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Abstract 

Adolescent pregnancy is a major public and social challenge in Kenya. Understanding its prevalence 

and the associated factors is important for developing appropriate and effective interventions. This 

study investigated the prevalence and determinants of adolescent pregnancy in Kenya. The study used 

a sample of 6,025 adolescents aged 15-19 years drawn from the 2022 Kenya Demographic and Health 

Survey. Descriptive statistics and logistic regression analysis were used to analyse the data. An 

adolescent pregnancy prevalence rate of 14.83% [95% CI: 13.93 – 15.73] was found, and significant 

disparities in adolescent pregnancy rates based on most of the variables included in the study. 

However, the multivariate logistic regression analysis identified the following factors as significant 

determinants of adolescent pregnancy in the country: adolescent age, education, household wealth 

index, age at first sexual intercourse, age at first marriage, and contraceptive use. The findings 

indicate that the country's adolescent pregnancy rate is relatively moderate compared to those 

observed in numerous sub-Saharan African countries. However, the prevalence is significantly higher 

among older adolescents, individuals with limited education, those residing in poor households, early 

initiators of sexual activity, and those entering into early marriages. The study recommends a 

multifaceted approach involving the enhancement of adolescent education, implementation of poverty 

alleviation programs, discouragement of premature engagement in sexual activity and early marriages, 

and the formulation of comprehensive strategies to prevent and reduce adolescent pregnancies. 
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The World Health Organization [WHO], estimates that approximately 21 million girls aged 

15–19 years in developing regions become pregnant each year, with about 12 million giving birth 

(Darroch et al. 2016). A report by UNFPA (2015) notes that, in developing countries, at least 

777,000 births are registered annually among adolescent girls younger than 15 years. While 

adolescent pregnancies are a worldwide concern, they are disproportionately prevalent in 

marginalised communities, exacerbated by factors such as poverty, limited access to education, and 

limited employment prospects (UNICEF 2013). 
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Adolescent pregnancies carry significant health risks for both young mothers and their 

infants. Globally, pregnancy and childbirth complications represent the primary cause of mortality 

among girls aged 15 to 19 years, with low- and middle-income countries accounting for 99% of 

maternal deaths among women aged 15 to 49 years (Neal et al. 2012). Adolescent mothers, 

specifically those aged 10 to 19 years, face elevated risks of pregnancy-related health complications 

and infections when compared to women aged 20 to 24 years (WHO et al. 2015; WHO 2012, 2015; 

Ganchimeg et al. 2014). These health complications often culminate in unsafe abortions, with studies 

indicating nearly 4 million such incidents occurring annually among adolescents aged 15-19 years. 

This not only contributes to maternal mortality and morbidity but also results in enduring health 

issues (Darroch et al. 2016). Additionally, adolescent mothers often experience rapid repeat 

pregnancies, further exacerbating health risks for both themselves and their infants (WHO 2012; 

Ganchimeg et al. 2014). 

Infants born to mothers under the age of 20 face increased risks of low birth weight, preterm 

delivery, and severe neonatal conditions, which can lead to higher mortality rates (WHO 2015). 

These babies also have a heightened likelihood of perinatal mortality (Hogan and Kenny 2007). 

Furthermore, they are at a greater risk of experiencing delayed mental and physical development, 

struggling with establishing appropriate social connections with their parents, and encountering 

challenges in their education (Ganchimeg et al. 2014; Hodgkinson et al. 2014; Chandra-Mouli et al 

.2013). 

Unmarried pregnant adolescents may face multiple social consequences, including stigma, 

rejection, and violence from their partners, parents, and peers (Atuyambe et al. 2005; Aransiola et al. 

2013). Research indicates that adolescent girls who become pregnant before the age of 18 are at a 

higher risk of experiencing violence within their marriages or partnerships (Hodgkinson et al. 2014; 

Atuyambe et al. 2005; Raj and Boermer 2013). Additionally, adolescent pregnancy and childbirth 

often result in young girls dropping out of school, with limited opportunities for returning to their 

education after giving birth. This can significantly curtail their future prospects in terms of education 

and employment (Neal, et al. 2012; Aransiola et al. 2013). 

Several factors have been associated with adolescent pregnancy, including early marriage, 

poverty, and gender-based violence (Aransiola et al. 2013; Kozuki et al. 2013; Raj and Boermer 

2013;  Atuyambe et al. 2015; Kass et al. 2013; Krugu Kass et al. 2016; McCleary-Sills Kass et al. 

2016; Were 2007; Kass et al. 2018). In numerous societies across sub-Saharan Africa, adolescents 

frequently face pressure to marry and become parents at a young age (WHO et al. 2015; Aransiola et 

al. 2013, Kozuki et al. 2013). In the least developed countries, approximately 39% of adolescents 
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marry between the ages of 15 and 17, with 12% marrying before reaching the age of 15 (World Bank 

2017). In such societies, early motherhood is often esteemed, and marriage or forming a union and 

having children may be perceived as the most viable choices among the limited options available 

(WHO et al. 2015). 

Studies have revealed correlations between adolescent pregnancy, early marriage, and sexual 

debut (Birhanu et al. 2019; Amoateng et al. 2022; Indongo 2020; Okibo and Speizer 2015). In 

Ethiopia, a study demonstrated that adolescents who marry before the age of 15 are 30 times more 

likely to experience pregnancy compared to women who marry between the ages of 15-17. 

Additionally, it revealed that adolescents who engage in sexual activity before the age of 15 are eight 

times more likely to experience pregnancy compared to women who initiate sexual activity at the age 

of 18 or older (Birhanu et al. 2019). Other studies have also identified factors such as education, 

place of residence, and regional location as significant predictors of adolescent pregnancy (Kassa et 

al. 2018; Birhanu et al. 2019; Amoateng et al. 2022; Loaiza and Liang 2013; Ayele et al. 2018; 

Beyene et al. 2015; Kupoluyi et al. 2015; Pradhan et al. 2015). The majority of these studies suggest 

that adolescents with lower levels of education are more likely to experience pregnancy compared to 

their more educated counterparts. Similarly, adolescents in rural areas have shown a higher 

likelihood of experiencing pregnancy than their urban counterparts. This can be attributed to the 

limited educational opportunities and restricted access to sexual and reproductive health (SRH) 

services available to adolescents in rural areas (Kassa et al. 2018; Birhanu et al. 2019; Loaiza and 

Liang 2013). Moreover, regional disparities in the prevalence of adolescent pregnancy are often 

linked to ecological and cultural variations (KNBS et al. 2015). 

Studies also highlight the absence of comprehensive sexual education (Atuyambe et al. 2015; 

Adimna et al. 1999; Ahlberg et al. 2001), inadequate access to and provision of reproductive health 

services, and unfavourable attitudes of healthcare workers toward providing contraceptives to 

adolescents (Ahlberg et al. 2001; Adekunle et al. 2000). Adolescents who wish to prevent 

pregnancies may find themselves unable to do so due to lack of knowledge and misconceptions 

regarding where to access contraceptive methods and how to use them effectively (WHO 2011). 

Moreover, adolescents often lack the necessary skills and autonomy required to ensure the correct 

and consistent use of contraceptive methods (Krugu et al. 2016; Darroch et al. 2016). 

In the past decade, much of the research on this subject in Kenya has been limited in scope 

(Were 2007; Okigbo and Speizer 2015; Kumar et al. 2018; Omollo and Mathews 2003; Oduor and 

Kithuka 2020), with some studies relying solely on bivariate analysis. For instance, Were (2007) 

exclusively focused on Busia District, while Kumar et al. (2018) concentrated on specific areas 
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within Nairobi; Omollo and Mathews (2002) conducted research in rural regions of Kenya, whereas 

Okigbo and Speizer (2015) focused only on selected urban areas. The study by Oduor and Kithuka 

(2020) narrowed to county-level analysis. While KNBS et al. (2015, 2023) achieved national 

coverage, they relied solely on descriptive statistics. Mutea et al. (2020) also attained national 

coverage, but they used a sample of women aged 20-24 instead of adolescents aged 15-19 as the unit 

of analysis, with data from the 2003, 2008-9, and 2014 KDHS datasets. Consequently, the current 

status of adolescent pregnancy levels, along with the variations and factors closely associated with 

adolescent pregnancy at the national level, remain poorly understood. 

This study aims to enhance our understanding of current levels, patterns, and determinants of 

adolescent pregnancy in Kenya. To achieve this, we utilised a nationally representative sample of 

adolescents aged 15-19 years, drawn from the most recently conducted national survey, which is the 

2022 KDHS data as well as other sources on adolescent pregnancy in diverse settings. 

 Methods 

Source of data 

Data for this study are drawn from the 2022 Kenya Demographic and Health Survey 

(KDHS), the Kenya National Bureau of Statistics (KNBS), and 2022 nationwide survey, which 

aimed at generating reliable data for monitoring demographic and health indicators in the country. 

The survey interviewed 32,156 women of reproductive age (15-49 years) and 14,453 men in the 15-

54 age bracket. The details of the sampling methodology, as well as an assessment of the quality of 

the data, are presented and discussed extensively in the country report of the survey (KNBS and ICF 

2023).  

From the 2022 KDHS dataset, a nationally representative sample of 6,025 women aged 15-

19, was extracted and included in the study.  In line with the literature and study objectives, the study 

focuses on individual women within the reproductive age bracket of 15-19. Consequently, instances 

of pregnancy among these women were classified as adolescent pregnancy, irrespective of their 

marital status during pregnancy and childbirth.  

Data analysis 

We use percentages, cross-tabulation, and logistic regression analysis. Within the scope of 

bivariate analysis, we estimated the prevalence of adolescent pregnancy and variation in prevalence 

based on study variables. Logistic regression analysis was to discern how study variables influence 

the likelihood of adolescents experiencing pregnancy, a binary outcome (yes/no). Logistic regression 
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was well-suited for our analysis due to the dichotomous nature of the dependent variable (Retherford 

and Choe 1993).  

Our analytical framework comprises of two essential components; univariate logistic 

regression was employed to investigate unadjusted associations, measured through odds ratios (OR), 

between each explanatory variable and the occurrence of adolescent pregnancy. Multivariate logistic 

regression analysis was utilised to ascertain the net effects (adjusted odds ratios, aOR) of the 

explanatory variables on adolescent pregnancy while accounting for other relevant factors. All 

analyses were performed using the Statistical Package for Social Science (SPSS) version 22. 

Study variables 

Dependent variable 

The dependent variable was adolescent pregnancy, which was a binary outcome variable 

indicating whether an adolescent aged 15-19 years has experienced a pregnancy. It was determined 

based on two criteria as follows: first, the age at first birth for adolescents who have already begun 

childbearing, their age at first birth is considered. If the adolescent has given birth at least once, the 

variable was coded as one [1]. Secondly, the current pregnancy status for adolescents who were 

pregnant for the first time at the time of the survey, the variable was determined by their response to 

the question regarding their current pregnancy status. If the adolescent is currently pregnant, the 

variable was coded as one [1], indicating pregnancy. Otherwise, if the adolescent was not pregnant, 

the variable was coded as zero [0], indicating the absence of pregnancy. 

Independent variables 

 Based on the literature, twelve (12) explanatory variables were included in the study, namely: 

age of the adolescent, level of education, religion, type of place of residence, region of residence, work 

status, household wealth status, age at first sex, age at first marriage, exposure to mass media, 

knowledge about the fertile period and ever-use of contraception [See Table 1 for details on variable 

categorisation].  

Ethical considerations 

Ethical permissions were not required since the 2022 KDHS dataset is publicly available and 

used. Institutions that commissioned, funded, or managed the 2024 KDHS were responsible for 

ensuring ethical considerations and procedures during data collection. The DHS Program, ICF 

International, Kenya National Bureau of Statistics (KNBS), and Ministry of Health (MOH) and 

partners, approved the 2024 KDHS survey in line with the U.S. Department of Health and Human 
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Services regulations for the protection of human subjects. The data for this study can be accessed on 

https://dhsprogram.com/data/available-datasets.cfm. 

 Results 

Profile of the study population 

 The socio-demographic profile of the study population is presented in Table 1. The mean age 

was 17.03 years (95% CI = 17.00 - 17.07). The majority (63%, n= 3791) of the adolescents had 

secondary education, followed by those with primary education (32%, n= 1907). Only 3.2% of the 

adolescents had higher education. The majority of the adolescents were rural residents (70%, n= 4242), 

protestants (61%, n= 3642), and 93 % (n= 5572) were single. About 63% (n = 3651) of all the 

adolescents reported that they had not yet had sex.  Half of the adolescents reported watching television 

or listening to the radio at least once per week and the majority (83%) of the adolescents had never 

used contraception. Eight-five percent of all the adolescents did not know their fertile period during the 

ovulation cycle. 

Pregnancy Prevalence Levels and Variations 

Table 2 presents the prevalence of adolescent pregnancy within the study sample. Out of the 

total adolescents considered (n = 6025), approximately 12.2% (n = 737) had already experienced a 

live birth, 0.4 % (n=23) had experienced a pregnancy loss, and 2.2% (n = 133) were pregnant for the 

first time at the time of the survey. These statistics yield an adolescent prevalence rate of 14.83% (n= 

893, 95% CI: 13.56 – 15.33). 

Significant statistical associations were observed between adolescent pregnancy and various 

study variables, excluding religion and knowledge about the fertile period. For example, the 

prevalence of adolescent pregnancy exhibited a substantial increase with the age of the adolescent, 

ranging from a low of 2.7% among those aged 15 years to a peak of 31% among those aged 19 years.  

Conversely, the results indicate that the prevalence of adolescent pregnancy declines as the level of 

education increases, declining from a high of 38% among adolescents with no formal education to a 

low of 4.6% among those with higher education. Additionally, adolescents hailing from poor 

households exhibited a higher prevalence of adolescent pregnancy compared to those from more 

affluent backgrounds. 

There were significant variations in the rates of adolescent pregnancy based on age at first sex, 

age at first marriage, and every use of contraception. For instance, the prevalence of adolescent 

pregnancy was substantially higher, standing at 52%, among those who initiated sexual activity 

before the age of 16, contrary to 0.1% among those who initiated it at 19 years or older. 

https://dhsprogram.com/data/available-datasets.cfm
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Table 1: Sociodemographic characteristics of the female adolescents aged 15-19 years; Kenya, 2022 

Characteristic Number Percentage (%) 

Age   

   15 1163 19.3 

   16 1197 19.9 

   17 1203 20.0 

   18 1195 19.8 

   19 1266 21.0 

Education   

   None 134 2.3 

   Primary 1907 31.6 

   Secondary  3791 62.9 

   Higher 194 3.2 

Type of place of residence   

   Urban 1783 29.6 

    Rural 4242 70.4 

Region of residence   

Nairobi 452 7.5 

Central 637 10.6 

Coast 567 9.4 

Eastern 765 12.7 

Nyanza 876 14.7 

Rift Valley 1618 26.9 

Western 884 14.7 

North Eastern 226 3.8 

Wealth Index   

   Poor 2678 44.4 

   Middle 1279 21.3 

   Rich 2069 34.3 

Current work status   

   Not working 5240 87.0 

    Working 785 13.0 

Religion   

Catholic 1095 18.2 

Protestants 3642 60.5 

Islam 510 8.5 

Other 778 12.9 

Age at sexual debut   

    ≤ 15 869 14.4 

    16-18 1077 17.9 

     19+ 4081 67.7 

Age at first marriage   

     ≤ 15 127 2.1 

    16-17 216 3.5 

     18-19 105 1.7 

     Single 5577 92.6 

Mass Media Exposure*   

    No TV watching and Radio listening 868 25.6 

   Either TV watching or Radio listening at least 

once a week  

3011 50.0 

Both TV watching and Radio listening at least 

once a week 

1469 24.4 

Ever use of contraception   

    No 4988 82.7 

    Yes 1037 17.3 

Knows the fertile period    

    Yes 888 14.7 

     No 5137 85.3 

     Total 6025 100 

Note: * There were very few adolescents who reported accessing print media at least per week. Hence the omission of 

the category of print media. 

Source: Primary Analysis of the 2022 KDHS data 
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Similarly, adolescents who married before the age of 16 had the highest pregnancy prevalence, 

reaching 95%, while only 9% of single adolescents experienced pregnancy. Furthermore, the 

prevalence of pregnancy was 49% among adolescents who reported ever using contraception, as 

opposed to 8% who had never used contraception. 

Multivariate results 

Table 3 presents multivariate results. Although the table also contains results of bivariate results, in 

this subsection, the focus is on presenting the multivariate results (aOR) and emphasising statistically 

significant findings at a confidence level of 95% or higher. The findings suggest a clear association 

between the age of adolescents and the likelihood of pregnancy. To illustrate, in comparison to 

adolescents who are 15 years old, those who are 17, 18, and 19 years old demonstrated 5.32, 9.56-, 

and 16.34 times higher odds of experiencing adolescent pregnancy, respectively.  

Education was significantly associated with adolescent pregnancy. Adolescents with lower 

levels of education face a greater risk of experiencing adolescent pregnancy compared to those with 

higher educational attainment. The findings indicate that adolescents with no education have an 

11.94 times higher likelihood of experiencing adolescent pregnancy in comparison to their peers with 

higher education. Adolescents with only primary education have a 4.85 times greater likelihood of 

experiencing adolescent pregnancy when compared to those with higher education. 

In the context of bivariate logistic regression, it was found that both type of place and region 

of residence were significantly associated with adolescent pregnancy. However, when conducting a 

multivariate analysis, both the type of place and region of residence were no longer significantly 

associated with adolescent pregnancy. Adolescents from low-income and middle-income households 

had a higher likelihood of experiencing pregnancy compared to their counterparts from affluent 

households, with odds ratios of 1.54 and 1.40, respectively. The results indicate a weak association 

between religion and the risk of adolescent pregnancy. Specifically, adolescents belonging to 

religious denominations other than Protestantism, and Islam, such as Hinduism and African 

traditional churches, exhibited higher odds of experiencing pregnancy when compared to the 

Catholics.  

The age of first sexual activity by adolescents was closely linked to teenage pregnancy. 

Those who engaged in sex at an earlier age were at a greater risk of pregnancy unlike those who 

delayed to at least 19 years. Single compared to married adolescents were significantly less likely to 

experience pregnancy. The former were 27.78 times less likely to experience pregnancy compared to 

the latter who married before the age of 16. 
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Table 2: Percentage distribution of the adolescents age 15-19 years according to whether they have had a 

pregnancy or not and according to the selected study variables, Kenya 2022  
 

 

Variable 

Whether had a pregnancy  

Cases (n) Yes No 

Age P = 0.000  

   15 2.7 97.3 1163 

   16 5.5 94.5 1197 

   17 12.8 87.2 1204 

   18 20.9 79.1 1195 

   19 31.0 69.0 1266 

Education P = 0.000  

   None 37.6 62.4 133 

   Primary 19.8 80.2 1907 

   Secondary  12.0 88.0 3791 

   Higher 4.6 95.4 194 

Type of place of residence P = 0.000  

   Urban 12.1 87.9  

    Rural 16.0 84.0  

Region of residence P =0.000  

Nairobi 8.4 91.6 452 

Central 8.6 91.4 637 

Coast 12.7 87.3 567 

Eastern 14.3 85.7 765 

Nyanza 17.9 82.1 877 

Rift Valley 17.8 82.2 1619 

Western 15.8 84.2 884 

North Eastern 15.0 85.0 226 

Wealth Index P = 0.000  

   Poor 19.2 80.8 2673 

   Middle 13.4 86.4 1278 

   Rich 10.1 89.9 2068 

 Work Status P = 0.000  

  Not working 13.0 87.0 5240 

  Working 27.3 72.7 785 

Religion P = 0.161  

Catholic 13.9 86.1 1094 

Protestants 14.8 86.2 3642 

Muslims 13.3 86.7 510 

Other 17.2 82.8 778 

Age at sexual debut P = 0.000  

    ≤ 15 52.2 47.8 868 

    16-18 40.4 59.6 1077 

     19+ 0.1 99.9 4081 

Age at first marriage P = 0.000  

     ≤ 15 94.5 5.5 127 

    16-17 88.9 11.1 216 

    18-19 81.0 19.0 105 

    Single 8.9 91.1 5577 

Mass Media Exposure P = 0.000  

    No TV watching and Radio listening 16.9 83.1 1547 

 Either TV watching or Radio listening   at 

least once a week     

11.6 88.4 3070 

  Both TV watching and Radio listening  at 

least once a week 

19.3 80.7 1469 

Knows the fertile period  P = 0.197 

    Yes 13.4 86.6 889 

     No 15.1 84.9 5137 

        P = 0.000  

Ever use of Contraception    

Yes 49.2 50.8 1037 

No 7.5 92.5 4988 

Total 14.8 85.2 6025 
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Table 3: Unadjusted and adjusted multivariate logistic regression results on adolescent 

pregnancy among women aged 15-19 in Kenya: 2022 KDHS 

Explanatory variables Unadjusted Model  Adjusted Model  

OR 95% CI for OR aOR 95% CI for aOR 

Age     

   15 (Ref Cat.) 1.00 Ref Cat. 1.000 Ref Cat. 

   16 2.105*** 1.364 -3.249 1.581** 0.904 – 2.765 

   17 5.317*** 3.586 – 7.884 2.856*** 1.694 -  4.814 

   18 9.579*** 6.537 - 14.035 3.938*** 2.329 – 6.660 

   19 16.344*** 11.232 - 23.783 8.264*** 4.864 – 14.138 

Education     

   None  11.937*** 5.682 – 25.076 8.098*** 2.531 – 25.913 

   Primary 4.852*** 2.497 – 9.429 11.828*** 5.381 – 24.276 

   Secondary  2.685*** 1.385 – 5.206 6.713*** 3.157 – 14.276 

   Higher (Ref Cat.) 1.00 Ref Cat.  1.000. Ref Cat. 

Place of Residence     

   Urban (Ref Cat.) 1.00 Ref Cat. 1.000 Ref Cat. 

    Rural 1.389*** 1.178 – 1.638 0.787 0.538 – 1.151 

Region     

   Nairobi (Ref Cat.) 1.00. Ref Cat. 1.000 Ref Cat. 

   Central 1.027 0.666 – 1.583 0.900 0.475 – 1.706 

   Coast 1.597*** 1.055 – 2.415 0.724 0.349 – 1.499 

   Eastern 1.819*** 1.232 – 2.684 1.090 0.581 – 2.040 

   Nyamza 2.371*** 1.630 – 3.449 0.880 0.486 – 1.596 

  Rift Valley 2.357*** 1.651 - 3.364 0.854 0.486 – 1.503 

  Western 2.050*** 1.404 - 2.992 0.703 0.383 – 1.292 

  North Eastern 1.977** 1.210 – 3.231 0.723 0.228 – 2.295 

Wealth Index     

   Poor 2.106*** 1.773 – 2.503 1.543** 1.031 -2.308 

   Middle 1.380*** 1.113 – 1.711 1.404* 0.941 –2.093 

   Rich (Ref Cat.) 1.00 Ref Cat. 1.00 Ref Cat. 

  Work status     

    Not working 1.00 Ref Cat. 1.00 Ref Cat. 

    Working 2.517***  2.110 - 3.003 1.010 0.775 – 1.316 

Religion     

  Catholic (Ref Cat.) 1,00 Ref Cat. 1.00 Ref Cat. 

    Protestants 1.082 0.891- 1.314 1.091 0.827 – 1.440 

   Muslims 0.954 0.702 – 1.298 .835 0.402 – 1.735 

   Other 1.288** 1.000 – 1.658 1.688** 1.154 – 2.469 

Age at sexual debut      

      (Ref Cat.) 1.00 Ref Cat. 1.000 Ref Cat. 

   16-18 0.651*** 0.518 – 0.743 0.468*** 0.364 – 0.602 

    19 and above 0.001*** 0.000 – 0.003 0.002*** 0.001 – 0.006 

Age at first marriage     

  ≤15 Ref Cat. 1.000 Ref Cat. 1.000 Ref Cat. 

   16-17 0.473*** 0.199 – 1.124 0.469* 0.182 – 1.209 

  18-19  0.257*** 0.105 – 0.637 0.335** 0.085 – 0.650 

 Not married (Single) 0.006*** 0.003 – 0.012 0.036*** 0.015 - 0.087 

 Mass media Exposure     

   No access (Ref Cat.) 1.000 Ref Cat. 1.000 Ref Cat. 

  Access to either TV or Radio 0.647*** 0.543 – 0.769 0.865 0.643 – 1.164 

 Access to both TV and Radio 1.186* 0.980 – 1.421 1.159 0.859 – 1.564 

Knowledge of the fertile period     

   No (Ref Cat). 1.000 Ref Cat. 1.000 Ref Cat. 

   Yes 0.871 0.708 - 1.072 0.879 0.647 – 1.196 

Ever use of contraception     

  No (Ref Cat) 1.00 Ref Cat. 1.000 Ref Cat. 

  Yes 11.615*** 9.895 - 13.633 1.417** 1.128 - 1.779 

Notes: Significant at a p ≤0.05 and ** significant at a p ≤ 0.001. 

 



 Prevalence and Correlates of Adolescent Pregnancy in Kenya/Ikamari 

 

 

 

11 

 

Finally, the results obtained indicated that adolescents who reported ever using contraception were 

significantly more likely to experience pregnancy compared to those who had never used 

contraception. 

Discussion 

This study aimed to investigate the prevalence and determinants of adolescent pregnancy in 

the country. We utilised a nationally representative sample of 6,025 adolescents aged 15-19 years, 

obtained from the 2022 Kenya Demographic and Health Survey (KDHS), and incorporated a range 

of factors identified in the literature as closely associated with adolescent pregnancy in other regions. 

The study revealed an adolescent pregnancy prevalence rate of 14.83% (95% CI: 13.93 – 15.73) 

among the participants. This prevalence rate, while noteworthy, is comparatively lower than rates 

reported in some Sub-Saharan African countries (Darroch et al. 2016; UNICEF 2013; Neal et al. 

2012; Raj and Boehmer  2013; Yakubu and Salisu 2018; Kass et al. 2018; Birhanu et al. 2019; 

Indongo 2020; Amoateng et al. 2022). 

The results reveal statistically significant variations in adolescent pregnancy rates based on 

various factors – including the adolescent's age, education, place of residence, household wealth 

index, age at first sex, age at marriage, exposure to mass media, and contraceptive use.  In the 

bivariate logistic regression analysis, it was observed that all explanatory variables except for 

religion and knowledge about the fertile period displayed a significant association with the risk of 

adolescent pregnancy. However, in the multivariate logistic regression results, age, education, 

household wealth index, age at first sexual intercourse, age at first marriage, and ever use of 

contraception continued to exhibit a significant association with the risk of adolescent pregnancy. 

This suggests that the individual impacts of place type, region of residence, current employment 

status, and exposure to mass media on the likelihood of adolescent pregnancy become statistically 

insignificant. 

The adjusted odds of being pregnant increased with the age of the adolescent. This result 

resonates with those that show a positive association between age and adolescent pregnancy (Omollo 

and Mathews  2003; Were  2007; Birhanu et al. 2019; Amoateng et al. 2022; Ayele et al. 2018; Habitu 

et al. 2018). The multivariate results revealed a significant association between education and 

adolescent pregnancy. Adolescents with less than a higher education were found to be at a higher 

risk of experiencing adolescent pregnancy compared to their counterparts with a higher level of 

education. These findings echo similar results reported in prior studies (Were 2007; Hokororo et al. 

2015; Habitu et al. 2018; Ayele et al. 2018; Birhanu et al. 2019; Amoateng et al. 2022). 
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Adolescents from low and middle-income households demonstrated a higher likelihood of 

experiencing pregnancy compared to their counterparts from affluent households. This study 

reaffirms the findings of numerous previous studies that establish a strong connection between 

poverty and adolescent pregnancy. Adolescents from economically disadvantaged households were 

notably more susceptible to adolescent pregnancy when contrasted with those from wealthier 

backgrounds (Loaiza and Liang 2013; Krugu et al. 2016; Birhanu et al. 2019; Indongo 2020; 

Amoateng et al. 2022). It is important to emphasise that poverty is also closely linked to early sexual 

initiation and premature marriage, both of which this study has identified as significantly associated 

with adolescent pregnancy. Therefore, efforts to alleviate poverty would make a substantial 

contribution to reducing the prevalence of adolescent pregnancy in the country. 

In the bivariate analysis, the current work status exhibited a notable association with 

adolescent pregnancy. Nevertheless, in the multivariate logistic analysis, current work status did not 

maintain statistical significance in its association with adolescent pregnancy. It's important to note 

that this outcome is not uncommon; similar findings have been reported in other studies (Birhanu et 

al. 2019). This discrepancy might be attributed to the nature of the variable itself, as it pertains to the 

respondents' work status at the time of the survey. The work status before the occurrence of 

pregnancy could have been different, potentially explaining the lack of significance in the 

multivariate analysis. 

Age at first sex exhibited a strong association with adolescent pregnancy. Adolescents who 

initiated sexual activity at an early age were found to be at a higher risk of pregnancy compared to 

those who began sexual activity at age 19 or later. These findings reinforce the notion that early 

initiation of sexual activity is a significant predisposing factor for early pregnancy in young women. 

This pattern is consistent with the results of other studies (Birhanu et al. 2019; Kupoluyi et al. 2013; 

Buamgartner et al. 2009; Ajala 2014; Yakubu and Salisu 2018). 

Additionally, the analysis revealed that single adolescents were significantly less likely to 

experience pregnancy compared to their married counterparts. For instance, single adolescents were 

approximately 27.78 times less likely to experience pregnancy compared to adolescents who were 

married before the age of 16. These results suggest that delaying both the onset of sexual activity and 

marriage among adolescents could lead to a substantial reduction in the prevalence of adolescent 

pregnancy in the country. 

The results indicated that adolescents who reported using contraceptives were more likely to 

experience pregnancy compared to those who had never used contraception. These findings align 

with a study conducted in South Africa, which also identified a significant increase in the risk of 
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adolescent pregnancy associated with contraceptive use (Birhanu et al. 2019). This result challenges 

the common belief that contraceptive use protects young women against early pregnancy. The 

elevated risk of adolescent pregnancy among those who reported ever using contraceptives may be 

attributed to misuse or inconsistent use of contraceptives (Buamgartner et al .2009; Birhanu et al. 

2019). It is also possible that contraceptive use was initiated after the occurrence of early pregnancy 

in an attempt to prevent subsequent pregnancies, given that we assessed ever-use of contraceptives. 

Conclusion 

The study found a moderate prevalence of adolescent pregnancy, and also identified a set of 

factors that are closely associated with the phenomenon in the country. Notably, the prevalence is 

significantly higher among older adolescents, individuals with lower levels of education, those living 

in poverty, early initiators of sexual activity, and early marriage. This research recommends a 

multifaceted approach to address these issues – including the enhancement of adolescent education, 

poverty reduction initiatives, and measures to discourage early sexual activity and early marriage, 

and comprehensive strategies to prevent adolescent pregnancies. 
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