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Background: In this article we report the prevalence and determinants of intended or wanted pregnancies
among young women 15–24 y of age in selected sub-Saharan African countries.

Methods: This cross-sectional study used pooled data from current Demographic and Health Surveys conducted
between 1 January 2010 and 31 December 2019 in 29 countries in sub-Saharan Africa (SSA). The sample size
comprised 14 257 young women (15–24 y of age). Multivariable binary logistic regression models were used to
present the results as adjusted odds ratios.

Results: The prevalence of intended pregnancies was 67.7%, with the highest and lowest prevalence in Gam-
bia (89.9%) and Namibia (37.7%), respectively. Intended pregnancy was lower among young women who had
knowledge of modern contraceptives, those with a secondary/higher education and those with four or more
births. Lower odds of intended pregnancy were observed among young women in the richer wealth quintile and
those who lived in southern Africa.

Conclusions: To reduce intended pregnancies in sub-Saharan African countries such as Gambia, Burkina Faso
and Nigeria, there is a need for government and non-governmental organisations to recalibrate current and
past interventions such as investment in increasing formal education for women and poverty alleviation pro-
grammes, as well as augmenting job creation, including skill-building. These interventions have to be sensitive
to the cultural realities of each setting, especially with regards to early marriages and womanhood.
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Introduction
More than 1 million adolescent girls ages 10–14 y and an es-
timated 16 million ages 15–19 y give birth each year.1 About
one-third (29–33%) of pregnancies in sub-Saharan Africa (SSA)
have been described as unintended: mistimed (occurring when
a woman did not want to become pregnant at the time of
pregnancy) or unwanted.1–3 More than 50% of unintended
pregnancies end up as abortions and 97% of these in Africa are
classified as unsafe.1 In Namibia for instance, more than 50% of

pregnancies are unintended.3,4 The World Health Organization
(WHO) reports that >12 million women ages 15–19 y and at
least 777 000 girls <15 y of age give birth each year in low- and
middle-income countries (LMICs).1 In a systematic review and
meta-analysis carried out in 2018, the prevalence of adolescent
pregnancy in SSA stood at 19.3%.5
Adolescent pregnancy carries a higher risk of pregnancy- and

childbirth-related complications such as low birthweight, pre-
eclampsia/eclampsia, preterm delivery and maternal and peri-
natal mortality.1,6–8 Adolescents are often physiologically and
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anatomically immature, which predisposes them to more in-
cidents of difficult deliveries (caesarean sections, instrumen-
tal deliveries) compared with younger adults.1 Pregnancy- and
childbirth-related complications are the leading causes of death
among adolescents between 15 and 19 y of age in LMICs.1
Moreover, adolescent pregnancy is associated with low educa-
tional attainment, especially in LMICs. Indeed, the offspring of
adolescent pregnancies are more likely to become teenage par-
ents as well, thus causing a generational cycle of people at so-
cial and economic risk.1,6 Adolescent mothers also have dimin-
ished socio-economic status, affecting both the children and their
mothers.6,7
In a recent systematic review on the prevalence and deter-

minants of adolescent pregnancy in SSA, Yakubu and Salisu4 re-
ported a series of sociocultural, environmental, economic, in-
dividual and health service–related factors. Most pregnancies
among adolescents have been reported as more likely to be un-
intended.2,3 Considering the greater negative public health im-
pact of unintended pregnancies among adolescents (high un-
safe abortion-associated burden), a lot of attention has focused
on unintended pregnancy, especially among adolescents. Not all
adolescent pregnancies are unintended. Some reasons cited by
adolescents for intentionally getting pregnant include to be like
their peers, to gain respect in the community, to receive financial
support from their partner and pressure from their parents.9,10
Early marriages in some communities render categorization of
early adolescent pregnancy (intended or unintended) difficult. In-
deed, the institution of marriage dilutes the voice of the ado-
lescent in deciding upon when to get pregnant, and there is a
greater likelihood of pregnancies in marriage to be classified as
intended.9–11
Due to its high prevalence, most studies and interventions

have focusedmainly on unintended pregnancy. However, it is im-
portant to understand the drivers of intended pregnancy among
young people. Indeed, it is possible to uncover some miscon-
ceptions. Postponing or preventing pregnancies among adoles-
cents will not only avert the health-related consequences associ-
ated with adolescent pregnancy but will allow these adolescents
to stay in school longer and lead more economically productive
lives. This is in linewith the Sustainable Development Goals (SDGs)
on good health and well-being (goal 3), quality education (goal
4) and decent work and economic growth (goal 8).12 Pregnancy
and childbirth (intended and unintended) are the major causes
of deaths among adolescents.1 Interventions should therefore
tackle the drivers of both unintended as well as wanted adoles-
cent pregnancy. The literature on the determinants of pregnancy
among young women in SSA is sparse. Measuring intended preg-
nancy rate and its determinants among adolescents (15–19 y)
and young adults (20–24 y) is relevant in setting up age-specific
interventions. We aim to report the prevalence and determinants
of intended or wanted pregnancies among young women ages
15–24 y in selected SSA countries.

Methods
Study design and data source
This was a cross-sectional study that used pooled data from cur-
rent Demographic and Health Surveys (DHS) conducted between

1 January 2010 and 31 December 2019 in 29 countries in SSA.
These countries were included in the study because their sur-
veys had information on all the variables of interest. The DHS is
a nationwide survey executed every 5 y across LMICs and is rep-
resentative of each of the countries. Files that have responses
from women ages 15–49 y were used in the study. The surveys
targeted core maternal and child health indicators, including un-
intended pregnancy, contraceptive use, skilled birth attendance,
immunisation of children <5 y of age and intimate partner vio-
lence. A stratified dual-stage sampling approach was employed
and the same questions were posed to women in all these coun-
tries and thus makes it feasible for multicountry studies. The
study involved a multistage sampling process (i.e. enumeration
areas [EAs]), followed by systematic household sampling within
the selected EAs. The sample size for this study comprised 14 257
young women (15–24 y of age). We followed the Strengthening
the Reporting of Observational Studies in Epidemiology guidelines
in conducting this study. The data set is freely available to the
public at https://dhsprogram.com/data/available-datasets.cfm
(accessed on 11 December 2020).

Definition of variables
Dependent variable

The dependent variable for the study was intended preg-
nancy, which arose from the question regarding whether women
wanted their current pregnancy or not. It had three responses:
then, later and not at all. Following the definition of unintended
pregnancy as pregnancies that are wanted earlier or later than
occurred (mistimed) or not wanted (unwanted),13,14 we coded
the responses as 1=intended earlier or later and 0=unintended.

Explanatory variables

Based on the literature review,3,4,5,14 we considered 11 explana-
tory variables. These comprised age (15–19 y, 20–24 y), educa-
tion level (no education, primary, secondary/higher), knowledge
of contraceptive methods (knows no method, knows traditional,
knows modern), marital status (never married, married, co-
habiting, widowed/separated), employment status (not working,
working), religion (Christian, Muslim, other), parity (zero, one, two,
three or four or more births), intentions to use contraceptives
(intend to use, does not intend to use), wealth index (poorest,
poorer, middle, richer, richest), residence (rural, urban) and sub-
region (West Africa, East Africa, Central Africa, Southern Africa).

Statistical analyses
The analyses began with the computation of intended preg-
nancy among young women in the 29 countries in SSA. We
then appended the datasets. After appending, we presented the
weighted sociodemographic characteristics of the youngwomen.
Subsequently, a chi-square testwas used to describe the relation-
ship between the independent variables and intendedpregnancy.
The final step involved a multivariable binary logistic regression
using three models. Model I showed the association between
the individual-level factors and intended pregnancy, model II
showed the relationship between the contextual-level factors
and intended pregnancy and model III showed the relationship
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between both the individual- and contextual-level variables and
intended pregnancy. The results of the multivariable binary lo-
gistic regression models were presented as adjusted odds ratios
(aORs) with their corresponding 95% confidence intervals (CIs)
signifying precision. The analyses were carried out with Stata ver-
sion 13.0 (StataCorp, College Station, TX, USA) with inherent sam-
ple weight applied. The survey command (svy) was also used to
account for the complex sampling design of the survey.

Ethical approval
The DHS report that ethical clearances were obtained from the
ethics committee of ORC Macro as well as the ethics boards of
partner organisations such as the Ministries of Health of the vari-
ous countries. The DHS follow the standards for ensuring the pro-
tection of respondents’ privacy. Inner City Fund International en-
sures that the survey complies with the US Department of Health
and Human Services’ regulations for the respect of human sub-
jects. Since this was a secondary analysis, no further ethical ap-
proval was required because the datasets are available for down-
load in the public domain. Further information about DHS data us-
age and ethical standards are available at http://goo.gl/ny8T6X.

Results
Prevalence of intended pregnancy among young
women in SSA
The prevalence of intended pregnancies among young women
(15–24 y) in the 29 SSA countries considered in this study was
67.7%,with the highest and lowest prevalence in Gambia (89.9%)
and Namibia (37.7%), respectively (Figure 1).

Distribution of intended pregnancy across
the individual- and contextual-level characteristics
of young women
All the individual- and contextual-level variables had significant
associations with intended pregnancy in the chi-square test, but
variations were observed across the categories of the variables.
The highest prevalence of intended pregnancy was observed
among respondents ages 20–24 y (71.1%), those with no formal
education (82.5%), those who knew no method of birth control
(83.7%) and those who were married (79.4%). Intended preg-
nancy was also highest among respondents who were working
(70.5%), Muslims (80.0%), those with one birth (70.0%), those
who had no intention to use contraceptives (77.0%), the poor-
est adolescent girls and young women (70.7%), rural residents
(70.3%) and those in West Africa (78.5%) (Table 1).

Results of multivariable logistic regression
on determinants of intended pregnancy
among young women in SSA
In terms of the individual-level factors, the likelihood of intended
pregnancy was higher among young women ages 20–24 y
compared with those ages 15–19 y (aOR 1.74 [95% CI 1.59 to
1.92]). Married young women were more likely to have intended

pregnancies compared with never-married young women (aOR
7.17 [95% CI 6.36 to 8.07]). The likelihood of intended pregnancy
was higher among young women who were working compared
with those who were not working (aOR 1.29 [95% CI 1.19 to
1.40]) and Muslims compared with Christians (aOR 1.27 [95% CI
1.13 to 1.42]). Conversely, the likelihood of intended pregnancy
was lower among young women who had knowledge of modern
contraceptives compared with those who had no knowledge
(aOR 0.64 [95% CI 0.53 to 0.78]), those with a secondary/higher
level of education comparedwith thosewith no formal education
(aOR 0.57 [95% CI 0.51 to 0.65]) and those with four or more
births compared with those with no births (aOR 0.24 [95% CI
0.18 to 0.31]). With the contextual-level factors, lower odds of
intended pregnancy were observed among young women in the
richer wealth quintile compared with those in the poorest wealth
quintile (aOR 0.81 [95% CI 0.71 to 0.92]) and those who lived in
Southern Africa compared with those who lived in West Africa
(aOR 0.67 [95% CI 0.50 to 0.88]) (Table 2).

Discussion
Several studies have suggested that most pregnancies among
young women are unplanned or unintended.17,18 However, some
of these pregnancies are intended. Therefore, given the dearth
of knowledge about the determinants of intended pregnancies
among young women in SSA, we examined the prevalence and
determinants of intended pregnancies among young women in
SSA using pooled data from the DHS of 29 countries. The preva-
lence of intended pregnancies was 67.7%. Our findings also sug-
gest that Gambia has the highest prevalence of intended preg-
nancies among young women, with about 8 of 10 pregnancies
being intended, while Namibia had the lowest prevalence of in-
tended pregnancies among young women.
Beyond the numbers, our results indicate that the likelihood of

intended pregnancy was lower among young women who had
knowledge of modern contraceptives compared with those with
no knowledge, thus implying that knowledge of modern contra-
ceptives (e.g. condoms, implants, injectables etc.) is a protec-
tive factors against intended pregnancy among young women
in SSA. This result corroborates previous studies in Ethiopia,19,20
Ghana21 and South Africa.22 A possible justification for our find-
ings could be that young women’s knowledge of modern contra-
ceptives may translate into actual use of contraceptives. Conse-
quently, this prevents pregnancy in these women, subsequently
reducing their odds of intended pregnancies (or pregnancy in
general).
In this study we found that formal education is a protective

factor against intended pregnancies in SSA. Specifically, it is clear
from our study that young women with a secondary/higher level
of educationwere less likely to have an intended pregnancy com-
paredwith thosewith no formal education. This is consistent with
previous study by Faisal-Cury et al.23 that showed a lower level
of education independently associated with planned pregnan-
cies among adolescents. The findings may be explained by the
fact that young women who have a secondary/higher education
are privy to a wide range of accurate information and knowledge
about modern contraceptives and therefore are more likely to
use them.21 Thus they are less likely to get pregnant at a young
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Figure 1. Prevalence of intended pregnancy among young women in SSA.

age. Faisal-Cury et al.23 also postulate it is very likely that young
women with no formal education may have a greater desire for
childbirth in their adolescence, thereby resulting in higher odds of
intended pregnancy among those with no formal education. This
indicates strongly that keeping young women in school and pro-
viding them with a formal education could be an effective strat-
egy to drastically reduce intended pregnancies at young ages in
SSA.
Moreover, our findings suggest that the likelihood of intended

pregnancy is higher among married young women in SSA com-
paredwith their counterpartswhoare notmarried. The resultmir-
rors studies conducted in some parts of SSA, including Kenya,24
that showed marital status is significantly associated with in-
tended pregnancies, i.e. married young women are more likely

to experience intended pregnancy. A possible justification for this
result could be that in the African context, high value is placed on
childbirth and in most SSA countries the accepted norm is to give
birth inmarriage and not out ofwedlock. Therefore youngwomen
who are married are expected by their husbands, their family
and even their communities to give birth. Hence married young
women do not consider pregnancy in marriage as unintended.
In addition, a similar study conducted in Nigeria25 and Ghana26
showed that husbands often discourage their wives from us-
ing modern contraceptives. As such, married young women re-
frain from using family planning or contraceptives on the as-
sumption that no pregnancy within marriage is unintended. Our
findings also underscore the importance of ending adolescent
marriages in SSA if indeed the region intends to reduce intended

4

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihab056/6370306 by Jam

es C
ook U

niversity user on 25 M
ay 2022



International Health

Table 1. Intended pregnancy among young women by explanatory variables (N=14 257 weighted)

Variables Weighted N Weighted % Intended pregnancy, % p-Value

Age (years) <0.001
15–19 5267 36.9 61.8
20–24 8989 63.1 71.1

Education <0.001
No education 4293 30.1 82.5
Primary 5057 35.5 62.9
Secondary/higher 4906 34.4 59.6

Knowledge of contraceptives <0.001
None 961 6.7 83.7
Traditional 77 0.5 78.0
Modern 13 220 92.7 66.4

Marital status <0.001
Never married 2253 15.8 31.1
Married 8523 59.8 79.4
Cohabiting 3082 21.6 64.5
Widowed/separated 398 2.82.7 47.0

Employment status <0.001
Not working 5709 40.1 63.4
Working 8548 59.9 70.5

Religion <0.001
Christian 8673 60.8 60.8
Muslim 4979 34.9 80.0
Other 605 4.3 64.0

Parity <0.001
0 6265 43.9 65.5
1 4512 31.7 70.0
2 2293 16.1 69.0
3 890 6.2 68.0
≥4 297 2.1 65.1

Intentions to use contraceptives <0.001
Intend to use 9046 63.5 62.2
Does not intend to use 5211 36.5 77.0

Wealth index 0.001
Poorest 3051 21.4 70.7
Poorer 3275 23.0 68.4
Middle 2952 20.7 67.4
Richer 2832 19.9 65.5
Richest 2147 15.1 65.4

Residence <0.001
Urban 4662 32.7 62.2
Rural 9595 67.3 70.3

Subregion <0.001
West Africa 5241 36.8 78.5
East Africa 5383 37.8 61.3
Central Africa 3329 23.3 63.5
Southern Africa 303 2.1 39.9

*p-Values are from chi-square analysis.
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Table 2. Multivariable logistic regression results on determinants of intended pregnancy among young women in SSA

Variables
Model I, aOR
(95% CI)

Model II, aOR
(95% CI)

Model III, aOR
(95% CI)

Age (years)
15–19 1 1
20–24 1.72*** (1.56 to 1.89) 1.74*** (1.59 to 1.92)

Education
None 1 1
Primary 0.56*** (0.50 to 0.63) 0.60*** (0.54 to 0.68)
Secondary/higher 0.53*** (0.47 to 0.60) 0.57*** (0.51 to 0.65)

Knowledge of contraceptives
None 1 1
Traditional 0.87 (0.48 to 1.58) 0.83 (0.48 to 1.45)
Modern 0.66*** (0.55 to 0.79) 0.64*** (0.53 to 0.78)

Marital status
Never married 1 1
Married 7.16*** (6.34 to 8.01) 7.17*** (6.36 to 8.07)
Cohabiting 4.19*** (3.69 to 4.75) 4.24*** (3.73 to 4.83)
Widowed/separated 2.05*** (1.62 to 2.58) 2.11*** (1.67 to 2.67)

Employment status
Not working 1 1
Working 1.34*** (1.23 to 1.45) 1.29*** (1.19 to 1.40)

Religion
Christian 1 1
Muslim 1.40*** (1.26 to 1.54) 1.27*** (1.13 to 1.42)
Other 1.04 (0.86 to 1.26) 0.96 (0.79 to 1.17)

Parity
0 1 1
1 0.63*** (0.57 to 0.70) 0.63*** (0.57 to 0.70)
2 0.42*** (0.37 to 0.48) 0.42*** (0.36 to 0.47)
3 0.34*** (0.28 to 0.40) 0.33*** (0.28 to 0.40)
≥4 0.24*** (0.18 to 0.31) 0.24*** (0.18 to 0.31)

Intentions to use contraceptives
Intend to use 0.61*** (0.56 to 0.67) 0.63*** (0.57 to 0.69)
Does not intend to use 1 1

Wealth index
Poorest 1 1
Poorer 0.87** (0.79 to 0.97) 0.89 (0.80 to 1.00)
Middle 0.86** (0.77 to 0.96) 0.89* (0.79 to 1.00)
Richer 0.88* (0.78 to 0.99) 0.81** (0.71 to 0.92)
Richest 1.06 (0.92 to 1.22) 0.90 (0.77 to 1.06)

Residence
Urban 0.70*** (0.64 to 0.77) 0.97 (0.88 to 1.08)
Rural 1 1

Subregion
West Africa 1 1
East Africa 0.43*** (0.40 to 0.47) 0.76*** (0.68 to 0.85)
Central Africa 0.52*** (0.47 to 0.57) 0.83** (0.73 to 0.94)
Southern Africa 0.18*** (0.14 to 0.23) 0.67*** (0.50 to 0.88)

N 14 257 14 257 14 257
Pseudo-R2 0.152 0.032 0.154

Exponentiated coefficients. 1=reference category.
*p<0.05, **p<0.01, ***p<0.001.
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pregnancies among young women and its associated morbidity
and mortality risks.
We also found age to be significantly associated with the odds

of reporting a pregnancy as intended in SSA, as the likelihood of
intended pregnancy was higher among young women ages 20–
24 y compared with those ages 15–19 y. This result is analogous
to that in the literature.24,25 This could be attributed to the ages of
these groups. The younger age group (15–19 y) is still in the period
of adolescence, a period where most of them initiate sex despite
their sexual inexperience and ignorance about the correct use of
modern contraceptives.25 As such, they are less likely to have an
intended pregnancy. However, for the older age group (20–24 y),
most of them have gained knowledge and experience about the
need to protect themselves from unintended pregnancy and are
therefore more likely to get pregnant only when they intend to.
Most youngwomen also getmarried at this age andwould there-
fore want to have children. We also noticed that intended preg-
nancies aremore likely to be reported among young womenwho
are working. Similar inferences could be made from a study con-
ducted by Ameyaw et al.2 that indicatedwomenwho areworking
are less likely to experience unintendedpregnancies but rather re-
port higher odds of intended pregnancies. Womenwho are work-
ing are usually overwhelmed with their work demands and are
therefore conscious about their pregnancies.
Our findings also suggest a significant association between re-

ligion and intended pregnancies among young women in SSA.
Muslim young women were most likely to have intended preg-
nancies compared with those who are Christian. Related stud-
ies in Nigeria26 and Tanzania27 support our findings that Mus-
lim young women are most likely to have intended pregnancies.
However, this result is inconsistent with Rassi et al.,28 who found
no significant association between religion and intended preg-
nancies. Possibly this result could be explained from the perspec-
tive that Muslim women may marry early in their reproductive
years and, given that pregnancy and childbirth are expected right
after marriage in SSA, it becomes a reason for them to perceive
their pregnancies as intended.
With respect to the contextual issues, our study found that

young women in the richer wealth quintile had lower odds of
intended pregnancies compared with those in the poorer wealth
quintile. Similar findings have been reported by Lamina29 that
suggest the odds of intended pregnancies decrease as wealth
increases. A plausible justification for our findings may be that
women in the richer wealth quintile may be exposed to the
media as well as sexual and reproductive health information
and services, thereby limiting their risks of intended pregnancies.
Moreover, women who are employed tend to be empowered
in every facet of their lives and thus have control over their
sexuality,2 resulting in a delay in pregnancy.
Approximately 61.8% of pregnancies among girls 15–19 y

old are intended. This has implications when it comes to public
health strategies. It is known that unintended pregnancies are
more likely to end up as unsafe abortions in this age group in
most LMICs.1,6 However, attaining the SDGs on good health
and well-being (goal 3), quality education (goal 4) and decent
work and economic growth (goal 8) will require that pregnancies
among girls 15–19 y old, both intended and unintended, be
reduced.12 Indeed, in some countries like Mali and Niger, >20%

of women give birth before the age of 16 y.30 Culturally sensitive
strategies are therefore needed, especially in settings where
early marriages and adolescent pregnancies are encouraged
or considered normal. Indeed, interventions generally treating
adolescent pregnancies as unintended might not be effec-
tive in reducing adolescent pregnancy rates. A clear research
agenda is therefore required to determine specific interventions
for intended and unintended pregnancies. Drawing from the
socio-ecological model,31 individual (knowledge and attitudes,
economic status), interpersonal (peers, communication climate
with parents on sexuality issues, partner responsibility), commu-
nity (religious considerations, social media exposure, community
attitudes towards early adolescent pregnancy, cultural desirabil-
ity of children), organizational (fees to access safe abortion care
services, abortion-associated stigma, trust) and policy (abortion
laws, conscientious objection) factors play specific roles in driv-
ing intended and unintended pregnancies. An understanding
of the predisposing factors at each level, as well as how these
factors interact with each other, is needed in planning specific
interventions.
Finally, we found that although the prevalence of intended

pregnancies among young women in SSA is high, it differed be-
tween geographical boundaries. Our study indicates that there
are lower odds of intended pregnancy among youngwomenwho
live in Southern Africa compared with those who live in West
Africa. This result brings to the fore that there cannot be a one-
size-fits-all strategy or approach targeted at reducing intended
pregnancies in SSA, since the dynamics differ across the vari-
ous subregions within SSA. Hence there is the need for country-
specific studies to develop a deeper understanding of the geospa-
tial variations in the prevalence and determinants of intended
pregnancies in SSA. Robust qualitative studies geared towards
understanding the reasons why young women (especially ado-
lescents) intentionally get pregnant are needed. Understanding
the commonalities and differences regarding the determinants
of intended and unintended pregnancies is of utmost relevance
in setting up holistic interventions responsive to the specificities
of both.

Strengths and limitations
Our study’s strength lies in the use of a nationally representative
dataset from 29 countries in SSA under the DHS programme. This
reinforces the generalizability of our study findings to the general
population of young women. Moreover, the use of both individ-
ual and contextual variables to test significant associations with
intended pregnancy ensured the rigor of our analyses and mod-
els, thereby ensuring the reliability and replicability of the study
to other populations. Notwithstanding the apparent strengths of
our study, we caution that our findings be interpreted in the light
of some limitations. Given that the dataset used employed cross-
sectional designs, it limits the possibility of causal inferences pri-
marily because of the snapshot nature of such designs. The data
used in this study is retrospective self-reporting data and, as such,
itmay be biased by themother’s perception or feeling about preg-
nancy, which may change over time.
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Practical implications
Our study has practical implications. First, our findings draw at-
tention to the need to invest heavily in the education of young
women in SSA, as it is a significantly protective factor associated
with intended pregnancy. When more girls receive formal edu-
cation, they are likely to delay pregnancy and that will further
reduce the odds of intended pregnancy in SSA. Also, the results
of our study indicate that the odds of intended pregnancy vary
across the various subregions of SSA. This highlights an important
point that policies and strategies targeted at reducing intended
pregnancies among young women in SSA must consider contex-
tual issues in order to be viable. Overall, our study suggests that
in order to achieve the SDGs as well as prevent the morbidity and
mortality risks associated with pregnancy among young women,
it is imperative to invest in the education of young women, pro-
vide them with sustainable jobs and eradicate poverty.

Conclusions
To reduce intended pregnancies in SSA countries such as Gambia,
Burkina Faso and Nigeria, there is the need for government and
non-governmental organisations to recalibrate current and past
interventions, including increasing formal education for women,
poverty alleviation programmes and job creation, including skill
building. These interventions have to be sensitive to the cultural
realities of each setting, especially concerning early marriages
and womanhood.

Authors’ contributions: LEB conceived the study. BOA and EB designed
and performed the analysis. AS did thewrite up on the data andmethods.
LEB, BOA, AS, EB, JO and EK wrote the first draft of the manuscript and re-
vised themanuscript for intellectual content andgave consent for the ver-
sion to be published. All authors read and approved the final manuscript.

Acknowledgements: We thank Measure DHS for providing us with the
data.

Funding: None.

Competing interests: None declared.

Ethical approval: The DHS reports that ethical clearances were obtained
from the ethics committee of ORC Macro as well as the ethics boards of
partner organisations of the various countries, such as the Ministries of
Health. The DHS follows the standards for ensuring the protection of re-
spondents’ privacy. Inner City Fund International ensures that the survey
complies with the US Department of Health and Human Services’ regula-
tions for the respect of human subjects. Since this was a secondary analy-
sis, no further ethical approval was required, as the datasets are available
for download in the public domain. Further information about DHS data
usage and ethical standards are available at http://goo.gl/ny8T6X.

Data availability: The dataset is freely available to the public at
https://dhsprogram.com/data/available-datasets.cfm.

References
1 World Health Organization. Preventing early pregnancy through ap-
propriate legal, social and economic measures. Available from: https:
//www.who.int/reproductivehealth/topics/adolescence/laws/en/ [ac-
cessed 25 November 2020].

2 Ameyaw EK, Budu E, Sambah F, et al. Prevalence and determi-
nants of unintended pregnancy in sub-Saharan Africa: A multi-
country analysis of demographic and health surveys. PLoS One.
2019;14(8):e0220970.

3 Bain LE, Zweekhorst MBM, de Buning TC. Prevalence and determinants
of unintended pregnancy in sub-Saharan Africa: a systematic review.
Afr J Reprod Health. 2020;24(2):187–205.

4 Yakubu I, Salisu WJ. Determinants of adolescent pregnancy in sub-
Saharan Africa: a systematic review. Reprod Health. 2018;15(1):15.

5 Kassa GM, Arowojolu AO, Odukogbe AA, et al. Prevalence and deter-
minants of adolescent pregnancy in Africa: a systematic review and
meta-analysis. Reprod Health [Internet]. 2018;15(1):195.

6 Grønvik T, Fossgard Sandøy I. Complications associated with adoles-
cent childbearing in sub-SaharanAfrica: a systematic literature review
and meta-analysis. PLoS One [Internet]. 2018;13(9):e0204327.

7 Wall-Wieler E, Lee JB, Nickel N, et al. The multigenerational effects
of adolescent motherhood on school readiness: a population-based
retrospective cohort study. PLoS One. 2019;14(2):e0211284.

8 Kassa GM, Arowojolu AO, Odukogbe AA, et al. Adverse neonatal out-
comes of adolescent pregnancy in northwest Ethiopia. PLoS One.
2019;14(6):e0218259.

9 Bain LE, Zweekhorst MBM, Amoakoh-Coleman M, et al. To keep or not
to keep? Decision making in adolescent pregnancies in Jamestown,
Ghana. PLoS One 2019;14(9):e0221789.

10 Macutkiewicz J, MacBeth A. Intended adolescent pregnancy: a
systematic review of qualitative studies. Adolescent Res Rev.
2017;2(2):113–29.

11 Gunawardena N, Fantaye AW, Yaya S. Predictors of pregnancy among
young people in sub-Saharan Africa: a systematic review and narra-
tive synthesis. BMJ Glob Health. 2019;4(3):e001499.

12 United Nations. Education critical in preventing adolescent preg-
nancy, underscores UN agency. Available from: https://www.un.
org/sustainabledevelopment/blog/2017/07/education-critical-in-
preventing-adolescent-pregnancy-underscores-un-agency/ [Ac-
cessed 24 November 2020].

13 Centers for Disease Control and Prevention [CDC]. Unintended
pregnancy. Available from: https://www.cdc.gov/reproductivehealth/
contraception/unintendedpregnancy/index.htm [accessed 14 March
2019].

14 Ahinkorah BO, Seidu AA, Appiah F, et al. Effect of sexual violence on
planned, mistimed and unwanted pregnancies among women of re-
productive age in sub-Saharan Africa: a multi-country analysis of De-
mographic and Health Surveys. SSM Popul Health. 2020;11:100601.

15 Solanke BL, Oyinlola FF, Oyeleye OJ, et al. Maternal and community
factors associated with unmet contraceptive need among childbear-
ing women in northern Nigeria. Contracept Reprod Med. 2019;4:11.

16 Merlo J, Wagner P, Ghith N, et al. An original stepwisemultilevel logis-
tic regression analysis of discriminatory accuracy: the case of neigh-
bourhoods and health. PLoS One. 2016;11(4):e0153778.

17 Finer LB, Zolna MR. Unintended pregnancy in the United States: inci-
dence and disparities, 2006. Contraception. 2011;84(5):478–85.

18 Clear ER, Williams CM, Crosby RA. Female perceptions of male versus
female intendedness at the time of teenage pregnancy. Matern Child
Health J. 2012;16(9):1862–9.

8

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihab056/6370306 by Jam

es C
ook U

niversity user on 25 M
ay 2022

https://www.who.int/reproductivehealth/topics/adolescence/laws/en/
https://www.un.org/sustainabledevelopment/blog/2017/07/education-critical-in-preventing-adolescent-pregnancy-underscores-un-agency/
https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm


International Health

19 Mohammed F, Musa A, Amano A. Prevalence and determinants of
unintended pregnancy among pregnant woman attending ANC at
Gelemso General Hospital, Oromiya Region, East Ethiopia: a facility
based cross-sectional study. BMC Womens Health. 2016;16(1):56.

20 Tebekaw Y, Aemro B, Teller C. Prevalence and determinants
of unintended childbirth in Ethiopia. BMC Pregnancy Childbirth.
2014;14(1):326.

21 Eliason S, Awoonor-Williams JK, Eliason C, et al. Determinants of
modern family planning use among women of reproductive age in
the Nkwanta district of Ghana: a case–control study. Reprod Health.
2014;11(1):65.

22 Christofides NJ, Jewkes RK, Dunkle KL, et al. Risk factors for unplanned
and unwanted teenage pregnancies occurring over two years of
follow-up among a cohort of young South African women. Glob
Health Action. 2014;7:23719.

23 Faisal-Cury A, Tabb KM, Niciunovas G, et al. Lower education among
low-income Brazilian adolescent females is associated with planned
pregnancies. Int J Womens Health. 2017;9:43–8.

24 Beguy D, Mumah J, Gottschalk L. Unintended pregnancies among
young women living in urban slums: evidence from a prospective
study in Nairobi city, Kenya. PLoS One. 2014;9(7):e101034.

25 Kennedy E, Gray N, Azzopardi P, et al. Adolescent fertility and family
planning in East Asia and the Pacific: a review of DHS reports. Reprod
Health. 2011;8:11.

26 Sedgh G, Bankole A, Oye-Adeniran B, et al. Unwanted pregnancy and
associated factors among Nigerian women. Int Fam Plan Perspect.
2006;32(4):175–84.

27 Calvert C, Baisley K, Doyle AM, et al. Risk factors for unplanned preg-
nancy among young women in Tanzania. J Fam Plan Reprod Health
Care. 2013;39(4):e2.

28 Rassi A, Wattimena J, Black K. Pregnancy intention in an ur-
ban Australian antenatal population. Aust N Z J Public Health.
2013;37(6):568–73.

29 Lamina MA. Prevalence and determinants of unintended preg-
nancy among women in South-Western Nigeria. Ghana Med J.
2015;49(3):187–94.

30 Neal S, Channon AA, Chandra-Mouli V, et al. Trends in adolescent first
births in sub-Saharan Africa: a tale of increasing inequity? Int J Equity
Health. 2020;19(1):151.

31 M cLeroy KR, Bibeau D, Steckler A, et al. An ecological perspec-
tive on health promotion programs. Health Educ Q. 1988;15(4):
351–77.

9

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihab056/6370306 by Jam

es C
ook U

niversity user on 25 M
ay 2022


