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Abstract 
 
Background: Adolescent pregnancy is the second cause of death among adolescents and 
remains the major contributor to maternal mortality globally. Adolescent pregnancy continues 
to be a major problem especially in the Upper East Region (UER) of Ghana, where prevalence 
is higher than the national figure. This thesis seeks to assess the factors influencing adolescent 
pregnancy in the Upper East Region of Ghana. 
 
Methodology: The conceptual framework of adolescent sexual reproductive health by 
Awusabo-Asare et al., 2006 was used. Qualitative, quantitative and mixed method literature 
were reviewed from Upper East Region Ghana and Sub-Saharan Africa. 
 
Findings: The study revealed that adolescent pregnancy is influenced by community and 
religious norms of abstinence and reservation of sexuality discussion which are embedded in 
family and societies. The responsibility for initiating protection against pregnancy is unclear 
between partners. Specifically, in the Upper East Region, widespread of poverty and 
employment status expose adolescents to sexual exploitation, which can result in pregnancy. 
Social norms are the main issues that are influencing adolescent access to accurate 
information/knowledge and contraceptives. 
 
Conclusion/Recommendation: There are multiple individual and environmental factors 
that influence adolescents’ access to SRH information and services, choices and intentions 
around sexual behaviour and contraceptive use leading to adolescent pregnancy. These 
factors form a complex web and many are embedded in cultural norms. The Ghana Health 
Service should dialogue with community and religious leaders on matters concerning 
adolescent SRH and contraceptive and create an avenue to offer the adolescents the 
opportunity to express their needs. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Name of Author: Priscilla Mary Ntim Babae 
 
Nationality: Ghanaian 
 
 
 
Key Words: “Adolescent/Teenage Pregnancy”, “Sexual and Reproductive Health”, “individual 
factors”, “Environmental factors”, “Upper East Region” 
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Glossary 
 
Adolescent: World Health Organization (WHO) defines adolescents as people between the 
ages of 10 to 19 years (WHO, 2015)  
 
Comprehensive Sexuality Education: “Age-appropriate, culturally relevant approach to 
teaching about sexuality and relationship by providing scientifically accurate, realistic, non-
judgmental information” (UNESCO, 2009). 
 
Contraceptive: a device or substance that is capable of preventing pregnancy. 
 
Early/Child Marriage: “Is marriage before the age of 18 years” (WHO, 2013) 
 
Maternal Mortality: WHO defines maternal death/mortality as “The death of a woman while 
pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site 
of the pregnancy, from any cause related to or aggravated by the pregnancy or its 
management but not from accidental or incidental causes”. 
 
Puberty “It is the process of physical changes through which a child’s body matures into 
adulthood, experiences sexual feelings and is capable of sexual reproduction (Rivera and 
WHO, 2004) 
 
Total Fertility Rate (TFR): “It is the average number of live births a woman would have by the 
end of her reproductive life if she were subject to pass through those years bearing children 
at the current age-specific fertility rate” (GDHS, 2014). 
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Introduction 
 
Adolescent pregnancy is of both public health and social concern. Millions of girls in both 
developed and developing countries suffer from the health and social consequences of early 
pregnancy. About 16 million girls between age 15 – 19 years give birth and 3 million girls in 
the same age group have an unsafe abortion (WHO, 2011 and 2014). About 13% of the global 
maternal death was as result of unsafe abortion (Ahman and Shah, 2011; WHO, 2012). 
Adolescents pregnancy is when an adolescent girl between the ages of 10 – 19 years becomes 
pregnant. About 14% of adolescents in Ghana have begun childbearing and highest in the 
Upper East region (GDHS, 2014; FHDR, 2015). 
 
I have community nursing as my background and before coming to Royal Tropical Institute 
(KIT), I worked as a Project Officer on Adolescent Sexual Reproductive Health project in a 
local Non-Governmental Organization in the Northern Region of Ghana. The project aimed to 
contribute to a healthy and productive life among young people in Northern Ghana. Ultimately 
leading to reduced new human immuno-deficiency virus and sexually transmitted infection 
and teenage pregnancies. My work both as a community health nurse and Project Officer 
exposed me to the many challenges that adolescents face, including pregnancies. This 
experience motivated me to research into the factors influencing adolescent pregnancy. My 
thesis concerns assessing the factors that influence adolescent pregnancies. This stems from 
the fact that without clearly identifying these factors, efforts by both government and non-
government organizations will not yield the optimal result. I drew inspiration from the fact 
that in my area of work, though we concentrated efforts on reducing adolescent pregnancies, 
some of the adolescents who were supposed to have served as role models were getting 
pregnant as well as those not in the project. It became increasingly worrying, as it was unclear 
to what were the underlying factors that were causing these pregnancies irrespective of the 
interventions that we were implementing in the communities. The thesis is relevant at this 
time in the economy of Ghana where the country is fighting to reduce maternal mortality 
which is one of the most important public health issues facing Ghana. I believe addressing 
the high prevalence of adolescent pregnancy will also prevent neonatal morbidity as well as 
mortality, which are also major public health issues facing my country, thereby contributing 
to the global efforts in reducing maternal and infant morbidity and mortality. 
 
This thesis is a result of reviewing and analysing relevant literature on factors influencing 
adolescent pregnancy. Chapter 1 provides background information about demography, health 
and social context of Ghana and the Upper East Region. In chapter 2 the problem/justification 
of adolescent pregnancy, objectives, methodology and conceptual framework is presented. 
Findings on individual, environmental and interventions are presented in chapter 3. This is 
followed by discussion of findings in chapter 4 and finally, the conclusion and 
recommendations in chapter 5. 
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CHAPTER ONE 

1.0 BACKGROUND INFORMATION 
 
This chapter provides background information about the demography, health and social 
context that is relevant to adolescent pregnancy in the UER of Ghana. 
 
1.1 Geography and Demography 
Ghana is located in West Africa. It shares boundaries with Burkina Faso to the North, Gulf of 
Guinea to the South, Cote D`ivoire to the West and Togo to the East (Ghana Demographic 
Health Survey (GDHS), 2014).  
As depicted in Figure 2 in appendix 1, Ghana is divided into 10 administrative regions with its 
administrative and political capital being Accra. The regions are further divided into 216 
districts (Ghana Statistical Service (GSS), 2012). 
The population of Ghana is estimated at 27 million in 2015 (GSS, 2014). Ghana has a growth 
rate of 2.5% with a life expectancy of 60 and 61 years for males and females respectively 
(GSS, 2012). Ghana has a youthful population with about 58% aged between 0 – 24 years 
and this is shaped by the effects of high fertility (4.2 children per woman) (GSS, 2012; GDHS, 
2014). About 51% of the population lives in urban areas. About 71.2% of the population are 
Christians, 17.6% are Muslims and 5.2% are traditionalists (GSS, 2012). The Gross Domestic 
Product (GDP) of Ghana in 2015 was $37.54 billion with a growth rate of 1.1% and annual 
growth rate of 4.1%. The total health expenditure of the GDP was 3.6% in 2014 (WHO, 2015).  
 
1.2 Upper East Region  
The UER of Ghana comprises 9 administrative districts. Bolgatanga is the regional capital. It 
shares boundaries with Burkina Faso to the north, the Republic of Togo to the east, to the 
west with Sissala District and to the south with West Mamprusi. As depicted in Figure 4 in 
appendix 3. The population of the region is estimated at about 1 million with 51.6% females 
and 48.4% males. The region has primarily a rural population (77%). Adolescent aged 15 to 
19 years constitute 11.1%, children under 5 constitute 13.9%, children between ages 0 to 14 
years constitute 41.5% and elderly from 65 years and above constitute 6.8% (GSS, 2013). 
The population under 20 years represents 52.6% with a median age estimated at 19 years. 
About 93.7% of the population in the region depends on others, which may increase the 
economic burden of the working population. The majority of the dependency age is between 
0-14 years, especially under 5. (GSS, 2013).  
 
1.2.1 Economy 
The UER is one of the poorest regions in Ghana. It is agrarian with a high proportion (68.7%) 
engaged in subsistence farming and animal rearing (GSS, 2013). Illegal small-scale mining 
of gold has also become rampant in some part of the region which draws a lot of adolescents 
to these areas (GSS, 2013). 
 
1.2.2 Education/Literacy 
The current education system is based on a three-tier system: six years in primary school 
(age 6-9 years), three years in Junior High School (12-15 years) and three years in Senior 
High School (16- 18 years) (GDHS, 2014). Education and literacy in the UER are low. About 
47.5% of the population 11 years and above are literate compared to 74.1% nationwide. The 
literacy rate is lower in rural (28.5%) than the urban areas (44.3%). The proportion of the 
population (6 years and older) which has never attended school is 45.8% with 39.1% and 
51.9% for male and females respectively. The proportion of females who have never been to 
school in the rural is also higher 55.2% than females in the urban 40.2% (GSS, 2013). 
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1.2.3 Social and cultural environment 
The UER is a mix of several ethnic groups. The region has a patriarchal system of inheritance; 
decisions concerning the family including SRH are solely dependent on the man (Achana et 
al., 2015). There are conservative norms regarding open discussion on issues related to SRH 
between parents, elderly and adolescents. Polygamy and early marriage are a cultural norm 
practice in the region. There are three main religions; traditional (27.9%), Islam (27.1) and 
Christianity (41.7%) and within Christianity, the Catholics are the majority (19.9%) GSS, 
2013) 
 
1.2.4 Fertility 
Fertility is high with a total fertility rate (TFR) of 4.9 births per woman in the UER. TFR among 
women with no education was very higher (6.2 births per woman) and 5.1 births per woman 
in rural areas with the highest among the lowest wealth quintile (6.3 births per woman) 
(GDHS, 2014). 
 
1.2.5 Age of First Sexual Intercourse 
About 11.8% and 9.3% females and males between 15 – 19 years had their first sexual 
intercourse at age 15 years. The median age for first sexual intercourse between women aged 
20 – 49 years is 18.8 and 17.8 for urban and rural area respectively. This is about 18.4 year 
for the same age range for women in the UER; and 17.5 and 17.6 years for women with no 
education and lowest wealth quintile (GDHS, 2014). 
 
1.2.6 Health Service Delivery  
Health service delivery is organized from the community level to the regional level. The region 
has 13 administrative districts and 86 sub-districts (GHS, 2015). Varying services from 
preventive and curative at all levels are offered by 383 government health facilities, private 
not for profit and private for profit health facilities in the region (GHS, 2015). The region has 
one health research institute, 5 health training schools, a regional hospital, 290 CHPS zones, 
health centres and 5 district hospitals. Most of these health centres are managed by CHAG. 
Reproductive services are rendered in all facilities including contraceptive services however, 
the Catholic health facilities do not offer contraceptive services (GHS, 2015). The organization 
of health delivery in Ghana is in appendix 2  
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CHAPTER TWO 

2.0 PROBLEM STATEMENT, JUSTIFICATION, OBJECTIVES AND METHODOLOGY 
 
This chapter describes the problem of adolescent pregnancy, study objectives and 
methodology. 
 
2.1 Problem statement/Justification 
About 11% of all births worldwide are from mothers aged 15 to 19 years with about 95% 
occurring in low and middle-income countries (World Health Organization, 2014). 
Complications during pregnancy and childbirth are the second cause of death for girls aged 
15 to 19 years. Globally, 3 million girls aged 15 – 19 years undergo unsafe abortion every 
year, which remains a major contributor to maternal mortality. About 65% of women who 
develop obstetric fistula developed it during adolescence (WHO, 2013). About 36.4 million 
girls become mothers before age 18 (Loaiza and Liang, 2013, WHO, 2014). According to WHO, 
about 50% of still birth risk is associated with babies born to mothers who are under the age 
of 20 years compared to mothers above 20 years. (WHO, 2014). 
Sub-Saharan Africa (SSA) recorded the highest prevalence of adolescent pregnancy in the 
world in 2013 and countries having prevalence levels > 30% (Loaiza and Liang, 2013). 
Although adolescent pregnancy is also a problem in Ghana, contraceptive use among 
adolescents in Ghana is low. Only 30% of sexually active adolescents are currently using 
contraceptives with an even lower proportion (2%) in Northern Ghana (GDHS, 2014; 
Awusabo-Asare et al., 2017). 
The 2015 annual report of GHS, Family Health Division indicates that unsafe abortion 
contributes to 7% of all maternal deaths in Ghana. About 12.1% of girls between 10 to 19 
years got pregnant in 2015, 12.1% in 2014, and 12.3% in 2013 which was higher than the 
national target of 10% (FHDR, 2015). Abortion among the same group was 17.3% in 2015 of 
all pregnant adolescents (FHDR, 2015). There may be some unreported pregnancies and 
abortions which are not captured in the institutional report. 
The adolescent pregnancy rate was 15.3% in the UER which is the highest compared to the 
other regions in the country in 2015, 15% in 2014 and 15.5% in 2013. The abortion rate 
among adolescents in the region was 24.5% in 2015, 24.1% in 2014 and 23.8% in 2013. 
Factors influencing adolescent pregnancy goes beyond the health system (FHDR, 2015). 
Studies show that social disadvantage factors like family and community level poverty, family 
disruption, unemployment and inequalities are associated with adolescent pregnancy 
(Odimegwu and Mkwananzi, 2016). A study in Cameroon showed that age at marriage, early 
sexual debut and contraceptive use significantly influenced adolescent pregnancy (Fathi, 
2003). 
The adolescent health policy has been developed and implemented to ensure that adolescent 
health and development is integrated into the health delivery system of Ghana (FHDR, 2015).  
An NGO, Association of Church-based Development Project (ACDEP) has over 4 years 
implemented SRH programmes in schools and currently implementing the Young People in 
Charge Project in the Northern and UER as an intervention to reduce teenage pregnancy, new 
HIV and Sexually Transmitted Infections (STI). The Youth Harvest Foundation is also 
implementing an Adolescent Sexual and Reproductive Health Project in schools in the UER. 
One would have expected that all these interventions would have positively influenced 
adolescents’ sexual behaviour leading to productive and healthier lifestyles, however, the 
issue of teenage pregnancy is still a challenge. The question then is why are adolescents 
getting pregnant and what can be done to reduce adolescent pregnancies? This study is worth 
doing because little is known about the factors influencing adolescent pregnancy in the UER 
of Ghana. 
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2.2 Objectives of the study 
 
2.2.1 Main objective 
The study aims to assess the factors influencing adolescent pregnancy in the UER of Ghana 
in order to make recommendations to policy makers to institute measures that will contribute 
towards reducing adolescent pregnancy. 
 
2.2.2 Specific Objectives 
1. To examine individual factors that influence adolescent pregnancy. 
2. To analyse environmental factors that influence adolescent pregnancy 
3. To identify effective interventions to address adolescent pregnancy. 
4. To make recommendations to policy makers to institute measures that will contribute 
towards reducing adolescent pregnancy. 
 
2.3 Methodology 
In order to achieve the objectives of this study, the literature and other documentation were 
reviewed. The conceptual framework of adolescent SRH cited in Awusabo-Asare et al., (2006) 
was used to analyse the factors influencing adolescent pregnancy in the UER of Ghana. Due 
to the limited literature on adolescent pregnancy in UER, literature from other regions in 
Ghana, Ghana as a whole, SSA and a few global sources were used. A search of bibliographic 
databases was done to identify published articles on adolescent pregnancy, contraception and 
SRH. Titles and abstract of articles were read to identify relevant ones, full text was identified 
and subjected to the inclusion criteria and relevant individual articles were finally used. 
 
2.3.1 Search Strategy 
Search engines and data sources such as PubMed, Google Scholar, Google were used. The 
KIT library, international and government websites such as WHO, UNFPA, UNICEF, GHS, 
GLSS, GSS, Researchgate, Guttmacher were also searched. This yielded electronic 
publications of books, articles, reports and fact sheets from UER, Ghana, SSA and a few global 
sources. Published, peered-reviewed and grey literature in English Language from 1999 till 
date was reviewed and reports from UER and Ghana on adolescent/teenage pregnancy were 
reviewed. 
 
2.3.2 Key Words 
The key words and combinations used in the study are summarised in table 1 below: 
 
Table 1: Summary of key words used in search strategy 

Objective Key Words 
Individual factors “Adolescent pregnancy” OR “teenage 

pregnancy” Early sexual “debut”, 
“education”, “Employment”, “marital 
status”, “puberty”, “AND” age”, “Place of 
Residence”, First marriage, first sex, 
poverty. SSA, Ghana, UER, global 

Environmental factors “Adolescent pregnancy” OR “Teenage 
pregnancy” AND Religion, Peers, Sexual 
partner, Parents/family, School, Economic, 
health service, information, Knowledge, 
youth friendly services, Contraceptive 
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services, Media, internet, television, radio, 
Community, Norms, Values, Cultural, 
Abstinence. SSA, Ghana, UER, global 

Policies Policies, laws, conventions, Ghana, 
international 

 
Interventions 

CSE, Peer education programme, multiple 
component intervention, cash transfer, 
socio-economic programme, adolescent 
pregnancy, youth friendly services 

 
2.3.3 Inclusion Criteria 

• Articles published in English Language from 1999 – 2017 
• Studies on adolescent pregnancy/teenage pregnancy in UER, Ghana, SSA, Global 
• Studies on adolescent SRH in UER, Ghana, SSA, Global 
• Studies on contraception in UER, Ghana, SSA and Global 
• Full and published articles including peered reviewed 

2.4 Conceptual Framework 
The adolescent SRH conceptual framework looks at the specific context divided into individual 
characteristics and environmental factors, in relation to sexual and reproductive experience, 
knowledge and attitude on pregnancy/STI/HIV which have a further influence on current 
adolescent sexual behaviour and intention. For the purpose of this thesis, the focus was on 
adolescent pregnancy. 
 
Individual characteristics include the demographic background and socio-economic context 
within which the adolescent lives. The demographic background and socio-economic factors 
have an influence on adolescents’ choices and decisions which affect their SRH. (Awusabo-
Asare et al.,2006). The environmental context comprised immediate-social, institutional and 
political/policy factors. These factors have an influence on the knowledge and attitude, future 
expectations, access to health information, self- esteem, self-efficacy, gender and power 
relation and risk assessment and the choices that adolescents make in relation to their SRH 
and these further influence adolescents’ current behaviour and intentions. The immediate-
social factors include relationships with parent/family, sexual partners, peers and organized 
youth groups. The institutional factors include religion, but also norms and values in the 
community, the school, the media, health system and economic conditions. Lastly, local, 
national and international policies can influence adolescents’ sexual and reproductive health 
(Awusabo-Asare et al., 2006).   
The knowledge, behaviour and attitudes considered SRH experience, knowledge on 
contraceptives and pregnancy including protective behaviour, risk assessment which is 
perceived the risk of getting pregnant and consequences, self-efficacy, gender and power 
relation, health information and services and self-esteem. The current sexual intentions are 
also related to sexual behaviour, contraceptive/condom use, intentions on fertility and use of 
health information and services (Awusabo-Asare et al., 2006). 
 
This thesis focused on factors in the individual and environmental context that influence 
adolescents’ pregnancy and how these factors influence the acquisition of accurate 
information in relation to knowledge on protective behaviour, contraceptives and negotiating 
protective action (Awusabo-Asare et al., 2006) as depicted in Figure 1. 
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Figure 1:  Conceptual Framework for adolescent sexual and reproductive health 

 
 
2.5 Limitation of the study 
Only literature in English language was reviewed. The study type was a desk review that 
depended on findings from empirical studies by other researchers which focussed entirely on 
adolescents aged between 15 to 19 years, without recourse to those between 10 to 14 years 
mostly associated with complications. Again, when it comes to data that was used, there is a 
possibility of underreporting, since the data consisted of those captured by data reporting 
systems in the country.  
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CHAPTER THREE 

3.0 FINDINGS 
The conceptual framework of adolescent SRH is applied to examine the factors influencing 
adolescent pregnancy in the UER of Ghana. 
 
3.1 Individual factors	  
The individual factors described in this section are the demographic and socio-economic 
factors. 
 
3.1.1 Demographic Factors 
 
3.1.1.1 Age: age of puberty, sexual debut, marriage and pregnancy 
Puberty occurs at a stage when many boys and girls are not fully developed cognitively and 
hence have less decision-making competence (Kar et al., 2015). There is a decline in the 
puberty age globally, the menarche age for girls is between 12 to 13 and boys experience the 
first ejaculation at 13 years (Anthony, 2011; Kar et al, 2015). Studies conducted in Ghana 
also estimate a decline in the mean age menarche at 12.74 and 13.66 years (Aryeetey et al., 
2011; Ameade and Garti, 2016). The desire for intimacy and love making increases during 
this period as adolescents feel attracted and have sexual desire and thoughts for each other 
(Kar et al., 2015).  
In Ghana, the age at sexual debut is relatively high (Zaba et al., 2004; Doku, 2012). About 
11% females and 9% males between 25-49 years had their first sexual intercourse by age 15 
and 47% of young females and 32% of young males between 25-49 years had their first 
intercourse at age 18 (GDHS, 2014). A study in Bolgatanga in the UER indicates the median 
age of sexual initiation for both sexes is 18 years which was measured among the 15-24 age 
group (Rondini and Krugu, 2009). Some studies reported association between early sexual 
debut and adolescent pregnancy (Keller et at., 1999, Imamura et al., 2007; Brahmbhatt et 
al., 2014) and specifically the inability to negotiate condom use as a risk factor for adolescent 
pregnancy (Karim et al., 2003; Toska et al., 2015).  
About 40% of girls are married as children in SSA (UNICEF, 2015). About 5% of girls are 
married by age 15 and 21% married by age 18 in Ghana (UNICEF, 2014). In Ghana, 14% of 
women aged 15-19 years have begun childbearing (GDHS, 2014). One in every 4 women 
(27%) is married before age 18, UER having the highest percentage: 39.2% (MICS, 2011). 
About 9% of women aged 15 – 19 years indicate they have co-wives (GDHS, 2014). McCleary-
Sills et al. (2014) indicates that some girls enter into marriage as second and third wives. 
According to the WHO (2004), adolescents who marry at an early age give birth early to proof 
their fertility. This is evident in Uganda, Kenya and Zambia where the risk of adolescent 
pregnancy as well as HIV is influenced by early marriage due to regular unprotected sex 
(Neema and Bataringaya, 2000; Clark, 2004). A study in Cameroon reveals that the likelihood 
of pregnancy among married adolescent girls was 6 times compared to unmarried adolescent 
girls (Fathi, 2003). 
 
3.1.1.2 Place of Residence 
Adolescent childbearing in Ghana is more prevalent in rural than urban areas: 17% and 12% 
respectively (GDHS, 2014). Rural girls are more likely to engage in early sexual intercourse 
compared to their urban counterparts (Doku, 2012), but urban boys initiate sex earlier than 
their rural counterparts (GDHS, 2014). A study in Ethiopia indicates that earlier sexual debut 
is prominent among urban dwellers than rural dwellers (Oljira et al., 2012). Child marriage is 
also more prevalent in rural than urban areas which increased from 30.6% in 2006 to 36.2% 
in 2011 across all rural areas in Ghana (MICS, 2011). The median age for first sexual 
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intercourse among women aged 20-49 years in rural areas was 17. 8 and 18.8 for urban area 
(GDHS, 2014). 
 
3.1.2 Socio-economic factors 
 
3.1.2.1 Education 
Girls with less education coupled with rural residency or being part of a poor family are likely 
to get pregnant early (Loaiza and Liang, 2013). Higher education is protective for adolescent 
pregnancy while disliking school is associated with adolescent pregnancy (Berry et al., 2000; 
Bonell et al., 2005). An adolescent dropping out of school as a result of late enrolment which 
places the adolescent at a grade behind his or her age is an issue which may increase the 
occurrence of adolescent pregnancy (Loaiza and Liang, 2013). In SSA, about 38% of 
adolescents are out of school and 39% are enrolled in primary education (Loaiza and Liang, 
2013). Gyan (2013) reports that “school dropout is seen as a cause and consequences of 
teenage pregnancy”. However, Vundule et al. (2001) argues that poor school performance is 
not a risk factor for adolescent pregnancy. Berry et al. (2000) state that mother’s high 
education is protective for adolescent pregnancy. About 55% of adult females have never 
attended school in the UER (GSS, 2013), which can be a risk factor for adolescent pregnancy 
of their daughters. Lack of education is also associated with child marriage.  In Ghana, about 
41.6% of uneducated women married before 18 years (MICS, 2011). This may be as a result 
of early marriage, poverty, multiple household chores and girls’ responsibility of helping 
mothers in the market and farm as indicated in a study in Ghana, Nigeria and Togo (Tuwor 
and Sossou, 2008). Adolescents with high education level may be less at risk of adolescent 
pregnancy (Blum et al., 2005; Grant and Hallman,2008). A multicounty study including Ghana 
indicates that high community educational level is also associated with reduced incidence of 
risky sexual behaviour resulting in adolescent pregnancy, since it influences adolescents to 
aspire to high educational attainment (Stephenson, 2009) 
 
3.1.2.2 Employment  
Research shows that economic power of adolescent increases if adolescents engage in 
employment which can prevent them from engaging in early sex (Stephenson et al., 2014). 
However, as adolescent social interaction increases with employment, they could also be more 
at risk of being exposed to sexual activities (Stephenson et al., 2014). A study in Nigeria 
found that lack of opportunity and unavailability of decent jobs for adolescents are factors 
that contributed to adolescent pregnancy (Amoran, 2012).  Some of the adolescents in the 
UER find themselves in “galamsey1” farming, petty trading and kayayei2 (GSS, 2013). Some 
of them may also be jobless and pushed into early marriages and engagement in transactional 
sex. A qualitative study in Nigeria found that street trading and hawking goods in 
neighbourhood exposed adolescent girls to sex, which may end up in pregnancy (Ankomah 
et al., 2011). There is limited literature on employment of adolescents in the UER. 
 
3.1.2.3 Poverty 
Poverty is one of the main contributing factors to adolescent pregnancy (Keller et. al., 1999; 
Vundule et al., 2001; Imamura et al., 2007; Gyan, 2013; Kimball and Wissner, 2015). A study 
conducted in Nigeria reveals girls from low socio-economic families are twice as likely to get 
pregnant than those from wealthier families (Amoran, 2012). Gyesaw and Ankonah, (2013) 
argue that girls exchange sex for money as a source of income to sustain a living. A study 
conducted in Ghana indicates that about 68% of Junior High School girls engaged in sex for 
money which may end up in pregnancy (Afenyadu and Goparagu, 2003; Luke, 2003). In the 

                                                
1 Illegal small mining of gold 
2 Head potter 
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UER of Ghana, girls from poor families may engage in transactional sex as a source of income 
for livelihood and the intention to use a condom may be low as they may not have power to 
negotiate for safe sex (Van der Geugten et al., 2013) as evident in Nigeria (Isiugo-Abanihe 
and Oyediran, 2004). Poorer families tend to give their daughters out to marriage early to 
reduce the economic burden of the family, which can also lead to adolescent pregnancy (MICS, 
2011; Loaiza and Liang, 2013). The UER is one of the poorest Regions in Ghana (GSS, 2013). 
Given the low wealth of people living in the UER of Ghana, adolescents may have limited 
access to sexual health information due to inability of poor families to purchase television, 
newspaper and cost of visiting the health facility for accurate information. (GLSS, 2013).  
Adolescents may also not be able to afford contraceptive/condoms even if they are cheap, 
this will influence contraceptive/condom use (Amuyunzu-Nyamongo et al., 2005; Madise et. 
al., 2007). A multicounty study including Ghana reveals that poverty exposed girls to early 
sexual activity which may result in pregnancy (Madise et al., 2007). Also, it was found that 
the likelihood of the poorest adolescents to use condoms was low, which was prevalent in the 
rural areas (Madise et al., 2007). As indicated earlier community wealth is protective for early 
sex initiation (Stephenson et al., 2014) 
 
3.2 Environmental Factors 
 
3.2.1 Immediate Social 
  
3.2.1.1 Parent/Family 
A study conducted in the UER of Ghana among pregnant adolescents reveals that there was 
no discussion on sex with adolescents prior to the pregnancy. However, another study among 
non-pregnant adolescents reveals that there was some kind of discussion among adolescent 
girls and mother (Krugu et al., 2016; Krugu et al., 2017). The structure of the family may 
influence the behaviour of adolescents especially sexual behaviour, either positively or 
negatively (Burt, 2002; Holness, 2015). Parents’ close relationship/support is linked to lower 
risk behaviour of adolescents especially regarding sexual activities (Miller, 2002, Nichols, et 
al., 2016). East et al. (2006) affirms this by saying “protective parenting has a positive impact 
under high risk conditions like poor family, deviant peers, older sister’s or maternal teen birth 
even though it is not completely sufficient to counteract the impact of those risk”. Others have 
argued that parent child communication, especially mother’s discussion on sex initiation with 
adolescents is protective, resulting in less risky sexual behaviour and conforming to peer 
norms (Whitaker and Miller, 2000; Salami and Ayegboyin, 2015; Krugu et al., 2016). 
However, single parenthood, large family, having an older sexually active sibling or pregnant 
older sister are connected to the likelihood of adolescents to engage in early sex and 
adolescent pregnancy (Miller et. al., 2001, Miller, 2002, Karim et al., 2003, East et al., 2009; 
Okigbo and Speizer, 2015). A study conducted in Uganda reveals that lack of parent 
support/control, lack of information on SRH, poverty, family breakdown and bridal wealth 
were the reasons for adolescent pregnancy from the perspective of adolescents (Sekiwunga 
and Whyte, 2009). A qualitative study conducted in the southern part of Ghana indicates that 
parents found it difficult to discuss sexual matters with adolescents (Asampong et al., 2013). 
Kumi-Kyereme et al. (2007) indicates in a mixed methods study in Ghana that there was an 
inadequate discussion on sex related matters between adolescents and parents though 
parents tend to give instruction on avoidance of early sexual intercourse to girls than boys. A 
qualitative study in rural Nigeria indicates that sexuality was portrayed by parents as 
dangerous and unpleasant hence they avoided discussions on sexuality (Izugbara, 2008). 
Some adolescents in SSA are either uninformed or misinformed about their body development 
and sexuality (Santhya and Jejeebhoy, 2015). A study has shown that parents/families are 
another source of information on protective sexual behaviour (Amuyunzu-Nyanmongo et al., 
2005).  However, parents are not always able to provide accurate information to adolescents 
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due to limited knowledge on body development of adolescents and sexual health, judgemental 
attitude, being uncomfortable with sharing information, lack of time, the perception that their 
daughters are not at risk of pregnancy and not being approachable for discussion regardless 
of their experience on sexual issues (Amuyunzu-Nyamonga et al, 2005, Sekiwunga and 
Whyte, 2009, Bastien et al., 2011), which may not be different from the UER in Ghana. A 
qualitative study in Bolgatanga, UER, found that parents are not able to give accurate 
information on SRH due to lack of knowledge on SRH, shyness and unwillingness to discuss 
sex related issues (Van der Geugten et al., 2017). It has also been hypothesized that the 
widely accepted and highly promoted practice of abstinence until marriage in the UER limits 
access to information about other protective behaviour choices, which exposes the adolescent 
to risky sexual behaviour (Van der Geugten et al., 2013). A mixed method study in Ghana 
suggests that the authoritative nature of fathers’ limits access to information on sexual and 
reproductive health by adolescents and the gender perception that is embedded in family 
limits the girls’ access to information, where girls are more strictly monitored compared to 
boys (Kumi-Kyereme et al., 2007). This is in line with a study in Kenya where fear of 
punishment limited open discussion on sexual and sensitive issues (Okigbo et al., 2015).   
The inability of parents to play their role in the light of giving accurate information pushes 
adolescents to engage in early sexual intercourse out of curiosity, peer influence and 
experimentation which is usually done without protection (Biddlecom et al., 2007; Jejeebhoy 
and Santhya, 2011). Parents who are able to openly discuss and share information on sex 
and condom use can positively influence the sexual behaviour of adolescents on when to 
engage in sexual activity, partner choice and condom/contraceptive use (Krugu et al., 2016).  
 
3.2.1.2 Peers 
Peer influence has been cited as a contributing factor of adolescent pregnancy in Ghana 
(Amuyunzu-Nyamongo et al., 2005, Gyan, 2013). Kumi-Kyereme et al. (2007) indicates that 
adolescents preferred to seek advice or discuss sexual related issues from peers and that 
peers are the important source of information on sexual matters. Similar findings indicating 
the role of peers as the primary source of sexual information was reported from a study in 
Tanzania (Silberschmidt and Rasch, 2001). According to Santelli et al. (2004) the sexual 
decisions of adolescents are influenced by their peer sexual experience.  Peers have a positive 
or negative influence on adolescent behaviour especially regarding sexual activities (Neema 
and Bataringaya, 2000; Karim et al., 2003). The likelihood of adolescents being influenced by 
deviant and high-risk friends under unprotective parenting is high when they find themselves 
with such peers (East et al., 2006). Peers who indulged in alcohol has been linked to risky 
sexual behaviour which may result in adolescent pregnancy (Santelli et al. 2004, Kabiru and 
Ezeh, 2007, Woolf-King and Maito, 2011, Brahmbhatt et al., 2014). The more time 
adolescents spend with friends, the more likely they become exposed to their friends’ 
behaviour (Deutsch et. al., 2015). A mixed method study conducted in the southern part of 
Ghana reveals that peer influence was a major factor contributing to adolescent pregnancy 
and early sex initiation as adolescents rely on peers for sexual information and also learn from 
their peers (Gyan, 2013). However, a small qualitative study conducted in Odumasi in the 
Ashanti region of Ghana found peer influence not to be a major contributing factor to 
adolescent pregnancy (Keller et. al., 1999). The adolescents desire to fit in and be accepted 
among their peers, influences them to conform to peer ideas without seeking for accurate 
information on sexuality hence sexual behaviour been informed by peer norms (Tolman et 
al., 2004; Smiler, 2008; Bearman et al., 2004, Tolman and McClelland, 2011). Adolescents 
are likely to engage in early sex, have multiple sex partners and low condom/contraceptive 
uptake if they perceive that their peers are doing same since they tend to model peer 
behaviour to gain recognition and respect among peers (Vundule et al., 2001; Newman and 
Newman, 2001; Kiesner et al., 2002; Pedlow and Carey, 2004; Lapinski and Rimal, 2005). 
Boer and Tshilidzi Mashamba, (2007) affirms for example that decisions to use condoms are 
dependent on the individual social network and normative pressure from peers. 
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3.2.1.3 Sexual Partner 
A study conducted in four countries including Ghana reveals that adolescents enter into 
relationships with older adults “sugar daddy and mummy” (Amuyunzu-Nyamongo et al., 
2005). This is also reported in Kenya and Tanzania where some adolescents engage in sexual 
relation with older persons though parents may disapprove such relationships (Longfield et 
al., 2002; Silberschmidt and Rasch, 2001). However, others argue that parents may approve 
such relationships as they urge their daughters to associate with well to do men who can 
support them financially (Silberschmidt and Rasch, 2001), which is linked to the section of 
poverty above. Other studies affirm that the main driver of such relationships is financial 
assistance (MacPhail and Campbell, 2001; Kaufman and Starvrou, 2004). These findings may 
not be different in the UER of Ghana, given the poor economic background. Two studies 
conducted in the Bolgatanga in the UER indicates that some female adolescents engaged in 
transactional sex and have multiple boyfriends at the same time. Adolescent girls’ sexual 
relationships were based on economic gains as indicated previously in the poverty section 
(Van der Geugten et al., 2013; Krugu et al., 2017). Love may draw some of the adolescents 
in sexual relationships with a younger person of the same age (Van der Geugten et al., 2013). 
Some adolescents may be forced into sexual relationships through coerced sex, rape, sexual 
assault, abuse (Morche and Morche, 2013; Woog and Kagesten, 2017) even though some of 
the forced and coerced sex may be initiated by husband, boyfriend or family friend (Adjei et 
al., 2015; Rominski et al., 2016). Forced sex was also found in the study in Bolgatanga; and 
that condom use was perceived by adolescent girls as the responsibility of the male partner 
(Krugu et al., 2017). McCleary-Sills et al. (2014) reports that male adolescents perceived 
pregnancy prevention as the responsibility of girl partner. Research shows that sexually 
abused boys are at risk of being involved in making a girl pregnant and take up other risky 
behaviours as coping strategy (Saewyc et al., 2004). A study conducted in South Africa shows 
that girls who have multiple sexual partners are at high risk of getting pregnant compared to 
girls with one sexual partner. Again, adolescent boys tend to have multiple sexual partners in 
order to prove their masculinity (Jonas et al., 2016). However, the power imbalance that 
exists in most adolescent relations hinders the ability of girls to negotiate for safe sex and to 
take decisions on protective behaviour (Jewkes et al., 2003; Boer and Tshilidzi Mashamba, 
2007; Heavey et al., 2008). Again, the wide age difference also put girls at a position which 
makes it difficult to question their partner’s infidelity, a decision on fertility, contraceptives 
and condom use. (Jewkes et al., 2001; Silberchmidt and Rasch, 2001; Heavey 2008). Karim 
et al. (2003) indicates in a cross-sectional study in Ghana, that there was a limited discussion 
on sexual matters between adolescents and their sexual partners which may influence 
adolescents’ contraceptive or condom use.  
 
3.2.2 Institutional Factors 
 
3.2.2.1 Religion 
Abstinence and avoiding premarital sex among unmarried people is promoted among both 
Christian and Muslim religions in Ghana. Premarital sex among adolescents is seen as a sin, 
and some hypothesized that this may limit discussion around sexual matters between 
adolescents and adults subsequently hindering access to accurate information on sexuality 
(Anarfi and Owusu, 2011; Osafo et al., 2014). However, premarital sex among the 
adolescents is common practice in Ghana, including the UER. It is evident that abstinence 
only programmes have not yielded much result in reducing adolescent pregnancy (Santelli et 
al, 2006; Kirby, 2008; Ketting and Winkelman, 2013) since not all adolescents can abstain. 
Zavodny, (2001) and Amoran (2012) argues that religion is protective for adolescent 
pregnancy as confirmed in a study in Kenya which shows that strongly religious adolescents 
were more likely to delay first sexual encounter (Okigbo and Speizer, 2015). The UER is a 
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religious community where Islam is the major religion (GLSS, 2014). Madise et al (2007) 
found that Muslim girls have early sexual debut due to early marriage. A study in Cameroon 
also found an association between Islam and adolescent pregnancy and early marriage (Fathi, 
2003). 
Religion instructs adolescents on appropriate behaviour and proper conduct on sexuality by 
instilling values which deter immoral activities (Osafo et. al., 2014). However, the ideology of 
abstinence before marriage limits the discussion around sexual matters among adolescent 
and adults (Anarfi and Owusu, 2011; Geugten et al., 2013). This makes it difficult for 
adolescents to explore deep into sexual matters as abstinence may be seen as the only way 
to avoid pregnancy, STIs and HIV infection and adolescents may also see it as unreligious if 
they do not abstain. Some of the religious denominations have some reservation on the use 
of contraceptives among its members hence the less likely for adolescents who belong to this 
group to use any form of contraceptives (Tackyi, 2003). In effect, adolescents who belong to 
the Catholic denomination have limited knowledge on contraceptives given less knowledge of 
adults on contraceptives and the Catholic Mission Health facility not providing contraceptive 
services. Abdul-Rahman et al. (2011) indicates that one of the issues for the non-use of 
contraceptives among sexually active adolescents is related to the prohibition of 
contraceptives by their religion. As was found in a study in Ghana by Glover et al., 2003. The 
Muslim ideology of polygamy and early marriage may inhibit protective behaviour influencing 
early sex, lack of condom use and men seeking multiple sexual partners (Glover et al., 2003; 
Van der Geugten et al., 2013). Adolescents’ current sexual behaviour and intention in UER 
may be highly influenced by the abstinence, reservation on contraceptives use and other 
protective behaviours.  
 
3.2.2.2. Community Norms and Values 
A qualitative study conducted in the UER points out that adolescent girls getting pregnant is 
regarded as a proof of fertility and continuity of family inheritance (Krugu et al., 2017). Glover 
et al. (2003) clearly state in a qualitative study conducted in Ghana that community norms 
hinder conversations around sexual matters. Due to the patrilineal inheritance in the UER, 
males are valued more than girls (GSS, 2013, Van der Geugten et al., 2013) hence given 
more opportunity in terms of access to education. It is culturally valued for a girl to remain a 
virgin until marriage, different from their males (Van der Geugten et al., 2013). Community’s 
tolerance for an early sexual debut is favoured towards the male (Marston and King, 2006). 
A qualitative study in South Africa reveals that adolescent boys exhibit their masculinity 
through being sexually active and aggressive (Varga, 2003). Jewkes et al., (2001) argues 
that factors like unequal power relation and forced sexual initiation expose the girl to 
Adolescent Pregnancy, which are deeply rooted in community gender norms. Polygamous and 
early marriage are common practices in the UER (GSS, 2013, MICS, 2011). This exposes the 
adolescent girls to early pregnancy as a proof of their fertility (WHO, 2004). Moreover, 
condom use is not culturally accepted among married couples (Stephenson, 2009). It is 
evident in a study in Burkina Faso, Malawi and Uganda that adolescent pregnancy resulting 
from early sexual initiation is influenced by early marriage (Stephenson et. al., 2014).  
A study in Bolgatanga in the UER shows that there is reservation in open discussion of 
adolescent sexuality (Krugu et al., 2017). Studies show that knowledge and attitudes of older 
adults in a community are an important source of information for adolescents (Stephenson, 
2009) however, this cultural norm surrounding non-open discussion of sexuality hinders 
sharing of knowledge. The issue of high fertility preference which was found in UER of Ghana 
may make adolescent girls more reluctant to seek for information on contraceptives and push 
them to engage in sexual activity (Krugu et al., 2017). Community gendered roles and norms 
where the adolescent girl is socialized to be sexually passive and submissive put the 
adolescent girl at the disadvantage, limiting her access to information about her body 
development and sexual matters and ability to negotiate for safe sex and decision making on 
contraceptive use (Addai, 1999, Blanc, 2001). This may contribute to shyness to use 
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contraceptives /condoms use (Adjei et al., 2015; Apanga and Adam, 2015), as found in Kenya 
on the stigma associated with a female buying condom (Longfield et al., 2002). A study in 
Mozambique indicates that unequal decision-making power and non-use of condoms was 
more related to gender norms of submissiveness (Machel, 2001). Masculinity norms on 
domineering and cultural permissiveness on premarital and extramarital sex (Addai, 1999) 
also hinders preventive messages on avoiding multiple sexual partners and make adolescent 
boys reluctant to use a condom. This is evident in a qualitative study in Malawi where the 
ideology of masculinity pushed male adolescents into unprotected sex and multiple sexual 
affairs with the aim of maintaining maleness (Izugbara and Undie, 2008). However, the norm 
of abstinence/virginity may also influence the adolescent girl to avoid premarital sex that may 
result in pregnancy (Van der Geugten et al., 2013). On the other hand, abstinence norm has 
made the community to regard sex education as unnecessary as found in the UER of Ghana 
(Van der Geugten et al., 2017). The unsupportive and negative attitudes of adults coupled 
with social stigma about adolescent sexuality may hinder adolescents’ access to accurate 
information on sexual matters and contraceptive/condom uptake (MacPhail and Campbell, 
2001; Biddlecom et al., 2007). Newton-Levinson et al. (2016) found in a systematic review 
that cultural taboo of adolescent not supposed to be sexually active or access SRH services 
hindered adolescents from accessing SRH services and prevented providers to deliver SRH 
services. This may influence the discussion of SRH issues and contraceptives among health 
care providers or parents and adolescents.  
 
3.2.2.3 The School 
Research shows that being in school reduces the risk of adolescent pregnancy (Biddlecom et 
al., 2008; Perper et al., 2010; Brahmbhatt et al., 2014).  A study in Ghana by Karim et al. 
(2003) indicates that school attendance has an effect of delaying early sexual initiation of 
adolescent. A study in Kenya found that the likelihood of an adolescent girl becoming pregnant 
is associated with poor school performance and girls who are committed to studies are less 
likely to get pregnant (Grant and Hallman, 2008). However, Keller et al. (1999) in a qualitative 
study in Ghana indicated that there was no academic problem among adolescent girls who 
were pregnant. Mensch et al. (2001) found that schools that provide equal opportunity and 
support for both sexes reduce the tendency of girls engaging in premarital sex which results 
in pregnancy. Lloyd et al. (2000) confirmed this by indicating that girls are demotivated and 
likely to drop out of schools where much inequities, concentration and support favour boys. 
The school is one of the important places where adolescents can learn about SRH (Manlove 
et al., 2002; Bankole et al., 2007). Awusabo-Asare et al. (2006) indicates that adolescents 
prefer information on SRH matters from teachers. A study in Bolgatanga in the UER of Ghana 
suggests that sex education in schools is limited due to moral values of abstinence thus less 
emphasis is placed on contraceptives and their effective usage (Krugu et al., 2017). The 
approaches like (demonstrations, role plays) used to deliver sex education in school may 
influence the practical delivery of accurate information on sexuality to adolescents, for 
example adolescents who have seen condom demonstration are two to five times as likely to 
have better knowledge on correct use of condom (Bankole et al., 2007). Again, the sensitive 
nature of sex and sexuality topic coupled with teacher’s personal values may hinder effective 
delivery of sex education to adolescents. A qualitative study in Bolgatanga, UER found that 
some schools do not adequately teach SRH with the fear of stimulating adolescents into sexual 
activities (Van der Geugten et al., 2017), while it is evident that Comprehensive Sex Education 
(CSE) in schools does not hasten sex activities among adolescent (Kirby et al., 2007; Kohler 
et al., 2008). The inadequate and inaccurate information on SRH influences the ability of 
adolescents to correctly and consistently use contraceptives and condoms (Bankole et al., 
2007).  The unavailability of age appropriate CSE in some schools in Bolgatanga in the UER 
of Ghana pushes adolescents to rely on their personal and peer’s perception on sexual matters 
which exposes them to risky sexual behaviour (Van der Geugten et al., 2017). CSE is delivered 
but does not cover out-of-school adolescents (GHS, 2017). 
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3.2.2.4 The Media (Internet, Radio, Television) 
Van der Geugten et al. (2013), in a study in Bolgatanga, UER of Ghana, indicate that the 
media is one of the sources of information about sexual matters for adolescents. Benefo and 
Takyi (2002) and Awusabo-Asare et al., (2006) affirm this in their studies in Ghana. The 
ability of adolescents to be able to use the internet or read the newspaper is dependent on 
their literacy level, since information from these sources is mostly in English (Awusabo-Asare 
et al., 2006). The media offers adolescents’ confidentiality and easy access to sexual 
information as parents and school remain reluctant to discuss sexual issues with adolescent 
(Brown, 2002; Gray et al., 2005; Bankole et al., 2007). However, Fatusi and Blum, (2008) 
point out in a study in Nigeria that the risk of premarital sex increases as adolescent become 
exposed to media. Brown et al. (2006) affirm that the early exposure of adolescents to sexual 
content on videos, music, television and magazines encourages and pushes adolescents into 
sexual activity. However, access to these sources is limited in the UER in Ghana given the 
limited internet coverage and availability of newspapers, which is mostly in the urban areas. 
Adolescents’ limited search skills and lack of ability to assess the reliability of information may 
limit their knowledge of sexuality (Gray et al., 2005). The inability of some adolescents, to 
interpret and understand sexual contents information in movies, internet, music, magazines 
and television limits their access to accurate information, given the unregulated information 
from some of these sources (Brown et al., 2005). The media may positively influence 
adolescents’ sexual behaviour and intention if sexual information is well regulated. About 
2.3% of people living in the UER have access to a newspaper, 26.2% have access to television 
and 52.4% have access to radio. Awusabo-Asare et al. (2017) indicates that about 90% of 
adolescents in Ghana received information on SRH through the internets, television, radio, 
social media and pamphlets. 
 
3.2.2.5 Health System 
 
3.2.2.5.1 Health Information and Services 
The health facility is one of the places where adolescents can seek accurate information and 
service on SRH, though some adolescents prefer drug stores (Biddlecom et al., 2007). 
However, adolescents are deterred by health workers judgemental attitude and disrespect 
(Morris and Rushwan, 2015).  Awusabo-Asare et al. (2006) indicate that adolescents prefer 
to access SRH information and services from clinics and professionals such as health staff. 
Abdul-Rahman et al. (2011), in a study in Ghana, found that adolescents’ major source of 
information on contraceptives is from the private pharmacy and drug stores. Some 
adolescents preferred to receive information on contraceptives and SRH services from the 
health facilities, however, some do not know where to access these services. Adolescents 
perceive the health facility as conducive in terms of quality of services and information, 
however, privacy and confidentiality were not maintained which influenced the utilization of 
reproductive health services (Biddlecom et al., 2007). Koster et al. (2001) also found a lack 
of privacy and confidentiality as the barrier to accessing reproductive health services among 
adolescent boys in a qualitative study in the eastern part of Ghana. In the same study, boys 
felt reluctant to approach female health workers and inconvenient opening hours were other 
barriers to accessing reproductive health services. Most health facilities in the UER are not 
easily accessible in relation to distance (Abdul-Rahman et al., 2011). A qualitative study 
conducted in Ghana found that judgemental and unfriendly attitudes of health staff prevent 
adolescents from accessing accurate information and contraceptive and other SRH services 
(Kumi-Kyereme et al., 2014). A study in Swaziland found that health staff knowledge on CSE 
was inadequate to provide quality services and information to adolescents (Mngadi et al., 
2008). It was found in a study in Uganda that the unattractiveness of reproductive health 
service to adolescents was as a result of lack of privacy and unavailability of health staff to 
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provide effective adolescent health services (Atuyambe et al., 2015). A systematic review 
reports that lack of knowledge about SRH by adolescents, barriers to accessibility including 
cost of service, lack of service integration, lack of acceptability of service, shame and stigma 
in accessing services and fear about confidentiality. They also found health staff felt 
uncomfortable in providing SRH services, lack of competence of staff, shortage of staff and 
some staff acknowledged been judgemental towards adolescents (Newton-Levinson et al., 
2016). 
 
3.2.2.6 Economic Situation 
Research shows that the economic situation of any country has a strong influence on the 
health outcomes, including adolescent pregnancy (Kappe, 2016). It is speculated that higher 
poverty is associated with higher adolescent births while higher income is associated with 
lower adolescent births (Kappe, 2016). The UER is one of the poorest regions in Ghana (GSS, 
2013). There are disparities between the southern and northern part of Ghana in terms of 
development like road infrastructure has contributed to the difficulties in reaching rural areas 
with health education programmes (Rondini and Krugu, 2009). 
 
3.2.3 Political factors, Policies and Law 
 
3.2.3.1 International Treaties, Agreements and Conventions 
Adolescents are faced with health risks that are detrimental to their development and some 
are unable to exercise their SRH right to prevent unintended pregnancies (McCleary-Sills et 
al., 2014). Commitments have been made over the years to eliminate adolescent pregnancy 
and fight for the rights of adolescents through the Convention of the Right of the Child (CRC) 
and the International Conference on Population and Development (ICPD) which was held in 
1994 in Cairo and was reaffirmed at Beijing in 1995 (G.C, 2003; Glasier et al., 2006; Greene 
et al., 2012). It also called on governments to adopt and make available accurate information 
and services on SRH for adolescents (G.C, 2003; Glasier et al., 2006; Greene et al., 2012). 
The sustainable development goals lay emphasis on increased access to SRH (Water et al., 
2015). These international treaties, agreements and convention have contributed to various 
policy revisions and policy developments in Ghana. This includes the revision of the 1964 
National Population Policy in 1994 and 2015, the development of the reproductive health 
policy, adolescent health policy and the government commitment to providing access and 
equitable health services and reducing reproductive health problems among the population. 
This necessitated the inception of CHPS in selected rural areas to provide health services 
including reproductive and contraceptive services (GDHS, 2014, FHDR, 2015, Awusabo-Asare 
et al., 2017). 
 
3.2.3.2 Laws and Policies of Ghana 
In Ghana, the legal age for marriage is 18 years, therefore child marriage is illegal (ILO, 
2017). However, the age of consent to sex is 16 years. These laws are not strictly adhered to 
in certain parts of the country, like the UER where there is a high prevalence of early marriage 
(MICS, 2006 and 2011; Anarfi and Owusu, 2011). There is an adolescent health policy that is 
targeted at “reducing the proportion of adolescents who marry before 18 years and give birth 
before age 20 by 80% by 2020”. The policy was revised and renamed SRH policy for young 
people (FHDR, 2015). Abortion is possible on medical grounds and in the cases of rape, incest 
or defilement (Morhee and Morhee, 2006). The national HIV and AIDS, STI Policy was also 
developed in 2013 which advocated for an inclusion of age-appropriate sex education in the 
school curriculum (Awusabo-Asare et al., 2017). Adolescent health service policy and strategy 
has also been developed, aiming to “enhance the health status and quality of life of 
adolescents and young people in Ghana, to contribute towards the realization of their full 
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potential in national development through mainstreaming information and gender-sensitive 
and responsive health services” (GHS, 2017). 
 
3.3 Effective Intervention to address adolescent pregnancy in the UER of Ghana 
This section looks at effective interventions that would contribute to reducing adolescent 
pregnancy in the UER of Ghana. 
 
3.3.1 Comprehensive sexuality education  
Chandra-Mouli et al. (2015) indicate that CSE is effective when well implemented through 
coordinated and complementary approaches. Effective sex education programmes which are 
context specific are necessary to prevent adolescent risky sexual behaviour and adolescent 
pregnancy. CSE may be delivered in schools, community settings or health clinics or a 
combination of all settings which can reach both in-school and out-of-school adolescents. 
Evidence shows that CSE has proven to be effective to reduce adolescent pregnancy 
(Starkman and Rajani, 2002; Fonner et al., 2014; Haberland,2015). A study in Nigeria 
affirmed the effectiveness of comprehensive sexuality education and the possibility of a 
nation-wide scale-up (Rosen et al., 2004; Huaynoca et al., 2014). 
A systematic review found that CSE demonstrated a significant decrease in adolescent 
pregnancy (Haberland, 2015). Incorporating gender and power norms into sexuality 
education have a positive effect on SRH outcomes (Haberland, 2015). The review indicates 
that among ten programmes that addressed gender and power, 80% led to significant health 
outcomes including reduced adolescent pregnancy (Haberland, 2015). Kirby et al. (2007) 
reveals in a systematic review that sexuality education did not hasten early initiation of sex 
among adolescent. Rather, there was increased condom used and delayed sexual initiation. 
The programmes were effective in rural and urban settings, low and middle-income setting, 
school and community settings and sexually experienced and inexperienced adolescents. In 
Ghana, CSE is taught in schools from primary four through to the senior high school. However, 
it is not a stand-alone programme but integrated into the school curriculum and focuses 
heavily on abstinence. There are also inadequate resources, lack of appropriate skills, lack of 
time and no monitoring and evaluation component to monitor and evaluate the teaching of 
SRH in schools. Only 8% of adolescents in the 3 study regions reported learning about all 
topics that constitute CSE (Awusabo-Asare et al., 2017). 
 
3.3.2 Access to Youth Friendly Services 
Youth friendly services (YFS) is proven to be effective if well implemented according to 
Chandra-Mouli et al., (2015). However, a systematic review reported that there is limited 
evidence that youth friendly family planning services impact on reproductive health outcomes. 
Two out of three studies examining long-term outcome had a reduction on adolescent 
pregnancy (Brittian et al., 2015). The intervention had confidentiality, accessibility, peer 
involvement, parental or family involvement, special training for staff, cultural competence, 
integration and provider interaction as components of the programme (Brittain et al., 2015). 
Chandra-Mouli et al. (2015) indicate that YFS should be linked with sexuality education and 
creating supportive environment through community awareness and acceptance creation. YFS 
are integrated into the routine health service delivery in Ghana but not all health facilities 
render YFS. 
Unfortunately, access, implementation and impact of YFS is limited in both rural and urban 
settings in UER of Ghana since only 20 health providers have been trained in YFS (FHDR, 
2015). Aninanya et al. (2015) found YFHS to be less effective in an evaluation of community-
based intervention in the UER of Ghana. Apasera, (2013) found that lack of confidentiality, 
long queues, cost of services and negative response from providers limited utilization of HIV 
services in a cross-sectional study among men in the UER.  
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Utilization of SRH services by adolescents can be enhanced if approaches like “Communication 
and outreach activities inform adolescent about services and encourage the maximum use of 
services, health facilities are welcoming and appealing, providers are trained and supported 
to be non-judgemental and friendly to adolescent and community members are supportive of 
the importance of providing health services to adolescents” (Chandra-Mouli et al., 2015; 
Denno et al., 2015). The UER has only four functional adolescent health corners3. The absence 
of youth corners in most health facilities in Ghana is a concern and the few available services 
are not friendly enough (GHS, 2017). 
 
3.3.3 Peer education Programmes 
Peer-led programmes are flexible approaches that can be used in different contexts. However, 
the approach may vary depending on the objectives and operations, peer educators may act 
as counsellors or condom distributors, and may provide referrals to the health facility. This 
approach can have an impact on knowledge and behaviour of adolescents and on condom use 
(Kesterton and de Mello, 2010). According to Mellanby et al. (2001), peer-led education 
programmes may be effective in dealing with conservative norms and developing skills. 
However, it may not be effective in delivering factual health information. A peer-led 
intervention project (Support Peers and Encourage Empower through Knowledge – SPEEK) in 
Bolgatanga, UER of Ghana which was delivered in schools proved to be effective. It was able 
to positively change about 40% of the behavioural determinants, where students in the 
intervention were more positive to exercise their sexual right, confident to initiate and use a 
condom and able to decide when to have sexual intercourse and with whom (Krugu, 2016). 
Another study which evaluated adolescent SRH intervention in the UER in Ghana reveals that 
the peer outreach which provided health facility referrals and school-based component was 
feasible and effective in reaching out-of-school adolescents. (Aninanya et al., 2015). A study 
conducted to evaluate the West Africa Initiative programme in Ghana and Nigeria reveal that 
peer education is effective and cost-effective with the possibility of contributing and enhancing 
reproductive health outcomes of adolescents (Brieger et al., 2001). However, Chandra-Mouli 
et al. (2015) report that “peer education programmes contribute to information sharing and 
not effective in facilitating adolescents access to SRH services, changing behaviour and 
influencing societal norms”. According to Michielsen et al. (2012) “peer education programme 
might be more effective if it is integrated in holistic interventions and if the role of peer 
educators is redefined to make it more of a sensitization and referral to expert and services” 
 
3.3.4 Socio-economic support programmes 
Interventions that are geared towards improving school attendance have been found to be 
effective to reduce adolescent pregnancy. This is evident in Malawi where conditional cash 
transfer to in-school girls and girls who have dropped out of school improved school 
attendance and enrolment and also contributed to the reduction of early marriages, 
adolescent pregnancy and self-reported sexual activity (Baird et al., 2010). Lee-Rife et al. 
(2012) indicate in a systematic review that interventions which combined different approaches 
and offer incentives are effective in preventing early marriage, which is a contributor of 
adolescent pregnancy. This intervention may not be feasible in the context of the UER because 
the government cannot sustain it. This is partly because there is no data concerning out-of-
school adolescents and even those in school, irregular attendance of adolescents to school 
makes it difficult to really determine the actual number of adolescents that are required to be 
enrolled onto the programme. That notwithstanding, this could be piloted to ascertain the 
veracity so that funds could be sourced if appropriate to implement it whilst it goes through 
the process of approval from the respective authorities.      

                                                
3 Places where adolescent visit for counseling, meetings, hold discussions on sexuality and 
condoms 
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3.3.5 Multiple Component Interventions 
These are combinations of supply and demand-side interventions that use a wide range of 
approaches: from health staff training, creating and improving health facility adolescent 
friendliness, community support activities, engaging community especially men and boys 
through community mobilization and outreach programmes, demand generation activities and 
mass media (Hope, 2007; Williamson, 2013; Kesterton and de Mello, 2010; Denno et al., 
2015). According to Svanemyr et al. (2015), an intervention with multiple components is 
necessary looking at the multifaceted factors surrounding adolescent pregnancy. 
Comprehensive multiple interventions that were implemented in Kansas detected a decrease 
in estimated pregnancy and positive behaviour change (Paine-Andrews et al., 1999). It is 
evident that intervention that combines multiple components like health facility-based and 
community-based activities are effective in addressing social stigma surrounding adolescent 
SRH (Biddlecom et al., 2007). Catalano et al. (2012) indicate that approach that addresses 
risk and protective factors for adolescents is key. An evaluation of a 3-year community-based 
adolescent sexual and reproductive health intervention in the UER of Ghana which combined 
community mobilization, youth friendly services, school-based SRH education and peer 
outreach reported effectiveness of 3 components with less effect on youth friendly services 
(Aninanya et al., 2015). 
Multiple intervention might address community, religious and gender norms that influence 
adolescent access to SRH services and contraception and pregnancy. Given the multifaceted 
factors influencing adolescent pregnancy in the UER of Ghana, multiple intervention may be 
applicable and effective if well implemented and coordinated through the active involvement 
of the community.  
 
3.4 Conclusion 
As indicated, a lot is being done in the UER of Ghana and Ghana as a whole but challenges 
still remain. Interventions need to be adapted based on the unique needs of the respective 
communities and age category. A range of adolescent SRH intervention in Ghana like CSE 
focus more on abstinence, YFHS is not friendly enough and not well accepted by community 
due to community and religious norms. However, peer education programme has been 
effective in the UER of Ghana. Single intervention has not been effective. Therefore, 
interventions must be holistic taking into consideration the multifaceted factors influencing 
adolescent pregnancy with significant involvement of relevant agencies through effective 
community involvement and engagement throughout the process. Marrone et al. (2014), 
indicate in a study in Ghana that “outreach services for adolescents’ in rural areas, improving 
the capacity of health service providers to deliver youth friendly contraceptive services, 
improving privacy is vital to contribute to reducing adolescent pregnancy, STIs and HIV”. 
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CHAPTER FOUR 

4.0 DISCUSSION 
This chapter seeks to explain the issues identified in the findings in conformity with the 
objectives of this thesis.  
 
4.1 Individual Factors 
The study reviewed factors at the individual level that influence adolescent pregnancy. Age 
at first sexual intercourse may influence the occurrence of pregnancy. This is because most 
of the first sexual intercourse is done with no intention of pregnancy but the fun of it, 
experimentation, expression of love, perception of friends having sexual intercourse and to 
gain recognition among peers (Vundunle et al., 2001; Van der Geutgen et al., 2013). Some 
of the first sexual intercourse among adolescents in the UER in Ghana were done without 
using a condom or any contraceptives (Van der Geutgen et al., 2013; Krugu et al., 2017). 
Adolescents may have unprotected sexual intercourse because they do not perceive the risk 
of pregnancy and may also see it as a way of proofing their faithfulness to their partners. In 
most instances, sexual intercourse happens spontaneously. Unprotected sexual intercourse 
may result in pregnancy, STIs and possibly HIV. The differences in age at first sexual 
intercourse between GDHS (2014) and Rondini and Krugu, (2009) may be as a result of recall 
bias. It is worth noting that some adolescent pregnancy is as a result of forced or coerced 
sex, and sexual assault. This was argued by Hall et al., (2014) and Adjei et al., (2015). These 
factors may apply to adolescents in the UER of Ghana. Adolescents who experience forced 
sex have little control over using condom or contraceptives. This is because most of the 
perpetrators are far older and any attempt to oppose sexual intercourse may result in more 
violence. The younger the age at first sexual intercourse, the less likely it is for the adolescent 
to use a condom or any contraceptive because of limited knowledge and lack of power to do 
so. Adolescent pregnancy may be a cause and consequence of child marriage. This is because 
an adolescent girl who gets pregnant may be forced to marry the person responsible for the 
pregnancy to reduce the shame. Others too may be pushed to marry as a way of preventing 
the girl from having premarital sex, and some may marry for economic reasons. Married 
female adolescents frequently have unprotected sexual intercourse as a fulfilment of their 
marital responsibilities and for pregnancy to proof their fertility, hence have no control over 
their sexual life. Married adolescent girls may not use condoms or any contraceptive since 
pregnancy may be intended or may not have the power to object sexual intercourse even if 
she does not want to. Some of these girls are normally married to older men and may enter 
into marriage as second or third wife as argued by McCleary-Sills et al. (2014). To gain the 
respect of their co-wives and husband, she will do whatever it takes by getting pregnant. 
Adolescent girls who are into such marriages have less decision-making power which 
influences their sexual life. Some unmarried adolescents may intend pregnancy to gain 
respect and also for the continuity of family name and inheritance which is evident in the UER 
of Ghana (Krugu et al., 2017).  The Islam envisions that most births do not occur outside 
marriage hence the acceptance of early marriage and procreation among the Muslim group. 
However, there is reservation on contraceptive use. Given the Muslim proportion in the UER 
of Ghana, most of the adolescent marriages may be facilitated by this ideology to avoid 
premarital sex among adolescent girls. When it comes to who is responsible for pregnancy 
prevention, there seem to be conflicting arguments among boys and girls. Whilst the boys 
think that it is the responsibility for girls to protect themselves, the girls think otherwise. This 
sets the grounds for pregnancy to occur since they may not use any form of protection. 
Rural residency is also an influencing factor of adolescent pregnancy. The underdevelopment 
in terms of road infrastructure makes it difficult to reach these areas with reproductive health 
services including health education on adolescent SRH and contraceptives. There is also less 
opportunity in terms of jobs in rural areas hence most adolescents find themselves in sexual 
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relationships and marriages which may eventually result in pregnancy. Contrary, urban areas 
offer more opportunities, better education, health and access to contraception.  
High future expectation goes with high level of education. High level of education is found to 
be one of the protective factors for adolescent pregnancy (Bonell et al., 2005; Blum et al., 
2005). Adolescents with high education are exposed to a lot of information from the internet, 
television and newspapers and may base their actions on facts not perception, unlike those 
with less education who are likely to be inclined with community norms and perceptions. 
There are some adolescents with high future expectations who are unable to fulfil them due 
to lack of financial support and poor performance at school. This category of adolescents may 
drop out and since there are fewer opportunities, may find themselves in sexual relationships, 
marriages and childbearing which are usually the available options for them. Once they are 
out of school it is less likely for them to have access to any form of sex education thus 
influencing their access to accurate information on SRH and contraceptives/condoms use. 
Socio-economic factors such as unemployment and poverty are factors that influence 
adolescent pregnancy in the UER. It is expected that adolescents are in school per Ghana 
educational system. However, adolescents who are not able to make it to the senior high 
school tend to seek for jobs. The poverty level of most families in the UER, pushes adolescents 
to search for jobs to be able to sustain a living. However, there are little opportunities for this 
group on the labour market. Some girls find themselves in transactional relationships with 
older men whom they believe can financially support them and their families. Adolescents 
who engage in transactional sex or date older men may not be able to negotiate for condom 
use which is related to their self-efficacy. Adolescents may also not be able to negotiate as a 
sign of showing respect to their older partner forgetting the risk of pregnancy and STIs. 
Adolescents from poor families may not have access to accurate information on SRH and 
contraceptives. They may not afford the transportation cost to visit the health facility for 
information on contraceptives or condoms, hence may rely on friends who have inadequate 
knowledge on SRH. This further contributes to misconception on sexual matters. From the 
findings, both employment and unemployment could contribute to adolescent pregnancy in 
the UER of Ghana. This is because an adolescent girl who is unemployed may find other means 
to be able to make a living which could stimulate engagement in sexual activities. Contrary, 
adolescent boys who are employed may have the economic power to support their girlfriends 
so will also start sexual activities which may result in pregnancy. Again, adolescent girls who 
are also employed may be exposed to people as they interact in the execution of their jobs 
and may start sexual activities. 
 
4.2 Environmental Factors 
Religion and community norms may influence parents and family ideologies on moral and 
sexual matters. This is because community norms and religious values are mostly embedded 
in family and often shape how the family operates and train the child. Community and religion 
norms like abstinence are held firmly by parents and families in the UER of Ghana. This norm 
contributes to parents’ reluctance in discussing sexual matters with adolescents. This further 
influence adolescents’ access to accurate information. The norm and practice of polygamy 
and early marriage, related to religion, tend to influence families’ practices in the UER of 
Ghana. Parents tend to give their adolescent girls out to marriage as a way of preventing 
them to engage in premarital sex, even though some may be for economic reasons to reduce 
the economic burden of the family, which is linked to socio-economic factors. Gender norms 
which relate to gender inequity in the community which are embedded in the family influence 
how adolescent boys and girls are raised. Adolescent girls are trained to be submissive and 
see the boy as superior. Parents tend to ensure strict measures and virginity ideology on the 
adolescent girls while the adolescent boy has freedom to explore, including premarital sex. 
This is because an adolescent girl is seen as weak and vulnerable hence needs to be 
supervised and controlled. This puts the adolescent girl at a disadvantage in terms of 
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accessing information on their SRH and their ability to negotiate for safe sex. As indicated by 
Addai, 1999; Blanc, 2001, parents and family encourage their married adolescent girls to give 
birth as soon as they enter into marriage to prove their fertility as also expected by the 
community, and this subsequently hinders their use of contraceptives. Though premarital sex 
is discouraged among adolescents, there is no evidence of explicit sanctions on a girl who 
gets pregnant or a boy who impregnates a girl. Family and parents tend to take responsibility 
of caring for the adolescent girl which may encourage other girls to also get pregnant. 
Parents’ and families’ close relations, support and communication with adolescents may be 
linked to lowering risky sexual behaviour. This is because parents who have an interest in 
adolescents’ affairs and have friendly relationships tend to discover some of the challenges 
adolescents go through and may arrest the situation at an early stage. This is indicated by 
East et al. (2006) who state that protective parenting has a positive impact on reducing 
adolescent pregnancy. In the UER where mothers are supposed to discuss sexual and moral 
matters with their daughters and fathers with their sons, the conservative norms surrounding 
the open discussion of sexual matters hinders parents’ ability to engage in fruitful discussions 
with adolescents. Parents may perceive sex for adults, and may also perceive discussion of 
sexual matters may hasten sexual activities among adolescents. This may contribute to 
parents not feeling comfortable discussing sexual matters. Some parents may also have 
inadequate information and knowledge on adolescents’ body development and SRH. This may 
be as a result of lack of access to appropriate information through media like television and 
newspapers, which are mostly in English and found in the urban areas. Adolescents, therefore, 
resort to friends who provide them with inadequate information on SRH and contraceptives, 
and this may influence their current behaviours and intentions.  
School attendance may have an influence on delaying sexual initiation. Adolescents who are 
in school may focus on school activities and have less time for sexual activities. This will 
expose them to information on sexual matters at school which may help them to take up 
more protective behaviour compared to their counterparts who are out of school. This was 
indicated by Karim et al. (2003) and Awusabo-Asare et al. (2006) who argued that adolescent 
girls are exposed to pregnancy when they are out of school. Sex education in schools in the 
UER of Ghana is limited due to the moral value of abstinence which is influenced by community 
and religious norms. According to Van der Geugten et al. (2017), this influences the accuracy 
of SRH information given to adolescents. Peer influence is a contributory factor of adolescent 
pregnancy. This is because adolescents feel more comfortable discussing sexual matters with 
their peers who may have inaccurate information on SRH and contraceptives and tend to learn 
certain behaviour from peers.  
The media is one of the sources through which adolescents in the UER of Ghana get 
information on SRH and contraceptives/condoms. The radio is the main source of information 
in the UER. Adolescents may have access to some information on the radio since resources 
and assets are shared by members of the household. It is worth noting that not all contents 
of information from these sources are accurate. One can also not lose sight of the fact that 
some adolescents may have access to mobile phones which are now widely used and thus 
adolescents may access some information through this medium on SRH and 
contraceptives/condoms. However, some of these gadgets may also be used to access 
pornographic material which may cause misconceptions or hasten sexual activities among 
adolescents. 
The health system is the main body responsible for health services delivery in the UER of 
Ghana. However, staff attitude which may be influenced by religious and community norms 
deter adolescent from accessing SRH services. Some heath facilities are also under resourced 
and may not have a designated place like adolescent health corners. This means adolescents 
may have to join the main queues at the out-patient department to be able to access SRH 
services, which may deter some adolescents. Catholic health facilities that do not provide 
contraceptive services may also limit adolescents’ access to contraceptive services. Youth 
friendly services may not be friendly enough and operational in all facilities. Health service 
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accessibility in terms of distance and cost are issues of concern. Some adolescents may not 
be aware of the services. As indicated by Abdul-Rahman et al. (2011), most health facilities 
in the UER are not easily accessible. Some of the adolescents also access SRH services from 
private health facilities like the pharmacy, and chemical shops.  
There is an integration of SRH education programmes into the curricula of all schools which 
is delivered from primary four through to senior high school. However, the comprehensiveness 
of this sex education is limited with much emphasis on abstinence and less attention to healthy 
sexual behaviours like negotiating skills, contraceptives and condom use. This may be 
influenced by societal beliefs, community and religion norms on abstinence as indicated 
above. 
The legal age of marriage which is 18 years is not adhered to in most communities. This may 
be as a result of the conflict between the legal age of sexual consent (16 years) and the legal 
age of marriage (18 years). The law does not provide any protection against pregnancy and 
as such, adolescents who are legally allowed to have sexual intercourse at age 16 years 
though not married stand the risk of getting pregnant. This might be because many people 
do not know the laws.  
 
4.3 Interventions 
CSE and youth friendly services have proven to be effective in addressing adolescent SRH 
needs including reducing adolescent pregnancy. However, these interventions are not well 
implemented in UER of Ghana since sex education focuses more on abstinence with less 
information about contraception and where to access sexual health services were lacking. The 
youth friendly services are not friendly enough due to judgemental attitude of staff, non-
welcoming environment and few health facilities having a designated place for adolescent 
friendly services. CSE can be used to reach both in-school and out-of-school adolescents 
through peer-led or teacher-led education programmes. However, considering the 
multifaceted nature of adolescent pregnancy in the UER of Ghana, multiple interventions 
which combines CSE, youth friendly services with other approaches which target community 
involvement, gender inequities, risk factors, engaging men and building on protecting factors 
through a well-coordinated way may be effective since it can ensure synergy and capture 
both in-school and out-of-school adolescent, parents, religious and involvement of community 
leaders and health professionals.  
 
4.4 The conceptual framework used for the Analysis 
The conceptual framework used was very relevant in the Ghanaian context. It was a 
framework that was originally used in Ghana and therefore it was comprehensive and useful 
for this thesis. It allowed the researcher to analyse the factors that influence adolescent 
pregnancy in the UER of Ghana adequately. The issues were connected to each other, 
however, issues related to attitude, self-esteem, abortion, child bearing fathering were less 
prominent due to limited data in the UER. No modifications were made in using the framework 
as nothing relevant was missing.  
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CHAPTER FIVE 

5.0 CONCLUSION AND RECOMMENDATIONS 
 
5.1 Conclusion 
Adolescent pregnancy is influenced by different factors ranging from individual to the 
environment in which adolescents live and operate. Some of these contextual factors may 
have an influence on adolescents’ access to accurate information on SRH and 
contraceptive/condom use and this have influence on knowledge, current intention and 
behaviour.  
The age at first sexual intercourse is a key factor that marks the beginning of adolescents’ 
sexual activities. Adolescents who begin sexual activity at an early age are less likely to use 
any contraceptives/condoms. Furthermore, adolescents have conflicting stances on who 
should take the initiative on protection. 
Early marriage has emerged as one of the individual factors that influence adolescent 
pregnancy in UER. Adolescent girls from low socio-economic backgrounds who belong to a 
religion that supports early marriage and live in a community where early marriage is a 
community norm may be at risk of early marriage, though some early marriages are a result 
of adolescent pregnancy.  
Socio-economic factors like education, poverty and employment status also influence 
adolescent pregnancy. Poverty and unemployment push adolescents into early sexual 
activities and relationships including early marriages which may result in pregnancy. 
Adolescents who are out of school with less education are more likely to get pregnant. 
Adolescent girls who are unemployed are exposed to undue exploitations by matured males 
and their inability to negotiate for safer sex exposes them to pregnancies. 
Societal norms, gender inequity and reservation on open discussion on sex play significant 
role in influencing adolescent pregnancy. Both the community and religion encourage 
abstinence and avoiding premarital sex and this limits open discussion on SRH and 
contraceptive use which predispose adolescents to pregnancies and pushes parents to give 
their adolescent girls to marry early to curtail pregnancies that might bring the family name 
into disrepute.  
Peers are key sources of information on SRH to adolescents, however, the accuracy of the 
information can be questionable. Adolescents tend to behave in accordance to peer behaviour 
to gain recognition, which may lead to sexual activity and pregnancy.  
Parents and family connectedness, support and adequate knowledge on adolescent SRH and 
contraceptives are important to facilitate open discussion and can contribute to reducing 
adolescent pregnancy. 
The school is one place where adolescents can have access to accurate information on SRH 
however, teachers do not have adequate skills in delivering CSE in schools and might be 
limited to their own norms on sexuality. 
The health system is not friendly and adequately resourced enough in providing SRH and 
contraceptive services to adolescents. 
The unregulated content of the media can influence adolescents to engage in unprotected 
sexual intercourse which may result in pregnancy. However, the media like radio can be used 
to reach a wide group of adolescents, especially those out of school, to educate them on SRH 
and contraceptives/condom use.  
Favourable policies and harmonization of inconsistent laws on the age of sexual consent and 
age of marriage in combination with multiple component interventions which comprises CSE, 
YFS, creating supportive environment, well-coordinated peer education and involvement of 
community are necessary to contribute to reducing adolescent pregnancy in the UER. 
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5.2 Recommendations 
 
Government 

• Government should revise and harmonize the age of sex consent and age at marriage. 
• Government should have stiffer punishment for those who abuse adolescents through 

rape, coercion and defilement. 
• Government, NGOs and relevant stakeholders should commit resources to equip 

teachers and health professionals including pharmacy and chemical shop attendants 
with necessary skills to deliver SRH information and services in UER. 

Ghana Education Service (GES) 
• GES should sensitize teachers and peer educators responsible for teaching CSE to 

handle topics professionally devoid of their religious and community norms and values. 

Ghana Health Service 
• GHS should be responsive by creating and resourcing adolescent friendly health 

corners in facilities that do not have them and also adequately equipping facilities that 
are under resourced. 

• They should also train health staff on appropriate skills to deliver youth friendly 
services 

• There should be a taskforce comprising the GHS, media operators and other relevant 
stakeholders to regulate the content of SRH information that is promoted on the 
various media platforms. 

• GHS should dialogue with the community and religious leaders on matters concerning 
adolescent SRH and contraceptive and create an avenue to offer the adolescents the 
opportunity to express their needs. 

• GHS should coordinate with other NGOs to design interventions that will cover out-of-
school adolescents in rural areas and create an avenue to offer the adolescents the 
opportunity to express their needs. 

Area for Further Research 
 

• More research is needed to investigate patterns of adolescent pregnancy among 
adolescents aged 10 – 14 years in order to develop appropriate interventions since 
little is known among this age group. 
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Appendix 1: Map of Ghana 

Figure 2: Map of Ghana                                                          
 Source: www.ezilon.com 
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Appendix 2: Organization of Health Services in Ghana  
Health Services in Ghana are organized through a comprehensive five-tier system linked 
through a referral network (Figure 3). It comprises both the public and private (GHS, 2014). 
The system of operation determines the flow of information from the lower level to the higher 
level and subsequent feedback flow of information. Generally, the organization of health 
services range from the community health units in a system known as the community-based 
health planning and services (CHPS) which serves as the primary health care and the more 
specialized tertiary referral hospitals (GHS, 2014). Other private health providers also exist, 
including chemical shops and traditional birth attendants and traditional healers. The sub-
district level, which mainly comprises health centres, health posts and some community 
clinics, serves as the referral point for the CHPS compounds as well as the other private 
providers of health services (GHS, 2014). At the district level, district hospitals, polyclinics 
and faith based facilities like Christian Health Association of Ghana (CHAG) are normally found 
(GHS, 2014). These facilities serve as the referral points for the facilities at the sub-district 
and community levels. From the district level, the next level is the regional level where 
regional, teaching hospitals and other private hospitals serve as the referral points for the 
district level facilities (GHS, 2014). The Ministry of Health (MOH), which is the highest level, 
is where policy guidelines and directives for the whole sector emanate (GHS, 2014).  Also at 
the national level is the headquarters of the Ghana Health Service (GHS). There is a 
collaboration between the public and private sector. All the public health facilities in the 
country are covered by the National Health Insurance Scheme (NHIS) whilst the majority of 
the private is also accredited to operate under the NHIS. Reproductive health services are 
covered under the NHIS except for contraceptives. Adolescent sexual and reproductive health 
services are rendered at the health centre and hospitals (GHS, 2014). CHPS activities embrace 
adolescent sexual reproductive health (SRH), but do not have a designated office for 
adolescent services as can be seen at the health centres and hospitals (GHS, 2014).  
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Figure 3: organization of health services in Ghana             

Source: DHIMS II, GHS, 2014 
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Appendix 3: Map of the Upper East Region of Ghana 

 

Figure 4: Map of Upper East Region of Ghana 

Source: GSS, 2013 


