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ABSTRACT
The study sought to describe the factors contributing to termination of pregnancies among teenagers in Vhembe District of Limpopo Province, by studying the responses given by teenage girls aged 19 years and younger. The study also sought to determine the socio economic characteristics of teenagers who terminate pregnancies, the role of parental care in avoiding unwanted teenage pregnancies, the teenagers’ general knowledge of reproductive health issues as well as their sources of information regarding reproductive health issues.

The major inferences drawn from this study included that teenagers’ knowledge of reproductive health issues was inadequate and that they have nothing tangible because of their low educational and economic status that put them at risk of being involved in sexual activities at an early age leading to unwanted pregnancies that end up in termination. 

Based on the findings of the study, recommendations were made for imparting knowledge regarding sexual issues to teenage girls in Vhembe District of Limpopo Province.

Conclusion
The feedback from the teenagers is an indication of poor communication between parents and their teenagers with regard to sexuality and reproductive health issues, in Vhembe district of Limpopo province (LP).

Recommendation

Further research is required to gain detailed information from clients regarding parental attitudes in relation to education of their teenage girls and boys about sexuality that could significantly lower the current termination of pregnancy rate in Vhembe district of LP.
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                                          CHAPTER 1
                        ORIENTATION TO THE STUDY
1.1 INTRODUCTION

Termination of pregnancy (TOP) is a common and a safe medical procedure in countries where it is legalized, such as the Republic of South Africa (RSA).  The passing of the Choice on Termination of Pregnancy Act No.92 of 1996 (CTOP), was South Africa's tangible expression of commitment to allow all women to attain their right to self determination (Barometer 2007:223).  TOP is most frequently a teenagers' response to unwanted pregnancies due to a range of possible circumstances, such as, rejection of pregnancy by the male partner as well as home environment which may not be conducive for the teenage girl to continue with the pregnancy.  

As the promotion of women’s right to choose, TOP services are developed for women of all ages including teenagers aged 19 years and younger; since the number of unintended and unplanned pregnancies that end in termination is increasing.  Even though the government’s strategies to reduce the number of unintended and unplanned pregnancies have been put in place and the use of the services have been made a human right and basic to human dignity, TOP among teenagers and younger women is on the rise.  According to Abeyasinghe, Weerasundera, Jayawardene and Somarathna (2008:135), most women who terminate pregnancies in the RSA, appear very young, particularly the teenagers.  Irrespective of the legal status of TOP, teenagers reported that talking to their partners about their decision to have an abortion is hard.  With the promulgation of the CTOP by the South African government, implementation of the Act was effected in February 1997 encouraging every potentially fertile woman to exercise her right in deciding whether to keep a pregnancy or not (Varga 2008:283).  Teenagers have resorted to the use of TOP services to terminate unwanted pregnancies despite religious sanctions and the personal risks involved.  TOP is universally practiced and no other elective procedure has evoked political, moral and emotional debates similar to the heated debates surrounding TOP issues, globally (Mamabolo 2006:23).  
The study aims to explore the factors contributing to termination of pregnancies among teenagers at Vhembe district of Limpopo Province (LP).  The main focus being examination of measures to reduce the occurrence and the risks associated with TOP as well as methods to improve the young people’s knowledge regarding practices of the preventive methods to avoid unplanned pregnancies that end up in termination among teenagers.
 1.2 BACKGROUND AND RATIONALE
Since the promulgation of CTOP by the government of the Republic of South Africa, the number of terminated pregnancies by teenagers continues to rise.  For example, in 2009 alone, a reproductive health register from a selected community hospital in Vhembe district was checked; a total of 1046 pregnancies were terminated by teenagers whose ages were 19 years and younger.  The president of women’s league of African National Congress (ANC) had a concern about the high statistics of termination of pregnancies by young people of the RSA as seen in the hospitals’ reproductive health registers.  The president further indicated that termination of pregnancy is a public health problem, similarly the misuse of TOP among teenagers is also a cause for concern (South African Broadcasting Cooperation (SABC) 1 Television (TV) News 2009:20h00).   Numerous approaches to preventing teenage pregnancies have been investigated in the developed world and have been explored in the developing world, including South Africa.  In 2010, it was estimated that more than 5.4 million young people between the ages 14 and 21 were pregnant and about 25% were infected with human immunodeficiency virus (HIV) globally.  In addition, it was reported that young people aged 15-24 years accounted for about 45% of new HIV infections (Allen 2010:103).

Consequently, while there is a need to focus on maximizing adherence in order to avoid drug resistance and ensure the durability of the effect of ARV regimens, adherence in children is a special challenge, particularly if the family unit is disrupted as a consequences of adverse health or economic conditions (WHO 2004:45), including HIV/AIDS deaths.
There is a caution in the CTOP Act No. 92 of 1996, that TOP should not be used as a form of contraception or for population control.  Ehlers (2003:20) also reports that the use of contraceptives by young children aged 12 years has also been approved by the government, which provides an opportunity for teenagers to exercise their rights with regard to CTOP. Misuse of CTOP by teenagers as is evidenced by an increase in CTOP statistics despite free provision of contraceptives in the RSA   presents a very disturbing picture.
Table 1:  Number of TOPs by teenagers according to age groups in a selected reproductive health clinic (n=1046) 
	Month
	Age

13-15 years
	Age

16-17 years
	Age

18-19 years
	Total 

	January
	    44
	     34
	      30
	     108

	February
	    30
	     24
	      31
	      85

	March
	    33
	     21
	      20
	      74

	April
	    31
	     27
	      23
	       81

	May
	    28
	     35
	       33
	       96

	June
	    36
	     24
	      20
	       80

	July
	    25
	     18
	       27
	       70

	August
	    28
	     29
	       32
	       89

	September
	    32
	     55
	       21
	       108

	October
	    26
	     24
	       31
	       81

	November
	    28
	     26
	       20
	        74

	December
	    38
	     32
	        30
	       100

	TOTAL 
	   379
	    349
	       318
	  1046


Adopted : TOP register 2009, selected community hospital, Vhembe district, LP. 
1.2.1 Teenagers’ reproductive health at risk
Young people are the great potential for the future with new ideas and hopes, therefore, promoting their reproductive health should be a priority at homes and schools, and with policy makers and health planners.  
Teenagers become sexually active at an early age resulting in early, unintended pregnancies, sexually transmitted diseases (STDs) and Human immune virus (HIV) infections.  These unintended pregnancies either lead to early parenthood or termination (Realini 2004:42).  Ojo, Ajay, Garba and Ngoran (2006:35), emphasize that the optimal childbearing years are between 18 and 35 years.  This period is recommended because scientifically the girl’s body is matured and she should be psychologically ready for childbearing and its consequences.   

When faced with unwanted pregnancies, most teenagers choose TOP as their final solution.  Globally, estimates indicate that 19 million unsafe abortions are performed in a year and 18.4 million of these occur in the developing countries, especially those countries in which abortion is not legalized.  Complications from unsafe abortions account for 13% of the total maternal deaths worldwide.  More than 60% of all unsafe abortions in the developing countries occur among women aged 14-30 years (Ahman & Shah 2004:6; South Africa 1996a:12).
According to Barometer (2007:224), termination of pregnancies by young people becomes an easy practice.  Professional nurses responsible for reproductive health services, particularly in rural areas, reveal that most young people come to the reproductive health clinics for TOP with poor knowledge of consequences; this is the reason young people choose TOP as a contraceptive method, a practice which is a misuse of reproductive health services.  Many teenagers terminate pregnancies more than once, a fact they try to hide by moving from one reproductive health clinic to the other, terminating one pregnancy after the other without considering the consequences that may occur later in life.
 1.2.2 Lack of access to information regarding sexual matters
 Poor knowledge about conception and contraceptive practices and beliefs among teenagers has been identified as a matter of concern (Wight 2007:136).  It was also reported by Khoza (2004:35) that several investigations have been conducted regarding the practice of sex education.  Findings showed that it is possible to improve practices of sex education and its delivery in the whole country of the RSA, including the rural areas of LP.

The government has also made the dissemination of information of contraceptive use and prevention of unplanned pregnancies for teenagers under the age of 16 years, one of the targets set for the National Health Service (NHS).  This is seen when the CTOP came into being in the interest of the health of the nation, the occurrence of conceptions under the age of 16 was targeted to be reduced by at least fifty percent (50%) by the year 2015 (South Africa 2007:5).

Faced with the magnitude of these problems, parents have also been found to be minimally involved in the United Kingdom regarding transmission of sex information to their children. In cases where sex messages are communicated by parents; it is done both verbally and non- verbally and often in a manner that encourages misconceptions (Marlow & Redding 2005:44).  According to Ziyani, Ehlers and King (2005:42), many obstacles that prevent clear communication about sex between parents and children were reported, particularly, culture.  Despite the attention devoted to sex education, very little attempt has been made towards involving parents in sex education programmes, 
hence researchers have become increasingly concerned about parental involvement in their children’s sex education. 
A Nigerian study by Amoran, Anadeko and Adeniyi, (2007:74) reported that teenage exposure to sex education by parents was also found to be an important practice which prevented early sexual activities resulting in unplanned pregnancies by teenagers.  This was also supported by Carl, Muller, Reddy and Flisher (2003:538) who stated that if parental involvement in sex education of their daughters and sons improve, parental role in transmitting attitudinal and behavioral norms regarding reproductive behavior will also be enhanced and strengthened.
1.2.3 Teenagers and their future
Teenagers should be seen as parents of the future and their current health as a determinant of the health of their future families and generations.  Moreover, the behavioral patterns and attitudes developed during teenage years would influence their capacity to guide their own children.   However, if teenagers give birth to children and or terminate pregnancies before they are sufficiently mature, they might jeopardize their own and their children’s health and well-being (Ahman & Shah 2004:118).
Health strategies adopted by the SA government in 1996, included making TOP services, as well as contraceptive services free of charge and made the dissemination of information on contraceptive use and prevention of pregnancies under the age of 16, one of the targets for the NHS (Department of Health & Human Services 2007:8).  However, to make an informed choice, teenagers need knowledge and access to 
contraceptive services.  In the United States of America (USA), the Department of Social Services proposed that female teenagers younger than 18 years of age, who were receiving financial aid,  proved that they were using contraceptives in order to continue receiving financial aid (Males 2006:430).  In the RSA, however, proof of contraceptive use is not required from teenagers receiving social support.
1.2.4 Failure to access contraceptive services     

Some of the few investigations that the researcher has undertaken showed that provision of contraceptives by the government was insufficient to significantly increase their use.  The researcher did not find greater condom use among school children in ten secondary schools visited during World HIV/ AIDS Day in 2002 at Thulamela Municipality.  This might have been due to the fact that learners in the LP have a wide variety of sources other than schools from which to obtain condoms and contraceptives (Khoza 2004:36).  

Efforts to cater for teenagers included sexual health programmes, which are continually being improved in the RSA.  This is done in order to provide sexuality education and contraceptive services to sexually active teenagers, both males and females.  This programmes form part of the country’s preventive and promotive health services and is incorporated into the Primary Health Care (PHC) services.  Such programmes are in line with the Department of Health’s policy which indicates that mother, child and women’s health (MCWH), including teenagers, should form an integral part of PHC services.  Accordingly, accessible reproductive health services should be based on PHC criteria such as equity, accessibility, affordability, availability, effectiveness and efficiency (Ahman & Shah 2004:220).
The World Health Organization (WHO) (1999:17) emphasizes that, adolescents- friendly Reproductive Health (RH) programmes should be:

· Acceptable to potential users and responsive to cultural and social norms such as, preferences for privacy, confidentiality and care for female health care workers.
· Staffed by workers who provide respectful and non-judgmental care, which is responsive to adolescents’ needs.
From Table 1, it would appear that teenagers were not attracted by these programmes as indicated by the number of pregnancies terminated during 2009.  These could perhaps be because they did not want to meet their mothers, aunts and teachers at these clinics which provide services to women of all ages.  Although these programmes have been offered for more than two decades, teenagers in the RSA still do not appear to be practicing safe sex.

1.2.5 Accessibility of CTOP services
In the RSA, the Choice on Termination of Pregnancy Act, No. 92 of 1996, became operative in February 1997.  This Act enables women from the age of 12 years to decide whether to terminate their pregnancies or not, before 12 weeks gestation without any permission from their parents or partners.  Since the implementation of the Act, the total number of legalized TOPs performed in the RSA was 177 462 by mid 2007 (Ahman & Shah 2004:222).  National statistics indicate that in the RSA, 32.4% of women requesting for TOP are below 18 years. Although still a controversial procedure, TOP should be used as a last resort in preventing unwanted pregnancies, mainly amongst teenagers (Barometer 2007:224).
1.3 PROBLEM STATEMENT
Burns and Grove (2006:66) define a research problem as a situation in need of a solution, improvement or alterations, a discrepancy between the way things are and the way they ought to be.  The grounds for legal TOP have been liberalized according to the CTOP Act, No. 92 of 1996.  The number of teenagers who use CTOP services in the reproductive health clinics at Vhembe district continues to increase (Mashau 2006:6).  As mentioned earlier, the ANC’s president for women’s league made an announcement on the 29th March 2009:20h00, on SABC 1 TV News, regarding the increase in termination of pregnancies by teenagers countrywide as a cause for concern.  Although contraceptive services are offered freely in the RSA, teenagers still fall into the trap of unplanned pregnancies.  When they realize they are pregnant, they consider TOP as a solution. 
The researcher is a Registered Midwife working in one of the community hospitals at Vhembe district.  Her daily work experience shows that a lot of teenagers (19 years and younger) are visiting the reproductive health unit for termination of pregnancies.  This is also supported by the information reflected in Table 1.1.  It is in this light that this study seeks to explore factors contributing to termination of pregnancies by many teenagers when contraceptives are offered free of charge.  The main focus of the study is an investigation into measures to reduce the occurrence and the risks associated with termination of pregnancies as well as to come up with recommendations to improve the teenagers’ knowledge regarding practices of the preventive methods as a means to prevent unplanned pregnancies.
The following questions will guide the study:

· What are the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP?
· What are the types of services offered to teenagers regarding sexuality in Vhembe district of LP?

· What are the strategies required to minimize pregnancies among teenagers in Vhembe district of LP?

· What roles do parents play regarding sex education of their teenagers in Vhembe district of LP?
1.4 OBJECTIVES OF THE STUDY

Burns and Grove (2004:86), describe objectives as clear, declarative statements expressed in present tense and for clarity, focusing on only one or two variables.

Objectives of the study aim to: 

· identify the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.

· describe types of services offered to teenagers with regard to sexuality.

· describe strategies to minimize termination of pregnancies among teenagers.

· identify the roles played by the parents in terms of sexual education of their children.
1.5 PURPOSE OF THE STUDY

The purpose of the study was to explore and describe the factors contributing to termination of pregnancies amongst teenagers in Vhembe district of LP.  It is hoped that the findings of the study may be utilized in the creation of intervention strategies as well as creation of opportunities for every school to provide sex education policy documents or to put in place such documents’ practical application by responsible people.
 1.6 RESEARCH METHODOLOGY

Polit and Hungler (2003:233) define methodology as the ways of obtaining, organizing and analyzing data.  Methodology decisions depend on the nature of the research questions. 
1.6.1  Research paradigm

This study followed a quantitative research paradigm.  Quantitative research involves the use of structured formal instruments to collect information.  Burns and Grove (2006:35) define quantitative research as the process that involves conceptualizing a research project, planning and implementing the project as well as communicating the findings.  This research process involved identification of the research problem, purpose of the study and formulation of objectives.  The other characteristics included a review of literature, selection of a research design, definition of population and sample, data collection and analysis, identification of limitations as well as communication of the findings. 
According to Bailey (1997:49), the characteristics of quantitative paradigm include the following:

· The purpose of this study is to test theory, to establish facts, to allow for predictions and to strive for generalisability.

· The design is predetermined and structured and does not change during the course of study.

· Data gathered is quantifiable and statistical, using counts and measures.

· Variables are defined well ahead of time and data is managed according to the procedures in the research proposal.

· The researcher has circumscribed relationship with subjects on short term basis. The role of the researcher is to observe and measure, with care taken to prevent involvement with subjects for the sake of objectivity.

· The samples tend to be large requiring random selection that will be representative of the study population.

· The instruments used for data collection, among others, do include the use of questionnaires.

· Data analysis occurs at the end of data collection and is deductive in nature. It tends to be statistically manipulated.

· Finally, the outcomes for the research will answer specific questions or hypothesis by producing statistical evidence to prove a point.

The following are the reasons for the adoption of a quantitative research paradigm in this study:
· The purpose of the study was to explore and describe the factors contributing to termination of pregnancies amongst teenagers in Vhembe district of LP. 

· A planned process of collecting, analyzing and communicating the findings was systematically outlined in the form of a proposal.

1.6.2 Research design 

A research design is a blue print for conducting the study that maximizes control over variables that could interfere with the validity of the findings (Burns & Grove 2006:34). 
An exploratory, descriptive and quantitative research design was used to identify and describe the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.  According to Brink (1999:11), the purpose of a descriptive study is to obtain complete and accurate information about a phenomenon through observation, description and classification; it provides new information about a phenomenon.  The purpose of a descriptive study is to observe, describe and document aspects of a situation as it naturally occurs (Polit & Hungler 1999:195).  The advantage of this design is that a great deal of information can be obtained.

By using an exploratory study, the dimensions of a phenomenon are explored and interrelating factors provide more insight about the nature of the phenomena.  Like descriptive, exploratory research is aimed at investigating the full nature of the phenomena in a new area (Polit & Hungler 1999:17).  This design was applied to the study in order to explore 
and describe the factors contributing to termination of pregnancies amongst teenagers in Vhembe district of LP.
1.6.3  Study setting

The study was conducted in one of the reproductive health units in Vhembe district of LP.  The study was conducted in a natural setting as there was no manipulation of the environment; no changes were made to the unit and no special treatment was given to the respondents which could have affected the results; data was collected during normal working hours, within the week.
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Figure 1: A map of Vhembe district municipality showing the four local (sub-district) municipalities.

1.6.4 Population
As cited in Brink (1999:132), a population is defined as the entire group of persons or objects that is of interest to the researcher, or meet the criteria that the researcher is interested in.  For the purpose of this study, the target population consisted of all teenage girls aged 19 years and 
younger; who consulted the sampled reproductive health unit for TOP during the time of data collection.  Population for this study comprised of all teenage girls who chose to terminate their pregnancies in Thulamela Municipality of Vhembe district in Limpopo province.

1.6.5 Sampling
 The researcher consciously selected a representative sample of all teenage girls aged 19 years and younger, who visited the reproductive health unit of a selected community hospital during the time of data collection, as long as they met the criteria for inclusion.  Such teenage girls were given full information about the study and invited to participate voluntarily. 
1.6.6 Data collection

Data collection is a systemic way of gathering information, which is relevant to the research purpose or questions (Burns & Grove 2006:421).  Data was collected from the respondents by means of a self administered structured questionnaire, specifically designed for this study, consisting of five sections.

The purpose of the study was explained to the respondents before obtaining their consent.   A signed informed consent was obtained by the researcher from the respondents who willingly agreed to participate in the study.   The consent forms were kept in a separate box before the administration of the questionnaires and were finally locked in the researcher’s office to ensure confidentiality. Every respondent completed the questionnaire in a quiet side room within the reproductive health unit, and did so individually to avoid influencing one 
another.  An average of 20 minutes was spent by each respondent in the completion of a questionnaire.  The questionnaires did not ask for the respondents’ names.  Queries were directed to the researcher and on completion, the questionnaires were collected by the researcher and were locked in a cupboard in the researcher’s office.

1.6.7 Data analysis
According to Brink (1999:13), numerical information is analyzed through statistical procedures and the investigator does not participate in the events under investigation, which incorporates logistic, deductive reasoning. 

Data was analyzed using the SPSS, Version 13.0, with the assistance of a statistician from the Department of Statistics at the University of Venda.  This was used to manage data in order to gain frequencies and cross tabulations from the data.  Frequency tables, charts as well as graphs were used to describe responses to categorical variables.  Data capturing was numerical and numbers were linked to questions asked in the questionnaire.

1.6.8 Reliability and validity

Polit and Hungler (1999:297) define reliability as the degree of consistency or dependability with which an instrument measures the attribute it is designed to measure.  A pre-test was conducted with ten respondents who had similar characteristics to the study sample (and were excluded from the actual study), to determine the clarity of items and consistency of the responses; that helped to ascertain if the instrument would yield the similar results from all respondents.
According to Brink (2006:160), validity refers to “the degree to which the instrument measures what it is supposed to measure”.  The researcher focused on   the content validity, which is the degree to which the items in an instrument adequately represent the universe of the content.

After the construction of the research instrument, it was submitted to the following persons for correction and constructive criticism:
· The supervisor of this study at the Department of Advanced Nursing Science at the University of Venda.

· Senior professional nurses in the reproductive health unit of the selected community hospital in Vhembe district, of LP, as they are experts with regard to reproductive health issues.

The reviewers supported the assertion that the components of the questionnaires accurately reflected the phenomenon being studied and that the questions were appropriate to investigate factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.

1.6.9 Pre-test (pilot study)

A pre-test, which is a smaller version of the study, was carried out to obtain information to improve the questionnaires and to assess the feasibility of the study.  Pre-testing was done on ten respondents, who did not form part of the actual study, yet they had similar criteria to those in the study, and it was done under similar settings.  Conducting a pre-test assisted the researcher to identify problems with the questions and to determine the time needed to complete the questionnaire, which was important in validating and verifying the instrument.
1.7 ETHICAL CONSIDERATIONS  
Pera and Van Tonder (2005:4) define ethics as a code of behavior that is considered correct.  Ethical considerations in the conduct of research were followed to prevent ethical dilemmas.  To ensure ethical conduct of the study, permission to conduct this study was obtained from:

· University of Venda Higher degree committee

· The research committee, Department of Health and Social Development, Limpopo Province as well as 
· Respondents.
1.7.1 Protecting the rights of the respondents
Informed consent was obtained from each respondent prior to her participation in the study and participation was voluntary.  It was made clear to the respondents that signing of the consent form indicated their willingness to participate in the study.  Respondents were also informed that, they might withdraw from the study at any time without any penalty; were not forced to answer any questions that they were not comfortable with and that necessary treatment for them would not be withheld if they refuse to participate in the study. An explanation regarding the purpose of the study was given to the respondents and   to ensure anonymity, the names of respondents were not requested on the questionnaires.  Data was stored in a locked cupboard accessible only to the researcher.  The questionnaires and consent forms will be destroyed upon approval of the completed study by the research assessors. No physical risks were involved as the study was non-experimental.
The researcher treated the respondents with integrity by being honest with them, especially with regard to the importance of the study.  All the findings were reported fully without the omission of any significant data and included full details regarding explicit theories, methods and research design that might have influenced the collection and interpretation of data.

1.8 SIGNIFICANCE OF THE STUDY   
The significance of the study relates to its potential for contributing to, and extending the scientific body of nursing knowledge (LoBiondo-Wood & Haber 2002:56).

Identifying the factors that contribute to termination of pregnancies described by teenagers themselves would equip health care providers and teachers to deal with those factors through health education at schools, social gatherings, media and health care centres.  Moreover, recommendations could be made to improve the reproductive health services, thereby enhancing their utilization by teenagers and assisting them to make informed decisions about their own and their children’s future. Strategies could be developed and implemented in collaboration with the government, NGOs, private sectors, key players as well as other collaborating agencies and institutions supporting health and development work in Vhembe district.
Such strategies should focus on programmes that provide information to teenagers, ensure access to reproductive health services, and develop life skills to empower teenagers to continue with their education and 
attain higher education qualifications.  Such programmes might improve the health and future of young people in Vhembe district, to become healthier responsible adults, thereby alleviating poverty in the country.

In addition the findings of the study will contribute to the formulation of policies on sex education, conception, contraceptive practices and the role of parents in imparting sexual knowledge to their children; as well as contributing to the body of nursing knowledge, especially in midwifery where midwives are actively involved in assisting individuals, including teenagers, families and communities to maintain, promote and restore health during the events surrounding birth and throughout their life cycles.
1.9 ASSUMPTIONS UNDERLYING THE STUDY

Assumptions are basic principles that are accepted as being true on the basis of logic and reasoning without being verified or proven (Polit & Hungler 2003:640).  According to Burns and Grove (2004:98), assumptions function as essential background beliefs that underlie other decisions in the research process.
This study was based on the following assumptions:
· Lack of knowledge regarding the use of contraceptives can result in unwanted teenage pregnancies.

· There is a relationship between unwanted pregnancies and inaccessibility of contraceptives. 
· Pressure from a peer group is associated with first and unprotected sexual encounter.
· Lack of communication between parents and their teenagers regarding sexual issues results in unwanted pregnancies.
 1.10 DEFINITION OF CONCEPTS 

The following definitions of key terms are pertinent to this study:

1.10.1 Pregnancy

Pregnancy is a condition of having a developing embryo or fetus in the body after successful conception.  The average duration of pregnancy is about 280 days.  Estimation of the date of delivery is based on the first day of the last menstrual period (Fraser & Cooper 2007:135).  In this study, pregnancy refers to conception involving teenage girls aged 19 years and younger.

1.10.2 Termination of pregnancy
Termination of pregnancy is the separation and expulsion by medical or surgical means of the contents of the uterus of a pregnant woman (Choice on Termination of Pregnancy Act No. 92 of 1996, Constitution of the Republic of South Africa of 1996:5).  Termination of pregnancy implies the act of bringing a pregnancy to a final end, preventing the birth of a live baby (Dickson 2006:25).  In this study, termination of pregnancy refers to prevention of birth of a baby by bringing pregnancy to its end through medical or surgical means.
1.10.3 Teenager

A period in the development of an individual between the age of 12 and 20 (Elliot 2000:340).  In this study, a teenager refers to any girl whose age is 19 years and younger.
1.10.4 Contraceptives

Agents such as pills, condoms, intra uterine devices, diaphragms, and injections used to temporarily prevent the occurrence of pregnancy (Ketting & Visser 2003:18).  In this study contraceptives refer to any medical or surgical means that temporarily prevents pregnancy from occurring.
 1.11 LIST OF ACRONYMS

ANC:        African National Congress

TOP:            Termination of pregnancy

HIV:            Human Immune Virus

AIDS:          Acquired Immuno Deficiency Syndrome

RH:            Reproductive Health

NHS:            National Health Service

PHC:            Primary Health Care

DoH:            Department of Health

MCWH:      Mother, Child and Women’s Health

WHO:         World Health Organization

RSA:           Republic of South Africa

USA:           United States of America

LP:              Limpopo Province

SPSS:          Statistical Package of Social Science

RHS:           Reproductive Health Services
SABC:         South African Broadcasting Cooperation 

TV:             Television

STIs:          Sexually Transmitted Infections
 1.12 OUTLINE OF THE STUDY
Chapter 1 discusses the introduction, background and rationale, problem statement, purpose, objectives, research design and methodology, ethical considerations, significance of the study, assumptions underlying the study, definitions of concepts, list of acronyms and briefly outlines the study.

Chapter 2 discusses literature reviewed on factors contributing to termination of   pregnancies among teenagers.

Chapter 3 describes the research design and methodology including the population and sample, research setting, data collection and data collecting instrument, reliability and validity as well as ethical considerations.
Chapter 4 deals with the data analysis and interpretation.

Chapter 5 presents the findings, limitations and makes recommendations to improve the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.
1.13 SUMMARY
This chapter has briefly discussed the introduction, background and rationale, problem statement, purpose, objectives, research design and methodology, ethical considerations, significance of the study, assumptions underlying the study, definitions of concepts, list of acronyms as well as the outline of the study.
                                            CHAPTER 2
                                    LITERATURE REVIEW
2.1 INTRODUCTION

The purpose of this chapter is to introduce the literature reviewed on the factors contributing to contributing to termination of pregnancy among teenagers.  A literature review involves the systematic identification, location, scrutiny and summary of written material that contains information in a specific research problem (Polit & Hungler 1999:645). Polit and Beck (2004:20) state that the overall purpose of research literature review is to assemble knowledge on a topic regarding what is known or what has been studied about the area and where knowledge gaps exists.  A thorough literature review provides a foundation on which to base new knowledge. 
2.2 DEFINITION
A literature review is a process involving reading, understanding and forming conclusions about theory and published studies on a particular topic.   It is done to acquire knowledge for use in practice or to provide a basis for conducting a study (Burns & Grove 2006:55).  The review provides information and background for understanding what has already been learnt on a topic and illuminates the importance of the new study (Streubert, Speziale & Capenter 2003:70).
2.3 PURPOSE OF LITERATURE REVIEW
The purpose of literature review is to familiarize the researcher with practical and theoretical issues relating to the problem and helps the researcher to lay a foundation for the study.  Literature review indicates what is known about an area of inquiry and suggests ways of conducting a study on the topic of interest (Polit & Beck 2004:88).
2.4 TERMINATION OF PREGNANCY (TOP)

2.4.1 Definition 
Termination of pregnancy is defined as the intentional ending of pregnancy through the evacuation of the uterus before the fetus has a reasonable chance of survival (Marshal, Gould & Roberts 2004:14).  Searle (2000:344) states that abortion means interference with the pregnant uterus in order to expel the fetus with the aim of killing it or causing its death.

2.4.2 Choice on Termination of Pregnancy Act 
According to CTOP Act (No.92 of 1996:5), termination of pregnancy takes place with the informed consent of a pregnant woman.  In cases of severe mental disability or long term unconsciousness, the consent of a person other than the pregnant woman is considered.
The new law has the following advantages:

· It ensures the right of a woman to have access to a safe, effective

     and acceptable method of fertility control. 

· The women have the right to information.

· Women are counseled before and after the procedure.

· The procedure is performed in a surgically clean environment.

· The woman does not need permission from a partner to terminate her pregnancy.

· Termination of pregnancy offers women greater choice and empowerment.

· The option of medical termination of pregnancy instead of street abortion gives women more control, reduces the need for anesthesia and minimizes the risk of infection or trauma to reproductive organs (Walker 2000:2-3).
The law has the following disadvantages:

· Nurses are bound by the Nursing Act No.33 of 2005, to nurse women before and after termination despite their conscientious objection to TOP.

· A minor can undergo TOP without involving parents or guardians.
Pregnancy may be terminated for the following reasons:

· Upon request of a woman during the first twelve weeks of gestation of pregnancy.

· After thirteen weeks if pregnancy poses a health risk to the woman or is due to rape or incest, if the fetus is at risk of suffering physical or mental abnormality or if pregnancy would affect the social or economic circumstances of a woman.

· After the twentieth week if the woman’s life is in danger, if pregnancy would result in malformation of the fetus or if pregnancy poses risks or injuries to the fetus (Walker 2000:4).

2.4.3 Request for TOP

A woman can request for TOP at any hospital or clinic in South Africa.   If a particular clinic or hospital does not provide TOP services, the client will be referred to a clinic or hospital that provides TOP services.  According to Walker (2000:8), women undergoing TOP need adequate information about the details of the procedure and the possible consequences.  However, the woman’s emotional distress about having a termination may influence her ability to absorb information about the procedure and post abortion care. 
Every woman who requests TOP is given the following information:

· A woman may have to wait for some time before the procedure can be done, as there are waiting lists at some clinics or hospitals.

· TOP is performed without the payments of any fees at government hospitals and clinics. It is also available at private clinics and hospitals for a fee.

· Counseling is available for women to discuss their concerns and feelings. Women should feel free to ask about other choices such as adoption and fostering.

· Women have to sign an informed consent form to give permission for the procedure to be performed. A woman does not need to have the consent from a husband, partner or parent for TOP to be performed (Mwaba 2004:30-31).    
2.4.4 Moral and ethical considerations regarding TOP

TOP raises many fundamental questions such as issues concerning the rights of the fetus; the meaning, quality and definition of life; the rights of the individual versus those of the society as well as sexual norms and values.
According to Reproductive Rights Alliance (2002:4), commitment to certain values guides us in the decision making process and motivates us to act on those decisions from an ethical perspective.  Valuing is part of being human, thus the morality of abortion causes an ethical dilemma to society and raises many controversial issues.  The issue of religion affects how one translates one’s religious beliefs and values.  Moral arguments against abortion continue to rest on the theological status of the fetus 
and its potential right to life versus the view that a fetus has not yet attained personhood.

Hammond (1999:7) argues that compared with termination, adoption requires that the woman still carry the pregnancy to term and deals with the reality of separation from the newborn, a painful experience even if the woman is highly motivated.
2.4.4.1 Rights of the fetus 

Hammond (1999:8) says in his argument against TOP: “Of what worth is human dignity if babies are denied the right to life?”  ; Hammond refers to TOP as ‘murder’ of a helpless and innocent human being.  According to Smith (1998:6), legal and intellectual issues are open to interpretation, but on moral grounds, terminating a life is seen by many as indefensible. As life is neither given nor created by politicians, Smith (1998:7) questions whether morally they have the right to decide on its viability.
2.4.4.2 Rights of a client

TOP clients have the right to:

· a healthy and safe environment

· participation in decision-making 

· access to health care

· confidentiality and privacy

· informed consent

· continuity of care

· be treated with respect (Walker 2000:12-13).
These rights need to be carefully weighed against the rights of the fetus and moral considerations.
 2.5 FACTORS CONTRIBUTING TO TERMINATION OF PREGNANCY
The incidence of teenage pregnancy is increasing and has become a worldwide concern.  In 2000, the United States of America had the highest rate of teenage pregnancies that ended up in termination.  About 38,690 girls under the age of 18 years became pregnant and 44.8% of those pregnancies resulted in legal abortions; 7,617 of those pregnant girls were under 16 years, and 54.5% of these conceptions ended in legal abortions.  This generally endangers the life of the adolescent girls and necessitates developing strategies to reduce the high  pregnancy  rate (Linda 2003:1).

Irinoye, Oyelele, Adeyemi and Tope-Ojo (2004:26) indicated that, in many African countries more than 40% of teenagers aged 15 to 19 years have terminated pregnancies.  In Nigeria, Mauritania and Sudan, more than 20% of teenage girls have terminated pregnancies by the age of 15 years and about 43% of terminated pregnancies among Nigerian women, occurred in teenagers aged below 18 years.

Factors that contribute to a high termination rate of pregnancies among teenagers include lack of knowledge, ineffective communication between teenagers and their parents, fear of rejection, inaccessibility of contraceptive services, dominance by the male partner, family structure, peer pressure, social status, easy access to pregnancy termination services, implications of the age at which teenagers become sexually active, influence of the media on teenagers’ sexual behaviors as well as sexual violence.

2.5.1 Lack of knowledge 

Although youth empowerment with sex information has been widely discussed and is now accepted as a fundamental principle within many health promotion practices, its practical application is still subject to considerable debate.  Literature seems to focus on the problems of school girls when they have already conceived rather than dissemination of information to prevent the occurrence of pregnancies and sexually transmitted diseases.  It is hoped that some of the sex information programmes can increase the use of condoms and other contraceptives, thus prevent termination of pregnancy.  The weight of the evidence from national surveys indicates that sex education programmes increase the use of contraceptives whilst AIDS education programmes increase the use of condoms (Ahman & Shah 2004:224). Ehlers, Maja, Sellers and Gololo (2000:48) as well as Realini (2004:20), propose that information regarding sexuality including contraceptive practices should be imparted early in the socialization process of both boys and girls at homes, schools and community places.  Having such information during early stages of life could assist in equipping individuals with better skills to protect themselves against STIs and unintended pregnancies which result in termination.

According to Geldenhuis and De Lange (2001:114), lack of knowledge on physiology and conception also contributes to termination of pregnancy, as some young girls were easily misled by their partners due to lack of knowledge.  One girl was led to believe that first-time sex could not cause pregnancy and that sexual intercourse in a standing 
position would prevent pregnancy:  “My boyfriend said when we make love for the first time and adopting a standing position, I won’t fall pregnant”. 
The study further indicates that teenagers opted for termination of pregnancies because they never considered it seriously as they thought the baby has not yet been formed and the child’s life has not yet begun during the first trimester.  This was also supported by Mwaba (2004:31), who indicated that lack of knowledge about reproductive function, conception and contraceptive methods is a contributory factor because teenagers carelessly engage in sexual activities banking on the fact that it does not matter if they become pregnant; they will go for termination.  This was illustrated by the following statement:  “I feel lucky because the child was not yet formed, and its life had not yet begun because it was still during the first trimester, therefore it was just a blood clot or menstrual blood”.  One teenager stated: “TOP is a very simple, fast and free procedure, all you need to do is to sign and the next minute your waistline is back to its normal size again”.
2.5.2 Ineffective communication between teenagers and their parents

Lack of communication between the youth and their parents about sexuality issues, including contraception, was reported by the youth as a major stumbling block which resulted in unplanned adolescent pregnancies, and when the youth realize they are pregnant, they resort to termination of pregnancies.  One participant stated: “It is not always easy to discuss sexuality issues and contraception with our parents. My mother is more approachable than my father, but I don’t just have the guts to start these topics with my parents as they always think that we 
are children who do not have sexual needs ,and must be obedient as long as we are dependent on them” (Seekoe 2005:22). 
Parents are not only expected to act as role models, but also to communicate freely with their children on issues relating to sexuality.  From the literature reviewed, it would appear that parents have difficulties in communicating with their teenagers on issues relating to sexual matters (Realilni 2004:127; Wood & Jewkes 2000:5).  Ahman and Shah (2004:226) also support this view and point out that lack of sex education from parents makes peers and the mass media the usual sex educators for teenagers, resulting in teenagers being misinformed. 
This was also supported by Setiloane (2000:45), who indicates lack of communication between young people and their parents as a cause of concern, as it leads to teenagers having inaccurate information regarding sexuality, contraceptives and pregnancy. In his study, Okonufia (2005:419) indicated that parents hesitate to make sex education available to their teenagers out of fear that the teenagers would interpret that as permission to engage in sexual activities, leading to promiscuity accompanied by sexually transmitted infections and future infertility.  He emphasized that parents thought it was improper to discuss sexual matters with their children, as a result, teenagers engage in unprotected sex not knowing that they will fall pregnant, and when they realize that they are pregnant, they opt for termination.  This was also supported by Setiloane (2000:45) who states that , young people often learn about sex informally from their friends and media as their parents do not open up to  them for fear of promiscuity.  These sources however often spread misinformation on aspects such as sexuality, contraceptives, sexually transmitted infections and pregnancy. 

Mohammad, Farahani, Alikhani, Zare, Terhani, Ramezankhani and Alaedini  (2006:34), indicate that cultural barriers and respect for elders in discussing sexuality issues compounded the problem, as neither parents nor teenagers can initiate the conversation.  Thus makes teenagers unable to access information regarding sexuality forcing them to experiment with their bodies, leading to unwanted pregnancies that end up in termination.  According to Wood and Jewkes (2000:5), most mothers would not even discuss menstruation with their children, or if they did, they would simply inform their children that it was a process of growing up without giving them full details about what to expect, its implications and how to prevent pregnancies. 
According to a survey carried out for the sexual health charity, Marie Stopes International (MSI), one in five parents believed that their children would find out about sex issues themselves; 9% of parents believed that schools should be the main source of advice about sex and relationships while 17% of people with 15 year olds were still intending to discuss sex with their teenagers (Greening 2001: 34). 
In the Muslim culture, sex is not discussed at home. If sex- related matters appear on television, it is switched off or moved to another channel. Some Muslims explained that their tradition was for the father to teach their sons and the mothers their daughters.  In some cultures it is generally accepted that sexual matters should not be discussed with adolescents as it is feared that such knowledge might encourage them to be promiscuous. Thobejane (2001: 48) found that there was minimal 
parental involvement in sex education in the RSA as parents were reluctant to discuss sexual matters with their adolescents. 
2.5.3 Fear of rejection 

Literature reveals that there are adolescents who resort to termination of pregnancies because of fear of stigmatization. Two out of five adolescents reported feeling stigmatized because of their pregnancies and therefore seriously considered termination, others indicated that they were afraid of telling their parents about such pregnancies; afraid of the teachers and above all, felt abandoned and rejected by the fathers of their expected babies. Adolescent mothers who were identified as experiencing stigma were also more likely to report isolation from friends than those not so identified. Earlier studies among adolescents confirm that isolation is a major life occurrence that results from pregnancy, and all these make them consider termination of pregnancy as a solution (Wieman , Rickert, Berenson & Volk 2005:352).

According to Bloom and Hall (2006:296) fear of losing marriage opportunities is another contributory factor for termination of pregnancies among the youth.  Teenagers who are pregnant think that they will lose their partners; they are afraid that their boyfriends will abandon them and hence remain single for life; on the other hand, there are those teenage girls who fall pregnant in order to force their boyfriends to marry them. Unfortunately, when the boyfriends refuse responsibility for such pregnancies, or do not offer marriage, the girls go for termination. This was also supported by Richter and Mlambo (2005:65), when they indicated that teenagers who terminated pregnancies had relationships that were under strain and their boyfriends blamed them for being pregnant. 
Cuesta (2001:182) indicates that teenagers also go for termination of pregnancies due to fear of losing the body image, as teenagers are so concerned about body image and beauty.  When pregnant, they become fearful that their partners will abandon them and go for beautiful, slim girls who are not pregnant.
2.5.4 Inaccessibility of contraceptive services 

Maja (2007:45) indicates that, inaccessibility of contraceptive services was also reported in terms of inadequate resources where neighboring health facilities did not have condoms for clients, particularly youth.  This resulted in youth engaging in unprotected sex, resulting in unwanted pregnancies and termination. 

According to Richter and Mlambo (2005:67), health-care providers also contribute to non-utilization of health care services by the youth, as they were reported to be negative towards youth requesting specific contraceptives; clients then had to settle for any contraceptive method offered which in turn affected compliance rate. In some instances teenagers were even denied services.  One participant stated: “I knew that I could obtain contraceptives from the clinic to prevent unplanned pregnancy as I was still at school, but  I was very scared to go to our neighboring clinic because the atmosphere there is not good ……I am 17 years old and went to this clinic twice to ask for contraceptives. I could not get the injection I requested for; instead the nurse said I know too much because I even prescribed for myself. I was told to go back and to come back when ready to be served”. 
Such attitudes of health care providers contribute to termination of pregnancies among the youth, because after being denied the contraceptive services, they end up with unwanted pregnancies which are then terminated.
2.5.5 Dominance by the male partner 

Amobi and Igwegbe (2007:95) reveal that teenage girls are easily influenced as they lack assertiveness to negotiate for safe sex, especially in situations where partners are much older men and the key motivation for sex is material gain such as money, clothes, cell phones, cosmetics, food and drinks; hence the minute the teenager reports being pregnant, he forces her to go for termination as he does not want to be held responsible.  This was also supported by Richter and Mlambo (2005:68) as well as Okonufia (2005:420), who highlight that male domination is perceived as an obstacle to contraceptive use in instances where young girls had to take responsibilities in protecting themselves against unintended pregnancies without the help of their partners.  Research showed that many young girls who came for TOP felt betrayed by their boyfriends who were not supportive in preventing pregnancies as expressed.
2.5.6 Family structure

According to Richter and Mlambo (2005:66), factors which disturb the family structure such as parents’ separation, divorce, death, alcoholism and a history of premarital conception may influence teenagers’ sexual behavior.  Sometimes the situation becomes even more complex as men 
in urban areas are tempted to form extra marital relationships to the extent of establishing another family.  This practice perpetuates poverty, poor housing, the breakdown of family structures, norms and values in sexual relations and sexual permissiveness. Urbanisation has also subjected many African families to a congested home environment.  In these circumstances, the traditional four- roomed (matchbox) houses in the townships for the urban black families are inadequate.  
Families consequently add on an outside shack for their teenagers, little realizing that in so doing they might be relinquishing control.  The South African government is currently attempting through the Reconstructive and Development Programme to address the lack of adequate housing and basic services, especially in townships and the rural areas (African National Congress 1994:22-33).

Other factors include lower family incomes, less supervision, poor parental modeling and more permissive attitudes in single parent families.  Having sexually active siblings and friends is also strongly associated with earlier onset of sexual activity at a young age (Blum 2000:34; Ikamba & Quedraogo 2003:10).  Regarding socio-economic and cultural factors associated with termination of pregnancies among teenage girls, Muchuruza (2000:35) found that teenagers were at high risk of termination of pregnancies at the ages of 14 to 16 years.

2.5.7 Peer pressure

Peer pressure is widely assumed to be a significant causative factor in the initiation of habits, such as smoking, drug use and sexual involvement among teenagers.  As children slowly emancipate from their parents, they spend a lot of time with their peers, who in turn, influence them on 
various life issues (Mwaba 2004:68; Tanga & Uys 2005:52).  In this context, Maja (2007:44) examined the reasons why teenagers terminate pregnancies and found that teenagers feel that peer pressure made them go for termination than they wanted to.  However, he further pointed out that conformity to peer groups is often the result of too little attention and interest given at home as well as lack of parental warmth and understanding.  

In a study to assess parental involvement, Tanga and Uys (2005:51), found that the highest percentage in the sample (55, 2%) obtained information on sex matters from peers.  This study revealed that the information received from peers was not always accurate.  Teenagers often received information from friends who very often were also misinformed.  The belief that drinking a lot of water prior to sexual intercourse will prevent conception is an example of such myths and misconceptions.  It is unfortunate that peers are usually reported as the main source of information when they themselves also lack the correct information on sexually related issues.  This could indicate the need for effective health programmes that could involve peer groups as educators.

 To point out the possibility of peer groups giving inaccurate information, Leishman (2004:34) uses the concept of “street talk” and suggests that the street talk can be turned into straight talk by training volunteer teenagers and encouraging them to share their knowledge on either a formally structured or a conversational level.
According to Ikamba and Quedraogo (2003:12), teenagers are forced into having sexual intercourse by peer pressure.  Peer pressure plays a major role in initiating sexual activity, which frequently ends in unwanted pregnancy.  It is also believed that initiation rituals for girls also encourage sexual activity as some of the girls immediately practice what they have been taught, and no appropriate information is given on how to prevent diseases and unwanted pregnancies, and as soon as they become aware that they are pregnant, they decide to terminate the pregnancies.

Leishman (2004:45) pointed out that a lot of teenagers fall pregnant due to pressure from the friends because they feel if they don’t become sexually active, friends will humiliate and undermine them.  This was also supported by Setiloane (2000:46), who indicated that teenagers influence one another to access pornography and other related materials through internet, and this predisposes them to early sexual exposure, unfortunately they engage in sexual practice without the use of any contraception.  When they realize they are pregnant, they consider termination as a solution.
2.5.8 Social status 

Early dating provides a context for many sexual experiences.  Unconventional psychosocial attitudes and some risk behaviors such as early use of alcohol, tobacco and drugs, school problems, delinquency and physical aggression are associated with earlier onset of adolescent sexual intercourse, and all these are believed to be boosters in teenagers’ social status (Driscoll 2007:33).
According to Wieman et al (2005:353), teenagers who choose to terminate their pregnancies more frequently express concern that, bearing a child would interfere with their schooling and career advancement, have damaging consequences to their social lives as well as causing a disgrace in the eyes of their parents and the community.

 Tanga and Uys (2005:54) have shown that some parents pressure their teenagers to terminate their pregnancies out of shame as they want to retain their social status, they don’t want the community to classify them as those whose children are having illegitimate babies.  This was also supported by Dreyer (2003:88), who indicated that many parents consider teenage pregnancy a disgrace and a disappointment based on the fact that, other community members will consider them as having failed to give their children proper moral upbringing; they can rather pretend as if their teenagers are still virgins as long as they have not given birth to any baby.

Studies conducted by Thobejane (2001:44) shows that  teenagers do not feel confident and mature enough to be parents as the demands of motherhood conflict with the flexibility of schedules that most of their friends enjoy with regard to their social lives ; so when pregnant, the first thing that comes to their minds is termination.
2.5.9 Easy access to pregnancy termination services

According to Maja, (2007:45), CTOP Act makes TOP services easily accessible as the teenager signs for termination of pregnancy without the consent of parents, this promotes negligence amongst teenagers, and as a result, they just engage in unprotected sex knowing that if they become pregnant they will go for termination of pregnancy.

2.5.10 Implications of the age at which teenagers become sexually
          active

According to Leishman (2004:33), the age at which teenagers become sexually active starts from 11 years, and this age is worrying because teenagers at this age know nothing about sexuality and how their bodies work.  He further indicated that the age at which teenagers commence coitus seems to have far-reaching implications in terms of termination of pregnancies.  It would appear that the younger teenagers are when commencing sexual intercourse, the less likely they are to be knowledgeable on sex education.  This could lead to unprotected sex which ends up in unwanted pregnancy resulting into termination.  This was also supported by Tanga and Uys (2005:55), who stated that the age at which teenagers commence with sexual intercourse affects the context of sexual activity, its frequency as well as the quality of relationships, contributing to termination of unwanted pregnancies.

 2.5.11 The influence of the media on teenagers’ sexual behaviors

Very little research is available on the effects of the mass media on teenagers’ sexual behavior.  However, Amoran et al (2007:78) and Maja (2007:44), share the same view that the mass media influence teenagers sexual behavior to a certain extent.  This was also supported by Wieman et al (2005:350), who studied that the sexual content of television programmes and the effect of this content on teenagers’ sexual references, best explain the influence the media have on teenagers’ sexual practices.  According to Wieman et al (2005:354), in the past two decades, the sexual content of the mass media has become increasingly frequent and explicit, and in the same period the rate of teenage pregnancy in the United States of America was higher than in any other industrialized country. 
The view is that television content somehow influenced teenagers to engage in unprotected sexual intercourse than they might otherwise have done.  Assessing the effect of sexy programmes on teenagers, Wieman et al (2005:363) found that there was a significant relationship between proportions of sexy programmes viewing and sexual involvement.  Non-virgins were more likely to watch sexy programmes than virgins.  Many television programmes, like soapies visually reinforce aspects of sexual matters, such as cohabitation, homosexuality and premarital and unprotected sex.  South Africa today appears to be experiencing the same effects of similar sexy television programmes.  Many of these programmes show sex as exciting and glamorous.  Young people may not be able to interpret media content in a morally mature way because they have relatively little experience, thus television can play a major role in their sexual socialization.  If institutions like schools, churches and homes are silent on sexual information, the media can become the only source of information; as a result, teenagers will engage on sexual intercourse early, become pregnant, ending up terminating such pregnancies.
 2.5.12 Sexual violence 
According to Gray, Wagman, Nalugoda, Lutalo, Zablotskal and Koenig (2004:156), among rural teenagers aged 14 to 19 years in Uganda, both unwanted and terminated pregnancies were more common among those who had been coerced than those who had not.   Coerced sexual intercourse represents only one of the more extremes of sexual abuse.  In Dar-es-Salaam, many victims of rape are between 12 and 17 years at the time of rape, and unwanted pregnancy is one of the outcomes. Unfortunately, this has adverse consequences for teenagers as they end up terminating such pregnancies (Muganyizi 2001:43).

A study conducted by Moore, Miller, Sugland, Morrison, Glei and Blumenthal (2004:4) in USA, reported a significant increase in sexual activity among females aged 14, 15 and 16 years compared to young women of the same age 15 years ago.  Furthermore, the younger the age of first sexual intercourse, the more likely that the experience was coercive and forced; the greater the risk of an unwanted pregnancy leading to termination of such a pregnancy.  This was also supported by Garcia-Moreno, Jansen, Elsberg, Heisie and Watts (2005:49), who revealed that according to their study on the prevalence of sexual abuse in childhood (age below 15), many victims have their first sexual experience as a product of coercion or force.  This is of grave concern as the outcomes of sexual abuse include unwanted pregnancy and this causes severe violation of the teenagers’ basic rights and bodily integrity.  Due to such violation, teenagers become so furious and request for termination of unwanted pregnancies resulting from sexual abuse.
2.5.13 Attitude of the teenagers towards abstinence
Research has shown that in sub-Saharan African countries (hardest hit by HIV/AIDS) sexual activity begins early and before marriage.  According to surveys, on average, more than 40% of female young people in sub-Saharan Africa have had premarital sex before the age of 18 and among young men sex before marriage is even more common (Akande 2008:9; Anderson, Cox, & McKellar 2005:133).  Many studies report that, although teenagers agree that abstinence is the most effective and only certain way to avoid unplanned pregnancy and HIV transmission, they find it difficult to practice it (Bateman 2009:750; Battle & Leonard 2008:36).

Akande (2008:185) conducted a study among African American adolescent girls on why they remained abstinent despite being in sexually active social climates.  The results revealed that they focused on self-respect (I’m worth it), impact of mothers (mama says think before you let go), influence of boys and other peers (boys will be boys) and potential negative consequences of sex (hold on, there’s a catch). According to a study by Bhana, Petersen, Manson, Mahintso, Bell, and McKay (2009:38) on abstinence among the school going youth, the findings revealed that the majority (81%) of Kenyan youth indicated that they would wait until the right time to have sex.  Another similar study by Bhatti and Fikree (2010:113), the majority of Anguillan youth indicated that they would like to wait until they are older before having sex.  In both studies, there were more females than males who indicated that they were ready to wait and avoid sex while in relationship.   Teenagers
 in South Africa are no exception.  South African study by Campbell (2007:188) also indicated that findings proved that young girls wished to wait for the proper time though they are harassed by boyfriends to commit sexual activities.  
 2.5.14 Fear of raising a child

Thobejane (2001:44), raised fear of raising a child as one of the factors that also contribute to termination of pregnancies among teenagers.   His study revealed that, teenagers   do not feel confident to raise a child, when they think about the baby crying and the mother doesn’t even understand the reason for such crying, they feel so terrified, it even becomes worse when they think about a sick baby.  Tanga and Uys (2005: 58), also supported the notion by indicating that teenagers do not feel matured enough to be parents as the demands of motherhood conflict with the flexibility of schedules that most of their friends enjoy, so, when they find themselves pregnant, they go for termination.   Studies by Mwaba (2004:69) reveal that there are instances whereby teenage boys also force girls to terminate pregnancies because they feel they are not ready to become fathers and they do not want to accept the fatherhood responsibilities.
2.5.15 Fear of interference with career development

According to Wieman, Rickert, Berenson and Volk (2005:353), teenagers who choose to terminate their pregnancies more frequently express concern that, bearing a child would interfere with their schooling and career as well as have damaging consequences to their social lives.  This 
was also supported by Leishman (2004:88) who indicated that most teenagers terminate unwanted pregnancies because they do not want to compromise their career developments, especially because their male partners will be continuing with their education as the girlfriends will be taking care of the babies.
2.6 REPRODUCTIVE HEALTH SERVICES FOR TEENAGERS
2.6.1 Types of reproductive health services
According to Muchuruza (2000:36-37), in Tanzania  the Ministry of Health has made provision for a range of reproductive health services to be provided in public, private and NGO settings and outlets. These services include:
· Information and counseling on reproductive health , sexuality and safe sex

· Testing services , VCT, STI, and Pregnancy

· Management of STI ,VCT,PMTCT, HIV and AIDS

· CTOP Services

· Focused ante natal care

· Care during childbirth

· Postnatal care

· Post-abortion care

· Contraception including emergency contraception

· Condom promotion and provision

· Other related health issues such as substance abuse, violence, injuries and mental health

· Referrals
Muchuruza (2000:37) further indicates that sexual and reproductive services for teenagers are still surrounded by stigma, especially among parents, community leaders, religious leaders as well as service providers.   Consequently, teenagers are still denied access to reproductive health services.  Existing services are not user-friendly for teenagers in terms of quality, time, location, accessibility and affordability while expertise is also lacking in schools. 
2.7 SUPPORTIVE ENVIRONMENT FOR A TEENAGE GIRL

For teenagers to develop into adulthood, they need a very strong supportive environment.  Parents, religion, schools as well as health providers and government are the main supportive structures.

2.7.1 Parents

Blum (2000:2) emphasizes that parents should be in their children’s lives, that is, they should know their children’s friends, what they do and who their friends’ parents are.  The messages for all adults is to set clear expectations regarding school performance, emphasize that absenteeism from school as well as  poor performance are not just  educational threats but  health threats as well.   Parents need to provide resources to help capture the interests of children who are disenfranchised.

According to Nasoro (2003:30), parents should be educated on the importance of striving for education for their female children and postpone their marriages until they are 21 years and older.  It is also very 
important to involve adolescent boys and men in the fight against teenage pregnancy and its consequences.

Marlow and Redding (2005:1122), indicate that many parents do not adequately explain to their girls the various changes that occur in the body during puberty. Girls should have a clear understanding of ovulation, fertilization, pregnancy and childbirth before the onset of menstruation.  This will minimize their anxiety and empower them to face the future.  This was also supported by Ikamba and Quedraogo (2003:12), who indicate that parents should take the responsibility for guiding the youth to avoid engaging in sexual activities at an early age to minimize the risk of contracting STIs & HIV/AIDS as well as unwanted pregnancies that may end in termination.

According to Khoza (2004:39) as well as Miller (2002:22), parents should play a significant role as sexuality educators for their children.  Many parents are not ready to discuss sexual issues with their children; they assume that they will get the information from schools.  This is also supported by Moore et al (2004:6), who state that having better educated parents, supportive family relationships, adequate parental supervision, sexually-abstinent friends  as well as attending church frequently are all related to later onset of sexual intercourse.
2.7.2 Religion

Marlow and Redding (2005:1129), assert that spiritually, teenagers are at a stage of synthetic-conventional faith.  A teenager without religious ties is likely to be attracted to any new or different religious cult and undesired behavior.  Parents need to be aware of this and help teenagers to explore their feelings and emotions.

2.7.3 Schools 

In Tanzania, sexual and reproductive health is taught in schools, but it is inadequate in content and methods, particularly due to scarcity of teaching materials and equipments. Teachers receive insufficient training in reproductive health issues.  In spite of the developed national policy guidelines for reproductive health services, many young people have not benefited from them, due to low coverage of targeted audience and other critical constrains, such as limited resources and cultural barriers (Muchuruza  2000:36).
2.7.4 Health providers and government

Miller (2002:24) highlights the importance of health providers in assisting parents to value sexuality education for their children, display moral values and encourage the use of condoms and contraception for their children who are sexually active.  These may reduce the frequency of intercourse, promote safer sexual behavior and reduce unwanted pregnancies that end up in termination.  Muchuruza (2000:37) found that health workers were not able to fully help teenagers during this era of primary health care orientation, as such programme only address the basic local needs and problems.

According to Ikamba and Quedrago (2003:4), it was strongly recommended that the government should continue developing strategies to assist teenagers by having clinics with services that are accessible, affordable and user-friendly so that teenagers can receive 
the necessary counseling regarding reproductive health issues and hence meet their reproductive needs.
As a way of supporting teenagers, the Minister of Health of Tanzania has developed a National Health and Development Stakeholders Board, the main aim being  to guide the implementation of health services, so that they are accessible, acceptable, affordable, adequate and appropriate for teenagers (RCHS 2003:32).
2.8 SUMMARY
This chapter discussed factors that contribute to termination of pregnancies among teenagers, reproductive health services for teenagers as well as the creation of a supportive environment for a teenage girl.  Termination of pregnancy among teenagers is a major reproductive health concern in Africa and elsewhere in the country.
                                                 CHAPTER 3
                    RESEARCH DESIGN AND METHODOLOGY
3.1 INTRODUCTION
According to LoBiondo-Wood and Haber (2002:116), the methodology of a research project strongly influences the research process because it defines the method of carrying out the research, the method for data collection and measurement as well as the techniques used for data analysis, whereas Polit and Hungler (2003:233) see the methodology as ways of obtaining, organizing and analyzing data.  Mouton and Marais (2005:16) considered methodology in research as the theory of correct scientific decisions. This chapter describes the research design, population, sample and sampling techniques, ethical considerations, data collection instrument and methods used in data gathering, as well as data analysis.

In this study, methodology refers to how the research was conducted and its logical sequence.  The main focus of this study was the exploration and description of factors contributing to termination of pregnancies amongst teenagers in Vhembe district of LP, therefore, the research approach was quantitative.
3.2 PURPOSE OF THE STUDY
The purpose of the study was to describe the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.

The objectives of the study were to: 

· identify the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.

· describe types of services offered to teenagers with regard to sexuality.

· propose guidelines to minimize termination of pregnancies among teenagers.

· identify the roles played by  parents in terms of sexual education of their children.

3.3 RESEARCH SETTING
Burns and Grove (2006:325) state that a research setting is the environment in which the research study takes place and can be a natural or controlled environment.  Natural settings are real-life study environments without any changes made for the purpose of the study.
The study was conducted in the reproductive health unit of Donald Fraser Hospital in Vhembe district of LP.  The setting in which the study was conducted was natural as there was no manipulation of the environment; no changes were made to the unit and no special treatment was given to the respondents which could have affected the results.

Data was collected during normal working hours, within a week; therefore, the respondents remained in the natural surroundings common to them.  Doors were closed during data collection in order to provide respondents with some privacy.
3.4 RESEARCH DESIGN 
Polit and Beck (2004:49) describe the research design as a blueprint, or outline, for conducting the study in such a way that maximum control will be exercised over factors that could interfere with the validity of the research results.  The research design is the researcher’s overall plan for obtaining answers to the research questions guiding a study.   According to Burns and Grove (2004:211), designing a study helps the researchers to plan and implement the study in a way that will help them obtain the intended results, thus increasing the chances of obtaining information that could be associated with the real situation.  The following dimensions of research design were used:  exploratory, descriptive and quantitative research.
3.4.1 Exploratory Research

According to Collins (2001:540), exploration is done to discover some things or to learn the truth about something, similarly, Burns and Grove (2004:13) indicate that exploratory research is conducted to gain new insights, discover new ideas and or increase knowledge on a phenomenon.

In this study the researcher selected the exploratory method to gain new insights, discover new ideas and increase knowledge on factors contributing to termination of pregnancies among teenagers.  The researcher therefore, entered the research field with curiosity with the intention of providing new data regarding the phenomenon in the context.
3.4.2 Descriptive Research

Descriptive research refers to research studies that have as their main objectives, the accurate portrayal of the characteristics of persons, situations or groups (Polit & Hungler 2003:716).   This is used to describe variables rather than to test a predicted relationship between variables.  In the study, a descriptive approach was adopted for collection of data regarding factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.
3.4.3 Quantitative Research

According to Burns and Grove (2004:26), quantitative research is a formal, objective, systematic process in which numerical data is used to obtain information about the world. Brink (2006:13) states that quantitative research is used to describe variables and determine the relationship between them.   In addition, quantitative research focuses on relatively a small number of concepts that are concise and use structured procedures and formal instruments to collect information.  The quantitative approach was suitable as this study aimed at identifying, exploring and describing factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.
3.5   RESEARCH METHODS
Research methods include the steps, procedures and strategies for gathering and analyzing the data in a research investigation (Polit & Hungler 1999:709). 
3.5.1 Population

According to Silva and Menezes (2001:32), a population is the total number of individuals who have the same characteristics defined for a specific study.   Babbie (2005:190) as well as Polit and Hungler (2003:37) define a population as the aggregate or totality of all subjects or members that conform to a set of specifications.  
The population of this study was comprised of all teenage girls aged 19 years and younger, who had terminated pregnancies (four to six hours following TOP procedure), at the reproductive health unit of a selected community hospital in Vhembe district of LP.  This reproductive health unit was selected because it was geographically accessible to the researcher as it formed part of the same community hospital in which the researcher worked, and that is a hospital where teenagers sought reproductive health services on daily basis, as it is next to three secondary schools.  The reason these ages were selected was that teenagers within this age group constituted the highest percentage of females who terminate pregnancies.
Eligibility criteria specify the characteristics that people in the population must possess in order to be included in the study (Polit & Beck 2004:290). To be included in the study, the respondents had to: 
· Be teenage girls aged 19 years and younger.
· Be girls who had terminated pregnancies at a reproductive health unit of a selected community hospital (four to six hours following TOP procedure).

· Be girls residing within the jurisdiction of the magisterial of Vhembe district of LP.

· Be willing to participate in the study.

· Give informed consent.
3.5.2 Sample and sampling techniques

A sample is a set of elements taken from a larger population according to certain rules (Johnson & Christensen 2004:199).  Creswell (2002:163) defines a sample as a subgroup of the target population that the researcher plans to study for the purpose of making generalizations about the target population.  The population comprised of all young pregnant teenagers who had terminated their pregnancies (four to six hours following TOP procedure) and whose ages were 19 years and younger in the selected community hospital in Vhembe district of LP. 
A sample is part of population for inclusion in a study (Burns & Grove 2004:43).  A non probability purposive sampling was used in this study.  Purposive sampling refers to judgmental sampling that involves the conscious selection by the researcher of certain participants to be included in the study (Streubert et al 2003: 148).  The researcher consciously selected a representative sample of teenage girls aged 19 
years and younger, who visited the reproductive health unit of a selected community hospital for TOP (four to six hours following TOP procedure), during the time of data collection, as they met the eligibility criteria.  Such teenage girls were given full information about the study and participated at free will.  Only teenagers who gave consent were legible to participate in this study.
3.6 RELIABILITY AND VALIDITY 
3.6.1 Reliability

Polit and Hungler (1997:297) define reliability as the degree of consistency or dependability with which an instrument measures the attribute it is designed to measure.  The reliability of a quantitative measure is a major criterion for assessing its quality (Brink 1999:171).
The following steps were taken to enhance reliability of this study:

· As time could affect the stability of a measure, data collection was over a short period of time and respondents were requested not to confer with each other.

· To ensure internal consistency, the researcher made use of items adapted from previous research, on factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.

· A pre-test was conducted with ten respondents who had similar characteristics to the study sample (and were excluded from the actual study), to determine the clarity of items and consistency of the responses; that helped to ascertain whether the instrument would yield the same results.
Since the services of an assistant researcher were utilized, interrater reliability was tested.  According to Krefting (2006:215), interrater reliability is used primarily when different observers or raters are using an instrument to measure the same phenomenon in seeking to determine the consistency of the instrument in yielding measurement of the same traits in the same subjects.
3.6.2 Validity 

Brink (1999:168) defines validity as the degree to which an instrument measures what it is intended to measure.  Validity testing actually validates the use of an instrument for a specific group or purpose (Burns & Grove 2005:342; Uys & Basson 1995:80).   The following criteria were considered in the construction of the instrument in order to standardize the evaluation:

· The questions were formulated as simple as possible to reduce any ambiguities.

· Instructions to the respondents were as clear as possible.

· Sufficient time was allowed for respondents to complete the questionnaires.

After the construction of the research instrument, it was submitted to the following persons for correction and constructive criticism:
· The supervisor of this study at the Department of Advanced Nursing Science at the University of Venda.
· Advanced Midwives in the reproductive health unit of the selected community hospital at Vhembe district of LP.
· A panel of two statisticians at the Department of Statistics at the University of Venda.

· A Computer analyst who assisted in the coding of the questionnaires.
3.6.3 Development of data collecting instrument
The data collection instrument for the study was a questionnaire.  Burns and Grove (2001:426) state that a questionnaire is a printed self-report form designed to elicit information and is developed with specific items to assist with the data collection.   It is used to gather information from a large number of participants which can then be easily quantified and analyzed.  A structured questionnaire was developed to elicit responses relevant to achieve the aim of the study, which was to obtain information regarding factors contributing to the termination of teen pregnancies.   The advantages of using a questionnaire to collect data in this study were that it required less time and energy to administer and that it was less costly (LoBiondo-Wood & Haber 2002:301).  The other advantage stated by Polit et al (2001:269) was that in a questionnaire, the absence of an interviewer ensured that there was no bias in the responses that may reflect the participants’ reaction to the interviewer rather than to the questions.  Furthermore, there was greater assurance of anonymity and no interviewer bias with questionnaires.
3.6.3.1 Development of the questionnaire
 In order to collect the needed data or information in the study, the researcher had to develop a measuring instrument to be given to all the participants, to ensure uniformity and consistency.  The questions that were formulated were guided by the objectives as well as the questions of the study.  The literature relevant to the study, as well as guidance from other questionnaires used in similar studies also provided valuable insight.  Taylor, Peplau and Sears (2006:222) listed the following criteria for the development of a questionnaire:

· The concept should be relevant to the study question

· Concepts should be translated into items

· One question per item

· Items should be worked clearly

· The most important items should be placed at the beginning of the questionnaire

Accordingly, the researcher developed a questionnaire in order to obtain the relevant information needed for this study.  The instrument addressed issues concerning the factors contributing to termination of teen pregnancies as well as the roles of parents in sex education.  When designing the questionnaire the aspects quoted by Taylor et al (2006:222) above were considered as well as the following:
· Avoidance of working bias

· Clarity of the questions

· Ability of the respondents  to give accurate information

· Length of the questionnaire 
· Amount of time it would demand from a  respondent to complete the questionnaire

The design of the questionnaire took time and effort and it was drafted a number of times in consultation with the statistician and the supervisors of the study at the University of Venda, who critically reviewed and verified the interpretations of the questions in the questionnaire before it was  finalized and accepted in terms of face and content validity.  The questionnaire was also evaluated by experts in the research unit and experts in Reproductive Health Centre under the Ministry of Health before they gave their consent to the researcher to carry out the study.
3.6.3.2 Covering letter

The purpose of the study was to explore the factors contributing to termination of pregnancies amongst teenagers in Vhembe district of LP.  Anonymity and confidentiality were assured to ensure that the identity of the teenagers who participated in the study could not be linked with their individual responses (Burns & Grove 2001:430).  The covering letter requesting the participation of teenagers in the study is included as one of the Annexures.
 3.6.3.3 Structure of the questionnaire
A complete questionnaire is included as one of the Annexures, and the questionnaire comprised the following:
SECTION A:  DEMOGRAPHIC DATA
The section contained eleven (11) questions which sought biographical information such as age, gender, marital status, residential address, schooling and employment status.   Close-ended questions were used in this section.  The purpose of eliciting such information was to secure a descriptive profile of respondents and to ensure a basis for data analysis in relation to other sections of the questionnaire as per objectives of the study.
SECTION B: SEXUAL BEHAVIOUR AND PREGNANCY
This section contained questions designed to elicit information regarding the respondents’ sexual behaviour and pregnancy.
SECTION C: REPRODUCTIVE HEALTH
This section contained questions designed to elicit information regarding the contraceptive knowledge of teenagers and practices of contraception.

SECTION D: INFORMATION AND COUNSELLING 
This section contained questions designed to elicit information regarding the counselling on sexual matters of young people towards the use of condoms, an aspect of family planning methods.
SECTION E: SOCIAL REACTION BY PARENTS AND EDUCATORS TOWARDS SEX EDUCATION
This section contained questions designed to elicit information regarding the involvement of parents and teachers on sex education of teenagers and pregnancy.  Questions were formulated based on literature reviewed, research objectives as well as research questions; and were classified according to the above sections.
3.6.3.4  Pre-testing of the instrument
 Burns and Grove (2001:430) define a pre-test of an instrument as a trial run for detecting inadequacies and unforeseen problems before going to the expense of a full-scale study.   It is done to determine the clarity of questions, effectiveness of instructions, completeness of the response set and the time required to complete the questionnaire.  According to Polit and Beck (2004:54), a pre-test aims to verify the level of inclusivity and acceptability of the questionnaire and improving the instrument if necessary and also testing the feasibility of the study.  Polit and Hungler (1999:289) state that a pre-test is done with individuals who have similar characteristics to those who are used in the study.
 The instrument was pre-tested by requesting ten teenagers from the reproductive health unit, having similar characteristics as the respondents, to complete the questionnaires after having been given full information about the study.  Following the pre-test, respondents indicated that the questionnaire was not too long as they managed to complete it in 20 minutes time and questions were simple to understand.  
Respondents that were used for a pre-test were not included in the actual study. 
3.6.3.5 Measures to ensure validity

Validity is defined as a measure of truth or falsity of the data obtained through using the research instrument (Burns & Grove 2001: 226).   Babbie (2001:142) defines validity as the degree to which an instrument measures what it is supposed to be measuring.

3.6.3.5.1 Content validity

Polit and Hungler  (2003:309) state that the content validity is concerned with the adequacy of coverage of the content which is being measured.  Babbie (2001:144) indicates that content validity refers to how much a measure covers the range of meaning included within a concept.   Due attention was paid by the researcher in development of the questionnaire to ensure that the items included were representative of what needed to be elicited in accordance with the factors contributing to termination of teen pregnancies.  The procedure to establish content related validity as suggested by Burns and Grove (2001:401) was followed, and it includes literature review, the involvement of content experts and representatives of the relevant population.

The questionnaire was developed following extensive literature review and the use of knowledge of the experts in reproductive health which assisted the researcher to determine the boundaries of the study.   Experts in the Reproductive Health Unit were requested to assess the 
questionnaire.  The draft questionnaire was submitted to the supervisors of the study at the University of Venda and the statistical consultant.   The questionnaire was only administered after the pre-test was done. 
3.6.3.5.2 Face validity

 According to Polit and Beck (2004:406), face validity is the extent to which a measuring instrument looks as though it is measuring what it purports to measure.  The questionnaire was constructed so that it could measure the attributes to be studied as factors which were contributing to termination of pregnancies among teenagers.  In ensuring face validity the questionnaire was subjectively assessed for presentation and the relevance of the questionnaire was evaluated by experts in the Reproductive Health Unit and the research unit under the provincial Ministry of Health.
3.6.3.5.3 Reliability of the instrument

Creswell (2002:180) indicates that reliability means that scores from an instrument should be nearly the same or stable on repeated administrations of the instruments.  Test-retest method of reliability was conducted.

3.6.3.5.4  Test-Retest Reliability

Trochim (2006:1) explains that the test-retest reliability is used to assess the consistency of a measure from one time to another.  This approach assumes that there is no substantial change in the construct being measured between two occasions.  Ten teenagers were requested to complete the questionnaires four to six hours following TOP procedure.   All the ten teenagers completed the questionnaires twice at an average of two weeks and there were no dropouts because the researcher requested them to come for family planning methods two weeks following the termination of pregnancies.  The correlation was calculated in order to estimate how consistently the teenagers responded to the same questions within the two weeks interval and reliability obtained was 0.941.

3.7 DATA COLLECTION
Burns and Grove (2001:49-50) define data collection as the precise systematic gathering of information relevant to specific research objectives or questions.  Data can be collected in several ways depending on the study and can include a variety of methods.  However, the research objectives must be accomplished with the instrument used.  Literature on research indicates that descriptive research data can be collected through the use of interviews and questionnaires (LoBiondo-Wood & Haber 2002:224; Polit & Hungler 2003:186).  The data for this study was gathered with the use of a questionnaire that was developed to achieve the research aim and objectives.

Polit and Hungler (2003:186) state that self-administered questionnaires can be distributed in a number of ways such as through the e-mail, by post or to self-contained groups (e.g. teenagers who just terminated pregnancies in a selected community hospital).  The questionnaires were administered with the assistance of the Advanced Midwives responsible for termination of pregnancies in a selected community hospital in Vhembe district. Respondents were identified by the Advanced Midwives following the procedure of the termination of pregnancy.  
However, appointments were made with the teenagers who terminated the pregnancies by the researcher for the purpose of explaining the purpose of the study as well as the benefits, four to six hours following the procedure.  Reason to collect data four to six hours following the procedure was the fact that their discharge by the Advanced Midwives was too eminent. 
 Anonymous questionnaire was used to obtain data which was relevant to the objectives and research questions. Completion of each questionnaire required an average of 20 minutes. Privacy was maintained by the use of side rooms during the completion of the questionnaires by the respondents.  The questionnaires were distributed by the researcher, and Advanced Midwives also assisted in case the researcher was not available in the hospital and were collected by the very same researcher or midwives on the same day (immediately after completion) to enhance the return rate.  Completed questionnaires were collected and kept in a locked cupboard in the researcher’s office.   This method of administration simplified the process and ensured increased response rate.
3.8 DATA ANALYSIS
Data analysis is a systematic organization and synthesis of research data, and testing of the research hypothesis using the data (Polit & Hungler 1999:643).  Data collected for the study was cleaned, coded and analyzed with the assistance of a statistical consultant.   Descriptive and inferential statistics were used.  Tables and figures were done on the computer using the Statistical Package for the Social Sciences (SPSS) version 18.0.  This approach was chosen because the study aimed at 
quantifying the factors contributing to termination of pregnancies among teenagers. The researcher made no conclusion on the factors contributing to termination of pregnancy among teenagers but rather the researcher described the contributory factors to teen pregnancies that end in termination using the descriptive with the aid of tables and graphs in chapter 4 of this study.

3.9 ETHICAL CONSIDERATIONS
According to Polit and Hungler (1999:29), the protection of the rights of human subjects has become high priority among members of scientific and health care communities.   In this research, ethical issues were taken into consideration taking into account the fact that termination of pregnancy especially by young people and teenagers is a very sensitive issue.  However, the ethical considerations were in accordance with ethical standards and principles by Burns and Grove (2004:46) as well as Polit and Hungler (2003:119-125) and are described and applied as follows:
3.9.1 Permission to conduct the study

Once the approval of the research project was obtained from the Higher Degree Committee of the University of Venda and the Research & Ethics Committee of the Provincial Department of Health as indicated in one of the annexures, the researcher sought approval from the hospital management as the researcher is working in the selected community hospital at Vhembe district.  Before attempting to visit the Reproductive Health Unit at the selected community hospital in Vhembe district, permission was sought from the relevant Operational Manager of 
the selected unit to carry out the research and gain entry into the selected Reproductive Health Unit.

The researcher made a request to conduct the study in writing to the Ministry of Health and permission was granted.  Nursing Service Manager of the selected community hospital in Vhembe district directed the researcher’s letter to the relevant Reproductive Health Unit in which terminations are conducted to assist the researcher carry on the study. Arrangements for administering the questionnaire to the respondents were made with the researcher and the Advanced Midwives. 
3.9.2 Informed consent

The respondents were informed in writing that participation was voluntary and the purpose of the study and participation needed from the respondents were explained.  All the respondents within the age of 19 years and younger gave their own written consent to participate in the study.   According to the Choice on Termination of Pregnancy Act no. 92 of 1996, Section 2(ii), a pregnant teen is authorized to give her written consent. 
Selection of respondents: Respondents were informed about the rationale behind their selection, namely, that they were teenagers whose ages were 19 years and younger, had terminated pregnancies and they stayed in Vhembe district of LP. 
Explanation of procedure:  The researcher informed the respondents about the setting, data collection method and the fact that data would later be analyzed and used in the prevention of further termination of pregnancies amongst teenagers.
Description of risks and discomforts:  Respondents were informed that there were no risks as well as discomforts that would be experienced during the process of data collection; but, asking them to revisit their past experiences could open old wounds of sadness and depression, however, the researcher is familiar with depressed behavior and its management hence is competent to handle any outcomes of that nature.
Offer to answer questions:  The researcher offered to answer any questions that would be raised by the respondents.  The respondents were provided with information on whom to contact for answers to pertinent questions about the research, as well as whom to contact for any further information.

3.9.3 Anonymity and confidentiality
According to De Vos (2002:67), privacy refers to agreements between persons that limit the access of others to private information.  In this study, all the respondents were granted the right as individuals to determine the time, extent and general circumstances under which the information would be shared with or withheld from others. The respondents were not expected to write their names on the questionnaire so that their names would not be linked to any particular completed questionnaire. The respondents were assured that the information would be used for the purpose of the research and the result of the research would be made available to them if they requested it. 
Furthermore, the researcher ensured that respondents did not lose their dignity, and were not exposed to any form of shame or embarrassment, as they completed the questionnaires in the side rooms within the Reproductive Health Unit and no other person was present.  

3.9.4 Benefits

The respondents were informed that they would not receive any remuneration for participating in the study.  They were however informed that their participation in the study would be appreciated because the information gathered will assist in planning future health education for young people. The benefit would be that they would have an opportunity to state their opinions, experiences and attitudes regarding the topic. 
3.9.5 Right to self determination

The respondents were informed that they had the right to decide voluntarily whether to participate in the study without the risk of incurring any penalty and that they had the right to ask questions, to refuse to give information or to terminate their participation meaning that they could withdraw from the study, at any time without any penalty.

3.9.6 Veracity 

The researcher refrained from raising false hopes in the respondents about the potential effects of the research outcome.

3.9.7 Fidelity 

 The researcher remained faithful to commitments such as time keeping, maintenance of confidentiality as well as demonstration of empathy.
3.9.8 Non-coercive disclaimer 

According to Burns and Grove (2004:57), participation in the study is voluntary and participants can withdraw without any penalty.  Respondents were informed of their right to refuse to participate or withdraw from participation at any stage without any penalty. 
3.10 OPERATIONALIZATION OF THE DATA COLLECTION

Two hundred and eight (208) questionnaires were completed by the respondents at the selected community hospital’s Reproductive Health Unit. Each respondent who participated in this study filled in the questionnaire after the purpose of the study was explained and they had given the written informed consent.   Respondents were identified by the Advanced Midwives responsible for termination of pregnancies in the Reproductive Health Unit, thereafter; the researcher was informed that there was a client for her study. 
The respondents were approached individually at their time of arrival and before the date of the termination procedure.  Each respondent spent twenty minutes to complete the questionnaire after her consent had been obtained.  All the respondents returned their questionnaires on the same day of administration.  The total number of questionnaires returned was 208 and they were used for analysis of the study.
3.10.1 Respondents’ responses to the questionnaires
All the responses that were received by the researcher during the three months period allocated for data collection were included in the study.  Table 2, below indicates the number of responses to the questionnaires.
Table 2: Respondents’ responses to the questionnaires (n=208)
	Sites Selected
	Number of questionnaires distributed
	Percentage
	Number of questionnaires returned
	Percentage

	One community hospital, Vhembe district
	208
	100%
	208
	100%


3.11  SUMMARY
The chapter dealt with the research methodology that was used for the study addressing the population, research setting, data collection instrument, recruitment of study participants, data collection, data analysis as well as ethical issues that were carried out throughout the study. 
                                                                   CHAPTER 4
                               DATA ANALYSIS AND INTERPRETATION
4.1 INTRODUCTION

In the previous chapter, the research design and methods were discussed.  This chapter focuses on the data analysis strategy and discussion.  The data collected enabled the researcher to evaluate the respondents’ knowledge of sexuality and pregnancy that led to termination of pregnancies. 
The statistical information was derived from a sample of 208 respondents who completed questionnaires.  Some of the respondents chose not to complete certain sections of the questionnaires asked or certain items within sections, especially those on sexuality, presumably because of the personal nature of the questions asked.  The percentages were calculated on the number of responses to each item (valid percent), not on the total number of questionnaires received.  A statistician analyzed the data, using the Statistical Package for Social Sciences (SPSS) version 18.0.  The statistics are presented in frequencies, tables and percentages.  Relationships between variables were identified using frequencies and percentages, the researcher collected data from the respondents using a structured questionnaire which had five sections: 
Section A: Demographic data
Section B: Sexual behavior and pregnancy
Section C: Reproductive health
Section D:  Information and counseling
Section E: Social reaction by parents and educators towards sex education
Data analysis was done by Mrs. T.B Mulaudzi, a statistician at the University of Venda, using SPSS version 18.0 programme.  The following statistical tests were applied in the data analysis:
Frequency distributions were compiled to arrange data belonging to the same category (Spiegel 1996:36; Valanis 1999:69). Frequencies, percentages and total percentages were used to describe different variables and allow for clear presentation of data in figures and frequency tables. 

A total of 208 respondents participated in the study voluntarily.   They were informed about the aim of the study, the details in the consent form and why it was important for them to participate.   Respondents signed the consent forms which were collected before distribution of questionnaires and were kept separate from the completed questionnaires to ensure anonymity.  This made it impossible to link the two.   The respondents were made comfortable in the side rooms; the researcher went through each question after which the respondents responded as they saw fit.  In items where not all the respondents responded, the frequency and percentages were calculated according to the number of responses.  Missing responses were thus not included.  The findings are discussed in numerical sequence, according to the format of the questionnaire.
4.2 DISCUSSION OF RESEARCH RESULTS OBTAINED FROM 
      QUESTIONNAIRES
Graphical presentations as well as tables were used to show relevant values.  Percentages were used followed by figures, indicating the number (n) of respondents to a particular question.
4.2.1 Section A: Demographic data      
The demographic data requested in the self-administered questionnaire included respondents’ ages, grades, marital status, number of children, people with whom respondents stayed, parents’/guardians’ educational status as well as parents’/guardians’ occupational status.  Although this information was not central to the study, the personal data helped to contextualize the respondents and their responses concerning sexuality issues. 
4.2.1.1 Item 1: Respondents’ ages
Table 3: Respondents’ age (n=208) 
	Age
	Frequency
	 Percentage

	19 years or younger
	  208
	100

	
	
	


The respondents’ ages were within the reproductive age group of teenagers aged 19 years and younger.   The reason for selecting this age group was that, teenagers within the selected age group are faced with a lot of changes in their bodies including changes related to sexual issues, which they fail to deal with if not properly informed.  
This was also supported by Sadock and Sadock (2003:35), who indicate that, the age range of 19 years and younger is characterized by profound biological, psychological and social developmental changes.  Table 3, depicts the respondents’ ages.
4.2.1.2 Item 2: Respondents’ Grades
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Figure 2: Respondents’ Grades (N=208)
Of the respondents, 11.5 % (n=24) were in grade 9; 40.5 % (n=84) were in grade 10; 36.5 % (n=76) were in grade 11 and 11.5 % (n=24) were in grade 12.  The researcher wished to determine the age and grade at which most respondents terminated their pregnancies as this would help in determining the age at which they become sexually active.   Figure 2, indicates that respondents in Grade 10 and those in Grade 11 were 
the ones who terminated more pregnancies than respondents in the other grades.
4.2.1.3 Item 3: Respondents’ marital status
With this item the researcher wished to establish the respondents’ marital status, as that would indicate the level of early marriage in the society.  Of the respondents, 100% stated that they were single (n=208).  Marital status was included in this study to compare the termination of pregnancies and marital status. 
4.2.1.4 Item 4: Respondents’ number of children
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Figure 3: Respondents’ number of children (N = 204)

The researcher asked this question in order to determine whether the respondents have given birth to any babies before as the number of children born to every young female could influence  not only her intentions to bear more children but also her use or non-use of contraceptives.  According to Figure 3, 92% (n=188) of the respondents stated that they did not have any child; 6% (n=12) of the respondents had one child and 2% (n=4) had two children and more.  Dangal (2005:206) as well as Dye (2006:114) showed that,  in Los Angeles, USA, some learners aged 13 years already had one or more children, and this is associated with lack of contraceptive knowledge, doubts as well as  misconceptions about contraceptive practices or that the contraceptives were not used correctly.
4.2.1.5   Item 5: People with whom respondents stay
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Figure 4: People with whom respondents stay (n=200)

According to Figure 4, of the respondents, 59% (n=118) stayed with both parents; 5.5% (n=11) stayed only with their fathers, brothers and sisters; 21.5% (n=43) stayed only with their mothers, brothers and sisters whereas 14% (n=28) stayed with their guardians.  This indicated that most of the families from which these teenagers come from were still intact, therefore, most of the respondents had both parents staying with them; the second large group of the people with whom respondents stayed were mothers, brothers and sisters; followed by guardians then lastly by fathers, brothers and sisters.
4.2.1.6 Item 6, 7 and 8:   Respondents’ parents’/ guardians’ educational status.
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Figure 5: Respondents' fathers' educational status (n=125)
The researcher wished to establish the parents’/guardians’ educational status, a factor which could influence the respondents’ lives (see Figures 5 and 6).  Mitchell, Littlefield and Gutter (1999:27) found that higher qualifications of parents were associated with higher abstinence from sexual activities which may be a preventive method from unplanned pregnancy that lead to termination. 
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Figure 6: Respondents’ mothers' educational status (n=160)
The respondents’ parents’/guardians’ educational levels did not differ much.  Most of the parents and guardians were not highly educated.  This might have contributed to respondents’ poor knowledge with regard to sexuality and reproduction.

Mitchell et al (1999:27) found that higher qualifications of parents were associated with higher abstinence from sexual activities by their teenagers; and those teenagers from such a background were an ideal group to form a study population because of their willingness to learn more and to complete the whole questionnaire, more than a sample whose parents had lower educational levels because such respondents might lack information about sexuality and conception.  According to Godfrey (1996:21), the parents’ educational level is of great significance in terms of receptivity, openness to information and imparting knowledge to their children.  This was also supported by Galvao, Diaz, Diaz, Osis, Clark and Ellertson (1999:169) who indicated that, in Brazil, both parents’ educational levels played a major role in imparting sexual knowledge to their children.   Galvao et al (1999:170) also added that parents who did not complete their high school education were less likely to talk about sexuality with their children, as they considered discussing about sexual matters with their children embarrassing.
4.2.1.7 Item 9, 10 and 11:  Respondents’ parents’/ guardians’ occupational status.
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Figure 7: Respondents’ fathers' occupational status (n=128)
Figure 7, indicates that of the respondents’ fathers, 79% (n=101) were employed; 13% (n=17) were self-employed and 8% (n=10) were unemployed.  According to Figure 8, 60% (n=97) of the respondents’ mothers were employed; whereas 34% (n=55) were self-employed and 6 % (n=9) were unemployed).   Figure 9, indicates that 86% (n=22) of the respondents’ guardians were unemployed, whereas 14 % (n=3) were employed.
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Figure 8: Respondents’ mothers' occupational status (n=161)
In this context, self-employment means small-scale businesses, such as a small (spaza) shop, selling raw/cooked food items along the road or in the market places. The study found that most of the fathers had the same occupation as their spouses.   For those who were unemployed, the partner might be employed or engaged in businesses.   Most of the businesses were small scale, which did not sustain all the families’ needs resulting in low economic status.
Amobi and Igwegbe (2007:95) reveal that teenage girls whose parents are unemployed and poor, are easily influenced as they lack assertiveness to negotiate for safe sex especially in situations where partners are much older men and the key motivation for sex is material gain such as money, clothes, cell phones, cosmetics, food and drinks; the minute she reports pregnancy, he forces her to go for termination as he does not want to be held responsible. 
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Figure 9: Respondents’ guardians' occupational status (n=25)
Figure 9, shows that most of the respondents’ guardians were unemployed.  DOH (2007:9), reported that unemployment is the most prevalent among black people most especially in rural areas where the study focused.  Although formal education might be central in improving teenagers’ health, there could be other determinants influencing lack of knowledge, such as insufficient health information as well as pregnancy and sexuality information among teenagers.   
4.2.1.8 Summary of the respondents’ demographic data
Demographic information was considered essential as this provided a socio-cultural descriptive profile of the respondents’ variables that could influence their sexual practices.  It also contextualized data about factors that lead respondents to terminate pregnancies.   A USA study by MacLean (2004:170), conducted among Grade 7 and Grade 8 respondents, regarding the norm that encourages young adolescents not to have sex or to use contraceptives, identified culture as a perceived barrier, preventing women and adolescents access to contraceptive services for health.
4.2.2   Section B: Sexual behaviour and pregnancy
In this section, various questions were asked from the respondents whose ages ranged 19 years and younger. Issues addressed by the questionnaire included respondents’ ages at first menstrual period (menarche), respondents’ ages at first sexual encounter (debut), respondents reasons for first sexual encounter, whether respondents knew about TOP before they fell pregnant and whether the respondents had terminated any pregnancy before.  
4.2.2.1   Item 12:  Respondents’ age at first menstrual period (menarche) 
Out of 208 respondents, 38.5% (n=80) started menstruating at the age of 11 -12 whilst 61.5% (n=128) started menstruating at the age of 13-14 years.   It was important to determine the ages at which respondents had their first menstrual period because, according to Katz, Peberdy and Douglas (2000:19) as well as Gueye, Castle and Konate (2001:59), a decrease in age at menarche may be related to early sexual encounter.
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Figure 10: Respondents’ age at first menstrual period (menarche) (n=208)
4.2.2.2   Item 13:  Respondents’ age at first sexual encounter (debut)
Of the respondents, 98.0% (n=204) answered this question.  Figure 11, indicates that 2% (n=4) of the respondents engaged in their first sexual encounters at the age of 11-12 years; 59% (n=120) had first sexual encounter at the age of 13-14 years; 30% (n=62) had their first sexual encounter at the age of 15-16 years and 9% (n=18) had done so at the age of 17-18 years. According to Muchuruza (2000:38), about 15% of women have their sexual intercourse for the first time by the age of 15; by the age of 18, 85% of women were already sexually active. 
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Figure 11: Respondents age at first sexual encounter (debut)  (n=204)
This study found that the respondents were sexually active at around their first menstrual period, which implied that there may be an association between the age at menarche and first sexual intercourse.  This could possibly be because in late adolescence girls are better at making decisions. Furthermore, this indicates the importance of reinforcing health education at this age about changes in their bodies, sexual intercourse, pregnancy, contraception as well as abstinence from sexual intercourse. Teenagers have a right to information on reproductive health and services, as the information will delay pregnancy and risk factors associated with sexual intercourse and pregnancy.
4.2.2.3   Item 14:  Respondents reasons for first sexual encounter
The researcher wished to determine the respondents’ reasons for first sexual encounter in order to identify factors leading to sexuality among teenagers which results into termination of pregnancies, so that teenagers intervention strategies can be put in place.  
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Figure 12: Respondents' reasons for first sexual encounter (n=208)
According to Figure 12, several reasons led the respondents to engage in sexual intercourse for the first time.   Of the respondents, 54.8% (n=114) indicated peer pressure as a reason for their engagement in sexual intercourse; 16.8% (n=35) indicated being forced by their partners as the 
reason; 13.9% (n=29) were influenced by television movies; 11% (n=23)  wanted to experiment with sex; 2.6% (n=5) planned their sexual intercourses with their partners; 0.9% (n=2) stated that they were raped and no respondent was  influenced by magazines.
Mwaba (2004:30) found that the main reason of the respondents, for sexual debut was the pressure exerted by men on girls to have sexual intercourse.  Cuesta (2001:181) found that in 21 out of 45 pregnant teenagers, pregnancy occurred in the context of a genuine love affair, although these teenagers had no intention of falling pregnant and when they realized they were pregnant, they considered termination as a solution.
According to Ehlers (2003:19), the reasons for sexual debut include: did not know or it just happened; were asked or coerced by the partner ; loved their partners ; were curious  or succumbed to peer pressure ; and all these reasons resulted in unwanted pregnancies that ended up in termination.
Given the above findings, the researcher is of the opinion that parents, teachers as well as teenage boys and girls should be involved in the prevention of unwanted teenage pregnancies. 
4.2.2.4   Item 15:  Did you know about TOP before you became pregnant?
The researcher asked this question in order to find out if the respondents were engaging in unprotected sex with the aim of using TOP as a contraceptive method.  According to Table 4, 77% (n=158) of the respondents indicated that they knew about TOP before they became pregnant whereas 23% (n=47) indicated otherwise.  According to Mwaba (2004:31), lack of knowledge about contraceptive methods is a contributory factor to termination of pregnancies because teenagers carelessly engage in sexual activities banking on the fact that it does not matter if they become pregnant, they will go for termination. 
Table 4: Did you know about TOP before you became pregnant? (n=205)
	Did you know about TOP before you became pregnant?
	Frequency
	Percentage

	Yes
	    158
	     77

	No
	    47
	    23

	Total
	   205
	    100


4.2.2.5   Item 16: Have you terminated any pregnancy before?
Figure 13, illustrates that 11% (n=16) of the respondents had terminated a pregnancy/ pregnancies before, whilst 89% (n=128) had not terminated any pregnancy before this particular occasion. 
The researcher asked this question in order to determine whether the respondents’ current terminated pregnancy was the first one as it would reflect respondents’ pattern of use or non-use of contraceptives.
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Figure 13: Have you terminated any pregnancy before (n=144)
According to Barometer (2007:224), termination of pregnancies by young people has become a regular practice as many young girls visit the reproductive health clinics for TOP with poor knowledge of the consequences of the procedure.  Teenagers are using TOP as a contraceptive method, and this is regarded as misuse of reproductive health services.  This was also supported by Mwaba (2004:31) who indicates that many teenagers might have terminated pregnancies more than once, as they move from one reproductive health clinic to the other terminating one pregnancy after the other without considering the consequences that may occur later in life.
4.2.2.6 Summary of the respondents’ sexual behaviour and pregnancy pattern
It was important for the researcher to obtain information regarding sexual behaviour and pregnancy pattern of the respondents.
4.2.3   Section C: Reproductive Health
In this section, the researcher wanted to determine whether the respondents were able to obtain contraceptives from their local clinics or not, and if not, what might had been the reasons.  The questions addressed by the questionnaire included whether respondents would obtain contraceptives from their local clinics or not as well as their reasons for not obtaining contraceptives from these clinics. 
4.2.3.1 Item 17:   Respondents’ level of accessing contraceptives from their local clinics
Of the respondents, 34% (n=71) indicated that they could obtain contraceptives from their local clinics; whereas 66% (n=137) indicated a negative response.   The reason for the researcher asking this question was to determine whether the respondents’ had access to reproductive health care services in their local clinics, as it would reflect the respondents’ use or non-use of contraceptives.

Table 5: Respondents’ level of accessing contraceptives from their local clinics (n=208)
	Would you obtain contraceptives from your local clinic?
	Frequency
	Percentage

	Yes
	       71
	       34

	No
	       137
	        66

	Total
	      208
	      100


4.2.3.2   Item 18:    Respondents’ reasons for not obtaining contraceptives from their local clinics
The researcher wanted to find the reasons respondents would not obtain contraceptives from their local clinics.  According to Figure 14, 13% (n=18) indicated cultural reasons; 42% (n=57) indicated that staff members at these clinics are not friendly and 45% (n=62) indicated shyness as their reason.

According to Richter and Mlambo (2005:67), health care providers also contribute to non-utilization of health care services by the youth, as they were reported to be negative towards youth requesting specific contraceptives with the result that clients had to settle for any contraceptive method offered which in turn affected compliance rate; and at some instances teenagers were even denied services.  One participant stated: “I knew that I could obtain contraceptives from the clinic to prevent unplanned pregnancy as I was still at school, but I was  very scared to go to our neighboring clinic because the atmosphere there is not good.”
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Figure 14: Respondents reasons for not obtaining contraceptives from their local clinics (n=137)
4.2.3.3 Summary of the respondents’ reproductive health
Information obtained regarding respondents’ reproductive health, helped the researcher to determine the respondents’ level of accessing contraceptives from their local clinics as well as the reasons for failure to utilize these for contraceptives.
4.2.4 Section D: Information and Counseling
The questions in this section enabled the researcher to determine the respondents’ level of information on reproductive health issues, sources of reproductive health information as well as determining whether sex education should be given to both girls and boys.

4.2.4.1 Item 19:   Respondents’ level of information on reproductive health issues. 
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Figure 15: Respondents' level of information on reproductive health issues (n=208)
Figure 15, indicates that respondents had very little knowledge on reproductive health issues including knowledge about sex organs and how they function, sexually transmitted infections, teenage pregnancy, contraceptives, sexual abuse, how to say “NO” to sex as well as termination of pregnancy. 
It was important to identify the level of knowledge on reproductive health issues at a particular age, in order to give them life skills that will enable them to manage their sexual activities and to continue with further education, in order for them to advance with their careers and earn a living.
4.2.4.2   Item 20:  Respondents’ sources of information on reproductive health issues
Different sources of knowledge regarding sexuality and reproduction were presented to the respondents on the questionnaire.  They were asked on the sources of knowledge that had contributed more towards the knowledge they have.
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Figure 16: Respondents' sources of information on reproductive health issues (n=208)
Of the respondents, 24% (n=50) indicated friends as their main source of  reproductive health information; 23.3% (n=49) indicated television as their second  main source of reproductive health information; 20% (n=41) indicated that they obtain reproductive health information from schools; 15% (n=31) of respondents indicated magazines as their source of information; 11% (n=23) indicated internet as their source whereas 6.7% (n=14) indicated parents as their source of reproductive health  information.
The above information confirms what has been indicated by Realilni (2004:127) that, parents have difficulties in communicating with their teenagers on issues relating to sexual matters.   This was also supported by Ahman and Shah (2004:226), as well as Setiloane (2000:45) who further pointed out that lack of sex education from parents, makes peers and the mass media important sex educators for teenagers, resulting in teenagers being misinformed regarding sexuality, contraceptives and pregnancy. 

4.2.4.3   Item 21: Sex education should be given to both girls and boys
Of the respondents, 100% agreed with the fact that sex education should be given to both girls and boys.
This supports what has been proposed by Ehlers, Maja, Sellers and Gololo (2000:48) as well as Realini (2004:20), that information regarding sexuality including contraceptive practices should be imparted early in the socialization process of both boys and girls at homes, schools and community places; as this could assist in equipping teenagers with better skills and knowledge to protect themselves against STIs and unintended pregnancies which result in termination.  According to Geldenhuis and De Lange (2001:114), some young girls are easily misled by their boyfriends who, due to lack  of knowledge,  lead them to believe that first-time sex could not cause pregnancy and that sexual intercourse in a standing position would prevent pregnancy.  
Table 6: Sex education should be given to both girls and boys (n=208)
	Both  girls and boys should be given sex education
	Frequency
	 Percentage

	Yes
	208
	100.0

	No
	0
	0

	Total
	208
	100.0


4.2.4.4 Summary of the respondents’ information and counseling
It was important for the researcher to obtain data with regard to the above items so as to determine how much information respondents have on reproductive health issues as well as their sources of such information.
 4.2.5 Section E: Social reaction by parents and educators towards sex education
This section created an opportunity for the researcher to find out if the respondents had ever discussed about sexual issues with their parents/guardians, people who should be involved in giving sex education, respondents’ recommendations with regard to the appropriate school grades in which to receive reproductive health information as well as the topics of interest they would like to learn more about.
4.2.5.1 Item 22:  Have you ever discussed about sexual issues with your 
parents/guardians?
Table 7: Have you ever discussed about sexual issues with your parents/guardians?  (n=208)
	Have you ever discussed about sexual issues with your parents/ guardians?
	Frequency
	Percentage

	Yes
	       66
	       32

	No
	       142
	       68

	Total
	       208
	       100.0


According to Table 7, 32% (n=66) of the respondents indicated that they had discussed sexual issues with their parents/guardians; whereas 68% (n=142) indicated that they have never discussed about sexual issues with their parents/guardians. 
This supports what has been indicated by Mohammad, Farahani, Alikhani, Zare, Terhani, Ramezankhani and Alaedini (2006:34), that cultural barriers and respect for elders in respect of sexuality issues compounded the problem, as neither parents nor teenagers could initiate the conversation, making teenagers not to have information regarding sexuality and this forces them to experiment with their bodies, leading to unwanted pregnancies that end up in termination.  According to Wood and Jewkes (2000:5), most mothers would not even discuss about menstruation with their children, or if they did, they would simply inform their children that it was a process of growing up without 
giving them full details about what to expect and how to prevent pregnancies. 

4.2.5.2 Item 23: Who should be involved in giving sex education?
With regard to people who should give information to teenagers about sexuality and reproduction, 40% (n=82) of the respondents indicated that teachers should be the ones to give information about sexuality and reproduction; 30% (n=63) stated that information should be given by the nurses; 16% (n=34) indicated that sex information should be given by parents and 14% (n=29) of the respondents stated that information should be received from the friends.
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Figure 17: Who should be involved in giving sex education (n=208)
4.2.5.3 Item 24:  Respondents’ recommendations on when to receive reproductive health information
According to Figure 18, 37% (n=77) of the respondents recommended that reproductive health information should be given to teenagers who are in Grade 8; 24.5% (n=51) of the respondents indicated that information should be given to Grade 9 learners; 14.4% (n=30) indicated that information should be given to Grade 10 learners; 11.5% (n=24) stated that reproductive health information should be given to teenagers who are in Grade 11; 7.6% (n=16) stated that reproductive health information should be given to teenagers who are in Grade 12 whereas 5% (n=10) of the respondents recommended that reproductive health information should be given to teenagers who are in Grade 7.  The majority of the respondents indicated that reproductive health information should be given to teenagers who are in Grade 8, followed by those in Grade 9.
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Figure 18: Respondents' recommendations on when to receive reproductive health information (n=208)
4.2.5.4 Item 25:  What the respondents would like to learn more about

The respondents were asked to indicate what aspects of health education they would like to learn more about. The responses were coded and categorized into four groups in order of importance:

· Conception and physiology thereof
· Prevention of unwanted pregnancies

· Termination of pregnancies and consequences thereof

· STIs.
4.2.5.5 Summary of the respondents’ on social reaction by parents and educators towards sex education
It was crucial that the researcher should find out from the respondents whether parents and educators involve themselves in imparting sexual knowledge to teenagers, as well as the topics on which respondents would like to be educated about.
4.3  SUMMARY
This chapter discussed the data analysis and interpretation, whereby frequencies and percentages where indicated with the use of tables, charts as well as graphs.

Chapter 5 concludes the study and presents recommendations for reducing the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.
                                                CHAPTER 5
                   FINDINGS, LIMITATIONS AND RECOMMENDATIONS
5.1 INTRODUCTION
The purpose of the study was to describe the factors that contribute to termination of pregnancies among teenagers in Vhembe district of LP.  This chapter discusses the findings as well as limitations of the study, and also makes recommendations for strategies to improve reproductive health services to teenagers as well as further research.  Assumptions of the study were correlated with the objectives based on the analysis and interpretation of data, in order to determine relationships among the various variables. 
 5.2 FINDINGS

5.2.1 Section A: Demographic data 
5.2.1.1 Age
The respondents’ ages were all within the reproductive age group of teenagers aged 19 years and younger. 

 5.2.1.2 Grade
Of the respondents, 11.5% (n=24) were in grade 9; 40.4% (n=84) were in grade 10; 36.5% (n=76) were in grade 11 whereas 11.3% (n=24) were in grade 12.  This indicates that learners in Grade10 and Grade11 were the ones who terminated pregnancies more than learners in those other grades.
5.2.1.3 Marital status

The researcher wished to establish the respondents’ marital status, as it would indicate the level of early marriages in the society. Of the respondents, 100% (n=208) stated that they were single. 

5.2.1.4 Number of children

According to Figure 3, 92% (n=188) of the respondents stated that they did not have any child; 6% (n=12) of the respondents had one child and 2% (n=4) had two children and more.

 5.2.1.5 People with whom respondents stay

According to Figure 4, of the respondents, 59% (n=118) stayed with both parents; 5.5% (n=11) stayed only with their fathers, brothers and sisters; 21.5% (n=43) stayed only with their mothers, brothers and sisters whereas 14% (n=28) stayed with their guardians. 
This indicates that most of the families of these teenagers were still intact, therefore most of the respondents had both parents staying with them.
5.2.1.6 Respondents’ parents’/ guardians’ educational status
The respondents’ parents’/guardians’ educational levels did not differ.  Most of the parents and guardians were not highly educated, and this might have contributed to respondents’ poor knowledge with regard to sexuality and reproduction.
5.2.1.7 Respondents’ parents’/ guardians’ occupational status
Figure 7, indicated that, of the respondents’ fathers, 79% (n=101) were employed; 13% (n=17) were self-employed and 8% (n=10) were unemployed.  According to Figure 8, 60% (n=97) of the respondents’ mothers were employed; 34% (n=55) were self-employed and 6% (n=9) were unemployed. Figure 9, indicates that 86% (n=22) of the respondents’ guardians were unemployed; 14% (n=3) were employed.

 In this context, self-employment means small-scale businesses, such as small (spaza) shops, selling raw/cooked food items along the road or in the market places. 

The study found that most of the fathers had the same occupation as their spouses.   For those who were unemployed, the partner might be employed or engaged in businesses.   Most of the businesses were small scale, which did not sustain all the families’ needs resulting in low economic status.

5.2.2 Section B: Sexual behaviour and pregnancy

5.2.2.1 Age at first menstrual period (menarche)
Out of 208 respondents, 38.5% (n=80) started menstruating between 11 -12 years whilst 61.5% (n=128) started menstruating between 13-14 years.
5.2.2.2 Respondents’ age at first sexual encounter (debut)
Of the respondents, 98.0% (n=204) answered this question.  Figure 11, indicates that 2% (n=4) of the respondents engaged in first sexual encounter at the age of 11-12years; 59% (n=120) had first sexual encounter at the age of 13-14years; 30% (n=62) had their first sexual encounter at the age of 15-16years whereas 9% (n=18) had done so at the age of 17-18 years.  According to Muchuruza (2000:38), about 15% of women have sexual intercourse for the first time by the age of 15, and by the age of 18, 85% of women are already sexually active.
5.2.2.3 Respondents’ reasons for first sexual encounter

The researcher wished to determine the respondents’ reasons for first sexual encounter in order to identify factors leading to sexual activities among teenagers, which result in termination of pregnancies, so that these reasons can be addressed.  According to Figure 12, the following reasons led the respondents to engage in sexual intercourse:  peer pressure, being forced by the partner, influence of the television movies, wanting to experiment with sex, planned sexual intercourse with their partners as well as rape.
5.2.2.4 Did you know about TOP before you became pregnant?

The researcher asked this question in order to find out if the respondents were engaging in unprotected sex with the aim of using TOP as a contraceptive method or not.  According to Table 4, 77% (n=158) of the respondents indicated that they knew about TOP before they became pregnant whereas 23% (n=47) indicated that they were not aware of TOP before they became pregnant. 

5.2.2.5 Have you terminated any pregnancy before?
Figure 13, indicated that 11% (n=16) of the respondents had terminated a pregnancy (pregnancies) before whilst 89% (n=128) had not terminated any pregnancy before.  On the other hand, 31% (n=64) of the total sample of respondents did not respond to the question asking whether they have terminated any pregnancy before.
5.2.3 Section C: Reproductive Health

5.2.3.1 Respondents’ level of accessing contraceptives from their local clinics
The researcher wanted to find out if the respondents had access to reproductive health care services in their local clinics. Of the respondents, 34% (n=71) indicated that they could obtain contraceptives from their local clinics whereas 66% (n=137) indicated a negative response.

5.2.3.2 Respondents’ reasons for not obtaining contraceptives from their local clinics
The researcher wanted to find the reasons why respondents would not obtain contraceptives from a local clinic.  According to Figure 14, 13% (n=18) indicated cultural reasons; 42% (n=57) indicated that staff members at the clinic are not friendly and 45% (n=62) indicated shyness as their reason for not obtaining contraceptives from their local clinics.
5.2.4 Section D: Information and Counseling

5.2.4.1 Respondents’ level of information on reproductive health issues
In Figure 15, respondents indicated that they had very little knowledge on reproductive health issues including facts about  sex organs and how they function, sexually transmitted infections, teenage pregnancy, contraceptives, sexual abuse, how to say “NO” to sex as well as termination of pregnancy.

It was important for this study to identify the teenagers’ knowledge on reproductive health issues at a particular age in order to give them life skills that will enable them to make informed decisions about sexual issues and continue with their further education to advance with their careers and earn a living.

5.2.4.2 Respondents’ sources of information on reproductive health issues
Of the respondents, 24% (n=50) indicated friends as their main source of reproductive health information; 23.3% (n=49) indicated television as their second main source of reproductive health information; 20% (n=41) indicated that they obtained reproductive health  information from schools; 15% (n=31) of respondents indicated magazines as their source of information; 11% (n=23) indicated internet as their source while  6.7% (n=14) indicated parents as their source of reproductive health  information. 
5.2.4.3 Sex education should be given to both girls and boys
All respondents, 100% (n=208) agreed that sex education should be given to both girls and boys.
5.2.5 Section E: Social reaction by parents and educators towards sex education

5.2.5.1 Have you ever discussed about sexual issues with your parents/guardians?

Of the respondents, 32% (n=66) agreed that they have discussed about sexual issues with their parents whereas 68% (n=142) stated that they had never discussed about sexual issues with their parents.  This reflects that lack of communication about sexual issues between parents and their children is still a problem.

5.2.5.2 Who should be involved in giving sex education?
With regard to people who should give information to teenagers about sexuality and reproduction, 40% (n=82) of the respondents indicated that teachers should be the ones to give information about sexuality and reproduction; 30% (n=63) stated that information should be given by the nurses; 16% (n=34) indicated that sex information should be given by parents whereas 14% (n=29) of the respondents stated that information should be received from the friends.
5.2.5.3 Respondents’ recommendations on when to receive reproductive health information

According to Figure 18, 37% (n=77) of the respondents recommended that reproductive health information should be given to teenagers who are in Grade 8; 24.5% (n=51) of the respondents indicated that information should be given to Grade 9 learners; 14.4% (n=30) indicated that information should be given to Grade 10 learners; 11.5% (n=24) stated that reproductive health information should be given to teenagers who are in Grade 11; 7.6% (n=16) stated that reproductive health information should be given to teenagers who are in Grade 12 and 5% (n=10) of the respondents recommended that reproductive health information should be given to teenagers who are in Grade 7.

5.2.5.4 What the respondents would like to learn more about

The respondents were asked to indicate what they would like to learn more about. The responses were coded and categorized into four groups in order of importance:

· Conception and physiology thereof

· Prevention of unwanted pregnancies

· Termination of pregnancies and consequences thereof

· STIs.
From the findings, it is clear that teenagers are not getting adequate reproductive health information hence their needs are not being met.   The low response to level of accessing contraceptives from their local clinics as well as the reasons they advanced for not obtaining 
contraceptives from their local clinics, indicated that the respondents were not in regular consultation with the nursing personnel.   This would appear to indicate that more deliberate strategies are needed to bring teenagers closer to the nursing personnel. The parents and the community did not appear to be playing any active role in educating their children about reproductive and sexuality issues. 
5.3 LIMITATIONS OF THE STUDY
During the course of the study, certain limitations were identified, of which the most significant were:
· The study was limited to the factors contributing to termination of pregnancies among teenagers in Vhembe district of LP; therefore, the findings cannot be generalized to the entire country.  It cannot therefore be assumed that the respondents who participated in the study had the same knowledge, attitudes and perceptions regarding reproductive health services as those who did not participate.
· Teenagers who terminated pregnancies in other health institutions, outside the selected hospital but within Vhembe district were not included in the study.

· Under –reporting might have occurred as a result of the sensitive nature of some of the questions on sexuality.

· Respondents might have interpreted some of the questions as prying into their private lives, and this could have affected their responses.
Some of the limitations offer scope for further research and will be referred to in the recommendations.
5.4 RECOMMENDATIONS
Based on the findings of the study, the researcher makes the following recommendations for practice and for further research.

5.4.1 Ministry of Education and vocational training

· Girls should receive reproductive health education which covers menstruation, sexual intercourse, contraceptives, conception as well as pregnancy before they reach the age of 13 when a number of them already have had their menarche and some have even started engaging in sexual activity.

· Teachers should be trained to counsel learners in both primary and secondary schools using proper counseling skills that they had learnt at teachers’ colleges so that they can help with sexuality matters.
5.4.2 Community support system

· The parents/guardians need to be equipped with knowledge and skills regarding reproductive health issues, so that they can adequately communicate with their children.   Parents are the first educators of their children, and should use religion to teach moral and ethical issues so teenagers will either abstain from or postpone sexual activity.  It is important for the community and individual families to improve the quality of life as well as the economic 
           status of their families, by reducing challenges such as teenage 
           pregnancy.
· Community centres should be used to provide information to the youth, regarding reproductive health issues and this can be done in the form of dramas, seminars and workshops.
5.4.3 Health services management

· Reproductive health services should be accessible, user-friendly and affordable for teenagers.

·  Sustainable reproductive health programmes should be developed and implemented at all clinics.  The programmes should be audited at regular intervals.

· Health care workers should be sensitive to the needs of teenagers by creating supportive environments and programmes to prevent and address the causes of teenage pregnancies which end up in termination.

5.4.4 The country

· The government, NGOs and private sectors should continue to endeavor to improve the economy of the country.

· The media should be actively involved in providing information to the community on prevention of teenage pregnancy, STIs   as well as HIV/AIDS.
·  Country-wide partnership with other countries should be developed in order to generate new knowledge and develop systematic guidelines and policies with regard to teenagers and reproductive health issues.
5.4.5 Further research

Further research could be conducted on the following topics:

· Factors contributing to high teenage pregnancy.

·   Knowledge and attitudes of parents with regard to sexual education of their children.

· Knowledge and attitudes of teenage girls towards contraceptives.
· The impact of socio-economic conditions on teenage pregnancy.
5.5 ASSUMPTIONS
Assumption 1
· Lack of knowledge regarding the use of contraceptives can result in unwanted teenage pregnancies.

This was found to be the case in Vhembe district as many respondents showed very little knowledge on reproductive health information including contraceptives. A greater percentage of respondents indicated that they knew about TOP before they became pregnant, and this may mean that they might have engaged in unprotected sex aiming at using TOP as a method of contraception. 
Assumption 2   
· There is a relationship between unwanted pregnancies and inaccessibility of contraceptive services.

This was proved as the majority of respondents indicated that they did not use contraceptives due to reasons including; nursing personnel who are not friendly to them as well as lack of privacy in the clinics.
Assumption 3  
· Pressure from the peer group is associated with first and unprotected sexual encounter.
Peer pressure played a very significant role with regard to respondents’ engagement in first sexual encounter which is usually unprotected.   Even though some respondents indicated other reasons like; it just happened, they were forced by their partners and the majority of the respondents indicated peer pressure as their reason.
Assumption 4

· Lack of communication between parents and their teenagers regarding sexual issues results in unwanted pregnancies.
This was proved to be true as the majority of respondents stated that it is taboo to discuss sexual issues with parents, hence they rely on friends, internet, TV as well as magazines as their sources of sexual information.
5.6 CONCLUSION

Termination of pregnancies is a major health concern in South Africa, Africa and elsewhere.  Teenagers’ health is in danger due to their exposure to sexually transmitted infections including HIV/AIDS, as they engage in unprotected sex banking on TOP as a solution.  The study found that poor economic status of parents, low educational level, lack of knowledge/ information on reproductive health issues and pressure from older men and friends were the main factors contributing to termination of pregnancies among teenagers in Vhembe district of LP.
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1. The Head of Department, Department of Health Limpopo Province, Polokwane

2. The Chief Executive Officer, Donald Fraser Hospital ,Vhembe District




Annexure  A

                                                                             P.O Box  1636

                                                                             Thohoyandou

                                                                             0950

                                                                            24 / 02/ 2009

The Head of Department

Department of Health Limpopo province

Private Bag x 9302

Polokwane

0700

24/02/2009

REQUEST TO CONDUCT RESEARCH

I am currently registered in Magister Curations (Nursing Masters Degree) program at the University of Venda. Part of the requirements for the program is conduction of research of a limited scope. I am thus requesting to conduct research in one of the health districts of Limpopo province, my area of interest is Vhembe district. The topic of the research is:

 FACTORS CONTRIBUTING TO TERMINATION OF PREGNANCY AMONGST TEENAGERS (19 YEARS AND YOUNGER) IN VHEMBE DISTRICT OF LIMPOPO PROVINCE. 

  Thank you 

Yours truly

Netshisaulu K.G (Mrs)
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                                                                             P.O Box  1636

                                                                             Thohoyandou

                                                                             0950

                                                                             24 / 02/ 2009

The Chief Executive Officer

Donald Fraser Hospital

Private Bag x1172

Vhufuli

0971

REQUEST TO CONDUCT RESEARCH

I am currently registered in Magister Curations (Nursing Masters Degree) program at the University of Venda. Part of the requirements for the program is conduction of research of a limited scope. I am thus requesting to conduct research in one of the units at your hospital, my area of interest is Reproductive Health Unit. The topic of the research is:
 FACTORS CONTRIBUTING TO TERMINATION OF PREGNANCY AMONGST TEENAGERS (19 YEARS AND YOUNGER) IN VHEMBE DISTRICT OF LIMPOPO PROVINCE. 

  Thank you

Yours truly

Netshisaulu K.G (Mrs)
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LETTER OF INFORMED CONSENT

Statement by the Researcher

The purpose of this study is to explore the factors that contribute to termination of pregnancies amongst teenagers (19 years or younger), identify services required for teenagers in secondary schools; determine guidelines to minimize termination of pregnancy amongst teenagers and for the Researcher to obtain a Magister Curationis Degree.

Participation in this study is therefore voluntary and participants can withdraw from it at anytime without providing any reason.

Statement by the participant

I have heard about the proposed study and had an opportunity to ask questions. I was given adequate time to think about participating .I have not been pressurized to participate in any way. I fully understand that participation in this study is completely voluntary and that I may withdraw from it at any time without supplying any reason. I am aware that the results of this study will be used for planning purposes to improve health care services. I agree to this, provided my privacy is guaranteed.

I hereby give consent to participate in this study

Signature of a participant:………………………….. Date: …………………….                                                    
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1.English questionnaire


Annexure  D

QUESTIONNAIRE

Factors contributing to termination of pregnancies among teenagers in Vhembe District of Limpopo Province

	Answer each question by making a tick in the appropriate box or write down your response in the space provided.




	1
	
	


Number of questionnaires

	FEMALE 
	
	
	
	
	
	
	OFFICE USE

	SECTION A
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	DEMOGRAPHIC DATA
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	1.
	Your age at last birthday (19 years 

or younger)
	
	
	
	
	1

	
	
	
	Yes
	
	
	
	
	

	
	
	
	No
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	2.
	In which school grade are you?
	
	
	
	
	
	
	2

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	3.
	Marital status
	
	Single
	
	
	
	
	3

	
	
	
	Married
	
	
	
	
	

	
	
	
	 Other(specify) ……………….
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	4.
	How many children do you have?
	
	
	
	
	4

	
	
	
	 None
	
	
	
	
	

	
	
	
	 One
	
	
	
	
	

	
	
	
	Two or more
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	5.
	With whom do you stay?
	
	
	
	
	

	
	
	
	Both parents
	
	
	
	
	5

	
	
	
	Father, brothers & sisters
	
	
	
	
	

	
	
	
	Mother, brothers & sisters
	
	
	
	
	

	
	
	
	Guardians
	
	
	
	
	

	
	
	
	Other (specify)….……………….
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	6.
	What is your father's highest qualification?
	
	No education
	
	
	
	
	6

	
	
	
	Grade4 or less
	
	
	
	
	

	
	
	
	Grade 5-6
	
	
	
	
	

	
	
	
	Grade7-8
	
	
	
	
	

	
	
	
	Grade 9-10
	
	
	
	
	

	
	
	
	Grade11-12
	
	
	
	
	

	
	
	
	Diploma

Degree
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	Other (specify)….……………….
	
	
	
	
	

	
	
	
	…………………………………..
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	7.
	What is your mother’s highest qualification?
	
	No education
	
	
	
	
	7

	
	
	
	Grade 4 or less
	
	
	
	
	

	
	
	
	Grade 5-6
	
	
	
	
	

	
	
	
	Grade7-8
	
	
	
	
	

	
	
	
	Grade 9-10
	
	
	
	
	

	
	
	
	Grade 11-12
	
	
	
	
	

	
	
	
	Diploma
	
	
	
	
	

	
	
	
	Degree
	
	
	
	
	

	
	
	
	Other (specify)….……………….
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	8.
	What is your guardians’ highest qualification?
	
	No education
Grade 4 or less
	
	
	
	
	8

	
	
	
	
	
	
	
	
	

	
	
	
	Grade 5-6
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	Grade7-8
	
	
	
	
	

	
	
	
	Grade 9-10
	
	
	
	
	

	
	
	
	Grade 11-12
	
	
	
	
	

	
	
	
	Diploma

Degree

Other (specify)….……………….
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	9.
	Is your father employed?
	
	Yes
	
	
	
	
	9

	
	
	
	No
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	10.
	Is your mother employed?
	
	Yes

No
	
	
	
	
	10

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	11.
	Is your guardian employed?
	
	Yes
	
	
	
	
	
	11

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	SECTION B
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	SEXUAL BEHAVIOUR AND PREGNANCY
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	12.
	How old were you when you had menstrual period for the very first time?
	
	
	
	
	
	
	12

	
	
	
	8 years and younger
	
	
	
	
	
	
	

	
	
	9-10 years

11-12 years

13-14 years

Other(specify)
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	13.
	How old were you when you had sexual intercourse for the first time?
	
	
	
	
	
	
	13

	
	
	
	9 years and younger
	
	
	
	
	
	
	

	
	
	
	10 – 11 years
	
	
	
	
	
	
	

	
	
	
	12 – 13 years
	
	
	
	
	
	
	

	
	
	
	14 – 15 years
	
	
	
	
	
	
	

	
	
	
	16 – 17 years
	
	
	
	
	
	
	

	
	
	
	Other (specify)….……………….
	
	
	
	
	
	
	

	
	
	
	…………………………………..
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	14.
	The first time you had sex, why did it happen?
	
	
	
	
	
	
	14

	
	(Mark the most relevant answer)
	
	Curiosity

You felt like doing it
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	You and your partner planned it
	
	
	
	
	
	
	

	
	
	
	You were forced by your partner
	
	
	
	
	
	
	

	
	
	
	It just happened
	
	
	
	
	
	
	

	
	
	
	Rape (please state by whom)
	
	
	
	
	
	
	

	
	
	
	………………………………..
	
	
	
	
	
	
	

	
	
	Other (specify)….……………….
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	15.
	Did you know about termination of pregnancy before you became pregnant?
	
	
	
	
	
	
	15

	
	
	
	Yes
	
	
	
	
	
	
	

	
	
	
	No
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	16.
	Have you terminated any pregnancy before?
	
	
	
	
	
	
	16

	
	
	
	Yes
	
	
	
	
	
	
	

	
	
	
	No
	
	
	
	
	
	
	


	
	
	
	
	
	
	
	OFFICE USE

	SECTION C
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	REPRODUCTIVE HEALTH
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	17.
	Would you obtain contraceptives from your local clinic if you were using them?


	
	
	
	
	17

	
	
	
	Yes
	
	
	
	
	

	
	
	
	No
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	18.
	What are your reasons for not obtaining contraceptives from your local clinic?
	
	
	
	
	18

	
	
	
	Culturally
	
	
	
	
	

	
	
	
	Not readily available
	
	
	
	
	

	
	
	
	Clinic staff not friendly
	
	
	
	
	

	
	
	
	Shyness
	
	
	
	
	

	
	
	
	Other (specify)….……………….
	
	
	
	
	

	
	
	
	…………………………………..
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	
	
	OFFICE USE

	SECTION D
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	INFORMATION AND COUNSELLING
	
	
	
	
	
	

	19.
	Where do you get information on reproductive health from?
	
	
	
	
	
	19

	
	
	
	School
	
	
	
	
	

	
	
	
	Parents
	
	
	
	
	

	
	
	
	Friends
	
	
	
	
	

	
	
	
	Television
	
	
	
	
	

	
	
	
	Magazines

Internet
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	20.
	Have you ever received information on the following topics:
	
	
	
	
	20

	
	
	Yes
	No
	
	
	
	
	
	
	

	
	Sex organs and how they function
	
	
	
	
	
	
	
	
	

	
	Sexually transmitted diseases
	
	
	
	
	
	
	
	
	

	
	Teenage pregnancy
	
	
	
	
	
	
	
	
	

	
	Abortion
	
	
	
	
	
	
	
	
	

	
	HIV and AIDS
	
	
	
	
	
	
	
	
	

	
	Sexual abuse
	
	
	
	
	
	
	
	
	

	
	Homosexuality
	
	
	
	
	
	
	
	
	

	
	How to say NO to sex
	
	
	
	
	
	
	
	
	

	
	Contraceptives pill, injections, condoms
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	21.
	Sex education should be given to both girls and boys.
	
	
	
	
	21

	
	
	
	Yes
	
	
	
	
	

	
	
	
	No
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	
	
	
	
	OFFICE USE

	SECTION E
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	SOCIAL REACTION BY PARENTS AND EDUCATORS TOWARDS SEX EDUCATION
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	22
	Have you ever discussed about sexual issues with your parents/guardians?
	
	
	
	
	
	
	22

	
	
	
	Yes
	
	
	
	
	
	
	

	
	
	
	No
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	23
	Who should be involved in giving sex education?
	
	
	
	
	
	23
	
	
	
	
	
	

	
	Teachers
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Parents
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Doctors
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Nurses
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Sisters 
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Friends
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Other 
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	(specify)….……………….
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	…………………………………..
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	24
	In which grade would you like to receive reproductive health information?
	
	
	
	
	24

	
	
	7
	8
	9
	10
	11
	12
	
	
	
	
	
	
	
	
	
	
	

	
	 Sex organs and how they function
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 Sexually transmitted diseases
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Teenage pregnancy
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Abortion
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	HIV and AIDS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Sexual abuse
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Homosexuality
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	How to say NO to sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Contraceptives pill, injections, condoms
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	25
	Do you need information about any of the following topics? (Tick in the blocks provided)
	Yes


	No
	
	
	
	
	
	25
	
	
	
	
	
	

	
	Sex organs and how they function
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Sexually transmitted diseases
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Teenage pregnancy
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Abortion
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	HIV and AIDS
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Sexual abuse
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Homosexuality
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	How to say NO to sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Contraceptives pill, injections, condoms
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


THANK YOU FOR YOUR ASSISTANCE IN COMPLETING THIS QUESTIONNAIRE
Figure 4.2 Respondents’ number of children (n=204)





92%





6%





2%





none





one





two or more











58%





6%





22%





14%





Both  parents





Father , brothers and sisters





Mother, brothers and sisters





Guardians











3%





21%





60%





16%





3%





21%





60%





16%





No formal education





Primary education





Secondary education





Higher education











8%





26%





55%





11%





No formal education





Primary education





Secondary education





Higher education











8%





79%





13%





Unemployed





Employed





Self-employed











6%





60%





34%





6%





60%





34%





Unemployed





Employed





Self-employed











86%





14%





14%





Unemployed





Employed











0





50





100





150





200





250





Frequency and Percentage





Frequency





Percentage





Frequency





80





128





208





Percentage





38.5





61.5





100





11-12 years





13-14 years





Total











2%





59%





30%





9%





11-12 years





13-14 years





15-16 years





17-18 years





11





54.8





2.6





16.8





0





13.9





0.9





0





10





20





30





40





50





60





1





2











You wanted to experiment with sex





Peer pressure





You and your partner planned it





You were forced by your partner





You were influenced by the magazines





You were influenced by television movies





You were raped











11%





89%





Yes





No











13%





42%





45%





Cultural





Clinic staff not friendly





Shyness





“NO” to sex





How to say 





abuse





Sexual 





HIV/AIDS





ves





Contracepti





pregnancy





of 





Termination 





pregnancy





Teenage 





infections





transmitted 





Sexually 





function





they 





and how 





Sex organs 





0





17





104





22





15





18





20





12





Frequency





0





8.1





50





10.5





7.2





8.6





9.6





6





Percentage





Frequency





Percentage





Frequency and Percentage





How to say “NO” to sex





Sexual abuse





HIV/AIDS





Contraceptives





Termination of pregnancy





Teenage pregnancy





infections





Sexually transmitted





function





Sex organs and how they





120





100





80





60





40





20





0

















0





10





20





30





40





50





60





Frequency





Percentage





Frequency





41





14





50





49





31





23





Percentage





20





6.7





24





23.3





15





11





School





Parents





Friends





Television





Magazine





Internet











16%





40%





30%





14%





 Parents





Teachers





Nurses





Friends

















0





10





20





30





40





50





60





70





80





90











Frequency





Percentage





Frequency





10





77





51





30





24





16





Percentage





5





37





24.5





14.4





11.5





7.6





Grade   7





Grade   8





Grade    9





Grade   10





Grade   11





Grade   12








PAGE  
137

