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ABSTRACT

Introduction: Despite a global progress recorded in 
reproductive health education, adolescent pregnancy 
remains high especially in low-income countries 
including Cameroon. This study assessed pregnancy 
outcomes and associated risk factors among 
adolescents in Buea Health District, Southwest 
Region, Cameroon.  
 
Methodology: A community-based descriptive cross
sectional research design was used in data collection 
from March to June 2017. Retrospective data from 
January 2014 to December 2016 from the maternity 
department of four randomly selected health facilities 
in Buea Health District were collected. Moreover, 
using structured questionnaire, data were collected 
from post-menarcheal adolescents living within the 
health area. Data collected were analyzed using SPSS 
Statistics 20.0 and were considered significant at P 
0.05.  
 
Results: The proportion of adolescent births was 
16.2% (652/4031). Low birth weight infants (OR= 
1.6, 95 % CI: 1.28-2.02) and preterm babies (OR= 
2.4,95% CI:1.86-3.32) were the adverse fetal 
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outcomes attributed to adolescent pregnancies. 
Adverse maternal outcomes were higher in adult 
women than adolescent mothers (P<0.05). 
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1.30-3.59) were associated with adolescent 
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lack of knowledge on reproductive health were 
associated with the high prevalence of adolescent 
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developing adverse fetal outcomes than adult 
pregnancies. Unemployment, poor financial status and 
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pregnancy thus indicating a need for approaches that 
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INTRODUCTION 

Adolescent or teenage pregnancy is pregnancy that 
occurs in girls aged 10 – 19 years (1). Despite a 
significant progress recorded in reproductive health 
education, adolescent pregnancy continues to be an 
increasing public health concern worldwide. Statistics 
from WHO revealed that in 2014, approximately 16 
million adolescents aged 15 to 19 become pregnant 
each year, constituting 11% of all births worldwide 
with 90% of these births occurring in low income 
countries (1)(2). Averagely, 143 births per 1000 
females aged 10-19 years occur in sub-Sahara Africa 
(3). In Cameroon, adolescent girls contribute to nearly 
14 % of all childbirths in the country with 2.83 % of 
these being girls under the age of 16 (4). Many of 
these young women undergo unsafe abortions, where 
risks of dying from pregnancy-related causes are very 
high (5). 

Although a declined rate of adolescent fertility has 
been recorded globally (1)(6) adolescent pregnancies, 
births, and their associated negative effects remain 
serious problems in many developing countries. 
Complications during pregnancy and childbirth are 
consistently the second cause of death for girls aged 
15 to 19 years (7). Moreover, babies of adolescent 
mothers are more likely to be stillborn with low 
Apgar score, die early, or with long term health 
challenges. Adolescents who become pregnant while 
schooling are at risk of abridged education, and thus 
limited career prospects (8)(9). To complement health 
education, there is a need for routine assessment of 
adolescent predisposing factors. 
 
Many physical, psychological, environmental and 
socio-cultural factors such as peer pressure, lack of 
knowledge of reproductive health, have been 
associated to adolescent pregnancy especially in 
developing countries as this is a period of transition 
(10). Access to preventive measures such as 
contraceptives, sexual health information and family 
planning services remain scarcely available to 
adolescents in many societies. Even when 
contraceptives are widely accessible, adolescents are 
less likely to use them in comparison to adults. 
Determinants of sexual and reproductive health 
include several factors beyond available health care 
services, as socioeconomic variables also have 
significant effects on outcomes. Adolescent 
pregnancy is not just a health concern; it is also a 
socio-economic development issue. Becoming a 
young mother leads to a higher risk of a life in 

poverty, partly due to loss of educational and 
employment opportunities (11) (12). Even today, 
many adolescent girls are married off at an early age 
and therefore shoulder societal pressures to become 
pregnant early in life. Yet in recent years, due to 
education and cultural changes, many girls now delay 
marriage until they get older. As a result, adolescents 
today will be more likely to have sex with multiple 
partners before they get married, and it is recognized 
that premarital pregnancy rates are increasing 
worldwide, even in low- to middle-income countries 
where typically more conservative attitudes towards 
extramarital sex are observed (13). 
 
Cameroon is one of the countries in Sub-Saharan 
Africa where adolescent pregnancies are recognized 
as a public health challenge. It has been observed that 
childbearing begins early in Cameroon, with > 12 % 
of adolescent girls either pregnant or already having 
one child before their 18th birth day (4) (14). 
Moreover, adolescent girls who give birth have a 
much higher risk of dying from maternal causes 
compared to women in their 20s and 30s. These risks 
increase greatly as maternal age decreases, with 
adolescents under 16 facing four times the risk of 
maternal death than women over 20 (4) (15). 
Evidence shows that Cameroonian adolescents follow 
a worldwide trend in having their sexual intercourse 
debut at an early age, the mean age for first sexual 
experience being at 15 years. Additionally, many 
adolescents are engaged in unprotected sexual 
practices, combined with having multiple partners. 
This puts them at greater risk of unwanted 
pregnancies and leads them to having unsafe 
abortions (16). In Cameroon, induced abortion is 
restricted by law, thus majority of abortions are 
performed under unsafe conditions. Numbers from 
year 2000 and 2003 showed an estimated 20-29 
unsafe abortions per 1000 women aged 15-49 years in 
Cameroon (4).  
 
Due to the risk associated with high prevalence of 
early sexual behavior, low contraceptive use, and 
many early pregnancies, adolescents in Cameroon 
constitute an important target group for sexual and 
reproductive health programs (4) (17). To prevent 
early age pregnancies, it is important to make sure 
that adolescents have the means to make informed and 
healthy choices concerning their sexual and 
reproductive health. Sexual health education, access 
to contraceptives and adolescent-oriented health care 
services are important elements in preventing early 
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pregnancies. Nevertheless, in many low and middle-
income countries, Cameroon included, health 
facilities often fail to provide adolescents with sexual 
health information, counseling or adolescent-friendly 
health services (18). This can be due to lack of 
knowledge by health professionals to communicate 
with this age group to meet them at their level. We 
herein assess pregnancy outcomes and risk factors 
among adolescents in Buea Health District, Southwest 
Region of Cameroon. 
 
METHODOLOGY 

Study Area 

This study was conducted in Buea Health District 
(BHD), Southwest Region of Cameroon. BHD is one 
among the 4 and 18 districts of the Fako division and 
Southwest Region, respectively with an estimated 
human population of 147,842 inhabitants (19). The 
district is situated at latitude 4.15° North longitude 
9.24° East, and 15 km from the Atlantic Ocean. It 
covers a total surface area of 870 square km (20). 
There are 67 communities in the district, some of 
which are rural while others are urban. Indigenes of 
the district are of the Bakweri tribe and part of the 
Bantu ethnic group (20). However, the area attracts 
individuals from other tribes and ethnic groups 
including the Semi-Bantu and Foulbe from all over 
the country for farming, business and studies. The 
district also houses Mt. Cameroon, the highest 
mountain in west and Central Africa that serves as a 
touristic site for most foreigners visiting Cameroon 
(21). 

Study Population and Design 

The study was conducted in four health facilities 
within BHD namely Buea Regional Hospital (BRH), 
the Molyko Health Center, the Muea Health Center, 
and the Bolifamba Health Center between March and 
June 2017. A descriptive cross-sectional design was 
used in this study. Retrospective data from January 
2014 to December 2016 were exploited from registers 
of labor and delivery report of the maternity 
department of each of the selected health facility. 
Using a pre-tested structured questionnaire, data were 
also collected from post-menarcheal adolescents 
living within the health facilities during the study 
period. 

 
 
 

Sample Size and Sampling Technique 

The minimum sample size for cross-sectional study 
was determined using the Olorunfemi Amoran 
approach.22 at 5% error margin and 95% CL thus: 

𝑛 =
𝑍𝛼ଶ𝑝𝑞

𝑑ଶ
 

 
Where n = sample size, Zα = standard normal deviate, 
set at 1.96 (for 95% confidence level), d = desired 
degree of accuracy 5% (0.05) and p = the estimate of 
our target population having teenage pregnancy = 
29.1%.14 A 10% adjustment of rates of invalid and 
non-responses gives a minimum sample size of 321 
respondents. A total of 423 participants were enrolled 
for the study. 
 
Buea Health District has a total of 31 health facilities 
[public and private (25 health centers and 6 
hospitals)]. located in seven health areas namely 
Bokwango, Bova, Buea Road, Buea Town, Molyko, 
Muea and Tole, with Molyko and Buea Road having 
the highest numbers of health facilities and total 
population, respectively.19 Simple random sampling 
technique was used to select three health areas and 
four health facilities carrying out maternity services. 
 
Survey and data collection 

Retrospective Data: Retrospective data from registers 
of labor and delivery at the maternity department of 
each of the selected health facility was exploited. 
Information of all registered pregnancies (both 
adolescent and adult pregnancies) such as age, marital 
status, gestation period, type of delivery, birth 
complications and birth outcome recorded from 
January 2014- December 2016 were collected. Any 
data entering without age of participant was discarded 
and was not considered for analysis.  

Questionnaire Design and Administration: The 
descriptive cross-sectional study was also conducted 
in the four selected health facilities using structured 
questionnaire. The questionnaire was designed to 
obtain information from post-menarchal adolescents 
on knowledge of reproductive health as well as factors 
that influence early sexual practices among 
adolescents. The first part of the questionnaire was 
structured to contain aspect of basic demographics 
including age group, marital status, level of education, 
occupation, family composition, family financial 
situation and age at first intercourse. The second part 
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was structured to capture information regarding their 
awareness about reproductive health such as 
knowledge on sexuality, the menstrual cycle as well 
as contraceptives. 
. 
Data Collection Procedure  

In addition to the researcher, four skilled research 
assistants (interviewers) were recruited and trained to 
administer the structured questionnaire. They were 
trained on the tools to be used, purpose of the study 
and how to approach respondents and obtain consent. 
Data were collected by face-to-face interviews of 
adolescents who must have started menstruation and 
living within the four selected health areas. A 
multistage sampling technique was used in data 
collection. From each of the four health areas 
selected, four communities were randomly chosen. In 
each randomly selected community, households with 
adolescents were visited. Research assistants were 
dispatch to various areas in pairs. Prior to data 
collection, the purpose of the study was carefully 
explained to the respondent and her verbal/signed 
informed consent obtained before the questionnaire 
was administered. Completeness of the questionnaires 
was ensured in the field by ensuring that all questions 
administered and answered were properly entered in 
the allotted space provided in the questionnaire.  

Data Entry and Analysis 

Data were double entered in Microsoft Excel and 
analyzed using SPSS Statistics 20.0 (IBM Corp, 
Atlanta, GA, USA). Descriptive statistics was carried 
out to measure percentages, averages, and relative 
frequencies of the variables. Relationships between 
quantitative variables associated with fetal and 
maternal outcomes as well as individual factors 
influencing the prevalence of adolescent pregnancy 
were assessed using the Pearson’s Chi-Squared (χ2) 
test at 95% confidence interval (CI). The variables 

that were significantly associated to pregnancy 
outcomes and risk factors of adolescent pregnancy 
were analyzed using logistic regression, and only 
variables with a significance threshold of less than 
0.05 were included in the final model. Results were 
reported as adjusted odd ratios (OR) together with 
their confidence intervals. Statistical level of 
significance was set at P ≤ 0.05. 

Ethical Considerations 

Ethical clearance was obtained from the Institutional 
Review Board of Saint Monica University. 
Administrative authorizations were sought from the 
South West Regional Delegation of Public Health as 
well as the Buea District Health Service 
(R11/MINSANTE/SWR/RDPH/PS/40/709). Only 
individuals who volunteered to participate by signing 
a written informed consent, after adequate 
sensitization on the project objectives, risks and 
possible benefits were enrolled. 

RESULTS 

A total of 4,031 birth records were collected 
retrospectively from registers of labor and delivery of 
the four (4) selected health facilities within Buea 
Health District from 2014-2016. The age distribution 
of adolescent pregnancy ranged from 13 to 19 years 
old with a mean age distribution of 18.62 ±1.47SD. 
The proportion of adolescent births in the study 
population was 16.2% (652/4031). Of the 423 
adolescents who participated in the survey, majority 
were middle adolescents aged 16-19 years (92.0%), of 
secondary level of education (65.7%), students 
(71.2%), of protestant religious affiliation (44.22%), 
from semi-urban communities (40.4%), with family 
composition consisting of both parents (56.7%) and 
having an average family financial status (70.7%), 
(Figure1). The prevalence of adolescent pregnancy 
was 34.8 % (147/423).  
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Figure 1 Socio-demographic characteristics of surveyed data 

Socio-demographics Characteristics of Adolescent Pregnancy from 2014-2016 Data 

Table 1 shows the distribution of adolescent pregnancy and socio-demographic variables. It was observed that 
adolescent pregnancy was 4.0 times (OR= 4.0, 95% CI:3.39-4.82, P<0.001) higher among unmarried (60.3% 
(383)] compared to married adolescents [39.7%(252)]. Furthermore, adolescent pregnancy was 2.9 times and 
1.8 times more likely to be higher in birth records from Bolifamba health center [28.5% (103)] and among 
participants living in rural communities [20.8% (229)] respectively than their counterparts. For the three years 
cohort study, 2015 [(17.1%) 251] recorded the highest proportion of adolescent pregnancy [24.0% (194/809)], 
though not statistically significant (P=0.452). 
 

Table 1 Comparison of Socio-demographic Variables among  
Adolescents (≤ 19 years) and Adult Group (≥20 years) from 2014-2016 Data 

Variables Adolescents [n (%)]  Adults [n (%)] OR (95%CI) P-value 

Number of Deliveries 652(16.2) 3379(83.8)   

Marital Status         

Unmarried 383/652 (60.3) 891/3379 (27.3) 4.0(3.39-4.82) 
 

<0.001 
 Married 252/652 (39.7) 2368/3379(72.7) 

Health Facility      

Buea Regional Hospital 314/2622(12.0) 2308/2622(88.0) 2.9(2.26-3.78) 
 
 
 
 

<0.001 
 
 
 
 

Molyko Integrated Health Centre 23/100(23.0) 77/100(77.0) 

Muea Medical Health Centre 212/947(22.4) 735/947(77.6) 

Bolifamba Health Centre 103/362(28.5) 259/365(71.5) 

Community Type      

Rural  229/1101(20.8) 872/1101(79.2) 1.8(1.51-2.23) 
 
 

<0.001 
 
 

Semi-urban 166/912(18.2) 746/912(81.8) 

Urban 250/1994(12.5) 1744/1994(87.5) 

Year       
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2014 204/1333(15.3) 1129/1333(84.7)  
 
 

0.452 
 
 

2015 251/1468(17.1) 1217/1468(82.9) 

2016 197/1230(16.0) 197/1230(84.0) 
OR= odd ratio, CI= confidence interval, Adolescents defined as mothers ≤19 years, Adults defined as mothers ≥20 years. 
Category not shown: missing 

 
Comparison of Fetal and Maternal Outcomes 
Adolescent mothers were more likely to have low birth weight infants (OR= 1.6, 95 % CI: 1.28-2.02, P < 0.03), 
preterm babies (OR= 2.4,95% CI:1.86-3.32, P<0.001) than adult women. Moreover, post-term babies (OR= 
2.4,95% CI:1.86-3.32, P<0.001) and neonatal death were higher in adult mothers than adolescent mothers 
(P>0.05), (Table 2). 
 
The rates of instrumental deliveries, perineal tears and episiotomy were higher among adolescent mothers than 
adult mothers though not statistically significant (P>0.05). The rates of caesarian sections were 2.1 times 
(OR=2.1,95 % CI:1.58-2.81, P=0.004) greater in adult mothers than adolescent mothers. Furthermore, though 
there were no significant differences between preeclampsia, dystocia, hemorrhage and uterine rupture in the 
two groups (P>0.05), they were generally higher in adult mothers than adolescent mothers. 
 

Table 2 Comparison of Fetal and Maternal Outcomes among  
Adolescents (≤19 years) and Adult (≥20 years) Group 

Outcome Adolescents [n (%)] Adults [n (%)] OR (95% CI) P-value 
Birth weight     
low (<2.5kg) 112/635(17.6) 386/3285(11.8) 1.6(1.28-2.02) 

 
0.001 

 Normal (>2.5kg) 523/635(82.4) 2899/3285(88.2) 
Average (mean± SD) 635 (3.00 ± 0.51) 3285 (3.17 ± 0.58) 1.6 (1.40-1.86) 0.002 

Neonatal death 11/576(1.9) 91/2917 (3.1)  0.115 

Gestation at delivery     

Preterm (<37 weeks) 159/625 (24.5) 531/3262 (16.3) 2.4(1.86-3.32) 
 

0.001 
Postdates (>40 weeks) 81/625 (13.0) 671/3262(20.6) 
Average (mean± SD) 625(37.91 ±3.09) 3262(38.7 ±2.88) 1.1(1.06-1.12) 0.003 
Delivery type     
Caesarian section 56/648(8.6) 556/3345(16.6) 2.1(1.58-2.81) 0.004 
Instrumental 5/648(0.8) 31/3345(0.9)  0.805 
Birth complications     
Dystocia 9/618(1.5) 51/3075 (1.7)  0.717 
Hemorrhage 5/609(0.8) 39/3029 (1.3)  0.338 
Preeclampsia 1/618 (0.2) 21/3075(0.7)  0.525 
Perineal tear 78/618(12.6) 353/3075 (11.5)  0.420 
Uterine rupture 0/618(0) 4/3075(0.1)  0.370 
Episiotomy  3/618(0.6) 5/3075(0.2)  0.295 
Maternal death 0/576(0.0) 10/2917(0.3)  0.159 

OR= odd ratio, CI= confidence interval 
Adolescents defined as mothers ≤19 years. 
Adults defined as mothers ≥20 years. 
Category not shown: missing 
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Individual Factors Influencing the Prevalence of Adolescent Pregnancy 

The risk factors associated with adolescent pregnancy in the study population were occupation (P=0.006), 
family financial status (P<0.001), age at menarche (P=0.002), peer pressure (P=0.037), knowledge on 
reproductive health (P=0.010) and the use of contraceptives (P<0.001), (Table 3). 

Adolescents from a poor financial background (OR=12.1, 95% CI: 2.60-55.97) were more likely to be 
pregnant. Adolescents who started menstruation at the age younger than 13 years (OR=1.9, CI: 1.16-3.18) more 
likely to be pregnant followed by adolescents who were under peer pressure (OR=1.3, CI: 0.86-2.39). 
Adolescents who lacked knowledge of reproductive health and dislike using contraceptives were 1.8 times 
(OR=1.79,95%CI: 1.04-2.98) and 2.2 times (OR=2.24,95%CI: 1.30-3.59), respectively more likely to be 
pregnant than their counterparts. 

 
Table 3 Individual Factors Associated with Adolescents Pregnancy in the Study Population 

 

Demographics 
Pregnancy status 

Yes [n (%)]                       No [n (%)] 
OR(CI) P-value 

Age group 
 0.840 14-15 12(36.4) 21(63.6) 

16-19 135(34.6) 255(65.4) 
Level of Education 

 0.160 
Primary 18(33.3) 36(66.7) 

Secondary 104(37.6) 175(62.4) 
Tertiary 25(26.7) 65(73.3) 

Occupation 

2.1(0.99-4.34) 0.006 
Unemployed 24(47.1) 27(52.9) 

Student 90(30.0) 210(70) 
Employed 22(45.8) 39(54.2) 

Christianity 

 0.056 
Pentecostalism 78(49.1) 80(50.9) 

Protestant 45(24.2) 142(75.8) 
Catholicism 24(30.8) 54(69.2) 

Community type 

 

0.134 
Urban 39(30.2) 90(69.8) 

Semi-urban 69(40.4) 103(59.6) 
Rural 39(31.7) 38(68.3) 

Family composition 

0.062 
Both parents 72(30.0) 168(70.0) 

Single parents 51(41.5) 72(58.4) 
Divorced 24(39.8) 36(60.2) 

Family financial status 

12.1(2.60-55.97) <0.001 
Poor 38(48.1) 42(51.9) 

Average 105(35.0) 195(65.0) 
Good 4(7.1) 39(92.9) 

Age at menarche 
1.9(1.16-3.18) 0.002 ≤13 years 68(44.2) 88(55.8) 

>13 years 79(29.2) 188(70.8) 
Age at 1st sexual intercourse 

 0.248 ≤13 years 18(40) 27(60.0) 
14-15 27(28.1) 70(71.9) 
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16-19 102(36.4) 176(63.4) 
Peer pressure 

1.3(0.86-2.39) 0.037 Yes 60(39.2) 142(60.8) 
No 87(29.9) 134(70.1) 

Knowledge on reproductive health 
1.8(1.04-2.98) 0.010 Poor Knowledge 104(39.3) 163(60.7) 

Good knowledge 43(26.9) 113(73.1) 
Use contraceptives 

2.2(1.30-3.59) <0.001 dislike contraceptive 93(44.3) 117(55.7) 
frequent usage 54(26.9) 147(73.1) 

 
OR= odd ratio, CI= confidence interval 
Adolescents defined as mothers ≤19 years. 
Adults defined as mothers ≥20 years. 
Category not shown: missing 
 
DISCUSSION 

Despite a global progress recorded in reproductive 
health education, adolescent pregnancy continues to 
be a problem especially in low and middle-income 
countries (LMIC), as well as in high-income countries 
(HIC). Adolescent pregnancy continues to be a social, 
economic and cultural problem especially in 
developing countries due to its continuing rise that has 
an adverse impact to both adolescent and the 
community (23). The present study assessed the 
pregnancy outcomes and risk factors among 
adolescents in Buea Health District. A study as this 
will identify the areas to be emphasized in the health 
promotion practice related to adolescent pregnancy. 

The proportion of adolescent births in this study was 
16.2%. This proportion was higher among unmarried 
adolescents living in rural communities. This finding 
is however higher when compared to previous studies 
in the district 14 and in Vietnam 8 and lower when 
compared to findings in other African countries and 
beyond (22) (24) (25). This high proportion recorded 
especially in rural communities could be attributed to 
low literacy regarding reproductive health couple with 
high level of unemployment which are important 
contributing factors to adolescent pregnancy. Our 
finding further revealed that the prevalence of 
sampled adolescent pregnancy was 34.8%. This result 
is higher when compared to previous studies in 
Cameroon (14) (27). These findings therefore suggest 
that, despite several campaigns against adolescent 
pregnancy in the developing countries, the incidence 
of adolescent pregnancy has not decreased. 
Comparatively, adolescent pregnancy in developing 
countries has been reported to be worse than in 

developed countries (28). This is worrying, 
particularly the fact that it suggests that there is little 
progress made in reducing adolescent pregnancy over 
the past few decades, despite its importance as 
highlighted in the Millennium Development Goals 
(MDG) and its association to maternal mortality and 
morbidity rates (28). Innovative approaches to 
promote the involvement of the adolescents in family 
planning activities are therefore urgently needed. 
 
Several studies have reported that adolescents are 
exposed to adverse fetal outcomes such as low birth 
weight, neonatal death and low Apgar score. This 
study revealed that pregnant adolescents had higher 
rates of premature babies and low birth weight infants 
than adult mothers. This corroborates other studies in 
Cameroon (4) (14). However, the rates of post-term 
and neonatal deaths were lower in adolescent mothers 
than adult women (14). Of the maternal outcomes 
considered, we found more adverse maternal 
outcomes in adult mothers than adolescent mothers. 
Adolescent mothers were more likely to have a 
vaginal delivery and had a lower risk of caesarean 
section than adult mothers, a situation which 
contradicts those reported in literature on the subject 
(14) (15). However, this result is consistence with 
some previous studies (9) (28) and thus should be 
examined carefully. Previously, studies had suggested 
that adolescents are at an increased risk of caesarean 
section and obstructed labor due to biological 
immaturity of the adolescent pelvis bone which 
causes cephalo-pelvic disproportion (9). This was 
however not confirmed in this study probably due to 
small sample size studied. The rates of dystocia, 
hemorrhage, preeclampsia and uterine rupture were 
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higher in adult mothers than adolescent mothers 
though not statistically significant. 
 
It was also observed in this study that the rate of 
perineal tears and episiotomy were higher among 
adolescent mothers than adult women. This result 
corroborates with previous studies in Turkey (29). It 
has been reported that adolescent mothers were more 
likely to die from pregnancy and delivery 
complications (30) (31). However, we did not record 
any maternal deaths among adolescent mothers in this 
study. 
 
This study also exploited risk factors of adolescent 
pregnancy. Results of this study showed that >60 % 
of respondents interviewed had engaged in sexual 
intercourse. The age at first sexual intercourse ranged 
from 12 to 19 years with a mean of 16.23± 1.83 SD. 
The most active age for sexual activities was 17 years. 
It was observed that sexual activities increased 
gradually with age from adolescents of 12 years to 17 
years and then decreased steadily to adolescents of 19 
years old. The mean age for sexual activities observed 
in this study was lower compared to other studies in 
Africa (27) (32). This might probably be a 
contributing factor to the high prevalence of 
adolescent pregnancy observed in the study 
population. Result of this study revealed that poverty 
is a risk factor of adolescent pregnancy. Adolescents 
who were unemployed and from a poor family 
background were at risk of getting pregnant, a 
situation very much like those reported in literature on 
the subject (33). Respondents with poor family 
background were more prone to early sexual practices 
than those from average or good family background. 
Similar studies confirm this result (34) (35), 
reaffirming the fact that poverty is a cause and a 
consequence of early child bearing. The younger 
people suffer from poverty, the more the chances are 
for them to engage in risky sexual behavior. Findings 
further reveal that early sexual practices were higher 
among respondents living in rural communities than 
respondents living in urban communities. This might 
be due to poor knowledge on sexuality observed in 
this group. Beshir et al (36) confirms this results in a 
similar study conducted in Sudan suggesting that 
sexual debut is a risk factor to adolescent pregnancy. 
Peer pressure and lack of financial support were 
reported by majority of respondents as contributing 
factor to early sexual intercourse. This result is 
comparable to finding of Marston et al (37) which 
showed that peer pressure is a risk factor of 

adolescent pregnancy. Moreover, adolescents who 
lacked knowledge of reproductive health and disliked 
using contraceptives were 1.8 times and 2.2 time 
respectively more likely to be pregnant than their 
counterparts. 
 
CONCLUSION 

The proportion of adolescent births in this study was 
higher compared to previous studies. Adverse 
maternal outcomes were higher in adult women than 
adolescent mothers. The adverse fetal outcomes 
associated with adolescent pregnancies were low birth 
weight and preterm babies. Unemployment, poverty 
peer pressure, lack of knowledge on reproductive 
health and poor use of contraceptives were among the 
risk factors associated with adolescent pregnancy. 
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