly identify when they are most likely to become pregnant

during the menstrual cycle. Lack of understanding of the fertile period reflects a

Bl HATEEEROINE
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generai deficit in basic knowledge about human reproduction (Population

Report 1992:6).

In a study conducted in Navajo, it was found that out of twenty subjects, fifteen
(75%) stated they did not know that menstruation is associated with fertility

(Demsey & Gesse 1995:595).

2.10.3 Sexual Activity:

Premarital sexual activity is virtually absent in Burundi, where only 4% of newly
mairied women aged 15 - 24 have had sex, while in Botswana and Liberia,
more than 75% of newly married women aged 15 - 24 are sexually experienced
(Brandon & Meekers 1993:15). They further state that as young adults remain
single longer, the likelihood that they will engage in sexual activity increases

sharply.

2.10.4 Common Myths About Youth and Sexuality

In a study on sexual and reproductive health needs of young people in Africa,
statistics indicate that 4% of teenagers engage in sexual activity before the age
of 10 and. that giirls as young as 1i years old are getting pregnant. Eighty
percent (80%) of sexually active teenagers engage in unprotected sex due to
ignorance (Africa Link 1995:6). This study went on to exr.ain that due to a
knowledge deficit on contraceptives, unwanted pregnancy among teenagers
leads to between 20 - 50% ot abortion cases. In addition, 50% of maternal

deaths are associated with abortion related complications (Africa Link 1995:6).
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Other factors which contribute to teenage pregnancy as indicated by Whyte
(1991:36) are:

* the lack of employment and career opportunities,

iear of what is perceived as the undesirable effects of contraception,
the relative inaccessibility of contraception,

disturbed family relationships,

nutrition,

lack of recreational facilities for adolescents.

211 CONCLUSION

In this chapter various factors concerning teenager pregnancy and
contraception were reviewed. Literature reviewed includes history of
contraception, contraception factors, determinants of teenage pregnancy and
results and failure to use contraception. The most important factors appear to
be age, size of families, communication, knowledge, fears and beliefs,
education and contraception, experience, social and cultural factors, availzbility
and accessibjiity of family planning services and knowledge of contraception

and fertile period,

.~
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CHAPTER THREE

METHODOLOGY

3.1 INTRODUCTION

This chapter covers information about the design of the study, setting of the study,
sampling, instrument, pilot testing, response rate, data collection, and ethical

considerations.

3.2 RESEARCH DESIGN

The type of study conducted was a descriptive survey. Polit and Hungler
(1993:144) describe a survey as research that aims predominantly at describing
phenomena rather than explaining them, whereas Burns and Grove (1993:781)
describe it as a method of data collection used to describe a phenomenon by
collecting data using questionnaires or personal interviews.

3.21 Reasons for the Survey Design

The survey was chosen because of its appropriateness to the study since a wide

range of information would be obtained in order to describe the level of knowledge

concerning sexuality and reproduction of teenagers.
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Polit and Hungler (1991:148) state that “the flexibility and broadness of thé scope of
survey, focus on wide range of topics and its information can be used for many

purposes”.

33 SETTING OF THE STUDY

The study was conducted in the Central District, Botswana at four Junior and
one Senior Secondary Schools. The schools included in the study have no

boarding facilities.

Botswana is found in the Southern part of the African continent. It is a
landlocked country with a population of 1.5 million and a populaticn growth rate
of 2.1% per annum. Youth aged between 12 to 29 years make up 36% of the
population. Botswana shares borders with the following countries:
- On the northern side are Zambia and Zimbabwe
- On the eastern and southern side is South Africa.
- On the western side is Namibia.

(See Appendix A.1)
Botswana“is divided into ten districts (see Appendix A.2). The capital town is
Gaborone situated in the southern part of the country. Selebi-Phikwe town (see
Appendix A.3), where the study was conducted, is the only town in the Central
District (see Appendix A.4) and is sifuated in the eastern side of the country,

402 kilometres from the capital of Botswana, Gaborone. The Botswana
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population is homogenous when compared to Eastern and Western ccuntries in
Africa. The highest number of Botswana population is found in the South-
Eastern part of the country and the lowest number in the West and South-

Western parts.

Most of Botswana citizens are members of Setswana ethnic groups. The
Ianguéges which are considered to be official are English and Setswana. Other
groups which are found in Botswana are Baxalanga in North East, Basarwa
and other semi-nomadic groups in remoter areas and Baherero in the West and
small numbers of Asian and European origin (Lesetedi, Mompati, Khulman,

Lesetedi & Rustenberg 1982:2).

In a study conducted by the Botswana Family Health Survey, Botswana (1985)
it was found that the female drop-out rate at senior level was four times higher
than in males. It is further reported that pregnancy was the major cause of

school drop-outs.

At the time that the study was being planned there were 6 secondary schools
functioning. The.seventh school was still in the process of being built, and

therefore it was excluded from the study. (see Appendix A3 for the map

‘ndicating the position of secondary schools in the Selebi-Phikwe town.)




35

3.4 SAMPLING PROCEDURE

Permission to undgrtake the study was requested from the Ministry of
Education and the schools’ principals (see Appendix B). Written permission
was not oblained. Permission was granted verbally only. In addition the
researcher visited the schools where data was to be collected. The principals

were approached for permission. Only 5 gave permission for the study.

The researcher was unable to obtain the total number of students aged 13-19
in each class at each of the schnols. The authorities at the schools refused the
researcher access fo records which indicated student number in each form in
the 13-19 years of age group. This prevented the researcher from using a
random sampling technique in the sampling process. With the permission of
the school principals she then approached all those students aged 13-19 years
who were present and introduced herself to them. She explained the purpose
of her visit to the schools and objectives of the study. She also told them that

she had permission from the ministry and principals to undertake this research.

The students were asked their permission to participate and those who agreed
were given a letter and consent form to take to their parents or guardians (see

Appendix C & D). Therefore convenience sampling was used. Permission was

obtained from parents or guardians.
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3.5 TARGET PGPULATION

The target population for the study consisted of male and female teenagers,

aged 13 to 19 years from six second.ry schools in the Selebi-Pikwe area.
3.6 SAMPLE

The sample censisted of male and female teenagers, aged 13 to 19 years from
five schools. The six secondary schools were chosen for data coliection. The
sample was drawn {rom five secondary schools because the researcher was
refused permission 7. . sixth secondary school despite the researcher having
been granted verbal permission by the Ministry of Education and the Secretary
in Serowe. The authorities at the schools refused the researcher access to the
records which indicated student numbers in each form in the 13-19 year age
group. The sample obtained from all classes was 132, The number of
students in the sample in each age in the various forms are reflected in Table
3.1. A more appropriate method of sampling would have been a simple
random sampling method and getting accurate numbers from the schoals.

Table 3.1 Educational Level (N = 132)

-

AGES FORM] | FORM! | FORMIN | FORMIV | FORMV
13 years 1 0 0 0 0
14 years 9 4 0 0 0
15 years 6 5 4 2 0
16 years 1 10 1 1 0
17 years 16 12 1 6 3
18 years 0 3 1 6 10
19 years 4 0 6 4 6
TOTAL 47 34 13 19 19
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The instrument chosen for data collection was a self-administered
questionnaire. The guestionnaire was written in English and made use of open
and close-ended questions. The guestionnaire was written in English since it is

used as the medium of instruction in schools.

3.7.1 Reasons for a Structured Questionnaire Schedule

Survey research methods are “used to gather information on people’s actions,
knowledge, intentions, attitudes and values” (Polit & Hungler 1993:148).

It can be used to gather information from large numbers of subjects with
comparatively less expenditure of time and money (Polit & Hungler 1993:122).
Polit and Hungler (1993) further indicate that the survey technique can take
advantage of existing scales, and questionnaires can be structured so that data

analysis can be attained by utilizing a computer.

3.7.2 Reasons for Developing Open- And Close-Ended Questionnaires

Close and open ended questionnaires were developed because of the following
reasons (Burns & Grove 1993):

- P;ﬁfcipants would feel free to respond to the questionnaires.

- With close-ended questions, participants who could not construct

sentences or questions for themselves would be able to do so.

- Consistency of response across correspondents is enhanced.
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3.7.3 Development of a Structured instrument

A structured self-administered questionnaire was developed by the researcher.
The questionnaire was organised into seven main questions (see Appendix G):
Demographic data is covered in questions 1-5. Question 6 covers information

relating to contraception and 7 relates to pregnancy.

3.7.4 Validity and Reliability of Instrument

Face validity of the questionnaire was obtained by using peer review and
opinion of the questionnaire. Reliability of the questionnaire was tested by pilot
testing the questionnaire. The researcher administered the questionnaire

herself.

3.8 DATA COLLECTIO

The proposed time for data collection was July 1997,

On arrival to Selebi-Phikwe, Botswana, the researcher visited all the schools
where data was supposed to be collected and introduced herself to the
headmasters. In some schools, she-had to report to the deputy headmasters.
Senior te;c.hers and other teachers in these schools were introduced to the
researcher and asked to assist the researcher in identifying the 'participants in
the study. At the sixth school the headmaster denied permission for the

researcher to administer the questionnaire. The headmaster wanted the

researcher to get written permission from the Ministry of Education and
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Education Secretary. Thus five schools in total were used. The researcher

obtained permission from the parents.

The researcher explained to the teachers that she was going to use
questionnaires to collect information from the students and that only teenagers
aged 13-19 would be included in the study. Those who had a child or chiidren

were not excluded.

The researcher agreed that the time for administering the questionnaire would
be in the afternoon since in the mornings their teaching schedules were tight.

Dates for collecting data from each school were set.

Questionnaires were admiinistered by the researcher, and she was present
during completion of the questionnaire to answer and clarify any questions
which were not clear to the participants. Data was collected over a period of

ten days.

3.9 PiLOT TESTING

The pilot ;tL.|dy was conducted in June 1897 with ten (10) teenagers from one
secondary school. The headmaster ot @ community junior secondary school in
another town was contacted and permission asked for piloting of
questionnaires. Permission was granted. The aim of the pilot study was to test

the instrument, to measure content accuracy and clarity of questions.
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There were some questions which needed to be modified or reconstructed.

They were questions 5.1, 6.1, 6.2 and 6.6.
3.10 ETHICAL CONSIDERATIONS

The researcher wrote letters seeking permission to conduct the study to all
headmasters of all secondary schools where the study was to be conducted.

Copies were also sent to the Ministry of Education (see Appendix B).
Letters requesting permission included the questionnaire and information sheet.

The researcher introduced herself to the participants as a researcher. The
researcher explained to the participants the purpose of the study before

administering questionnaires (see Appendix G).

The researcher gave each participant the information sheet to read before
administering the questionnaire (see Appendix G). For details included in the

information sheet (see Appendix E).

She obtai;ed consent from the parent or guardian and students (see Appendix

D) a day before collecting data.

In the information sheet the participants (teenagers) were informed that they

had the right to refuse to participate. They were also advised that they could
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withdraw at any time if they wished to. They were assured of confidentiality and
anonymity and that information given wouid not be divuiged to their teacher or
parents. They were asked not to write their names on the questionnaire,

No material rewards were given to participants who took part in the study.

Participants were thanked for their co-operation and participation.

The University Committee for research on human subjects granted permission

to conduct the study (Permission Number M970523) (see Appendix F).

311 DATA ANALYSIS

A Statistical Package (SPSS) was used to generate descriptive statistics, This
helped in examining and compiling cross tables, pie charts, bar charts,
histograms, graphs and frequency fables. To measure the association of
dependent variables with dependent variables the chi-square tests are used to
“analyse nominal data to determine significant differences between observed
frequencies with the data and frequancies that were expected” (Burns & Grove

1993:763).

The research design chosen was a survey. A self-administered questionnaire
was used to collect the data. Data was collected from 13-19 year old teenagers

attending schools in Selebi-Phikwe, Botswana.
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CHAPTER FOUR

FINDINGS AND DISCUSSION OF FINDINGS

This chapter describes the findings and includes a discussion of the findings.
The resuits were analysed statistically and the findings aie presented in the

form of frequency tables, pie charts and bar charts.

The results are presented under the following headings: demographic data,
educational level, socio-economic status, religious background, marital status,

knowledge on contraceptives and knowledge on how pregnancy occurs.
4.1 DEMOQGRAPHIC DATA

Age:

The results show that 28.8% of participants indicated that they we: 2 seventeen
years, 15.2% were eighteen years and another 15.2% were nineteen years at
the time of data cellection. Thus thg majority of the respondents were 17-19

years. The age frequencies are illustrated in Table 4.1
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Table 4.1:  Frequency Distribution of Age (N = 132)

Age (years) | Frequency Percent
13 11 8.3
14 13 9.8
15 16 12.1
16 i3 9.8
17 38 28.8
18 20 15.2
19 20 15.2
No response 1 8
Total 132 100

Sex

In this study 61.4% (No 81) of respondents were females and 38.6% (No 51)

were males. Figure 4.1 illustrates characteristics of participants by sex.
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° Number of Children

The results show that 91.7% of participants indicated thz:i they do not have
children, and 6.8% of participants (females) indicated that they have children at
the time of data collection. Two (1.5%) of the participants did not respond to

the question.

. Characteristics of Participants’ Ethnicity/Race

The majority of participants in the study were Botswana (96.2%). 1.5% were

Zambians, 1.5% were South Africans and .8% were from other nations.
4.2 EDUCATIONAL LEVEL

Participants were asked to indicate their current level of education. The results
show that 47 (35.6%) participants were from form |, 34 (25.8%) were from form
Il, 13 (9.8%) were from form lll and 19 (14.4%) were from form IV and V
respectively. Thus the rﬁajority of respondents (61.4%) were from form | and Il

Figure 4.2 shows respondents’ educational level.
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Curent levd of education

Figure 4.2: Current Leve! of Education (N = 132)

4.3 SOCIG-ECONOMIC STATUS

Participants were as*2 to indicate how many there were in their families, their
present residential area, how long they had been staying in that place, how
many rooms did their parent(s) house(s) have and who was the breadwinner in

their families.

. Number of Family Members
The majority of participants (69%) indicated that they come from families of five

or more, 17% from families of four and 11% from families of three. Table 4.2

illustrates the frequer.cy distribution of family members.
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Table 4.2: Frequency Distribution of Number of Family Members
(N=132)
Number of Family Fraquency Percentage
Members
One 1 1
Two 3 2
Three 15 11
Four 22 17
Five and more 91 69
TOTAL 132 100

. Responses Concerning Present Residential Area

At the time of data collection 53% of participants were residing in town, 29.5%
in the township and 8.3% in a village. Teenagers in town have access to
television, radio, newspapers and youth clubs which may be sources of
information for teenagers, for example, pamphlets, radios and televisions.

These are also recreational facilities. Figure 4.3 shows the distribution by

residence.
@
oher 8.4% 8% Mssing
ile 8.3% ~
53% town
township 29.5%

Figure 4.3: Respondents by Residence (N = 132)
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J Pericd of Time Respondents Have Lived in Current Residential

Area
Participants were asked to indicate the length of time they had been_residing in
their current residential area. In this study, the results show that 52% indicated
that they have been staying in their current residential area for 7 years and
more, 9.1% for & to 6 years, 18.9% for 3 to 4 years, 12.9% 1 to 2 years, 6% for
less than 10 months and 0.8% did not respond. The results show that the
majority of the respondents (70.9%) lived in the area for 3 years and more.
Thus it would appear that the respondents are from a fairly stable residential

background.

J Information on Participants’ Parent’s Home

Bedrooms are rooms used for sleeping excluding the kitchen, sitting room and
diningroom. There could be another two-roomed house in the same yard used
mainiy for sleeping. In this study the results show that 35 (26.5%) participants
indicated that their parents house(s) were five bedrooméd, 54 (40.9%)
participants three bedroomed and 22 (16.7%) participants two bedroomed.
Thus the majority of respondents (67.4%) lived in a three or more bedroomed

house. Figure 4.4 illustrates information on parents’ homes.

-
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How many bedrooms

Figure 4.4: Information on Parents’s Home (N = 132)

o Participants’ Response Concerning the Breadwinner

Participants were asked to indicate the breadwinner it their family. The majority
of the respondents, 59% indicated that the breadwinner in their families were
their fathers, 21.2% named their mothers and 9.1% an elder sister or brother
This question did not probe further, for example, mother and father or mother
and others. This may be a limitation in the study. Other family members who

are bread winners are reflected in Table 4.3.

-

I

Table 4.3: Breadwinners in the Family (N = 132)

Breadwinner in the family | Frequency | Percent
Father 78 59.1
Mother 28 21.2
Elder sister/brother 12 9.1
Grandparent(s) 5 3.8
Other 5 3.8
No response 4 3.0
Total 132 100.0
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4.4 RELIGIOUS BACKGROUND

Participanis were asked to indicate the religious affiliation to which they
belonged. Of those who stated that they had a religion the greatest frequency
(20.5%) belonged to the Zion Christian Church (ZCC). Other religions most
commonly quoted were Faith Mission (9.8%), 7" Day Adventist (4.5%) and
Roman Chatholic (3.8%). Thirty-seven point one percent belonged to other
religious groups and 24.2% did ncot belong to am' religion. Some of the
religious groups mentioned under other were Naledi Union, Holy Christian and
Assemble of God churches. Thus the majority of respondents (75.7%)
belonged to a religious group. Zion Christian Church (ZCG), Faith Mission,
Roman Catholic and Christian Churches do not approve the use of
contraceptives instead they encourage abstinence. Teenagers may rnot use
contraceptives because in some religious groups use of contraceptives is

regarded as a sin, for example, committing adultery.

Table 4.4: Participants’ Religious Groups (N = 132)

Name of Church Frequency Percent
None , 32 24.2
Roman Catholic 5 3.8
7" Day Adventist Church 6 4.5
ZCC ' 27 20.5
Faith Mission 13 9.8
Other : 49 37.1
TOTAL 132 10G.0
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4.5 MARITAL STATUS OF PARENTS

Participants were asked to indicate whether their parents were married or not.

Marriage couid be defined either as traditional marriage or western marriage.

. Responses Concerning Participants’ Parenis Marital Status
In this study (N = 132) 64% of the participants indicated that their parents were

married, 34% of participants indicated that their parents were not married and

2% did not respond.

° Current Marita] Status of Parents

The results show that out of 64% of participants who indicated that their parents
were married, 55% indicated that their parents were still staying together, 7%
were widows or widowers and 2% were separated. Of the 34% who were not
married, 23% of participants’ parents were single, 9% were staying with a
partner and 2% were legaliy divorced. Two percent of the respondents did not
answer this question. Therefore, the majority of the respondents (55%) were
from a two-parent home background.

-~

4.6 KNOWLEDGE ON CONTRACEPTIVES/FAMILY PLANNING

This section probed the respondents’ knowledge about family planning and

their use of family planning. An attempt was also made to probe their sexual

activities.



51

Participants were asked if they had heard about family planning and to fist
method(s) of family planning known to them. This section also probed their
knowledge regarding the use of family planning, whether they use any
contraceptives, age at which they started engaging in sexual activities, age at
which they started using contraceptives and when they started using family

planning.

° Response Regarding Knowledge on Family Planning
The results show that the majority of participants (81.8%; N = 108) indicated

that they have heard about family planning, 17.4% (23) stated that they had not

heard about it and .8% (1) did not respond.

s Differences Between Boys and Girls on Family Planning

Knowledge
In this study 52% (69) of female and 30% (39) of male participants indicated

-that they had knowledge on family planning. Nine percent (12) of female and
9% (12) of male participants indicated that they did not have knowledge on
contraception. This shows that there are differences in gender concerning
family planning. ~ Although there is a greater proportion of females to males in

this study, it would appear that more females than males have knowledge on

contraception.
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o Tvpes of Family Planning Known to Participants

Participants were asked to list methods ‘of family planning they knew. The
results show that 31.8% of participants listed one method of family planning,
19% of participants listed four and more and 25% of participants stated that
they did not know a method. Table 4.5 illustrates the number of family planning

methods known.

Table 4.5: Number of Family Planning Methods Known (N = 132)

Method Frequency Percent
None 32 25
One listed 42 31.8
Two listed 16 12.1
Three listed 16 12.1
Four and more listed 26 19
TOTAL 132 100
° Knowledge on the Use of Family Planning

Participants were asked if they had knowledge on the use of family planning.
The results show that 85.6% of participants had knowledge on the use of family
planning, 12.1% of participants indicated that they had no knowled s and 2.3%

did not respond.

s Use of a‘family planning methods

Parlicipants were asked whether they use a method of family planning. The
results show that 53% of respondents indicated that they did not use family
planning methods whereas 46.6% indicated that they were using

contraceptives. Table 4.6 illustrates the use of contraceptives.
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Use of Family Planning Methods (N = 132)

Level Frequency Percent
Yes 61 46.6
No 70 53.0
No response 1 0.8
Total - 132 100

. Method of family planning used

Of those who indicated (61) that they used family planning methods, 82%
indicated that they were using condoms and 18% indicated that they were

using the pill.

° Participants’ response to the time (age) when they started
sexual relationships

F’articipants were asked to indicate the age at which they started engaging in
sexual relationships. The results show that 26.5% of participants indicated that
they staried engaging in sexual activities when they were 17 years and older,
12.1% when they were 16 years and 35.6% of participants did not respond.
However, 25.8% 15 years and less had already engaged in sexual activities.
The researcher omitted a prior question, i.e. whether participants were sexually
active and this may account for wh‘y 35.6% did not respond to this question.
Another possibility may be that respondents did not wish to divulge this

information. This might be a limitation in this question. Table 4.7 shows the

participants’ responses tc: the question.
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Table 4.7: Responses Indicating When (age) Sexual Activities Were
Commenced (N = 132)

| Age Frequency Percent

13 years 8 6.1

14 years 12 9.1

15 years 14 10.6
16 years 16 12.1
17 years and more 35 26.5
No response 47 35.6
TOTAL 132 100

° Subjects’ response to when they started using family planning

(age)
From those who responded (N = 61), 30% indicated that they started using

family planniﬁg when they were 17 years and more, 14% when they were 16
years, 6% when they were 15 years, 6% when they were 14 years and 5%
when they were 13 years and 39% did not respond. Those who did not
respond may be because they did not want the age at which they started using

family planning to be known or they were not using a contraception measure.

o Responses on when family planning was used

From those who responded (N = 132), 34.8% of participants indicated that they
started using family planning before engaging in sexual intercourse, 18.2%
after the first se;(ual encounter and 6.8% after having had a baby. 40.2% did
not respond. The researcner does not know how many of these were not

sexually active.
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4.7 KNOWLEDGE ABOUT PREGNANCY

This section probed knowledge about pregnancy and its occurrence.

Participants were asked whether they knew how pregnancy occurs.

° Respondents’ Knowledge on How Pregnancy Occurs
The majority (87.1%) of participants stated that they knew how pregnancy

occurs. Table 4.8 shows responses regarding how pregnancy occurs.

Table 4.8: Distribution of Knowledge of How Pregnancy Occurs

Do you know how Frequency Percent
pregnancy occurs?

Yes 115 87.1
No 15 11.4
No response 2 1.5
Total 132 100.0

o Whether pregnancy can occur during a firs xual relationshi

The majority of participants (75%, indicated that it is possible to become
pregna.:t or to impregnate someone the first time of having sexual intercourse,
24% indicated that they did not know and 1% did not respond.

e Participants knowledge concerning tfime or period when pregnancy

can ur

The results show that 34% of participants indicated that it is possible to become
pragnant when having sexual intercourse during the first menses; 26% stated

that it is possible to became pregnant if intercourse occurs during the menses

- - =
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and 39% stated that pregnancy occurs 10-17 days after menstruation, 1% did
not respond. Thus the majority of respondents (73%) appear to have some

knowledge on human reproduction.

4.8 BIVARIATE ANALYSIS OF VARIABLES

Bivariate analysis was done using the following variabies: education, use of
contraceptive, age, gender, number of children, number of bedrooms, number
of family members and breadwinner (see Tables). The level of significance was

set at p <.05.

Bivariate analysis of current level of edizcation on family planning

against:
Knowledge = .00787*
Use = .00788%
Age ’ = .03799
Gender = .15584
Number of children = .06130

a

Bivariate analysis of contraceptive use against:

Gender = .00166%
Number of children = .00983%
Number of bedrooms = .14083

Age = .00801%
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i

Number of family members .02604%

Breadwinner 07701

X indicates significance at P = <0.05

4.9 BISCUSSIONS OF FINDINGS

The resuits show that at the time of data coliection, there was an association
between educational level of participants and knowiedge of family pianning.
Thus education has an influence on family planning knowledge. The higher the

education levet the mare knowledge.

This is further evidenced in the use of contraceptives. Education was positively
correlated against contraceptive use. Thus these findings are consistent with
the literature. A Population Report (1985) states that in studies conducted in
Botswana, Senegal, Nepal and Guatemala and Peru it was found that there
were differences in knowledge concerning the difference between women with
no education and women who had at least primary education. The difference
ranged from 25 to 40%.

Anothe~ variable which wés related to krowledge was age and what the
researcher found is consistent with Hopkins' (1985) findings that contraceptive
use increases with age. However, in the Population Report U.S.A. (1988) it is

argued that woman’s age is not linked with the use of contraceptives age in

most countries.
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The results show that gender influenced the use of contraceptives, with females
being more likely to use contraceptives than males. This is supported by the
study conducted in Guatemala City among males where it was found that men
believed that the responsibility of practising contraception belonged to women

(Amazigo ef al 1997).

Use of family planning methods was subjected to further analyses against age.
There was a correlation between contraceptive use and age. The older
teenagers (16-19 yearys) were more likely to make use of contraceptives.

Reasons why older teenagers are more fikely to use contracept: s may be
through the influence of media, literature, peer pressure and level of education

they had.

If a teenager had had a baby then she was more likely to use a contraceptive.
This is consistent with the literature where Kau (1989) states that adolescents
who have been pregnant have a greater tendency to use contraception than
those who have not.  In the Population Report (1885) it is also reported that
age and parity strongly influence the use of contraceptives.

The results of this study are contradictory to Felton’s (1996) findings. in his
study he found that females who come from two parent families are 2.5 and
three times more likely to be responsible users of contraceptives than those
whe come from one parent families. The results of this study also contradict

Dryferes (1990) who states that large families do not communicate knowledge
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and guidelines that enhance responsible contraceptive behaviours when
compared with families with fewer members. Cultural issues concerning
contraception and sexuality are not communicated to children because i is

culturally unacceptable.

The resuits show that of the (N 132) teenagers included in this study, 32
patticipants (24.2%) listed knowing only one method of family planning. This
suggests that teenagers have limited knowledge concerning contraception. in
studies conducted in Botswana in 1988, Nigeria in 1979 and Burkina Faso in
1987 (Amazigo et al 1997:10 & McGinn et al 1987:85). It was found that
generally adolescents do not have understanding about contraception and
sexuality. The results of this study show that 53.0% indicated that they were
not using contraceptives. In a study conducted in Carolina, United States of
America, Kanter and Zelnik (cited in Gispert & Falk 1978:621) found that 53%
of 15 to 19 year old respondents failed to use any form of family planning
method the last time they engaged in sexual intercourse and among the

yourigest group, 15 years old, 71% did not use any form of contraception.

in this study 61 participants who indieated that they were using contraceptives,
1'% ir\dic;téd that they were using condoms and 18% used the pill. These
findings are consistent with a study conducted in Nigeria (Amazigo et al
1997:31) where it was found that of 1655 adolescents, 15% of the sexually

active reported having used condoms, 20% practised abstinence, 2% the pill,

and fewer than 1% the injection, 10% said they had not used any method.
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The results show that 49.2% o. . . inagers in the study indicated that they
started engaging in sexual intercourse between the ages of 15 and 17 vyears.
Ailan Guttacher Institute (1994) found that “over 80% of single teenagers are

sexually active during their teenage years and this continues to increase”.

The majority of participants (87.1%) indicated that they know now pregnancy
occurs. Amazigo et al. (1997:30) in their study conducted in Nigeria among
school adolescents, found that 36% of teenagers who participated in the study
had an accurate understanding of the fertile period. However, in a small study
of 20 subjects conducted in the United States of America it was found that 15 of
the respondents stated that they did not know that menstruation i associated

with fertility (Demsey & Gesse 1995:585).

Despite the fact that most teenagers indicated that they had knowledge
regarding contraception, when asked method(s) of family planning they knew,
the majority of participants listed only one method. This shows that there is a
lack of knowledge on available family planning methods. In a study conducted
in Burkina Faso it was found that most men who participated in a study had
limited knj)v_vledge on contraceptive methods and most of the information they

had was inaccurate (McGinn, Mamba & Bamba 1987:85j.

In this study educational level had an influence on the knowledge and use of
contraceptives. This is supported by studies conducted in Botswana, Senegal,

Nepal, Guatemala, and Peru where it was found that “differences in knowledge
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betweer: those women with no education and women who had at least primary
school education ranged from 25% to 40%" (Population Report 1985:M298).

Sathar and Zeba (1984), Brackett (1980), Carrasco (1981), and Morris (1988)
cited in Madikizela (1991:4) state that the higher the level of education the

greater the knowledge on contraceptive use.

In a study conducted in llorin, Nigeria it was found that “use of contraceptives
ranges from 6% among men with no education to 53% among those with a
post-secondary education and “8% among those living in the poarest areas”
(Oni and McCarthy 1991:52). The educational level of participants also had an
influence on the use of contraceptives. This suggests that when someone has
information on available contraceptives he or she is more likely to use

contraception.

This study found that the level of education influences knowledge on
contraceptives (p = .0078/). This is consistent with Lethbridge's (1991:280)
study conducted in Washington, U.S.A. where it was found that married men
with higher education than others were more knowledgeable on contraceptives.
In this study gender aiso appears to influence the use of contraceptives (p =
.00983). “T.he researcher noticed tnat female teenagers appear to be more
concerned about contraceptive usa. This may be related to the fear of
pregnancy and dropout from school. The research findings are supported by a

study conducted in Guatemala Gity wner ; it was found that “among the males,

the reason for not having used contraceptive methods the first time of first

"
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premarital intercourse was the belief that the responsibility for practising

contraception belongs to women: (Herold et al. 1988:146).

In a study conducted in the south eastern states of the United States of
America, Swenson (1992) found that 40% of sexually active adolescents did
not use family planning methods because they were concerned about
contraceptives' side effects, running out of contraceptives and not wanting to
prevent pregnancy because of the spontaneous nature of a sexual relationship.
While this aspect was not probed, this study found that fears of contraceptives’
side effects and not wanting to be pregnant coniributed fo the use of
contraceptives by teenagers (p = .03798). This study suggests that as
someone matures, he or she tends to be more responsible for his or her life
and as such tends to plan for her future. In addition, the study also found that
parity has an influence on the use of contraceptives. The researcher found that
":ose adolescents who have children, tend to use contraceptives more than
those who do not have children (p = .00983). This is supported by findings
reported in the Population Report where it was found that age and parity have
been found to be factors which strongly influenced each other in the use of
contraceptives (Population Report 1985:M90). The research findings are also
consistent with findings reported in the Population Report where it was found
that “rates of contraceptive use increases sharply as parity rises from zero to
three children but remains steadily thereafter” (Population Report 1985:M3033).
Kau (1989) argues that adolescents who have been pregnant make a greater

use of contraceptives than those who have not.
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The number of members in the family had an influence on the use of
contraceptives (p = .02604). In a study conducted in Kenya on under 16's and
sexually active, Alingumugo (1996:26) argues that there is little communication
between adolescer’ Jirls and their mothers on issues relating to sexuality and

womanhood.

The results show that there was an association between when pregnancy couid
occur and marital status of parents (p = .00857). This suggests that because of
the joint responsibility of parents, teenagers from homes with two parents are
more likely to have knowledge on contraception and reproduction than those

who come from a single parent home.

410 ONCLUSION

In this chapter the findings were discussed using frequency tables, bar charts

and pie charts.

Resuits of bivariate analysis showed that age, education, gender, number of

children and number of family members are important variables in the use of

coniraceptives.

The findings show that participants have knowledge concerning contraception

and human reproduction. The majority of participants did not indicate the time




fyd,

at which they started erigaging in sexual intercourse. This may be explained by

the fact that sexuality is a sensitive issue.

The findings that were concisient with the literature were educational level, age,
number of family members, gender, use of contraceptives, use types of

contraceptive methods commonly used by teenagers.
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CHAPTER FIVE

SUMMARY. LIMITATIONS, RECOMMENDATIONS AND CONCLUSION

51  SUMMARY

Teenage pregnancy is a problem in Botswana. Teenage pregnancy carries

health risks for example pre-eclampsia and pre-term labour. Sexual activity

and the use of contraceptives in teenagers may be associated with problems,

for example. unpianned pregnancies and sexually transmitted diseases.

The objectives of the study were:

- To obtain information from femals ansd mas senagers on knowledge
concerning the use of contraceptives.

- To exploiz factors which may influence the use of contraceptives by
teenagers.

- To find out if teenagers know when pregnancy can occurs.

The findings of the study revealed that the majority of respondents were 17 to

19 years and 61.4% were in form | and . 64.4% were sexually active and

48.2% used contraceptives. Knowledge of types and use of contraceptives

was limited.

Use of contraceptives was more likely to be influenced by age, education,

gender, numbsr of family members and previous pregnancy.
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The majority of participants exhibited a knowledge deficit on available family
planning methods. Less than one-third (31.8%) of the sample listed only one
method of family planning that they knew at the time of data collection.
Teenagers’ limited knowledge of family planning methods may be due to a lack

of information on contraceptives and conception.

Questions which were not responded to by participants were questions 6.2, 6.6,
6.7 and 6.8. These questions may not have been answered because
teenagers did not want to reveal that they were sexually active or may have not

yet started engaging in sexual intercourse.
5.2 LIMITATIONS

Limitations of the study may be identified as follows:

* The researcher could not obtain total numbers of students from schools
which were included in the study because authorities refused her
access to the rzcords. This prevented the researcher from using a
random sampling method.

* Tile researcher, prior to data collection, had visited headmasters of the
chosen secondary -schools to make sure that permission had been
granted. She made this follow-up because she did not receive letters
from principals granting permission after handing in letters requesting

permission to canduct the study.
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The time allocation for data collection was problematic in that data had
to be collected during the vacation period.

There is a limitation in question 6.4 which was not evident in the pilot
study. The researcher did not determine how many teenagers were
sexually active before she asked participants the type of family planning
method they were using.

Question 3.5, which was not evident in the pilot study, was also limiting
in that it did not probe mother and father contributing together as
breadwinners.

The results cannot be generalized because the study was limited to
teenagers in the Selebi-Phikwe area so it is not representative of all
teenagers in Botswana.

Analysis of data failed to distinguish between males and females.

Yes and no answers only were obiained and this does not reflect

students’ knowledge.

RECOMMENDATIONS

In this section recommendations are made with reference to the following:

Nursing education in relation to schools and areas working with schoois in

Selebi-Phikwe.

Nursing practice.

Nursing research.

Lus

T
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Nursing Education

Nursing students should be taught different strategies which could be
used to disseminate infcrmation to different people of different ages.

In nursing schools, role models should be used when teaching family
planning courses. This will enable the nursing students to see the
importance of family planning.

Understanding of cultural values and their impartance to communities

needs to be addressed in education of nursing.

Nursing Practice

There should be family planning clinics for teenagers in hospitals and
clinics so that they have free access to information on contraception
and be able to use family planning measures.

Access to family planning information should be made everyone's right
regardless of her age starting from the age of 13 to aduithood.
information on family planning methods should cover all available
modern family planning methods and traditional methods. Advantages
and disadvantages of each method should be well explained by health
workers "(midwives, nurses and doctors). This would assist teenagers
to make informed decision on the type of method she/he would like to
use.

Teenagers must be provided with information concerning advantages of
not engaging in sexual activities. For example, befter education mear

a brighter future and the chances of having unwanted pregnancies
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would be reduced. Dangers associated with early sexual intercourse
needs to be addressed that is pregnancy, abortions and also cancer of
the carvix.

There should be seminars/workshops and refresher courses for health
corkers on family planning.

Midwives and community health nurses in the clinics should be
encouraged to go out into the community and disseminate information

on family planning and reproduction to teenagers.

Research

Further research is recommended.

*

Larger samples should be drawn from a more representative sample to
include other areas such as primary schoals, vocationai training centre,
colleges of education and those not attending schools, both in rural,
peri-urban and urban areas be included so that the results could be
generalised.

Equal numbers of both males and females should be included when
conducting research on this topic.

On data analysis the resuits-should be broken into males and females

-

so as to be able to distinguish the difference.
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5.4 CONCLUSION

The researcher concludes that participants had limited knowledge on
contraceptive use and on how pregnancy occurs. From the resuits it shows
that teenagers engage in sexual intercourse at an early age. Pupils at schools
should be educated on cultural values and sex education. Nurses need to
recognize the importance of grandmothers as sources of information on these
issues. As communities become more westernized cultural values are eroded
and often lost. In health information sessions, nurses and midwives need to
reinforce the informaticn which is passed on by grandmothers and recognize
their value in health promotion. It should be ensured by nurses, midwives and
community health workers that teenagers have knowledge on contraception by
educating them. From the results of this study, it was found that the pill and the
condom were the most common methods of family planning which were being
used by teenagers. Nurses ar i midwives need to explain fo teenagers that

there are other methods which can be used, for example, the injectables.

Factors which influence teenagers’ knowledge on the use of contraceptives

were identified ds educational level, age, sex, and number of children each

participant had.




71

REFERENCES

1. Aeress, L. 1985. Teenage pregnancy. A contemporary problem of

adolescence. Curationis. Vol. 8, No. 4, pp. 21-23.

2. Alinigumugo A. 1996. Under 16 and sexually active in Kenya. Family

International Health. Vol 3, No. 6, pp. 25-30.

3. Adolescent women in Sub-Saharan Africa. 1992. Demographic Health

Survey. Washington, D.C.

4, Africa Link. 1995. Sexual and reproductive health needs of young

people. International Planned Parenthood Federation. Africa region.

5. Amazigo, U., Silva, N., Kaufman, J. & Obikize, D. 1997. Sexual activity
and contraceptive knowledge use among in-school adolescents in

Nigeria. International Family Planning Perspectives. Vol. 23, No. 4, pp.

28-33.

6. Bajos, N., Ducot, B., Spencer, B., Spira, A. & Group A. 1997. Sex
risking taking, socio-sexual, biographies and sex interaction elements of
the French National Survey on sexual behaviour. Soc Sci Med. Vol. 44,

No. 1, pp. 25-40.




10.

1.

12.

13.

72

Bannerman, R.H. 1983. Traditional Medicine and Health Care

Coverage. Geneva: Chen Wen-Cheh.

Berglund, S., Litjestrand, J. Marin, F., Salgado, N. & Zelaya, E. 1997.
The background by adolescents’ pregnancies in Nicaragua: A qualitative

approach. Soc Sci Med. Vol. 44, No. 1, pp. 1-12.

Bixby, L.R. 1991. Premarital sex in Costa Rica: Incidence, trends and

determinants. International Family Planning Perspectives. Vol. 17, No.
1, pp. 25-29.

Blaney, C.L. 1993, Sex educstion leads to safer sex. FEamily Health

International. Vol. 14, No. 2, pp. 7-11.

Brandon, A. & Meekers, D. 1993. Sex, contraception and childbearing

before marriage in Sub-Saharan Africa. Iniernational Family Planning

Perspectives. Vol. 13, No. 1, pp. 14-18.

Burns, N, & Grove, K. 1993. The Practice of Nursing Research.

Conduct, critiqgue and utilization, 2™ edition. Philadelphia: W.B.

Saurnders Company.

Bromwich, P. & Parsons, T. 1980. Contraception: The Facts. Oxford:

Oxford University Press.



14.

15.

16.

17.

18.

19.

2n.

73

Campbeli, O. 1993. “Under 20" Clubs after straight talk aboui sex.

Family Health International. Vol. 14, No. 2, pp. 30-31.

Cape, B.F. & Dobson, P. 1974. [d. Baillieres Nurses dictionary.

London: The English Language Socieity and Bailliere Tindal, p. 85.

Chourhary, P. 1993. Youth and sexuality. Family International Health.

Vol. 14, No. 2, pp. 20-23.

Clayton, G.S. 1980. Gynaecology by Ten Teachers. lLondon: Edward
Arnold.

Couper, {.D. & Alexander, T.J.D. 1995. Family planning attitudes of rural

high school students. S.A. Family Life Practice. Vol. 6, No. 9, pp. 602-

609.

Dan, C.O. 1986. Contraceptive prevalence in rural South Africa.

International family Planning Perspectives. Vol. 22, No. 22, pp. 4-8.

Demsey, M.O. 1972, The development of body image in adoclescents.

Nursing Clinics of North America. Vol. 7, No. 4, pp. 609-615.



21.

22.

23.

24.

25.

26.

27.

74

Dharmalingam, A. 1895. The social context of family planning in south

indian village. International Family Planning Perspectives. Vol. 21, No.
3, pp. 98-103.

Felton, G.F. 1996. Female contraceptive use or non-use at first and

most recent noitus. Public Health Nursing. Vol. 13, No. 3, pp. 223-229.

Fink, A. 1995. How to Ask Survey Questions. Thousand Oaks: Sage

Publications.

Fort, A.L. 1889. [nvestigating the social context of fertility and family

planing. A qualitative study in Peru. International Family Planning

Perspectives. Vol. 15, No. 3, pp. 88-85.

Gholahan, A.O. & Mcarthy, J. 1991. Family planning knowledge,
attitudes and practices of males in llorin, Nigeria. International Family

Planning Perspectives. Vol. 17, No. 2, pp. 50-54.

Gispert, M.D. & Falk, R. 1978, Adolescent sexual activity: contraception

ana abortion. Am J Obstet Gynaecology. Vol. 132, No. 6, pp. 620-628.

Goddard, J. 1986. Adolescents in pe spectives. Nursing R.S.A. Vol 1,

No. 6, pp. 25-27.



28.

29.

30.

31.

32.

33.

34.

75

Goosen, M. & Klugman, B. 1996. The South African Woman’'s Health

Book. Oxford University Press: Cape Town.

Gruber, E. Y. & Chambers, C.V. 1887. Adolescence. Vol. XXll, No. 87,

pp. 661-669.

Herold, J., Monterroso, E., Morris, L., Castellanos, G., Conde, K. & Spitz,

A. 1988. Sexuality and contraceptive use among young adults in

Guatemala City. [International Family Planning Perspectives. Vol. 14,
No. 4, pp. 143-156.

Hogan, M.R. 1982. Influences of culture on sexuality. Nursing Clinics of

North America. Voi. 17, No. 3, pp. 365-375.

Hopuins, J. 1985. Family Planning Programmes. Population Reports.

Baltimore.

Kaunitz, A. 1979. Contraception for the adolescent patient. Int J Fertil.

Vol. 42, No. 1, pp. 30-42.

-

Kiragu, K. & Zabin, L. 1995. Contraceptive use among high school

students in Kenya. International Family Planning Perspectives. Vol. 21,

No. 3, pp. 108-112.



35.

386.

37.

38.

39.

40.

41.

76

Kunene, J. 1995. Teenagers’ knowledge of human sexuality and their

views on teenage pregnancies. Curationis. Vol. 18, No. 3, pp. 30-40,

Kuss, T. 1997. Family planning experience of Viethamese women.

Journal of Community Health Nursing. Vol. 4, No. 3, pp. 155-168.

Lesetedinyania, T., Mompati, G.G., Khulumani, P., Lesetedi, G. &
Rustenburg, N. 1988. Botswana Health Survey Il. Columbia: Marcro

Systems Inf.

Lethbridge, D. 1991. Choosing and using contraception towards a
theory of women contraceptive self-care. Nursing Research. Vol 40,,

No. 6, pp. 276-280.

McGinn, T. Bamba, A. & Balma, M. 1987. Male knowledge, use and

attitudes regarding family planning in Burkino Feiso. International Family

Planning Perspectives. Vol. 15, No. 3, pp. 84-87.

Macintosh, D. 1985. Sex education, fact or fiction. Curationis. Vol. 8,

No. 4, pp. 24-26.

MacLaren, A. 1990. A History of Contraception From Antiquity to

Present Day. Oxford: Blackwell.




42.

43.

44,

45.

46.

47.

48.

77

Madikizela, V.Z. 1991, Socio demographic factors influencing
knowledge, attitudes and use of contraception among female students of

reproductive age in Umtata (Transkei). Unpublished.

Mogotlane, S. 1993. Teenage pregnancy: an unresolved issue.

Curationis. Vol. 16, No. 1, pp. 11-14.

Mompati, D., Lesetedi, L. Khulumani, P. Lesetedi, G. & Rutenberg, H.

1988. Botswana Health Survey 11.

Montessoro, C.A. 1996. Public policy and adolescent pregnancy: a re-

examination of issues. Nursing Qutlook. Vol. 44, No. 1, pp. 31-36.

Moreno, L. 1993. Differences by residence and education in

contraceptive failure rate in developing countries. [nternational Family

Planning Perspectives. Vol. 19, No. 2, pp. 54-60.

Morris, D. & Shacklee, E. 1990. Poor contraceptive use in the teenage
years: situational and developmental interpretations. Advances in

Adolescent Mental Health. Vol. 4, pp. 51-69.

National Institute of [-evelopment Research and Documentation. - 1988.

Teenage Preanancy in Botswana. How big is the problem and what are

the implications? Gaborone: University of Botswana.




49,

50.

51.

52.

53.

54.

78

Neinstein, L.S. 1996. Adolescent Health_Care. A Practical Guide. 3%

edition. Williams & Wilkins: Baltimore.

Oni, S.A. & McCarthy, J. 1991. Family knowledge, attitudes and
practices of males in llorin, Nigeria. International Family Planning

Perspective. Vol. 17, No. 2, pp. 50-79.

Osofsky, H. 1971. Adolescent sexual behaviour: current status and

anticipated trends for the fuiure. Clinical Obstetricse and Gynaecoloqy.

Vol. 14, No. 2, pp. 383-407.

Polit, D.F. & Hungler, P.B. 1993. Essentials of Nursing Research

Methods, Appraisal and Utilization. 3" edition. Philadelphia: Lippincott.

Polit, D.F. & Hungler, P.B. 1991. Nursing Research, Principles and

Methods. 4% edition. Philadeiphia: Lippincott.

Polivka, J.B. 1996. Rural sex education: assessment of programs and
interagency collaboration. Public Health Nursing. Vol. 13, No. 6, pp.

425-433.

Population growth and policies in Sub-Sahara African. 1986. The World

Bank. Washington D.C.



56.

57.

58.

59.

60.

61.

62.

79

Population Report. 1995. Meeting needs of young adults. Family

Planning Programme. Vol. XXIIf, No. 88, pp. 161-172.

Population Report. 1987. Eamily Planning Programs. Series J, No. 35.

Population Report. 1985. Family Planning Programs. Voi. XiI, No. 4, pp.

M290-M347.

Rannie, K. 1997. Adolescent females' attitudes, subjective norms,
perceived behavioural control and intention to use latex condoms.

Public Health Nursing. Vol. 14, No. 1, pp. 51-57.

Reis, J. Reid, R.J. & Herz, E. 1887. Family planning for inner city

adolescent males. Adolescence. Vol. XXIi, No. 88, pp. 953-959.

Rockey, T. 1986. Teenage pregnancy. Nursing R.S.A. Vol. 1, No, 11,

pp. 16-17,

Rosenfeld, A.J. & Everetto, .. 1998, Factors related to planned and
unBlanned pregnancies. Journal of Family Practice. Vol. 43, No. 2, pp.

161-206.



63.

64.

65.

66.

67.

68.

69.

80

Ronsenfeld, A.J., Zahonk, P.M., Saint, W. & Murphy, G. 1993. Women'’s
satisfaction with birth control. Journal of Family Practice. Vol. 23, No. 2,

pp. 169-172.

Safe Motherhood Task Force. 1992. Safe Motherhood in_Botswana: A

Situational Analysis. Geneva: WHO.

Schuster, C.S. & Asburn, 1880. The Process of Human Development: A

Holistic Approach. Boston: Littie Brown & Company.

Shea, J.A., Baron, R.H. & Furstenberg, F. 1984. Factors associated with
adolescent use of famiily planning clinics. AJH. Vol. 74, No. 11, pp.

1227-1.30.

Smith, P.B., Nenney, S.W., Weinman, M.L. & Mumford, D. 1982.
Factors affecting perception of pregnancy risk in adolescents. Journal of

Youth and Adolescénc_e_. Vol. 11, No. 3, pp. 207-214,

Swenson, LE. 1992. A profile of young adolescents attending a teen

fan‘;ily planning clinic. Adolescence. Vol. 27, No. 107, pp. 647-563.

Swenson, ., Oakley, D., Swanson, J. & March, S. 1991. Community

health nurses knowledge of attitudes toward and involvement with




70.

71.

72.

73.

74.

75.

76.

81

adolescent contraceptive services. Adolescence. Vol. 26, No. 101, pp.

6-11.

Sykes, J.B. Ed. 1987. The Concise Oxford Dictionary of Current

English. Avon: Bath Press. p. 205.

Theron, F. 1987. Contraception Theory and Practice. Pretoria:

Academia.

Thalefang, J. 1991. Teenage pregnancy in Botswana, what are its

causes? Unpublished.

Vanderpost, C. 1995. Pre-conditions for population policy in Botswana.

international Family Planning Perspectives. Vol. 21, No. 2, pp. 70-73.

Walton, A. 1995. Puberty. Philadelphia: Lippincott.

Ward, V.M., Bertrand, J.T. & Puac, F. 1992. Exploring sociocuitural

barriers of family planning among Mayans in Guatemala. |nternational

Fa’rﬁily Planning Perspectives. Vol. 18, No. 2, pp. 59-64.

Whyte, P.E.M. 1991. Teenage Pregnancy in Selected Coloured and

Black Communities. Pretoria: Human Resources.



82

77.  Wilson, H.S. 1993. Introducing Research in Nursing. 2™ edition.

Redwoad City: Addison Wesley Nursing.




83

APPENDIX A.1

MALAWI

IR S JEPESSE. e TROTHO

e

£y Capital City of Botswana




84

APPENDIX A.2

Bekspifts
' 50 00 156 200
Kiometres .

Republic of Botswana
i AN GQOLA N
N R el
FEAPRIVL
.4 Shakawe ’f;,
|
= : '9‘%%% ’
; NGﬁ*\H(LANU S
§ - & Haun
= @& Tsae -
= e e ot -
‘ < Ghar.ui s —— . :
2\ N .. - ~@ SELER! PHIKWE .
CGHANZI % 1 N e NG -
Aamono A -7 Serove @ i "/
X Y 75 fFratapye
77/ / \  Hahalapye lf/.
4 g < AN d
b e om e o n e e o 7 L
. Kagy ¢ l}\‘é {J Ao
. - \ f g )
N :’KLF«“‘"’ ‘ \&
ﬁ N ;.2@\-""12“'& !.r.‘g.\ ! Q~ .
prese. i SR .
; . SOUTHERN. 5@! GABORGNE <
’ -—-—\\_ Kanyd®' ;;T' o
l L, tosatse R -
{ -
& fRanatiabaria .

LEGEND

Major Roads
Grdinary Roads
District ‘Bourdaries
Urban Centfres -

| Sav—araee ~
e —

e
e

&

Maior Village

Ndtjonal Parks &
Game Reserves

Districts




85

APPENDIX A.3

gy =fwuizg 131908 B
g |
i)
P ! - gh 520 0
i s£0-- | 'S0
Al :..:MOo@
Awwpld .
> owofyejemsog
Ao s%. Ll.lllooﬁ._:.__u
siowobsg .%v._v ey |«
J re ® % o
4 SN -
4 NS Ay
§ ~mﬂm bﬂr \Wﬂ\ﬁ% -~
A > weva. SN D \ o
i Joysmpy | Fe ° A 7 % o
I e fn . > b 3 —
i e zn T3\ CVRHY N\ Si9
h Ayujuwiudy N o,
O[SNILXT O 75 ,
13y NOSERT oo A £ . lv—\
: 3A0 I @ ..oy ?
&Y Arowpg h . v,
NGV OisTvy FX cueasy  _me_Jo Noas108 o
H e 3 PW N Q )
30 =% 15
D s [BRaviiviiay N o | TR .
(=] VNV & ONVJOy Z, D
9 % I
3 REFETY 3A0 2 5 T THAW
2 ‘39 - ¥ 3 (2] Z|
wnipals m o112 Kived JAg N&me%@% WPP, EYe Vidoy X
! 3 opseg ] BBk SpEeEy 20, yandy 8
i ; 1 TN ] Qi [P
! s aqu, S sy 5 m
4 QY VIAVHY fpunoy - ONIDIIgr T '
siBory B _UMOY. ﬁ:m;mosczd\._mo
Y SieyeN:bes) S o T
SRRl m s M 3VAo
7
IAT B340, &
u 3 ; B = . B <>wrﬁv Fonyave H
0 INTIVIION o] - 3 Avm S
3 & X3 maﬂsk m 3 )
ONIA q 247 -
3 3Nols BT NNy | 2 m SMAICHTES  ubasosims < & &
14 - : - -
wm><~uz<u 5 VA INYXTHIL y AV ¥ n.v&%
¥R AVAY % Y13S1¥4nSviy EVanEvg o
4 Asauipg sayig Wownysg 0Bogey $ 'S .
: Tro |
Aepuodes
amyjud 195105 _|




86

APPENDIX A4

@Central District




87

University of the Witwatersrand

APPENDIX B Faculty of Health Sciences
Department of Nursing

7 York Road

an PARKTOWN
2193

25 March 1997

The Headmaster .
Phatsimo Junior Community Sec School
Private Bag 0058

SELEBI-PHIKWE

BOTSWANA

Dear Sir/Madam
RE: APPLICATION TO CONDUCT A RESEARCH

I 211 a second year Motswana speakiag student studying towards the Masters of Science in
Nursing degree at the above University, under the supervision of P A Mclnerney. I am
asking permission to conduct collection of data at your school. I intend to collect data in
July,1997. :

The title of the stﬁdy is: .

TEENAGERS KNOWLEDGE ABOUT CONTRACEP‘I‘ION AND PREGNANCY
AGED BETWEEN 13 AND 19
%

The purpose of the study is to find ont: as:

- to what extend are teenagers knowledgeable on the use of contraceptive;

- to what knowledge do teenagers possess concerning the use of contraceptive and
pregnancy; :

- to how knowlesigeable are teenagers regarding the risk of falling pr,egqént at an early
age. )

Your consideration to this matter will be highly appreciated.

Yours faithfully

(7

MOTHWANA MMULE THEKISO (Miss) SOmANe s 2199
Supervisor: Ms P A Mclnerney /() M\y/ “"""‘"\"”Hr

cc. Permanent Secretary, Ministry of Education

NB: ENCLOSED PLEASE F]NDA:COPY OF THE QUESTIONNAIRE

RN SNy
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APPENDIX C

UNIVERSITY OF THE WITWATERSRAND

DEPARTMENT OF NURSING EDUDCATION

INFORMATION SHEET

Dear Parent/Guardian

| am a second year student studying for my Masters degree in Nursing Sciences
(Midwifery) at the University of the Witwatersrand, South Africa, and have to carry
out a research project. The title of my research is “Teenage knowledge about
contraception and preanancy".

Teenage pregnancy is a major problem among young people and disrupts schooling
and family life. The purpose of my study is to collect information on the knowledge
of 13 - 19 year old schoof children on contraception (family planning) and pregnancy.
It is hoped that this information will assist health workers in understanding the
problem and enabling them to improve their education program for young people.

| would like your child to be part of the study and would be grateful if you could
complete the attached consent sheet. Participation is voluntary and he/she has the
right to refuse to participate or refuse to answer any of the questions. He/she will not
be identified in any way. Any information will not be disclosed to his/her teachers.

Permission has been obtained from the University Ethics and Postgraduate
Committees to conduct the research.

Than you for your co-operation.

Yours faithfully

MOTHWANA MMULE THEKISO
MSc Nursing Student (Midwifery)

NB: This information will be translated into Setwswana
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APPENDIX D

Consent sheet for inclusion in the study for teenage knowledge about contraception and
pregnancy

| consent
for my son/daughter to participate in the study.

Parent/Guardian signature

Date




90

APPENDIX E

UNIVERSITY OF THE WITWATERSRAND

DEPARTMENT OF NURSING EDUCATION

Dear Student

I am a second year Motswana student studying for my Masters degree in Nursing Sciences
(Midwifery) at the University of the Witwatersrand, South Africa. I am doing a research on
teenage sexuality. The purpose of the study is to obtain information from male and female
teenagers on knowledge concerning the use of contraceptives (family planning), unplanned
and unwanted pregnancies. '

I would like you to be part of the study and would be grateful if you complete the attached
questionnaire.

Participation is voluntary and you have the right to refuse to participate or to answer any of
the questions. You will not be identified in any way.

Any information given will not be divulged to your teachers or parents.

Permission has been obtained from the University Ethics and Postgraduate Committees to
conduct the research.

Thank you in advance for your participation.

-

MW e o s

MOTHWANA MMULE THEKISO Msc(Nursing)(Midwifery)
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APPENDIX F

Division of the Deputy Registrar (Rés

Ref: R14/49 Thekiso
QLEABANQE&EBI!ELQAIE BPROTOCOL, NUMBER M870523

BROJECT Teenagers knowledge about contraception
and pregnancy aged between thirteen and
nineteen years

INVESTIGATORS Miss M M Thekiso

DEPARTMENT " " Nursing Education, Joharinesburg Hospital ,
DATE CONSIDERED 970530

DECISION OF THE COMMITTEE *

Approved unconditionally
Amendment 01, Information sheet

'DATE 971125 CHAIRMAN........ (f ......................... (Professor P E Cleaton-Jones)

* Guidelines for written "informed consent” attached where applicable.

¢ ¢ Supervisor: Ms P A Mcinemey
Dept of Nursing Education, Johanneshurg Hospital

Works2ain0015\HumEIhe7.wdb\M 970523 "

-

QEQLAEAHQ&QELNMEEQAI_QB@

To be completed in duplicate and ONE COPY retumned to the Secretary at Room 10001, 10th Floor,
Senate House, Universily.

Ihwe fulfy understand the conditions under which | am/we are authorized to camy out the abovementioned
research and l/iwe guarantee to ensure compliance with these conditions. Should any departure to be
contemplated from the research procedure as approved liwe undertake to resubmit the protocol to the
Commlﬂee

..................................

PROTOCOL NO.: M 970523

PLEASE QUOTE THE PROTOCOL NUMBER !N ALL ENQUIRIES
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APPENDIX G
QUESTIONNAIRE

Please do not write your name on this questionnaire.
You are requested to answer the following questions. Place a (V) along the

answer of your choice.
1. DEMOGRAPHIC DATA

1.1 How old are you?
(@) 13vears
(b) 14 years
{c) 15years
(d) 16years
(e) 17 years
() 18 years
() 19years

1.2 Sex:
(a) male
(b) female

1.3 How many children do you have?

(@ none
(b) one
(c) two

-

1.4 Tick one for race/ethnicity that you consider yourself to be:
(a) Botswana
(b) South African
(¢) Indian
(d) Zimbabwean
() Zambian
()  Other (specify)




2.

Tick (¥) the current level of education you have registered for:

3.1

3.2

3.3

3.4

93

EDUCATIONAL BACKGROUND

(a) Formi
(b) Formll
(¢) Formlll
(d) FormlV
(&) FormV

SOCIQ-ECONOMIC STATUS

How many are you in your family?

(a) One
{b) Two
(c) Three
(d) Four

(e) Five or more

Present residential area:

(a) Town
(b) Township
(¢) Village

{d) Other (specify)

How long have you been staying in this place?

(a) Less than 10 months
(b} One to two years

(c) Threeto ‘four years
(d) Five to six years

(e) Seven or more years

How many rooms does your parent’s home have or how many thatched

houses do you have?

(a) One bed-roomed house or one thatched house
(b) Two bed-roomed house or two thatched houses




3.5

()
(d)

94

Three bed-rcomed house or three thatched houses

Five bed-roomed house and more or five thatched houses and more

Who is the bread-winner in your family?

(a)
(b)
(©
(d)
(e)

Father

Mother

Elder sister/brother
Grandparents
Other (specify)

RELIGIOUS BACKGROUND

Which church do you go to?

5.1

5.2

(a)
(b)
(0
(d)
(e)
0
@

None

Roman Catholic
Lutheran

Seventh Aposiolic
Zion Christian Church
Faith Mission

Other (specify)

MARITAL STATUS OF PARENTS

Are your parents married? (It could be according to traditional or western

custom)
(&) Yes
(b) No

-

Is/are your parent(s)

()
(b)
(©
(d)
(€)
(f)

Single

Married

In separation

Divorced

Staying together but not married

Widow/widower




6.1

6.2

6.3
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KNOWLEDGE ON CONTRACEPTIVES/FAMILY PLANNING
Have you every heard about family planning?

(a) Yes
{b) No

If yes, please iist methad(s) of family planning you know:

In relation to your answer above do you have knowledge re»#:ding the

use of family planning?

6.4

6.5.

6.6

6.7

(a) Yes
{b) No

Do you use any family planning method?
(8) Yes

() No

if yes, which one?

At what age did you start sieeping with a girl or boy?
(a) 13 years
(b) 14years
(c} 15years
(d) 16 years

e) W years-or more

At what age did you start using family planning?
(8) 13years

{b) 14 years

{¢) 15years

(d) 16 years

{e) 17 years or more

W Ty

m:

Kl
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When did you start using family planning?

(a) Beifore engaging in sexual relationship/intercourse
(b) Atfter first sexual relationship/intercourse

(c) After having a baby

7. KNOWLEDGE ABGUT PREGNANCY
7.1 Do you know hrsw pregnancy occurs?
(@) Yes
{(b) No
7.2 ls it possible to become pregnant or to impregnate someone the first
time you have sexual relationship/intercourse?
(a) Yes
(b) No
7.3 ls it possibie for someone to be pregnant when sleeping with a boy or
girl (having sexual intercourse)?
(@) “rwat menstruation/period (menarche)
(b) During menstruziion/neriod
(c) When you have sex from 10-17 days of menstruation/period
CONCLUSION

Thank you for your participation in this research project by filling in the questionnaire.
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