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Executive Summary
Teenage pregnancy is now a major concern
in Kavango, a region in northern Namibia
with the nation’s highest rate of teenage
pregnancy (about 34 percent among 15 to 19
year olds). If left unchecked, such a high rate
would compromise the region’s economic
progress and its efforts to contain the spread
of HIV infection. The local community
recognizes this threat and has responded by
creating a community task force to design
programs aimed at curbing both unwanted
pregnancies and sexually transmitted infections. The current study, initiated at the
request of this taskforce, seeks to identify
the root causes of Kavango’s high teenage
pregnancy rates. Its results will ultimately
guide the design of interventions.
The study’s conceptual framework integrates key ideas from economic and cultural
theories of fertility and from Health Belief
and Contraceptive Behavior Change Models. It distinguishes between wanted and
unwanted fertility. It also distinguishes be-

tween proximate behaviors (sexual activity
and contraceptive use) and root causes.

4.	These risks stem from the fact that contraception use is delayed and inconsistent.

The framework was tested with a mix
of quantitative and qualitative data. The
quantitative data came from the 2006–2007
Demographic and Health Survey in Namibia and a 2011 Teen Fertility Survey in
Kavango. The qualitative data included
focus group discussions and interviews with
key actors in the public, civil, and traditional
sectors in Kavango and at the national level.
Based on these data, the team reached four
main conclusions:

The team’s findings suggest several broad
recommendations, as follows: (1) integrate
HIV/AIDS and sexual and reproductive
health programs; (2) make services more
adolescent friendly and relevant; (3) adopt a
behavior change communication approach
to foster consistent condom use; and (4)
facilitate communication between adults
and teens before or shortly after the onset
of menses of teens to avoid pregnancies
associated with inexperience.

1.	Rates of teenage fertility are indeed high
and in fact higher than suggested by the
usual prevalence measures.
2.	Very little of that fertility is wanted.
Most teens in the area wish to delay their
first birth and desire few children.
3.	Kavango’s high fertility stems less from
the extent of sexual activity and more
from its risky nature.

Other more specific recommendations are
discussed in the text. These recommendations are linked to possible initiatives that
can be considered at the macroeconomic,
cultural, program, community, family, and
individual levels.
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I. Study Background and Objectives
BACKGROUND

The current project is motivated by the
emergence of teenage pregnancy as a major
social problem in Kavango. According to
Namibia Demographic and Health Survey
data, this region topped the nation in the
incidence of teenage pregnancy in 2007,
with an estimated rate of 34 percent. This
rate was more than twice the national average (15 percent) and three times the rates
in some of the neighboring regions, such as
Ohangwena, Omusati, and Oshana. These
earlier pregnancy statistics were corroborated by the more recent antenatal care seroprevalence survey in which 18 percent of
all women tested in 2010 surveillance were
found to be under 20 years of age.
The socioeconomic and health significance
of such high rates can hardly be overstated.
Early fertility most directly impacts the teens
and their babies, but it also carries broader
community implications, including for sexually transmitted infections. There is special
concern for HIV infection, which currently
represents the biggest national threat to Namibia’s development. Although prevalence
among 15 to 24 year olds has declined from
15.2 percent in 2004 to 10.2 percent in 2010,
these declines must be sustained.
Beyond health, teen pregnancy has socioeconomic consequences, including on
educational attainment.1 Even where teen
mothers are encouraged to return to school,
they must overcome economic and psychological challenges to graduate. Partly
because of these schooling effects, early
and premarital pregnancies reduce marital
prospects in an environment where youth
increasingly seek to marry partners with
similar or higher levels of schooling.2 Early
fertility affects employment and economic

mobility. These effects work directly via
competition for mother’s time3 or indirectly through educational attainment.
Finally, teenage pregnancy raises the risk of
pregnancy-related morbidity and mortality for the mother and/or the baby. Babies
born to teen mothers have poorer health
outcomes reflected in lower birth weight.4
These risks stem from low maternal age and
prenatal care and are compounded when
accompanied by poverty and the absence
of a father. Past research suggests these
health challenges in early life have long-term
effects on health and economic outcomes
in later life.5 In these circumstances, a poor
health start compromises the life chances of
babies born to teen mothers.
Beyond the teen and her baby, there are
consequences for the family and society at
large. For the teen’s parents, an early grandchild raises worries about economic security.
At the societal level, early pregnancies exacerbate gender and socioeconomic inequality.
As pregnancies mostly disrupt the schooling
of girls, they promote gender inequality in

educational attainment.6 Teen pregnancies
also fuel economic inequality in the next
generation. Babies born to teen mothers are
expected to have lower resource endowment and educational aspirations because
their mothers are often poor and unmarried.
In turn, these lower resource endowments
imply less human capital and economic
mobility. Insofar as poverty increases the
risk of early and high fertility,7 a vicious
cycle of poverty and early fertility is created,
reproducing inequality across generations.
These risks are recognized by the community. USAID/Namibia recently conducted a
site visit to the Kavango region with implementing partners and representatives from
the local and national governments. During
the visit, teenage pregnancy was recurrently
raised as a concern, with most participants
listing it as a public health emergency requiring urgent intervention. A local task force
was therefore created to address this issue.
To guide the community’s response, the task
force requested a scientific study into the
root causes and effective solutions to teen

Figure 1. Summary Matrix for the Hypothesized Root Causes of Teenage Pregnancy

Sexual
behavior

Fertility
behavior

Poverty
Inequality
Economic (access to contraception)

Returns to early fertility
Subsidization of TAP

Economic
reasons

Personal control
Peer pressure
Social/parental controls
Negotiation power in relationship
Social acceptance of contraception

Pronatalist traditions

Cultural
reasons

UNWANTED

WANTED

1 Eloundou-Enyegue (2004).
2 Calves (1996).
3 Informal-sector work, where the competition for child care and employment is less severe, might reduce the consequences associated with the need for child care. However,
this employment sector is less regulated and less secure.
4 LeGrand and Mbacke (1993); LeGrand and Barbieri (2002); Gurmu and Dejene (2011).
5 Hayward and Gorman (2004).
6 Many teen mothers can return to school and catch up (Ranchhold et al. 2011), but success requires strong parental support (Kaufman et al. 2001; Madhavan and Thomas
2005; Lloyd and Mensch 2006). Further, the period of temporary dropout is often fraught with tension and economic insecurity that can lead to commercial sex work (Miller
et al. 2003). In sub-Saharan countries, where pregnancy-related dropouts are frequent, they can compromise efforts to achieve the Millennium Development Goal (MDG)
of gender parity in educational attainment. In 2000, when the MDGs were formulated, about one-third of countries would have significantly narrowed their gender gap in
secondary school completion by halving their pregnancy-related dropouts (Eloundou-Enyegue and Stokes 2006).
7 Grant and Hallman 2006; Madhavan and Thomas 2005.
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activity or menses? When do they occur in
a teen’s schooling career? Can one identify
critical school transitions that present a
higher risk of teenage pregnancy? Answers
to these questions can help refine local
policy responses. Finally, the family context
of these pregnancies must be well understood. Although the national concern over
teenage pregnancy transcends local statutes
or marital status,8 one must still consider
the family environment under which teens
become pregnant. Do the pregnancies occur within a committed relationship? Do
the teens have the parental support needed
to face motherhood? Answers to such questions also shape the social consequences of
Kavango’s teenage fertility rates.

pregnancy in Kavango (see Figure 1). Our
study was designed to meet this request.
OBJECTIVES

In order to guide community efforts to
understand and curb teenage pregnancy,
this study investigated the root causes of
teenage pregnancy and sexual behavior
in Kavango. Based on its findings, the
study recommends interventions to reduce
teenage pregnancy and the spread of HIV
infection. In addition to being effective, the
proposed interventions should be culturally acceptable, low cost, multisectoral, and
sustainable. The study’s specific objectives
were to (a) provide a detailed description of
the levels and patterns and trends of teenage pregnancy; (b) determine local attitudes

and knowledge toward teenage pregnancy;
and (c) identify the key contributing and
protective factors. Each of these objectives
is discussed in detail below.
Levels and Patterns and Trends: Previous
investigations have estimated the percentage of females who become mothers or
pregnant during their teen years, but more
detail is needed about the age patterns,
life course, and family context of these
pregnancies. The exact timing of teen
births affects the severity of the biological
consequences and certain economic results
of teenage fertility. Timing also matters in
the relative sense, i.e., vis-à-vis other events
in the life course. How early do pregnancies occur relative to teens’ onset of sexual

Perceptions: Public perceptions affect
community responses. One must therefore
understand public beliefs about the levels,
causes, and consequences of teenage pregnancy. How pervasive is teenage pregnancy
believed to be? What are the public perceptions about its causes? What are the prevailing beliefs and knowledge of youth’s sexual
norms, behaviors, and practices? Does the
public place the responsibility for teenage
pregnancy on the teens themselves or rather
on the families and/or communities? What
are the main consequences perceived by
local stakeholders? Are these consequences
mostly socioeconomic or health related?
Are they mostly individual or collective? Are
they all negative, or do stakeholders see an
upside? Although most of the community
claims to be concerned about high rates of
teenage pregnancy, their persistence might
suggest tacit approval, indifference, or resignation. This possibility must be considered
when evaluating policy options.
Root Causes and Proximate Behaviors: One
can list many reasons why, in theory, Kavango’s rates of teenage fertility are high,
but these potential reasons must be empirically validated. One purpose of this study is
to test several common explanations drawn
from existing theories of fertility, sexual,
and contraceptive behavior.

8 USAID defines teenage pregnancy as “a pregnancy in a young woman who has not reached her 20th birthday when the pregnancy ends, regardless of the women’s marital
status or whether she is considered adult by local statutes.”
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II. Theoretical Perspectives
THE FRAMEWORK

In thinking about possible causes of Kavango’s high rates of teenage pregnancy, the
study distinguishes between “root factors”
and “proximate behaviors.” Root factors
refer to the fundamental causes that motivate or constrain behavior. They include the
incentives, opportunities, and constraints
often listed in economic and cultural theories
of fertility behavior. Proximate behaviors
are observable outcomes that derive from
root factors and directly shape the levels of
teenage pregnancy. Such proximate behaviors, which include sexual behavior and
contraceptive use, play a central role in many
theoretical explanations, such as the proximate determinants framework, the Health
Belief Model (HBM), and the Contraceptive
Behavior Change Model (CBCM).9
The HBM and CBCM, in particular, are
commonly used in the literature on youth
fertility and provide more detail on process.
The HBM explores preventive behavior as
part of a cognitive approach that emphasizes individual perceptions about (a) severity
of risk, (b) susceptibility to risk, (c) benefits
of preventive action, and (d) ability to take
preventive action.10 The CBCM likewise describes change in preventive behavior as the
final result of program-induced changes in
perceptions (although d, above), decisions
(to enter different contraceptive stages), behavior (sexual activity or contraceptive use),
and final outcome (e.g., pregnancy rate). A
standard description of this model is given
in Appendix E.
The theoretical framework used in this
study is a slight elaboration of the CBCM.
Borrowing from the CBCM, we highlight
the salience of sexual activity and contraceptive use as proximate variables. However,
we further distinguish between wanted and
unwanted pregnancy and give more detail
on the economic and cultural roots of fertility behavior. The resulting model serves
as background for discussion of root and
proximate factors.

ROOT FACTORS

The conceptual model distinguishes between wanted and unwanted fertility, each
of which has a distinct set of root factors.
Wanted Fertility
The economic and cultural determinants
of wanted fertility include (a) the economic
payoff of teen pregnancy, (b) the economic
and social costs of teen pregnancy, and (c)
pronatalist traditions. These influences are
described below.
(a) Economic payoff of teen pregnancy
From this perspective, teens see investments
in early sexual activity and pregnancy as economically beneficial compared to alternative
investments in abstinence, delayed sex, or
schooling. In that light, a teen might view
her chances of success through schooling
as slim. She might feel that her graduation
chances are limited or that she will eventually face poor employment prospects even
after completing her education. In that case,
she has little incentive to invest in education, and she might feel better off pursuing
marriage and early family formation as an
alternative life course.11
Under this scenario, pregnancy is wanted;
teens engage willingly and knowingly in
early sex and pregnancy as a means to reap
its perceived benefits. The decision to engage in early sex, childbearing, or marriage
represents a deliberate life choice made after
a careful assessment.
If this theory holds, the study should find
(1) few instances of unwanted births,
abortion, or child abandonment, (2) many
reports of benefits to early births, and (3) a
positive correlation between a region’s levels
of graduate unemployment and its rate of
teenage pregnancy.
(b) Subsidization of teenage pregnancy
The argument here holds that the economic
costs of an early pregnancy are too low
to serve as a deterrent, or that these costs

9 See, for instance, Bongaarts (1978); Agha (2003); Chun-Park (2008), respectively.
10 Janz and Becker (1984); Agha (2003).
11 Furstenberg (1998).
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are expected to be supported by relatives,
partners, or society. Parents or grandparents
might provide full child care; national education policies might facilitate the re-entry
of girls in school; the teen’s sexual partner
might cover the direct costs involved in
raising the child. Under such circumstances,
a teen is expected to be less committed
to abstinence and contraception since she
expects a baby to create little disruption in
her life.
If this argument is correct, then the study
should find empirical evidence of (1) regret
among currently pregnant teens or young
mothers, (2) attempts to return to school
that are unsuccessful or marital plans that
fizzle, (3) higher incidence of teenage pregnancy among teens with the most extensive
family and partner support, and (4) rising
levels of teenage pregnancy after the new
education policy to support the return of
pregnant mothers to school.
(c) Pronatalist traditions
Teens follow traditional norms that prescribe or condone early pregnancy and marriage, and gender roles that are inconsistent
with prolonged schooling for girls. Alternatively, norms of sexual behavior might be
more relaxed, perhaps with a greater acceptance of early and transactional sex.
If that argument is correct, the rates of
pregnancy would be (1) highest in subregions or communities that historically have
had the higher rates of completed fertility
and lower levels of schooling among adult
women, (2) highest in communities with
earlier and universal marriage, or with more
submissive roles for women, and (3) generally described as wanted.
Unwanted Fertility
As our conceptual framework shows, unwanted fertility is jointly shaped by sexual
activity and contraceptive use. Each of these
proximate behaviors is, in turn, affected by
a set of root factors. Relevant root factors

for sexual activity include poverty, economic
inequality, peer pressure, and social and
parental control.

the highest levels of economic inequality.
Such places include urban centers, active
truck stops, and temporary work sites.

condoms early in the relationship but eventually decide they have established a level of
trust that obviates the use of condoms.

Determinants of Sexual Activity
(d) Poverty
Under this perspective, sex is not sought
for its own sake. Rather it is a last-resort
means to meet basic needs for food, shelter,
or education. This quest for survival guides
both the initiation of sexual activity and
the number and profiles of sex partners.
Poverty might also limit access to costly
contraception. Contrary to root cause (a),
the calculus here is short term. The teen
does not invest in a long-term relationship,
and she does not expect this relationship to
sustain her economically for the long term.
Contrary to root cause (to follow), the teen
seeks to meet basic needs as opposed to
luxury goods.

(f) Peer pressure
A teen is drawn into sexual activity by subtle
or explicit pressure from peers who deride
abstinence and delayed sexual activity. In
that perspective, pregnancies occur not because teens really want to have sex. Rather,
pregnancies can be seen as an undesired byproduct of teens’ attempts to fit in and their
inability to overcome the perceived pressure
from peers.

If this argument is correct, then the study
will find evidence of (1) inconsistent use of
contraception, (2) incidence of pregnancy
among teens who are quite knowledgeable
about (and intermittent users of) contraception, and (3) a positive correlation between
teenagers’ alcohol consumption and their
risk of pregnancy.

If this argument is correct, then one would
see the following empirical evidence: (1)
Some of the teens’ sexual relations will occur with multiple and older sexual partners
and for non-romantic reasons; (2) Pregnancy will largely be unwanted, when it occurs;
and (3) Early sexual activity, multiple and
concurrent partnerships, and age-asymmetric relations will be most common among
low-income teen, or among teens living in
areas with high inequality or active markets
for transactional sex.
(e) Economic inequality
Inequality can affect teen pregnancy
through economic or demographic competition. Economically, teens hope to match
the consumption standards displayed by
peers and use sex as a means to that end.
Poorer girls envy the conspicuous displays
of wealth from other teens and resort to
sex with older or multiple males as a way to
catch up. In terms of demographic competition for marriageable males, economic
inequality often implies a dearth of
economically desirable males. A teen who
is involved in an unstable relationship with
such a male might resort to pregnancy as a
desperate attempt to secure a longer-term
commitment. This logic encourages early
and frequent sex with older males but also
results in early pregnancy.
If this argument is correct, then pregnancies
will be most prevalent in communities with

If this argument is correct, one should
observe the following: (1) Clique behavior
in schools. Sexual behavior and pregnancies
will be similar within various cliques, and
these cliques will be easily identifiable in
schools, and (2) sexually-active teens being
relatively unenthusiastic about their enjoyment of sex.
(g) Social and parental control
Sexual activity decreases with parental
supervision. Supervision may be lacking
because parents feel they no longer have the
right to discipline children, because parents
are busy or overworked, or because parents
are simply absent due to death, divorce, or
celibacy. Lax parental supervision is further
compounded by the eroding influence of
church and schools, by the conflicting messages from mass media, and by the influence
of tourism and urbanization.
If this argument is correct, higher rates of
teenage fertility are expected among (1)
orphans or single-parent families and (2)
teens who have limited communication with
parents about sex.
Determinants of Contraceptive Use
These include individual self-control, power
relations within the sexual relationship, and
program environment (specifically with
respect to contraceptive use and pregnancy
prevention programs). These various influences are described below.
(h) Teen’s self-control and discipline
The teen generally intends to abstain from
sex or to use birth control, but for various
reasons (passion, alcohol, inability to delay
gratification), she lapses into episodes of unprotected sex. Alternatively, teens initially use

(i) Power relations
A teen might wish to abstain from sex or
use contraception but lacks the assertiveness or negotiation skills to make her
wishes respected by her sexual partner. In
that case, the initiation and frequency of
sex, as well as the use of contraception,
would reflect the preferences of the sexual
partner, rather than the teen’s own wishes.
Key determinants of sexual outcomes in
that scenario include not only gender roles
in the community, but also age and status
asymmetries in the relationship. In other
words, teens are unable to assert their
sexual preferences when dealing with sexual
partners who are older, more educated,
or wealthier. Alternatively, their lack of
assertiveness may reflect a culture that
prescribes submissive roles for women. If
this argument is correct, then one should
find evidence of (1) unwanted pregnancy,
(2) unwanted sex, and (3) age and economic
asymmetries in most sexual relationships.
(j) Program environment
Teens engage in sexual activity for a variety
of reasons but do not intend to become
pregnant. Pregnancies reflect the teen’s limited access to effective contraception. Access is defined not only in physical and economic terms, but also in sociocultural terms.
In that light, adolescent-friendly services
matter as much as the cost of contraception
or distance to family planning centers. If
this argument is correct, teenage pregnancy
will be (1) generally unwanted and (2) more
prevalent in communities where teens have
limited access to contraception.
PREVIOUS STUDIES

Previous studies of teenage fertility in
sub-Saharan Africa have noted a rise in
premarital sexual activity with the extension
of schooling, the rising age at marriage, and
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the declining age at menarche. The traditional orientation of FP in favor of older
and married women raises the incidence
of out-of-wedlock births.12 This literature
also underscored the urgency to address
teen pregnancy as a public health priority
not only within the framework of high-risk
sexual activity (Jewkesa et al. 2001; Biddlecom et al. 2007), but also as an influential
factor in national development (Biddlecom
et al. 2007). Other studies have evaluated the
micro-level consequences of teenage fertility
for schooling and the health of teen mothers
and their babies, generally finding adverse
consequences (LeGrand and Mbacke 1993).
Key to our interest here, several studies
have examined how programs impact the
pregnancy rates and reproductive health
(RH) of teens.13 The best studies in this

literature have used experimental designs
and quantitative analyses that generate more
reliable estimates of program impacts.14
Reviews of these studies generally suggest that interventions can be effective if
they include multiple channels of communication, reach a substantial proportion
of young adults, and make contraceptives
widely available.15 More broadly, a classic
review16 of the most rigorous evaluations
shows that multicomponent programs are
often successful in modifying reproductive
behaviors, including in order of frequency
– (a) delayed initiation of sex, (b) increased
condom use, (c) reduced number of sexual
partners, (d) increased use of contraception,
and (e) increased abstinence. Yet most of
the 10 programs reviewed (8 of which were
located in sub-Saharan Africa) showed little
change in the ultimate outcomes, i.e., the

incidence of pregnancy or sexually transmitted infections. Such results suggest that
program effects on behavior may not be
large or lasting enough to produce substantial changes in the ultimate RH outcomes.
Yet this research underscored the distinction
between intentions and proximate behaviors (that are most likely to change) and the
final reproductive outcomes (that might be
slower to change). The challenge therefore
is to identify the circumstances under which
programs create a lasting impact. Other
studies have suggested that impacts depend
on active youth development programs and
community involvement.17 Among the eight
Africa-based programs, the most successful
in changing reproductive behavior were in
Cameroon and Zimbabwe. One must draw
from these interventions in thinking about
implementation in Kavango.18

12 Meekers (1994); Gage-Brandon and Meekers (1993); Garenne, Tollman and Kahn (2000); Mensch, Grant, and Blanc (2006); Soler-Hampejsek, Mensch, and Hewett (2009;
Juarez et al. (2008).
13 See, for instance, Agha (2003); Alford, Cheetham, and Hauser (2005); Baird and Porter (2011); Bearinger, Sieving, Ferguson, and Sharma (2007); Chilisa (2002); Gogna,
Binstock, Fernandez, Ibarlucia, and Zamberlin (2008); Hindin and Fatusi (2009); Jewkes, Morrel, and Christofides (2009); Kirby (2002); Lou, Wang, Shen, and Gao (2004).
14 See, e.g., Alford, Cheetham, and Hauser (2005). Yet a few studies rely on qualitative investigations of teens’ views (Amuyunzu et al. 2005).
15 Agha (2003).
16 Alford et al. (2005).
17 Alford et al. (2005).
18 These programs were “Horizons Jeunes” (Cameroon) and Promoting Sexual Responsibility among Youth (Zimbabwe).
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III. Methodology
STUDY SAMPLE

The study was conducted in all nine constituencies of the Kavango region. We used
schools as a reference point for sampling.
Using a list of the region’s schools, which
was provided by the Ministry of Education, we drew our study sample in several
phases: (1) stratifying schools based on the
number of pregnancies in the constituency
in the past year; (2) sampling youth through
a stratified random sampling procedure that
included random sampling of two schools,
then random sampling of 2 to 3 classes per
school and random sampling of 7 to 10
students in each of the sampled classes; (3)
using a systematic sampling procedure to
randomly sample out-of-school youth in the
surrounding community. The target sample
size in each community was 35 individuals,
i.e., 20 within schools and 15 out of school.
Altogether, the survey covered a random
sample of 676 in-school and out-of-school
youth across 18 schools and communities
in the region. Eligible youth were selected
to be roughly between the ages of 12 and
22, so they would cover multiple teen years
while also covering different birth cohorts.
DATA

The study combined primary and secondary
data sources that generated both qualitative
and quantitative evidence. The sources of
qualitative data included focus group discussions (FGDs), direct observations, and key
informant interviews (KIIs), as detailed
below. The sources of quantitative data
included Namibia’s 2006/07 Demographic
and Health Surveys and a teen survey
(Kavango Teen Fertility and Sexual Behavior Study [KTFS]) specifically designed to
provide a detailed understanding of the
incidence, timing, sequencing, and context
of various reproductive events in the lives
of Kavango’s teens. These various sources
are described below.

Quantitative Data
The Namibia DHS (2006/07): The 2006/07
DHS for Namibia contains a large volume
of information on the fertility and health of
women 15 to 49 years of age, but our analyses focused on women between the ages
of 15 and 20 and the set of questions most
relevant to this study. Relevant modules and
questions were found in the woman’s model
questionnaire, specifically items such as
Q107-111; Q201; Q226-232; Q620-625.
Because the DHS covers a nationally representative sample, it can support statistical
comparison between Kavango and other
regions of the country. Such comparisons
can highlight the association between the
regions’ levels of teenage fertility and their
socioeconomic characteristics, such as poverty levels. The data from DHS also supported individual-level analyses of correlates
of teenage fertility.
Still, the DHS data are insufficient. Much
of their information about the correlates of
teenage fertility is cross-sectional, and therefore, it cannot shed light on the teen’s family
and school situation at the time of her
pregnancy. This precludes the kind of rigorous event-history analyses needed to make
strong causal claims about the determinants
of teenage fertility. The KTFS was designed
to address this limitation.
The Kavango Teen Fertility and Sexual Behavior Survey: Fielded between September
28 and October 8, 2011, the KTFS 2011
generated more updated, locally relevant,
and detailed data than those available in
the DHS. It used life history calendars to
reconstruct the timing and incidence of key
reproductive events in the respondents’ lives
during their teen years. Because it contains
annual data on the timing of reproductive
events and other life events, it can support
more rigorous tests of the correlation between various life events and the incidence
of teen pregnancy.

The data in this survey were collected with a
standard questionnaire and a life history calendar. The standard questionnaire included
questions about the respondent’s enrollment status and educational aspirations, her
family background, fertility preferences, and
sexual and contraceptive experiences, as well
as her interactions with romantic partners.
In addition to this standard questionnaire,
the study used a calendar to collect longitudinal data on the teen’s history between the
ages of 10 and 19. Calendars are effective
in improving the recall of events in peoples’
lives.19 They can help to landmark the most
memorable events and to facilitate the recall
of less memorable events. The calendar
covered years from 1996 to 2011. Its rows
(entries) were used to record reproductive
events (onset of menses and sexual activity,
contraception, and incidence of pregnancy
and births) and also annual information on
school enrollment, school performance, and
residence, as well as parents’ survival, marriage, and employment.
The survey covered a random sample of
676 in-school and out-of-school youth
across 18 schools and communities or the
region. Eligible youth were selected to be
roughly between the ages of 12 and 22.
Youth were sampled through a stratified
random procedure that included random
sampling of two schools in each of Kavango’s nine constituencies, then random
sampling of two to three classes per school,
and random sampling of 7 to 10 students in
each of the sampled classes. Other respondents were randomly sampled in the surrounding community following a systematic
sampling procedure. The target number of
individuals sampled in each community was
35, including 20 in schools and 15 out of
school. The list of sampled schools and
communities is given in Appendix D.
The data were collected by a team of 13
enumerators who were hired locally and
trained for 2 days. The training included off-

19 Freedman et al. 1987.
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interventions. The instrument for this data
collection phase was a small set of openended set questions about past/existing
initiatives to curb teenage pregnancy in
the region. Key informants included: (a)
teachers and school officials; (b) members
of the Kavango Region Teen Pregnancy
Task Force; (c) officials from the local
government; (d) officials from the Central
Government; (e) community leaders including traditional leaders; (f) U.S. Government
implementing partners; and (g) representatives from UNICEF, UNFPA and other
UN agencies.

field exercises, mock interviews, and a field
exercise. The enumerators worked in groups
of three individuals, with one member designated as the team leader.
Qualitative Data
While the quantitative data serve to quantify
the general trends and patterns, the qualitative data sought a deeper understanding of
the issues and processes being studied. We
used these qualitative methods to pursue
questions that are not easily answered with
quantitative methods.
Data collection instruments were designed
for both the FGDs and KIIs. The FGDs
used semistructured questions to discuss the
respondents' experiences, views, and opinions on how and why teenage pregnancy
occurs. Some also discussed the perceived
barriers to family planning. The KII instrument, likewise, discussed the informants’
views and opinions on factors contributing
to teenage pregnancy and possible solutions.
The qualitative data were primarily collected
by the researchers, but a few focus group
discussions were conducted by the field supervisors. The qualitative data was collected
at the same time as the survey.
Focus group discussions: The research team
conducted multiple FGDs with teenagers
(ages 13 to 19), both in and out of school,
with or without experience of pregnancy.
Other FGDs were conducted with parents,
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service providers at the community and
facility levels, and service users. These FGDs
were used to gauge local attitudes about
and understanding of teenage pregnancy:
How accurate is the knowledge of local
populations about the incidence of teenage
pregnancy? How high are Kavango’s rates of
teenage fertility? Are these rates problematic? Why? If they are a problem, what can be
done to address them? How much consensus is there in the community about causes
and effects? The content of these FGDs was
hand recorded and summarized. A total of
13 focus group discussions were conducted.
Key informant interviews: These were conducted with key actors in the public, civil,
and traditional sectors, both within the Kavango region and at the national level. Interviewees at the regional level came from
regional directorates of key line ministries
(Health, Education, Youth, and Gender)
local nongovernmental organizations (e.g.,
Namibia Planned Parenthood Association
[NAPPA]), school principals, and traditional and religious leaders. At the national
level, we interviewed key actors in the same
ministries (Health, Education, Youth, and
Gender) and relevant international agencies (UNFPA, UNICEF, NAPPA). Using
open-ended questions, we asked key informants about possible solutions and existing
initiatives, including their strengths and
limitations. The idea was to gauge what had
worked well and what could be improved in
the design and implementation of current

Archival data: We reviewed the existing
literature to identify the most common and
plausible hypotheses about root causes of
teenage pregnancy. The review also helped
refine policy recommendations based on
best practices noted elsewhere. The review
of literature included theoretical papers,
previous empirical studies, program documents on existing interventions, government
policies, etc. Key documents for Namibia
included the “Namibia Sexual and Reproductive Health Policy,” existing literature on
teenage pregnancy in Namibia, the “Namibia University Study,” the DHS 2006/07,
the Kavango Regional Management Team
reports, and successful interventions in other
regions or countries with similar socioeconomic and social context and integration of
teenage pregnancy programming with other
interventions (e.g., HIV/AIDS, antenatal
care, and family planning).
DATA ANALYSIS

Quantitative Analysis
The data collected in the field were analyzed to produce the statistical tables used
to test the study’s main hypotheses. Data
quality was checked at three points. The
first occurred during the training. Over 2
days, enumerators were trained in all aspects
of data collection, including respondents’
selection, human-subject protocols, interviewing, and recording. Practical exercises
were conducted off- and in-field, with mock
interviews reviewed collectively to improve
the interviewers’ performance. The second quality check point occurred through
supervision. In each team, one member was
designated as leader, and she/he was tasked
with checking interviews for completeness
and accuracy before submission to the re-

searchers for another verification. The final
check occurred during data entry. Data were
verified for completeness, internal consistency, and quality.20
Data from the DHS and KTFS were analyzed to examine the patterns and determinants of teenage pregnancy in the region.
The DHS 2006/07 was used to model contraceptive and reproductive outcomes for
the nation overall, with some comparisons
between Kavango and other regions. As the
KTFS contained historical information on
the timing of key personal and reproductive events, it served as a historical baseline
for conducting event-history analysis of the
precursors of teen pregnancy.

Altogether, the study examined three sets of
statistical analyses: one at the macro-level,
another at the microlevel, and still another
with the event-history perspective. The
macrolevel analyses used regions as units of
analysis and sought to explain why teenage pregnancy rates in Kavango are higher
compared to other regions. The micro-level
analyses used individuals as units of analysis
and sought to identify which teens were
most likely to experience early pregnancy.
Finally, the event-history analyses exploited
the detailed longitudinal data collected in
the KTFS to probe in greater detail the
factors associated with the timing of teenage pregnancy. Using person-years as units
of analysis, this final set of correlations

explored the events that are chronologically
prior to, and statistically correlated with, the
incidence of a teen pregnancy.
Qualitative Analysis
The qualitative data were analyzed using
content analysis. This involved identifying, coding, and categorizing the primary
patterns in the qualitative data. Data were
analyzed based on general themes identified
in the conversations. We did not use any
software but instead studied the notes and
listed key ideas and recurrent themes. We
extracted quotes that illustrated these recurrent themes.

20 Tests looked at such criteria as whether the data fell within the appropriate range, whether dates for various events (e.g., onset of sex and pregnancy) were internally consistent, and whether the distribution of birth months in the sample or the distribution of students’ performance was widespread rather than heaping.
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IV. Findings
This section summarizes the study’s main
findings. It is organized around the study’s
conceptual framework, which distinguishes
between wanted and unwanted fertility and
their respective determinants. The review of
findings begins with the outcome (rates of
teenage fertility) and proximate behaviors
(sexual activity and contraceptive use). The
last and longest section focuses on root
causes, distinguishing between causes of
wanted and unwanted fertility. In each section, we draw evidence from both quantitative and qualitative sources.
THE MAGNITUDE OF KAVANGO’S
TEENAGE FERTILITY PROBLEM

Exactly how severe is Kavango’s teenage
fertility problem? One can answer this
question by documenting the pervasiveness
of teenage fertility, along with its timing,
its wantedness, and family context. These
criteria are discussed in turn.
Pervasiveness
The pervasiveness of teenage fertility can be
gauged with measures of prevalence, incidence, or cumulative experience. Prevalence
refers to the number or percentage of teens
who are mothers or pregnant at the time of
survey, regardless of when the pregnancy
occurred. Prevalence measures are relevant
to programming. They indicate the size of
target populations that are most relevant
for planners who wish to deliver services
to teen mothers. While prevalence is easy
to compute from cross-sectional data, such
computations can understate the experience of teen fertility; this is particularly true
Table 1. Percentage of Teens Mothers or
Currently Pregnant, by Age Group (KTFS 2011)
Ever been
pregnant?

Age group
10–14

15–19

10–19

No

59
(95.2)

301

360
(63.3%)

Yes

3
(4.8%)

206
(40.6%)

209
(36.7%)

ALL

62

507

569

in cases where the sample is younger and
includes participants who have not lived out
their teen years. Our sample’s estimate of
prevalence was 36.7 percent (see Table 1).
Prevalence rises to 40.6 percent if the age
range is restricted to 15–19 year olds. Our
estimate is larger than the figure from the
2006/07 Namibia Demographic and Health
Surveys (34 percent) for the same age range.
Incidence refers to the number of teen
pregnancies/births per unit of time, e.g.,
the pregnancies among the 10 to 19 year
olds during the last year. In the Kavango
Teen Fertility and Sexual Behavior Study
(KTFS) sample, this number was about 23.
Applied to the total number of 10 to 19
year olds in the sample (569), it is about 40
percent. Again, this rate increases when the
15–19 year olds are the focus. Measures of
incidence are useful when making historical
comparisons or when estimating new additions to the pool of teen mothers.
However, they say little about the cumulative extent of pregnancy, i.e., the odds that
a child will live out her teen years without
becoming pregnant.
Cumulative experience can be measured
by the total fertility rate (for teens), the
pregnancy survival, or the pregnancy-free
life expectancy. The total fertility rate for
teens captures the total number of children
a female would bear during her teen years if
she experienced during each age (10, 11, 12,
…) the fertility rates typical of that age. Unlike prevalence measures, it is not affected
by the sample’s age composition; moreover,
it counts multiple births rather than the first
birth only. The value for our sample was
0.69 births (Table 2), which is higher than
the prevalence statistic (0.37).
Alternatively, one can use life tables to calculate child-free life expectancy or pregnancy/motherhood survival. The first measures
the number of teen years that an adolescent
is expected to live before she becomes a
mother. Motherhood survival describes the

Table 2. Age-Specific and Total Fertility
Rates for Teens, KTFS 2011
Age

Age specific
fertility rate

10

.00

11

.00

12

.00

13

.00

14

.01

15

.03

16

.08

17

.10

18

.14

19

.19

20

.13

Total

.69

gradual entry into motherhood for a cohort
of female teens. These measures are harder
to compute, but they provide more detail
about the age pattern of entry into motherhood. Further, they can support simulations to measure the impact of policy. For
instance, how would a policy that addresses
one root cause of pregnancy (say, limited
access to contraception) among a given age
group (say, those under 16) reduce the childfree life expectancy?21
These life table measures are shown in
Figure 2 and Table 3. Figure 2 shows the
gradual attrition of teens from the pool
of non-sexually active girls (bottom curve)
and from the pool of the never-pregnant
(top curve). These two curves divide the
total protection space into three areas. The
area under the bottom curve (marked A)
represents the share of protection currently
achieved through ABSTINENCE. The area
between the two curves (marked B) represents the share of protection achieved by
CONTRACEPTION. The final area (above
the top curve) is the area not protected or
protected only through ABORTION. One
can therefore compare these three sources
of protection. The thinner the middle
section, the more limited the protection

21 For instance, if a life table has data on age- and cause-specific (e.g., unwanted and wanted) rates of pregnancy, it can be used to simulate the effects of four main types of
policies, including those aimed at reducing 1) unwanted pregnancies among the youngest teens; 2) unwanted pregnancies among older teens; 3) wanted pregnancies among the
youngest teens; and 4) wanted pregnancies among the oldest teens.
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what proportion of a teen’s life is spent as a
childless and single student versus a married
student or a single mother out of school,
for instance? And how does the average
teen transition from her initial status as
“single childless student” to, say, a “married
out-of-school mother”?

Figure 2: Cumulative Survivorship Curve: Porportion of Teens Remaining Virgin
and Non-mothers, by Age

1.20
1.00
0.80
0.60
0.40
0.20
% non mothers
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% virgin

13

14

15

16

18
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20

19

Table 3. Life Table Data for Cumulative Entry into Motherhood
Age

x

# remaining
non-mother

# becoming mothers
during interval

Instant rate
of first birth
during interval

Cumulative years
lived before
motherhood

Expected years
of life before
motherhood

lx

dx

mx

Tx

ex

10

100000

0

0

869868

8.70

11

100000

352

0.0035

769868

7.70

12

99648

541

0.0054

669868

6.72

13

99107

2232

0.0225

570220

5.75

14

96875

5175

0.0534

471113

4.86

15

91700

10003

0.1091

374238

4.08

16

81696

12466

0.1526

282538

3.46

17

69231

12413

0.1793

200842

2.90

18

56818

14025

0.2468

131611

2.32

19

42793

10793

0.2522

74793

1.75

20

32000

8070

0.2522

32000

from contraception. As Figure 2 shows,
the relative importance of these sources of
protection evolves with age. As teens grow
older and become sexually active, the role
of family planning (FP) services becomes
more essential.
More fully, one can construct life tables
showing cumulative survival data and other
summary statistics, such as the expected
life remaining before motherhood (e.g., last
column). It measures the average number of
years left before the teen becomes a mother.
In our case, a girl who reaches age 10 has an

average window of 8.7 years before becoming a mother. By the time she turns 15, and
assuming she has not become pregnant by
then, the corresponding time is now about
4.1 years.22 In essence, this number represents the time window remaining for pregnancy prevention. It can be used in policy
simulations to gauge the impact of different
programs in delaying the first pregnancy.
Finally, these tables can help track the
proportion of teen years spent in various
statuses with respect to school enrollment,
motherhood, and marriage. For instance,

In sum, teen pregnancy is clearly pervasive
in Kavango. It is in fact more pervasive than
suggested by measures of prevalence. For
instance, while we estimate the prevalence
of motherhood among Kavango’s 15–19
year olds to be about 37 percent, the actual
percentage of teens who become pregnant/
mothers by age 20 is about 68 percent.
Importantly, as suggested in our event history analyses of the KTFS data (see Table
4, coefficient for the time period variable),
rates have increased in recent years, relative
to the rates observed in 2000–2005.
Timing
Not all teen pregnancies are equal. The
earlier a pregnancy, the more severe its
health and economic consequences.23 Many
informants reported seeing teens give birth
as early as age 10 or 4th grade. However, the
median age at first birth was around 18.5
(see Figure 2) versus roughly 19.9 in the
2006/07 DHS. One can also examine the
concentration of pregnancies in older teen
years. Taking age 16 as a threshold, the percentage of teens giving birth by age 16 was
about 20 percent (see Figure 2). Detailed
analyses showed a strong age gradient (see
Table 11 later in this section), where the risk
of teenage pregnancy increased sharply with
age: Each additional year of age within the
15–19 age range multiplies the odds of a
teen birth by two; for the nation as a whole,
teen births tend to cluster in the later years.
However, Kavango’s age gradient was 26
percent less steep than for the rest of the
country (see Table 13 in this section). This
implies a smaller age gradient: Kavango
teens begin their fertility a little earlier compared to peers in other regions.
Timing can also be measured relative to
onset of sexual activity and menses: How
long can teens avoid pregnancy after these
events? Data from the KTFS show a median
age at first sex of about 15.5 years (versus

22 Note that the implied age at first birth varies, from 18.7 years in the pool of 10 year olds to 19.1 in the pool of 15 year olds. This is expected: Those who reach 15 without
becoming pregnant are somewhat different than the pool of 10 year olds, and they are selected somewhat differently as well. Perhaps they are less fecund, less sexually active,
or more likely to use contraception.
23 LeGrand and Mbacke 1993.
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Table 4. Number of Children Desired by Teens, KTFS 2011
# children

0

1

2

3

4

5

6

7

8

9

10

Count (%)

6 (1.1%)

57 (10.8%)

213 (40.5%)

152 (28.9%)

68 (12.9%)

24(4.6%)

2 9(0.4%)

2 (0.4%)

1 (0.2%)

0 (0%)

1 (0.2%)

Figure 3. Desired Fertility by Age Group, Kavango versus Namibia

Desired number of children

6
5
4
3
2
1

Kanvango

45-49

40-44

Namibia

35-39

30-34
Age Groups

16.7 in the 2006/07 DHS). Interestingly,
while the KTFS data differ from the DHS
in terms of both the median age at first sex
and the median age at birth (15.5 and 18.7,
respectively in the KTFS versus 16.7 and
19.9, respectively, in the DHS),24 both data
sets show exactly the same window of time
(3.2 years) between the initiation of sexual
activity and the first birth. This window can
be widened if access to effective contraception improves.
Finally, timing can be evaluated relative to
stage in the school cycle. Event history analyses of our KFS data (see Table 14 in this
section) showed a few grades in the school
system – notably grades 8 and 10 – to have
higher risks of teenage pregnancy.
Wantedness
For policy and scientific reasons, it is useful
to assess whether teens’ pregnancies were
wanted. Desired fertility is harder to address
within the framework of voluntary family
planning, whereas unwanted births clearly
signal an unmet need. In the KTFS, teens
who were [or had ever been] pregnant were
asked whether or not their last pregnancy
was wanted. Nearly 90 percent of those

25-29

20-24

15-19

pregnancies turned out to be unwanted,
with virtually all among the younger teens
being unwanted.
The few teens who wanted their pregnancies were further asked why. Some intrinsically wanted to bear a child (39 percent);
others loved the baby’s father (39 percent);
and the rest hoped to prove their fertility
(22 percent). Teens who did not want the
baby might have been swayed by partners’ preferences, as a third of them had
partners who wanted the baby. This result
underscores the importance of male-female
bargaining in fertility decision-making.
Female teens who did not want to become
pregnant were asked how long they would
like to wait before becoming pregnant.
The desired delay averaged 26 months, and
it was correlated with age at pregnancy:
Younger mothers would like to have waited
longer. If teens could achieve their ideal
timing, the median age at first birth would
rise by as many as 3 years (i.e., to 21.5 years,
according to KTFS data.
Not only do teens want to delay births, but
also they want few children. The median

24 Our data (later) suggests that the difference reflects a real increase in teenage pregnancy since 2006.
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0

number of children desired was about two,
with a mean of 2.3. These findings were
consistent with the DHS data that showed a
mean of about 2.1 among the 15 to 19 year
olds and a steep decline in fertility desires
across generations (see Table 4 and Figure 3).
Family Context
The socioeconomic consequences of teenage pregnancy can be mitigated by family
support. A committed partner provides
some of the emotional and material support needed to face motherhood while also
sparing the child the stigma of having “no
name.” Parents can provide valuable assistance with child care and with efforts to
return to school. Accordingly, we examined
the family circumstances of teens through
pregnancy and motherhood. Of all teens
who reported their marital status, only 4.7
percent were married. A few more had a
fiancé (9.4 percent) or a steady boyfriend
(39 percent), but the duration of these
relationships was not reliably documented.
Therefore, it was unclear how much these
relationships overlapped with pregnancies.
Overall, few of the teens’ pregnancies occurred within a secure, socially sanctioned,
and supportive relationship. Microanalyses
of DHS data showed that pregnancies were
proportionately more likely to occur out of
marriage in Kavango than in other regions
(see Table 5.13, later in this section).
We examined the extent of parental support. In the KTFS, only a third of teens
who gave birth had both parents present. Even under that favorable situation,
parents could not always provide the desired
economic support if they were unemployed
or employed in low-wage or informal jobs.
Further, their emotional support was not
guaranteed. According to teens in focus
group discussions, most parents would be
deeply disappointed to see their daughters
become pregnant in their early teen years.
Most would respond with silent disapproval
or grudging acceptance. Nonetheless, most
of these disappointed parents were gener-

Table 5. Expected Parental Reaction if Told about First Sex
Expected reaction

Very unhappy

Unhappy

Indifferent

Happy

Very happy

Count

281

62

29

12

22

%

69.2

15.3

7.1

3

5.4

ally concerned about their respective daughters’ well-being and refrained from harsh
scolding out of fear that their daughters
might contemplate suicide, unsafe abortion,
or baby dumping.
Perhaps in anticipation of such negative
reactions, few teens (9.8 percent) tell parents
about their first sexual encounter. Most
expect their parents to be very unhappy (69
percent) or unhappy (15 percent) if told.
Only 16 percent of parents were expected
to be indifferent or happy to learn that their
respective daughters were sexually active
(see Table 5).
Even teens who had been sexually active for
some time still expected their parents to be
unhappy if told now. Most expected their
mothers to be very unhappy (64 percent)
or unhappy (18 percent). According to
key informants, mothers in the region are
expected to be more understanding of their
daughters than fathers would be. It thus
seems clear that very few parents welcome
the idea of their teen daughter having sex or
becoming pregnant.
Our descriptive results thus confirmed the
pervasiveness of teenage pregnancy. Indeed,
this experience was more common than
suggested by prevalence measures. At the
same time, much of the teen pregnancy in
Kavango was clustered within the later teen
years. The window of time between sex and
first births was roughly 3.2 years, suggesting
that many teens manage to avoid pregnancy only for a relatively brief duration of
time after the initiation of sexual activity.
Although teenage pregnancy is common, it
is generally not intended by the teen, and it
is not welcome by the teen’s parents. Teen
pregnancies usually occur in a family environment where teens lack the full financial,
emotional, and time support to face motherhood and child care.

Public Perceptions
Participants in FGDs and key informants
were asked about their perceptions of the
seriousness of the teenage pregnancy problem in Kavango. Virtually all informants
and participants saw teenage pregnancy as a
visible problem whose prevalence was “high
and growing.” Although these perceptions
have limited value as indicators of actual
pregnancy rates,25 they reflect a public concern over the issue. The qualitative investigations about the perceived magnitude of
the issue indicated the following:
Key informants, particularly in the Ministry
of Education and the Ministry of Health
and Social Services, provided statistical
evidence of the problem in the region compared to national statistics. According to the
Regional School Counselor who was interviewed, “pregnancy is a growing concern
in the region. Okavango has the highest
pregnancy rates in the country but perhaps
Angola, as a neighboring country, is contributing to our figures.” The Regional Director
of Ministry of Health and Social Services in
Kavango region was greatly concerned:
“… the situation in Kavango is very sad. There
are more youth in the maternity ward compared to
adult women. Worse is that our budget is increasing
due to the increased number of caesarean operations
conducted on youths. Even now, we are currently
analyzing the maternal mortality rate in the region,
which has increased significantly, and it appears that
teenage pregnancy is contributing to this.”
A social worker at Nyangana Referral Hospital conveyed a similar response:
“Teenage pregnancy is a huge problem. The
maternity ward is just full of young girls, and sadly
to say, the fathers of the babies are never there to
support these girls.”
There is great variation in the perceptions
of teens themselves. Teens in focus group

discussions were asked to imagine a group
of 10 Kavango children who had just
reached age 10. Out of these 10, how many
did the participant expect would reach their
20th birthdays without becoming mothers?
Responses varied, with figures often ranging
from two to eight.
Older informants (traditional leaders in
particular) saw the problem as growing
after independence. They attributed it to
the adoption of new norms that challenge
parental authority, traditional authority,
and religious values. They also blamed the
change in the school25 system (co-ed schools
bringing boys and girls in closer contact)
and a spread of western values through television, movies, the Internet, and tourism.
Some informants saw the problem of teenage fertility as generalized and not confined
to a single demographic group. However,
others point to important ethnic differences. “It’s part of the culture for Barakwena to
start early with sex, only one Barakwena and four
Mbukushu became pregnant this year,” said one
of the principals. One traditional leader corroborated the influence of culture: “You must
understand Kavango has many ethnic groups. Some
of them migrated from Angola long ago and have
settled here. These people have different practices,
such as early marriage, and it has spread to other
groups as well. Because of this, they have a lot of
teenage pregnancies.” A key informant from the
University of Namibia referred to a recent
study conducted by the university, “Some
areas are worse than others because of difference in
culture… Bunya is also one of the areas because of
early marriage; they arrange early marriages.”
Key informants at the Ministry of Education at the regional level and some of the
teen girls of the focus group discussions
noted that teenage pregnancy occurs mostly
among girls in grades 8–10. Reasons for this,
according to the study participants, are mostly attributed to the change from primary to
secondary school and girls accommodated in
boarding schools. The Deputy Director of
the Ministry of Education confirmed that
“when girls go to secondary school, they are most vulnerable sometimes because there is no proper accommodation and [they] are forced to sell themselves.”

25 Such answers might reflect mere acquiescence from participants, some of whom knew the survey was coming. Before taking their responses at face value, one must
consider their sources of insight. A few informants had seen or heard about the statistics on teen pregnancy, even though many did not know that Kavango ranked first in the
nation; a few had participated in forums or debates where these concerns were raised. Participants in another set might just have tried to observe the numbers or percentages
of pregnant teens around them. For this group, it is easy to under-estimate the percentage because pregnancies are only visible for a brief period.
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Table 6. Kavango’s Ranking on Teenage Fertility and Selected Socioeconomic Variables, KTFS 2011
Socioeconomic Variables

Teenage Fertility
Mean Children
Ever Born
Among Teens

Durable wealth
among adults
(1=lo 8=hi)

Wealth quintile
among adults
(1=poorest)

Education Level
among teens
(0=No 3=Sec+)

Education level
among adults
(0=no 3=sec+)

Unemployment
rate
[all females]

Unemployment
[females with
secondary education

Oshana

0.10

Khomas

6.16

Khomas

4.24

Khomas

1.96

Khomas

1.88

Erongo

0.40

Erongo

0.38

Omusati

0.12

Karas

6.10

Erongo

4.18

Erongo

1.91

Karas

1.82

Khomas

0.46

Khomas

0.43

Khomas

0.13

Erongo

5.90

Karas

4.15

Karas

1.87

Oshana

1.81

Karas

0.48

Karas

0.45

Erongo

0.14

Hardap

5.77

Hardap

3.89

Oshana

1.84

Erongo

1.77

Oshana

0.51

Oshana

0.48

Ohangwena

0.15

Otjozondjupa

5.29

Otjozondjupa

3.67

Omusati

1.79

Omusati

1.73

Oshikoto

0.57

Kunene

0.51

Oshikoto

0.19

Omaheke

4.93

Omaheke

3.39

Hardap

1.73

Caprivi

1.70

Omusati

0.58

Otjozondjupa

0.54

Hardap

0.23

Oshana

4.49

Oshana

3.15

Caprivi

1.71

Hardap

1.66

Caprivi

0.61

Omusati

0.56

Karas

0.23

Oshikoto

4.19

Kunene

3.00

Oshikoto

1.71

Oshikoto

1.61

Omaheke

0.61

Oshikoto

0.57

Otjozondjupa

0.32

Kunene

4.14

Oshikoto

2.76

Omaheke

1.70

Ohangwena

1.54

Otjozondjup

0.62

Hardap

0.59

Caprivi

0.33

Caprivi

3.73

Caprivi

2.55

Otjozondjupa

1.63

Omaheke

1.51

Hardap

0.62

Omaheke

0.59

Kunene

0.34

Omusati

3.29

Omusati

2.37

Ohangwena

1.63

Otjozondjupa

1.46

Kunene

0.64

Kavango

0.60

Omaheke

0.38

Kavango

2.91

Kavango

2.21

Kavango

1.50

Kavango

1.32

Kavango

0.65

Caprivi

0.62

Kavango

0.38

Ohangwena

2.86

Ohangwena

2.13

Kunene

1.33

Kunene

1.27

Ohangwena

0.69

Ohangwena

0.64

Some key informants at the national level
did not see Kavango as unique. Instead,
they deemed teenage pregnancy “a national
problem”; such views are consistent with
some of the national statistics that show
almost equally high rates of teenage fertility
in regions such as Omusati. Yet the same
informants agree that differentiating factors,
such as ethnicity, poverty, inequality, and
parental influence, are important.
PROXIMATE BEHAVIORS

Given that teen fertility is high, this section
explores its proximate determinants, specifically sexual activity and contraceptive use.
Sexual Activity
Do the high rates of teenage fertility found
in Kavango stem from higher rates of sexual activity of riskier sexual behavior? Many
males have become quite cynical about girls’
sexual behavior, and they generally believe
most girls start having sex by age 12–13.
According to male and young participants
(ages 12–17) in a focus group discussion at
Sitopogo Combined School, “They (girls) start
at 12 to 15 years; we know four aged from 14 to
15 years and they see it from their sisters.” At another school, a participant responded, “Most
of the young ones are already sexual active at early

stage”; “Some are having friends who are older than
them, who are sexual active and they will force you
to do what they do.” The public also appears to
believe girls have multiple sexual partners.
A common caricature heard in focus group
discussions holds that the average girl has
three sexual partners: “one for food, one for soap
and toiletries, and one for school fees.” Further,
female teens (especially in urban areas) were
thought to be frequently involved with older
men, including taxi drivers, teachers, construction workers, defense force workers,
and civil servants.26
The reality appears to be somewhat less
stark. To check the economic and behavioral roots of Kavango’s high fertility, we
compared this region’s socioeconomic and
behavioral features with those of other
regions (Tables 6 through 9).
Girls in a group at one school in Mupini
were asked who impregnates the girls; they
responded, “workers, school mates, teachers,
construction workers, and defense force.” Many
informants suspected that sexual relationships between teachers and students were
common. However, when asked to discuss
specific cases where they were 100 percent
certain that a relationship existed, some

could not think of a recent example, arguing that these relationships were often kept
under wraps. This was confirmed by the
Deputy Director of Programs and Quality
Assurance at the Ministry of Education, “the
Ministry has received reports of teachers impregnating students; however, cases reported to the Ministry
are often withdrawn from parents, making it difficult
for the Ministry to take action against the respective
teachers.” According to the Deputy Minister
of Health, who is also from Kavango region,
some parents feel good that teachers, doctors, and working class men are having relationships with their girls. They regard this as
some form of status and enjoy the financial
benefits from such a relationship. Although
poverty is an issue in Kavango region, the
Deputy Director, who is also from the
region, believes parents are not serious about
education and allow children to get involved
with older men in exchange for money to
survive, thus compromising the children’s
education. She cited accounts of girls getting
pregnant at primary school and getting married, and in the past, she said parents would
give their children to soldiers in exchange for
money. According to her, the trend still continues because parents value money more
than education and are not supporting their
children in education.

26 Taxi drivers were singled out in a focus group discussion at Rundu Senior Secondary School. “Taxi drivers are very popular amongst girls; they buy them nice food like the
burgers from Wimpy and then they show off at school. They even give them money to buy nice things at the truck shop at school. Ms., you must just come here especially
Fridays, you will see a lot of taxi drivers picking their girl friends.”
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Table 7. Kavango’s Ranking on Teenage Fertility and Selected Behavioral Variables, KTFS 2011
Teenage Fertility
Mean Children
Ever Born
Among Teens

Behavioral Variables
Proportion of
15-19 girls
never married

Proportion of 15-19
girls who drink more
than 5 days per

A verage # of lifetime sex partners for
15–19 year olds

Oshana

0.10

Omusati

1.00

Karas

0.10

Omusati

1.26

Omusati

0.12

Ohangwena

0.99

Caprivi

0.10

Ohangwena

1.34

Khomas

0.13

Oshana

0.99

Erongo

0.14

Oshana

1.35

Erongo

0.14

Oshikoto

0.96

Otjoz ondjupa

0.15

Oshikoto

1.61

Ohangwena

0.15

Khomas

0.96

Hardap

0.17

Kavango

1.68

Oshikoto

0.19

Omaheke

0.94

Oshana

0.18

Erongo

1.72

Hardap

0.23

Karas

0.94

Omaheke

0.19

Caprivi

1.79

Karas

0.23

Hardap

0.92

Oshikoto

0.20

Otjoz ondjupa

1.85

Otjoz ondjup

0.32

Erongo

0.92

Khomas

0.21

Khomas

1.88

Caprivi

0.33

Caprivi

0.88

Omusati

0.25

Karas

1.92

Kunene

0.34

Otjoz ondjupa

0.79

Kunene

0.27

Kunene

1.96

Omaheke

0.38

Kunene

0.75

Ohangwena

0.28

Hardap

2.24

Kavango

0.38

Kavango

0.75

Kavango

0.31

Omaheke

2.24

Table 8.Who Is Paying for the Teen’s Tuition This Year?
Person
paying

Parents

Other
relative

Self

Sex
partner

Other

Total

Count

247

119

1

8

37

412

%

60%

28.9%

0.2%

1.9%

9%

100%

Table 9. Kavango’s Ranking on Teenage Fertility and Contraceptive Use, KTFS 2011
Use of Modern Contraception

Teenage Fertility
Mean Children Ever
Born Among Teens

% Using Modern
Contraception (teens)

% Using Modern
Contraception(adults)

Difference
adults – teens

0.43

Erongo

0.59

Kavango

-0.02

Oshana

0.10

Kunene

Omusati

0.12

Otjoz ondjupa

0.43

Khomas

0.56

Caprivi

0.07

Khomas

0.13

Kavango

0.38

Karas

0.54

Kunene

0.07

Erongo

0.14

Omaheke

0.36

Otjoz ondjupa

0.54

Otjoz ondjupa

0.11

Ohangwena

0.15

Caprivi

0.33

Kunene

0.50

Omaheke

0.15

Oshikoto

0.19

Khomas

0.32

Omaheke

0.50

Ohangwena

0.16

Hardap

0.23

Erongo

0.29

Hardap

0.48

Oshikoto

0.17

Karas

0.23

Hardap

0.29

Oshana

0.44

Hardap

0.19

Otjoz ondjup

0.32

Karas

0.25

Oshikoto

0.41

Oshana

0.21

Caprivi

0.33

Oshikoto

0.25

Caprivi

0.39

Omusati

0.21

Kunene

0.34

Oshana

0.23

Omusati

0.38

Khomas

0.24

Omaheke

0.38

Omusati

0.17

Kavango

0.36

Karas

0.29

Kavango

0.38

Ohangwena

0.14

Ohangwena

0.30

Erongo

0.30

According to traditional authorities, parents
are reluctant to report teenage pregnancy
caused by older men because of their influence and promises to support the family.
“We as the traditional authority cannot do much
if the parents refuse to report older men impregnating the girls. When the men pay them money and
promise to support the family financially, parents
just keep quiet,” said one. Another traditional
leader had this to say: “The men silence the
parents with their money not to speak about the
pregnancy …. There are even instances where council members were responsible for the pregnancy and
sometimes, out of fear, parents keep the responsible
person as a secret.”
Our data showed the average of sexual
debut to be between 15 and 16 (this age
is even higher in the 2006/07 DHS data).
Further, Kavango ranked low (9th out of 13
regions) on the number of sexual partners
in 2007, perhaps because of early marriage.
The teen’s lifetime number of sexual partners was 1.7 in Kavango compared to 2.2
for the leading region, Omaheke (see Table
7). The perception of pervasive sexual activity with older males received limited support. According to teens’ survey responses,
their steady sexual partners were generally
someone of about the same age (26 percent) or only slightly older (66.3 percent).
Only in 6.1 percent of cases was it someone
much older. The sugar daddy stereotype also
failed to receive strong empirical support
from the survey. Of all the teens enrolled in
school at the time of survey, we asked who
was paying the bulk of tuition and school
expenses for the year. The responses (see
Table 8) show sugar daddies paying in only
2 percent of all cases.
This low percentage could well reflect a
selection bias: Girls who receive payments
from sugar daddies might already have
dropped out, making them ineligible to
answer questions about school fees. We
also could not examine whether payments
were more common among the subsample
of teens who were mothers because of the
relatively small number of teen mothers
who had returned to school.
Thus, there appears to be large discrepancies between public perceptions and the
teens’ own accounts of their sex lives.
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Table 10. Kavango’s Ranking on Teenage Fertility and Access to Family Planning Services, DHS 2006/07
Indicators of Access to Family Planning Services

Teenage Fertility
Mean Children
Ever Born
Among Teens

% teens for whom
distance to health
clinic is big problem

% teens who heard
FP message on radio
in past year

% teens who read FP
message in paper in
past year

% teens who saw FP
message on TV in
past year

% teens visited
by family plannig
worker in past year

% teens who visited
health facility in
past year

Oshana

0.10

Khomas

0.21

Karas

0.62

Erongo

0.52

Erongo

0.55

Oshikoto

0.12

Otjozondjup

0.37

Omusati

0.12

Erongo

0.22

Khomas

0.53

Khomas

0.52

Khomas

0.55

Erongo

0.12

Caprivi

0.32

Khomas

0.13

Karas

0.28

Kavango

0.51

Otjozondjup

0.38

Karas

0.44

Ohangwena

0.12

Kunene

0.32

Erongo

0.14

Oshana

0.30

Otjozondjup

0.51

Hardap

0.36

Otjozondjup

0.42

Omaheke

0.10

Omusati

0.22

Ohangwena

0.15

Hardap

0.35

Hardap

0.50

Karas

0.35

Hardap

0.31

Kunene

0.09

Erongo

0.21

Oshikoto

0.19

Otjozondjup

0.42

Oshikoto

0.49

Oshikoto

0.27

Kunene

0.24

Oshana

0.09

Hardap

0.21

Hardap

0.23

Kavango

0.47

Omaheke

0.49

Oshana

0.26

Omaheke

0.21

Kavango

0.08

Ohangwena

0.20

Karas

0.23

Ohangwena

0.51

Oshana

0.48

Ohangwena

0.24

Oshana

0.21

Omusati

0.07

Oshikoto

0.20

Otjozondjup

0.32

Omaheke

0.55

Erongo

0.45

Kunene

0.23

Oshikoto

0.19

Karas

0.07

Khomas

0.20

Caprivi

0.33

Omusati

0.55

Ohangwena

0.43

Omaheke

0.21

Kavango

0.18

Otjozondjup

0.07

Karas

0.18

Kunene

0.34

Oshikoto

0.56

Kunene

0.42

Omusati

0.18

Caprivi

0.12

Khomas

0.04

Omaheke

0.17

Omaheke

0.38

Caprivi

0.61

Caprivi

0.35

Kavango

0.13

Omusati

0.09

Caprivi

0.04

Oshana

0.16

Kavango

0.38

Kunene

0.63

Omusati

0.30

Caprivi

0.09

Ohangwena

0.07

Hardap

0.02

Kavango

0.16

Table 11. Logistic Regression Results for the Effects of Selected Variables on the Odds of Contraceptive Use, Namibia DHS 2006/07
Independent Variables

B

Sig.

Exp (B)

B

Sig.

Exp (B)

Wealth qunitile

-0.002

Age

0.407

***

1

-0.147

***

0.86

***

1.5

0.413

***

Education level

1.51

-0.035

***

0.97

0.076

***

Currently unemployed

1.08

-0.065

***

0.94

-0.094

***

0.91

Never married

-0.32

***

0.73

0.184

***

1.20

Ideal number of children

-0.084

***

0.92

-0.036

***

0.96

Using modern contraceptive method

-0.236

***

0.79

-0.269

***

0.76

Distance to health facility a problem

0.394

***

1.48

0.365

***

1.44

Heard about FP on radio in past months

0.037

***

1.04

0.089

***

1.09

Read about FP in newspaper in past months

0.124

***

1.13

0.018

***

1.02

Heard about FP on TV in past months

0.335

***

1.4

0.44

***

1.55

Visited by FP worker in past year

0.368

***

1.45

0.391

***

1.48

Kavango

0.165

***

1.18

Caprivi

-0.141

***

Erongo

-0.202

Hardap

-0.091

***

0.91

Karas

-0.461

***

0.63

Kuene

0.62

***

1.86

Ohangwena

-1.223

***

0.29

Omaheke

0.169

***

1.18

Omusati

-1.063

***

0.35

Oshana

-0.653

***

0.52

Oshikoto

-0.472

***

0.62

Otjozondjupa

0.332

***

1.39

Socioeconomic Variables

Family Planning Variables

Visited health facility in past 12 months
Net Effects of Region

Constant
-2 Log likelihood
Nagelkerke R Square
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-7.846

-11.31

2.76E+09

2.67E+09

0.155

0.198

0.87
0.82

Table 12. Multivariate Results for the Effects of Selected Variables on the Incidence of Teenage Fertility, Namibia DHS 2006/07
Independent Variables

B

Sig.

Exp (B)

B

Sig.

Exp (B)
0.79

Socioeconomic Variables

Wealth qunitile

-0.21

***

0.81

-0.23

***

Age

0.73

***

2.08

0.75

***

2.11

Education level

-1.14

***

0.32

-1.1

***

0.33

Currently unemployed

-0.27

***

0.77

-0.32

***

0.73
0.18

Family Planning Variables

Never married

-1.84

***

0.16

-1.69

***

Ideal number of children

0.02

***

1.02

0.04

***

1.04

Using modern contraceptive method

0.96

***

2.61

.093

***

2.53

Distance to health facility a problem

-0.21

***

0.81

-0.24

***

0.79

Heard about FP on radio in past months

0.14

***

1.15

0.08

***

1.08

Read about FP in newspaper in past months

-0.34

***

0.71

-0.29

***

0.75
0.81

Heard about FP on TV in past months

-0.22

***

0.80

-0.21

***

Visited by FP worker in past year

-0.34

***

0.71

-0.31

***

0.73

Visited health facility in past 12 months

0.84

***

2.31

0.88

***

2.40

Kavango

.43

***

1.53

Caprivi

0.30

***

1.36

Erongo

0.00

Hardap

0.70

***

2.02

Karas

0.34

***

1.41

Kuene

-0.20

***

0.81

Ohangwena

0.05

***

1.05

Omaheke

1.08

***

2.95

Omusati

-0.38

***

0.68

Oshana

-0.46

***

0.63

Oshikoto

-0.05

***

.099

Otjozondjupa

-0.02

***

0.98

Net Effects of Region

Constant
-2 Log likelihood
Nagelkerke R Square

Insofar as the teen’s accounts can be relied
upon,27 misperceptions breed unwarranted
mistrust between the sexes. Conversation
about misperceptions must be addressed in
local programs. Conveying “not everyone is
‘doing it’” and “character matters more than
looks in long-term relations” can help the
young girls overcome peer pressure.
Contraceptive Use
How much do Kavango teens know about
and use contraception? Data suggest that
knowledge is not an issue. Nearly all (98
percent) 15–19 year olds know about
some form of contraception. Condoms in
particular are deemed so accessible that,
according to a religious cleric informant,
“teens often used them as wrist bands or

1.00

-10.81

-11.31

***

1.59E+09

1.56E+09

***

0.44

0.45

***

balloons.” It appeared from the qualitative
conversations that teens in school were
quite knowledgeable about contraception.
Teen participants in focus discussions
were adamant that their peers knew about
contraceptives but chose not to use them.
“Teachers are giving information, but they [girls]
are ignoring what they are being taught by teachers.
We are told to do something right, but we do the
opposite.” Asked whether they know different methods of contraception, the participants in both rural and urban schools were
able to mention various methods. They
said, “We learn about contraceptives in school;
we are taught the different methods in biology and
life skills. And we read the pamphlets from the
clinic.” The Deputy Director of Programs
and Quality Assurance at the Ministry of

Education confirmed that students learn
about sexual reproductive health in school,
including topics on prevention of teenage
pregnancy in subjects such as life skills in
grade 5 and Life Science for students in
grades 8–10, prevention programs such as
“My Future is My Choice” for secondary
students, and “Window of Hope” for primary students. Similar learning takes places
at clubs in schools.
However, while some awareness exists, there
are problems in terms of the depth of knowledge and the actual use of contraception.
Using the KTFS, the level of current usage
was estimated at 8.7 percent. However,
looking at all the 2,057 person-years lived

27 Of course, teens might be reluctant to share all the details of their private lives, but given the consistency of our data on number of partners with the DHS, we cannot rule
out the possibility that they are being forthcoming. Perhaps the public tends to focus on a few spectacular cases in judging teens as a whole.
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within the ages of 15 and 19 by the individuals sampled in our survey, only 11.2 percent
of these years are covered. For about 25
percent of these cases, this coverage came
after the first birth. Therefore, only about 8
percent of the person years, before a teen’s
first birth were covered. Since our measure
of contraceptive use was crude (it addressed
neither consistent use within the year nor
the correct use of methods), the clear implication is that effective coverage remains
quite low.
In addition to contraceptive coverage being
thin, the initiation of contraception is delayed, late, and selective. Statistical analyses
of the patterns of contraceptive use (Table
11) showed older teens to be much more
likely to use contraception (51 percent more
likely with each additional year of age).
More educated teens are 8 percent more
likely to use contraception; employment also
tends to raise the odds (9 percent). On the
other hand, family economic status appears
to reduce the odds of contraceptive use,
perhaps because of its effects in delaying
the onset of sexual activity.
We also found evidence that many teens
mostly embrace contraception after the first
pregnancy. Micro-level analyses of DHS
data showed a positive rather than negative
correlation between the use of contraception and the experience of teenage birth:
Teens who used contraception at the time
of survey were 2.5 times more likely to have
experienced a teen birth. This correlation
was mostly an instance of reverse causation. Rather than contraception increasing
the odds of fertility, the causal chain likely
worked in the other direction: Teens who
had experienced pregnancy were more
determined, after the fact, to use contraception. Or perhaps their status as mothers
gave them better access to contraceptive
services. This argument of reverse causation
was confirmed by our longitudinal KTFS
data to examine how a teen’s motherhood
status affected a 2-year-lagged measure of
contraceptive use, adjusting for age (see
Table 12).
Another corroboration of this postpartum
commitment to contraception came from
regional data on differences in contraceptive

use between adults and teens. This difference was lowest in Kavango (see Table
10). Quite likely, this pattern was due to (a)
postpartum interest in contraception and (b)
the fact that teen pregnancy was higher in
Kavango. Consistent with this explanation,
the other regions with high rates of teenage
pregnancy (Omaheke, Kunene, Caprivi, and
Otjozondjupa) also showed low differences
in contraceptive use between teens and
adults. Nationally and in terms of the methods ever used, condoms (29 percent) were
the most common followed by injections
(14 percent) (DHS 2006/07). This pattern
seems to hold true in Kavango today.
ROOT FACTORS

To review the root causes of teenage
fertility, we looked at two set of causes, as
described in the conceptual framework.
The first set examines the causes of wanted
fertility; the other explores unwanted fertility, which is by far (90 percent) the larger
component. The determinants of unwanted
fertility were in turn divided between determinants of sexual activity and those of
contraceptive use. In reviewing evidence for
each of these determinants, we combined
findings from both statistical and qualitative
analyses. Statistical analyses were conducted
at both the macro and micro levels. They
explored how Kavango differs from other
regions (i.e., why Kavango is different from
other regions); the qualitative analyses examined differences within Kavango (i.e., which
teens within the region are more likely to
experience a teenage pregnancy).
Root Causes of Wanted
Teenage Pregnancy
As indicated in the conceptual framework,
factors that might encourage early wanted
childbearing include the economic payoffs of early childbearing, the low cost/
subsidization of childrearing for teens, and
the pronatalist norms in the community.
We examined the statistical and qualitative
evidence for these three factors.
Economic Payoffs to Early Pregnancy
Does Kavango’s high rate of teenage
fertility reflect an economic calculus where
teens (or their families) see great payoffs in
investing in early fertility or marriage? We
asked focus group participants about any

advantages they saw in early fertility. Most
participants emphatically said they viewed
none. Instead, they emphasized the many
setbacks experienced as a result of teenage
fertility. Generally, they highlighted consequences for teens and their families rather
than broader societal implications.
“Teenage pregnancy is a problem; it brings poverty
and poor education.”
“Brings extra work to your parent.”
“She will have more responsibility to take care of
a baby.”
Most of the respondents alluded to the
negative effects of teenage pregnancy in
relation to education:
“For the girls who have a baby, it will affect her
studies because she will drop out of school.”
“She won’t have good education.”
“Those pregnant won’t concentrate in school, but how
she will take care of the baby and the ones who are
not pregnant will concentrate much in school work.”
“She might be ashamed and leave school, while the
friends are proceeding with schools and when she will
return all other friends are in high grade.”
“Will not study, think of babies, they go to boys
and get money and will not come to school.”
“The girl who has a kid always think of their kid
and lack or perform poor in academic.”
“The baby can disturb you from your studies.”
Many of the girls still enrolled in school
who were asked about their life goals during
focus group discussions were quite clear
about their career aspirations and commitment to these goals.28 Further, girls who
had become pregnant often tried to return
to school, in a clear sign that they viewed
school as a priority. Teachers, social workers,
and informants in the Ministry of
Education stated that, after pregnancy,
these students were far more disciplined
and driven than before. The reason for this
new resolve, as one teen mother noted, was
that she now had multiple reasons to work
hard: “her child, her own future, regaining her
parents’ trust, and spiting her baby’s father.” Few
of the informants complained about the
high rates of graduate unemployment, and
they seemed to all agree that education was
an important avenue for advancing their
socioeconomic status.

28 A remarkably large number of girls envisioned becoming nurses, but other common careers included journalist, teacher, or pilot.
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Subsidization of Child Care Costs
The child care costs incurred by teens can
be subsidized through (a) parents’ help with
childcare, (b) assistance from the baby’s
father, and (c) the new education policy that
facilitates return to school. The evidence for
these three contributions was mixed.
Many informants in the region – including
some school principals – criticized the new
education policy as encouraging teenage
pregnancy by signaling that becoming pregnant carried no consequence. Some further
asserted that this policy had fueled the high
rates of school pregnancy now plaguing
the region. However, other key informants,
mostly within line ministries, underscored
the conditionality of this return. The
student had to demonstrate a strong commitment to staying in school, and she had
to show evidence that the baby was being
cared for. In other words, the opportunity
to return to school had to be earned.
Regarding support from the baby’s father,
the consensus was that payments were
generally unreliable. Males fathering a child
with a teen would initially agree to the
payments in order to appease the teen’s aggrieved family, but payments soon became
sporadic or were discontinued altogether.
Traditional leaders favored tougher enforcement of payments but often felt they lacked
a strong mandate and power to enforce
it. A few older males saw the strict child
maintenance laws as an incentive for teens
to become pregnant, but these views were
not broadly shared.
Finally, many informants (including teen
mothers) viewed parental support as neither
guaranteed nor enthusiastic. Orphans or
teens fostered into the homes of relatives
could not rely on this assistance. Even
non-orphans felt they were adding a burden.
Another issue was that babies could not
be named after their father, a situation that
brought shame to the family and to the
baby: Naming in this culture is important
for the child’s upbringing and identity. One
traditional leader believed that fears of such
shame played a role in baby dumping and
unsafe abortion:
“[T]he naming of a baby is very important in our
culture; a child that is not named by the father is

Table 13. Logistic Regression Results for the Interactive Effects of Region
and Selected Variables on the Odds of Teenage Fertility, Namibia DHS
Variables

B

Sig.

Exp (B)

0.41

***

1.51

Wealth quintile* Kavango

0.21

***

1.23

Age* Kavango

-0.30

***

0.74

Education level* Kavango

0.17

***

1.18

Currently unemployed* Kavango

-0.39

***

0.68

Never married* Kavango

0.23

***

1.26

Ideal number of children* Kavango

0.20

***

1.22

Using modern contraceptive method* Kavango

0.13

***

1.14

Distance to health facility a problem* Kavango

-0.17

***

0.85

Heard about FP on radio in past months* Kavango

0.09

***

1.10

Read about FP in newspaper in past months* Kavango

-0.41

***

0.66

Heard about FP on TV in past months* Kavango

0.05

***

1.05

Visited by FP worker in past year* Kavango

-0.59

***

0.55

Visited health facility in past 12 months* Kavango

-0.72

***

0.49

Main effect of Kavango (dummy of Kavango vs. rest of country)
Interactions with Kavango Region (measured as dummy variable)
Socioeconomic

Family Planning Related

Interaction terms are calculated one at a time. Models also are the control for the main effects of all the variables
featured above. The effects are not show in order to reduce the length of the table, but they are generally similar to the
values show in the main model (table X2).

as good as an orphan. The girls know this and to
avoid bringing shame to the family they either abort
or dump the babies.”
Pronatalist Traditions
Prior to field work, we heard accounts of
strong pronatalist norms in the region. In
this view, parents and grandparents encourage or condone early fertility because they
want to build their lineage and see their
grandchildren. These stories frequently
came up in the field, but the evidence was
often anecdotal. Few among the ever-pregnant teens reported that their parents were
happy about the pregnancy, even though
most families eventually accept the situation.
Demand for fertility was low; the preferred
timing for the first child birth was high, and
the views expressed on marriage during the
focus group discussions with teens were
surprisingly lukewarm. Many school girls
were neither in a hurry to marry nor consumed by the idea of marriage. Although
understated by traditional leaders and
parents, early marriage is an issue – one that
contributes to teenage pregnancy. School
principals were quite forthright about early
marriage and its effects on girls’ performance at school:

“Arranged marriage is a major problem; some
dropped because parents arrange marriage. “Parent get
things from people in exchange with their children.”
“Some learners are living with their boyfriend/
husband which parent allowed.”
“Girls are after marriage; they marry while they are
in school and most of them have boyfriends.”
“Parents allow early marriage because they think
it’s one way of reducing poverty in their houses.”
Although few teens want an early birth, there
is a role for demand: The few teens who
express preference for high fertility have an
increased likelihood of higher fertility. A
micro-level analysis of DHS data showed a
small, albeit statistically significant, effect for
fertility demand: A marginal increase of one
child in desired family size raises the odds of
teenage pregnancy by 2 percent, and unmarried teens are far less (72 percent less) likely
to experience a pregnancy (see Table 12).
Root Causes of Unwanted
Teenage Fertility
The root causes of unwanted teenage
fertility are further subdivided into the
determinants of sexual behavior versus
contraceptive behavior. Factors in the first
list include poverty, inequality, peer pressure,

Teenage Pregnancy in Kavango Region | 23

and parental presence, while the second
list includes self-control, coercion by male
partners, and program environment. Each is
reviewed in turn.
Drivers of Sexual Activity
Poverty
For the country as a whole, socioeconomic
status is a factor. Teens from more advantaged backgrounds (in terms of household
wealth, education, and parental employment) are much less likely to experience
a teen pregnancy. A unit-increase on the
wealth scale reduces the odds of a teen
pregnancy by 21 percent (see Table 12).
This is significant in statistical as well as
substantive terms.29 However, socioeconomic differentials in Kavango (Table 13) are
weaker than they are in other regions (Table
13).30 Such a finding corroborates the assessments by key informants that Kavango’s
teen fertility problem cuts across all walks
of life. Although teens from poorer families
still have a higher risk than the non-poor,
the gaps in Kavango are smaller than those
found elsewhere.
Beyond poverty, other intangible characteristics of regions do matter. A macro-level
analysis – which captures unobserved
aspects of regions – shows Kavango as one
of the regions (second only to Omaheke)
where teen fertility rates exceed what is
expected based on the models’ socioeconomic variables (Table 12). Adjusting for
these variables, Kavango’s rates are about
53 percent higher than expected. Something beyond poverty and family planning
contributes to Kavango’s high levels of
teenage fertility.
Our qualitative data further confirmed the
salience, within the community, of poverty
as a driver of teenage sex and pregnancy:
“Most of young ones already sexually active at an
early age. Due to money issues some might be given
money or some will be given alcohol and later they
pay back through sex,” said one focus group
participant. According to this narrative,
teens trade sex for money when they do not
directly barter sex for food, soap, school
fees, etc. According to a key informant, rural households headed by children or house-

holds temporarily headed by children while
parents are away were especially afflicted by
food scarcity. Adults, often from the same
community, tend to prey on female teens
living in such households. A quote from
one of the principals confirms this: “It’s a
problem especially at this village; learners are dating
(married) men due to school fees, clothes, and social
needs. Parents try to help out, but it’s not enough for
their needs due to pressure, imitation, and alcohol
leading to pregnancy. [we must be]… talking to the
community so that bars can be far from school.”
Another principal of one of the schools in
Rundu was saddened by the adverse effects
of poverty in relation to girls’ sexual behavior:
“Households headed by girls makes girls to engage
themselves in this to support their siblings.”
This conclusion was shared by the Director
of Primary Health Care in the Ministry of
Health and Social Services, who referred
to the increase in child-headed households
in Kavango region as a consequence of
HIV/AIDS. According to the director, the
increase of child-headed households raises
the vulnerability of young girls to engage in
transactional sex for survival.
Inequality
We had little quantitative evidence on the
effects of economic inequality; as a result,
many of the conclusions we present in this
report are based on qualitative evidence.
Within focus group discussions, teens
enrolled in school readily reported intense
competition for status. This competition is
waged by buying, consuming, or displaying
luxury items of clothing, jewelry, perfume,
or electronics. As one student in Rundu Secondary School stated, “Nobody wants to wear
China (cheap) shoes.” Yet buying expensive
goods requires more money than many families can afford to spend on one daughter.
Girls therefore engage in sex with men for
material gain to match richer girls. This was
most often reported for girls in urban areas.
One girl in a focus group with the Rundu
Senior Secondary School indicated that “girls
are forced to get ‘sugar daddies’ who can buy them
expensive things like cell phones because other rich
girls have it, and they don’t have, and their parents
can’t buy it for them because they come from poor

homes.” In general, transactional sex is one
of few sources of discretionary income.
The sex partners most frequently sought
under this logic include government and
private-sector workers, taxi drivers, tourists,
workers at temporary work sites, and truck
drivers.31 Inequality exacerbates the recourse
to transactional sex because it implies a large
gap between the amount of money that
these partners might offer and the stipends
that the average family can offer.
In rural areas, transactional sex reportedly occurred more for money and cell
phones. One of the participants at Mupuni
Combined School had this to say: “Girls
go for materials things like money.” Another at
Ncumcara primary school said, “Some date
guys so that they can buy them clothes. Or when they
see others are wearing nice clothes so they also want
to have, then they date”; “they date older guys to
give them things that their parents cannot give them
because they have a lot of desire[s].” Said a Nyangana informant, “Too many pregnancies at
this community [Nyangana] due to sponsors
of cell phone and materials.”
Although such reports of sugar daddies
spending lavishly on teenagers were common, they must be reviewed carefully. First,
many of these sex partners are transient, as
they move out of the region or to another
relationship. A teen might, of course, adapt
by maintaining multiple moneyed partners,
but our data suggest that the average number
of sexual partners per teen in Kavango was
relatively small. Second, even if the partners
stay in the relationship, they might stall on
payments, and many who impregnate a teen
often stop payments after the child’s birth.
Finally, girls also worry about their reputation and the implications for the selection of
future sexual and marital partners.
In addition to this competition for status
and consumption, economic inequality can
fuel teen pregnancy via demographic competition for desirable males. We used our
data to probe how much the sexual behavior
of teen girls reflected such competition.
A sizeable number of girls (17.5 percent)
said they had their first sex simply because
“the partner wanted it,” and a number also

29 Since the wealth measure is a 5-point scale, teens among the highest economic group will have pregnancy odds that are only 0.39 times those in the lowest group. Thus, if
the odds of pregnancy are 2- to-1 (a 67 percent probability) among the poorest teens, they will be only 0.78 (i.e., a 43 percent probability) among the richest.
30 On the other hand, employment is 32 percent more protective in Kavango than it is in other places.
31 At the suggestion of these key informants, we made a special visit to one such truck stop in Sitopogo to observe activities related to transactional sex on site.
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had their first baby for similar reasons. The
logic was that a baby would keep the partner
close. Two key informants believed there
were fewer males than females in the region,
a situation they attributed to past conflicts
and their effects of adult male mortality. We
heard numerous accounts of competition
for desirable males. For instance, a focus
group discussion with girls in the Rundu
Secondary School highlighted the case of an
attractive male student (who happened
to drive his own car to school) who was
the reason for constant fights among girls.
Yet the boy openly claimed not to care
for any of these girls. Male students in a
focus group discussion claimed that taxi
drivers (viewed as good prospects) sometimes found themselves driving multiple
girl friends to school in the same taxi at
the same time, even as these girlfriends
knew or suspected that they shared him as
a boyfriend. Our own enumerators, during
after-hour conversations, reported witnessing countless physical fights over boyfriends.
Peer Pressure
Peer pressure was widely acknowledged by
teens as a potent influence. Schools mix
students from varied backgrounds and
experiences. In this melting pot, the least experienced are exposed to behaviors, opportunities, and pressures they might not have
considered before. According to school
teachers and informants from the Ministry
of Education, girls from rural backgrounds
were particularly at risk. In some cases, the
pressure was direct and explicit. “Maybe your
friend has a child and [she] will pressure you to
also have a child.” “Or she has a boyfriend and she
[actively] encourages others to also have boyfriend.”
“Those who do not follow this encouragement are
hated worse [ostracized] and won’t be part of the
group.” For instance, “some girls use [the fear of
exclusion] to influence others to date: maybe they
are eating and the other one who does not have a
boyfriend comes along and wants to join; they will
not share their food. [Instead they will tell her to] go
date a man to give her money so that she can also
eat.” Sometimes, however, the peer pressure was indirect. Rather than being directly
pressured into sex, teens would be encouraged to party, go to bars, drink, and have
fun, with unplanned sexual encounters as
an unintended consequence. Teens also felt
pressured to compete economically with

Table 14. Event-History Results for the Effects of Selected Covariates
on the Incidence of Teenage Fertility, KTFS 2001
Explanatory variables

B

Sig.

Exp (B)

Teen's age (in years)

3.273

26.39

***

Squared value for teen age

-.076

0.93

***

Age

Stage in School Cycle

-1.586

0.2 0

**

From 5th to 7th grade

Before 4th grade

ref

ref

ref

From 8th to 10th grade

-1.12 6

0.32

***

From 11th to 12th grade

-1.776

0.17

***

.146

1.16

**

-14.818

0.00

.611

1.84

Father is alive.

-.12 7

0.88

School Performance

Cumulative number of grade repetitions
Historical Time Period

1996-2000 period
2001-2005 period
2006-2011 period

**

Family Background Variables

Mother is alive.

-.404

0.67

Father is formally employed.

.048

1.05

**

Mother is formally employed.

-.391

0.68

*

Father and mother are married.

.32 6

1.39

**

Nage l ke rke R square = 0.519
Constant

-34.47

.000

***

*, **, *** denote significance at the . 05, .01 and .001 levels, respectively.

friends. “You see your friend smell nice and have
nice lotions … and you want the same.” Or teens
hear their friends rave about gifts supposedly received from a suitor, and they feel they
must go out and get the same. The implication is that some teens might increase their
levels of sexual activity or engage in riskier
sexual behavior.
Parental Control
Event history analyses of the KTFS data
show a strong influence of parental presence (Table 14). When at least one biological parent is present in the teen’s life,
she is far less likely to experience an early
pregnancy. Parents’ employment, especially
maternal employment, is also protective,
but its influence is weaker than what is
observed for presence. This finding is
consistent with other research on the wellbeing of children from absent migrants,
which suggests that parental “presence” is
more important than “presents.”

Traditional leaders, parents, and key informants both at the national and regional
levels agree that the lack of parental control
is a major factor. According to the respondents, this control was weakened by the
introduction of human rights laws preventing parents from disciplining their children.
Children are now more aware of their rights
and do not heed parental advice. Control is
also said to erode when children live with
grandparents, when the father is absent,
and when children spend more time in
school and watching TV32 than with parents.
Conversely, teens tend to see parents as not
open to talk about such key issues as sexual
reproductive health.
Schools were considered sites of adult
control. Although schools are generally protective, they are also a unique source of risk
because they (1) bring many boys and girls
into direct contact, (2) mix students with diverse backgrounds, (3) occasionally include

32 Male and female youth involved in focus group discussions conducted in schools also underscored the influence of television and “blue movies” in encouraging teens to
experiment with sex.
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unscrupulous teachers in authority roles,
(4) represent a magnet for older males who
deem female students more attractive than
out-of-school teens because they are “clean
and interesting,” and (5) offer dormitories
and transitions to new schools that remove
teens from close parental supervision.
In addition to the above drivers of sexual
activity, the qualitative data drew attention
to other motives, including the desire to be
in a romantic relationship, the idea of sex
being enjoyed for its own sake, the existence
of poor role models, and the incidence
of rape. They also raised practical questions about the dichotomy between in- and
out-of-school prevention. In particular, an
informant in the Ministry of Education in
Windhoek challenged the notion that the
pregnancies of school girls have anything
to do with the school environment; rather,
they result from interactions that occur in
the neighborhood or during school holidays
and festive occasions when adolescents
escape the daily structure that schools provide. The practical implications of that idea,
if verified, are twofold. First, the protective
influence of schools is perhaps greater than
statistics about “school pregnancies” suggest. Second, collaboration between schools
and communities is warranted.
Drivers of Contraceptive Use
The main factors explored include individual discipline and control, the negotiation
of power within the sexual relationship, and
the family program environment.
Self-control
Kavango ranked high (first) in alcohol
consumption by teens (see Table 7, earlier).
Nearly 31 percent of 15–19 year olds in
Kavango are estimated to drink more than
5 days per month. Focus group discussions
confirm the importance of alcohol suggested by the DHS data. Both participants in
focus group conversations and informants
at many sites suggested that “alcohol use
greatly influences the judgment of girls [and
impairs their ability] to protect themselves
from unwanted pregnancies.” Statements
confirmed both the frequent use of alcohol

and its effects. According to the School
Counselor of the Ministry of Education in
the Kavango region, youth dominate the
shebeens (drinking places), which contributes
to the high teenage pregnancy in the region.
The Director of Primary Health Care
expressed her concerns about alcohol abuse
and the role the media plays in promoting
this. She believes that the intense promotion of alcohol on TV and advertisements
at schools, combined with alcohol sold at
homes and seeing parents and teachers
drunk, is too much exposure for youth. This
leads them to alcohol abuse, with detrimental consequences that include unsafe sex,
unwanted pregnancies, HIV transmission,
and other sexually transmitted infections.
Many teens in school concurred, claiming
that those who became pregnant “like going
to shebeens and drinking alcohol” or “[like]
drinking beer much.” With little experience/
tolerance of alcohol and without safety
systems in place, these girls are at great risk
of pregnancy or rape, as was suggested by
teen girls in a focus group discussion at the
Rundu Senior Secondary School. “Alcohol,
when a girl is drunk, she cannot make it to control
herself.” These teens reported an instance of
a very young girl who was abducted after
getting drunk, and she was raped and left
bleeding on the street.
Power relationships
The statistical responses from the KTFS
survey question on assertiveness within
sexual relationships were bimodal. A good
73 percent of teens reportedly would find
it easy or very easy to refuse having sex. Yet
a good quarter [26 percent] would find it
difficult or very difficult to say no. Nearly 37
percent of the respondents who had ever
had sex indicated that their first sexual encounter was not consensual. Age asymmetry
was expected to constrain the girls’ bargaining power, but based on conversations with
urban female teens both in school and out
of school, economic dependency was the
greatest factor followed by competition to
“keep one’s partner” in the face of competition from other girls. Regardless of the
reasons, it is clear that a substantial number
of teens engage in risky sex half-heartedly

or fully against their will. Addressing this
issue can significantly reduce risk.
Many of the girls experience their first
sexual act as a result of sexual coercion.
Others are raped when clubbing: “One of my
friends sneaked out from the hostel for the evening
with a group of other girls, and she got raped by a
sugar daddy and came running back to the hostel
bleeding. That was her first time.” Another
relates, “If you are not careful, your drink will
be spiked by boys, and they will gang rape you; it
happened to one girl at our school.” The accounts
of sexual coercion grew more appalling in
a focus group as more respondents related
their stories:
“Some boys force girls to have sex with them, and
sometimes we also enjoy during the sexual act.”
“Some boys threaten to kill girls who reject them.”
Program environment
Program variables that might affect contraceptive use include mostly access to services
and information. Proximity of service, radio
message, and visits were found to be associated with 24 percent, 44 percent, and 48–55
percent increases, respectively, in contraceptive use (see Table 5.12).40 Interestingly,
visits by family planning workers are more
effective than visits to family planning
centers. Consistent with insights from a key
informant, radio messages seem to be less
effective than newspapers or TV messages
(see Table 11).
It is informative to compare Kavango to
other regions. In terms of access (see Table
10), Kavango is average in the percentage of teens living far away from family
planning services. The region also stands
out positively in reaching youth via radio
messages34 on family planning (3rd of all
regions) and in visits to teens by FP workers (7th of all regions). On the other hand,
it performs poorly in reaching youth via
newspapers (12th out of 13) and television
(10th out of 13) and in youth visits to family planning centers (last among all regions).
This mixed performance highlights areas
that need improvement.

33 The table also shows the net effects of region. These indicate how other characteristics of regions (not measured in the model) affect contraceptive use. A net positive coefficient indicates that a region has a higher rate of contraceptive use than expected. Kavango is one of four regions to have such a positive coefficient. Its rate of contraceptive use exceeds expectations by 18 percent. It is unclear what about Kavango explains its above-expectation performance in contraceptive use.
34 However, radio messages are not necessarily embraced or followed carefully. One informant who was involved in the production of a radio program on family planning
told us about his dismay upon realizing that some teens “knew exactly when the program was coming and made sure to switch to a different channel!”
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In terms of effectiveness, the distance to a
health facility is weaker as a deterrent in Kavango versus other places. Radio messages
might reach teens, but they are less effective
in preventing fertility. Again, this supports a
key informant’s contention that teens know
about radio programs but switch off to listen to other channels when these programs
are about to air. Important visits to, or by,
family planning workers are inordinately
effective. This appears to be a potentially
strong policy lever in Kavango.
Although Kavango does not lag far behind
other regions in physical access to FP
services, many informants – including
providers – acknowledge a problem with
the friendliness of services. Asked why
teens chose not to use contraception, some
focus group participants mentioned the
attitude of the health workers as negative
and judgmental: “The nurses are very negative,
and they inform our parents that we are coming
for family planning; I won’t go there.” On the
other hand, some of the youth did not
mind the attitudes of health workers and
would seek family planning services: “I just
go for my injection even if the nurses shout at me.”
The Director of Primary Health Care at
the Ministry of Health and Social Services
acknowledged the attitude of health workers as a barrier to young girls’ access to
family planning; moreover, she attributed
the health workers’ attitude to their often
older ages (i.e., the same ages as the young
girls’ parents). The director gave additional

reasons for girls not accessing FP services:
1) adolescent-friendly services are based in
hospital facilities, which makes access to
the services unattractive to youth, 2) lack of
appropriate information on family planning
for youth, 3) lack of linkages between sexual
reproductive health and HIV services, 4)
limited school initiatives to promote health,
5) existing school health programs not well
programmed/designed to target youth,
and 6) inadequate information on family
planning available to youth. At Nyangana
hospital, the nurse responsible for antenatal
care noted that teenagers frequent the clinic
for contraceptives and are very open about
their sexual behavior. However, she noted
that out-of-school girls are more regular in
their attendance than girls in school.
Also, sex education is minimal and nonmandatory. Finally, while many sex educators have a good understanding of sex and
reproductive health issues, they are often
ineffective in imparting this knowledge to
teens. Altogether, there appears to be a
substantial need to improve social access
and communication with teens. Since most
teen births are unwanted, improvements in
accessing FP services and information are
key. Specific suggestions are discussed later.
Another key issue is discontinuation in
contraceptive use: “The youth do not keep to
their due dates; they stay away for months and
return for family planning when they are pregnant,
and then it is too late.” Also, health workers

report that youth have misconceptions
about contraceptives and refuse to listen to
the advice given to them: “They come here with
predetermined minds on the contraceptives they want
based on misleading information from their peers.
They often reject the oral contraceptives and prefer
the injection for fear that they will never get pregnant
again.” Myths about contraceptive methods
were confirmed by the youth as well: “Me,
I won’t use the injection because I will never get a
child again; these contraceptives are not good.” One
of the youth alluded to “condoms [being] better
than the pills and injections; at least it won’t make
you barren.”
Another issue is the single use of condoms.
When girls use condoms as a protective
measure against HIV, they often forget
about contraceptives and vice versa: “We
struggle to convince the youth to both use condoms
and contraceptives to protect themselves against
HIV and unwanted pregnancies. It is really
difficult because they often choose one of the two
methods,” a health worker recalls.
Finally, schools were indexed as not being
encouraging: “Schools should allow learners to go
to family planning; currently some are rejected to be
given permission, and the teacher don’t want learners to use family planning; they should apparently
study but in the same they became pregnant.”
“Sometime the schools reject family planning in the
parade of the whole school….”
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V. Main Conclusions
In summary, we reach four broad conclusions about the extent and root causes of
teen pregnancy in Kavango: (1) teen pregnancy is indeed a substantial problem; (2) few
of the pregnancies are wanted; (3) Kavango’s
inordinately high teenage fertility does not
reflect greater (but riskier) sexual activity; (4)
achieving early, consistent, and effective use
of contraception is the main challenge.
1. Teenage pregnancy is a substantial
problem in Kavango. The problem might in
fact be more serious than previously estimated. There are two reasons for this. First,
prevalence data – the percentage of teens
who are mothers or pregnant at any given
time – understate the cumulative number of
teens who become pregnant before their
20th birthday. Second, Kavango’s teenage
pregnancy problem could actually grow in
the near future in the absence of deliberate
action: (a) the relatively late onset of menses
among the region’s teens may have been a
protective factor thus far; this protection
would erode with improvements in nutrition and health, creating a larger window of
time for the risk of pregnancy; (b) today’s
premarital pregnancies spill over to the
next generation through effects on family
structure. Poorer teens experience much of
today’s teen fertility. If poverty continues
to be a key risk factor, their children will
also be at a high risk for early fertility during their teen years; (c) our survey shows
some evidence that pregnancy rates have
increased in recent years.
2. Few of these pregnancies are wanted.
Despite adverse economic conditions and
high graduate unemployment, less than 10
percent of pregnancies occurring to Kavango’s teens were reportedly wanted. Claims
that Kavango parents encourage teen
daughters to court older males were not
broadly echoed in our conversations with
teens themselves. Focus group discussions
on the consequences of teenage pregnancy
elicited few, if any, positives. Our statistical evidence also belies the argument of an
economic calculus: For instance, the correlation between a region’s rates of graduate unemployment and its teenage pregnancy was
quite weak. The only corroborative evidence
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in that regard is the inverse micro-level
relationship between a student’s prior school
performance and the likelihood of teenage
pregnancy. Perhaps some teens who are failing in school are swayed into motherhood.
This was, however, not a common mindset.
There was likewise little evidence that an
economic subsidization of childrearing
encouraged early fertility. Support from
the babies’ fathers remains unreliable;
family support in child care was equally
uncertain in urban areas. In fact, pregnancy
was more common among teens who had
weaker family support (the poor, teens with
unemployed parents, and those who were
orphaned by at least one parent). Finally,
although some criticize the new education
policy [to readmit teen mothers in school]
as removing an important deterrent, there
is little evidence that this policy raised teen
pregnancy. Rates were already high before
the policy was enacted. Future evaluations
of this policy’s impact are warranted, but its
current impact is modest at best.
Finally, there is little evidence that Kavango’s high rates of teenage fertility stem from
pronatalist traditions. Although a few informants insist that some ethnic groups do
encourage early marriage, this only happens
under economic duress. According to most
of the teens surveyed, few parents would
be pleased to know that their teen daughter
was sexually active or expecting. Kavango
teens themselves value low and delayed
fertility. Desired fertility in this group averaged 2.3 children and is declining, mirroring
a nationwide trend. Teens in our sample
would have preferred to postpone their
first pregnancy beyond a median age of 21
years. Overall, we found little indication that
the region’s high rates of teen fertility were
the result of a culturally driven demand for
early and high fertility. If culture matters, it
might be more likely through the influence
of supply-side factors, including access to
contraception or sexual negotiation.
3. Kavango’s high rate of teenage fertility
does not stem from an unusual level of sexual
activity. On the whole, Kavango teens do
not appear to initiate sexual activity as early

as believed, and they do not have an inordinately larger number of sexual partners.
Indeed, they are below the national average
in number of lifetime sexual partners. It is
even unclear that the extent of transactional
sex per se might be higher than elsewhere.
What may differ instead is the extent to
which poverty, peer pressure, and inequality
lead many teens to resort to risky behavior
when they do have partners.
4. The key factor is the delayed, inconsistent,
or ineffective use of contraception. In terms
of delay, we find strong evidence (from
both quantitative and qualitative sources)
that many teens initiate the use of contraception after their first pregnancy. Early prevention will be key to addressing Kavango’s
teenage pregnancy rates. In terms of consistency, most teens know about condoms and
might use them early in a consensual relationship, but they eventually lapse into nonuse. These lapses might stem from feelings
of trust within a steady relationship, alcohol
abuse, or power asymmetry in relationships
where the teen has limited control over the
use of condoms. Sexual coercion, which is
reported as a serious concern, makes teen
girls vulnerable to unwanted pregnancies
and sexually transmitted infections.
In terms of effectiveness, teens generally
have a basic knowledge about family planning (FP), but their knowledge is clouded by
incorrect information and myths. Barriers
to information and FP services boil down
to unfriendly adolescent services, a communication gap (sometimes linked to age
differences) between health workers and
youth, lack of confidentiality, and fear of
infertility. Efforts to bring health services
closer to school girls will be more effective
if the selection, training, and pedagogy of
health workers improve, and if FP messages become more appropriate for younger
teens. Improved communication through
radio, television, and print media is likely to
be effective, even if radio currently seems to
be less effective than the other two media.

VI. Program Recommendations
Given the seriousness of the problem of
teenage pregnancy and its close links with
the equally serious HIV/AIDS epidemic,
it is advisable to address both problems
simultaneously by coordinating, integrating, and strengthening existing programs.
To guide this programmatic synergy, we
suggest several recommendations that flow
from our findings but also build on lessons
from previous studies. The first list includes
broad recommendations; this is followed
by more specific recommendations that
address a variety of factors at the macro,
community/school, programmatic, family,
and individual levels.
BROAD RECOMMENDATIONS

The study findings support the following
broad recommendations for policy:
1. Integrate HIV/AIDS and sexually
reproductive health programs and services.
This recommendation stems from, among
other sources, the observation that few
of the teenage births are wanted and early
sexual activity is often initiated under duress.
In that context, the integration of sexual
reproductive health (SRA) and HIV services
can be offered as a key strategy for seizing
opportunities to meet the needs of overlapping target populations in HIV prevention
and SRH services. It involves the organization, coordination, and management of
multiple activities and resources to ensure
the delivery of more efficient and coherent
services in relation to cost, output, impact,
and use. Strengthening the links between
SRH and HIV/AIDS programs could boost
the effectiveness of each of these programs,
making the whole bigger than the sum of
its parts. The synergy would improve access
to key HIV and SRH services, particularly
family planning, and sex education, support
“dual protection” (correct and consistent
condom use to prevent HIV and unwanted
pregnancies), enhance program effectiveness and efficiency, and decrease duplication
of efforts, competition for resources, and
inefficient use of limited human resources.

2. Strengthen adolescent-friendly
health services
Given the observed availability of FP
services and also the occasional reservations about their friendliness toward youth,
adolescent-friendly health services (AFHS)
are recommended. This is globally accepted
as a strategy to increase access and availability of appropriate health services to youth.
Namibia adopted the AFHS approach
in 2000 and has since established AFHS
services across the country. However, as
indicated in the study, access to family planning remains a challenge and services must
become more adolescent friendly. The Ministry of Health and Social Services should
consider the recruitment and placement of
young health workers at adolescent-friendly
health clinics. At the same time, this initiative should recognize that the youth of
workers is not a panacea and that the hires
should have the solid training and dedication required to serve. The location of these
services should be reconsidered and perhaps
integrated into existing structures, such as
voluntary counseling and testing points/
centers or multipurpose centers in the community. Health messages including messages
on sex education. Another key component
of AFHS should be readily available. Assessments of the effectiveness of current
messages on family planning and general
SRH should be conducted to further inform
the process.
3. Adopt the behavior change communication
approach to addressing teenage pregnancy
Behavior change communication (BCC)
as an approach entails the use of communication strategies and tools to empower
young people with skills and capabilities to
promote and manage their own health and
development. As the experience in many
countries indicates, knowing about contraception and about the risk of unprotected
sex is not enough. Efforts to actively implicate youth in the programs may bring them
to a higher level of commitment. They help
youth be proactive in taking advantage of
the resources available with their families,

educational institutions, health services
providers, and communities to improve
their own outcomes, and to influence the
social norms and policy environment under
which they function.35 The promotion
of accurate and appropriate youth messages on sex education could be done by
employing multiple channels, such as mass
media (radios, television, and print media),
and edutainment in existing “girls clubs at
schools,” which involves education through
entertainment and community dialogues.
Other strategies may include group settings such as the “girls clubs” at schools
to address deeply entrenched behaviors,
connecting the youth with role models and
mentorship programs. The aim should be
to develop targeted social and BCC interventions to address the adolescent sexual
and reproductive health needs.
4. Strengthen existing programs in
Kavango region that address adolescent
sexual reproductive health and rights.
In the current situation where few youth
talk to their parents about sex, it is important for youth to have outlets they can trust.
Support should be provided to communitybased organizations that have a broad reach
among youth and can effectively communicate messages about delayed sexual
activity, being faithful to one partner, and
using condoms. Using existing community
structures is critical to ensure ownership
and acceptance, particularly churches and
faith-based organizations (FBOs) and traditional authorities that are well respected as
voices in the community and greatly impact
community behavior. As the role of FBOs
in SRH is critical, all efforts should be
made to strengthen FBO and SRH partnerships. UNFPA has recently embarked on a
process to partner with religious institutions
to develop a road map for the church to
get actively involved in sexual reproductive health rights (SRHR) and complement
existing programs with accurate information
on safe sex. Additional partnerships of this
kind to empower churches/FBOs should
be encouraged, as they are needed to ensure

35 http://www.kit.nl/net/KIT_Publicaties_output/ShowFile2.aspx?e=1486
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Ministry of Health should be expedited to
facilitate the process.

that conflicting messages are eliminated.
Creating an enabling environment for the
promotion of SRHR in the community is
critical. This can be achieved by engaging
traditional leaders and sensitizing them on
SRHR and how they can help reduce teenage pregnancy.
5. Strengthen the Ministry of Health and
Social Services outreach program.
Because a majority of teens are still in
school, and because the study identified
some of the school circumstances (living
in hostels, being new, transitioning from
one cycle to another) that create special
pregnancy-related risks, schools must
remain an important focus of intervention.
Although the Ministry of Health and Social
Services is conducting outreach programs
to schools, it is not done in a coherent manner and depends entirely on the efforts of
specific health centers. The need to develop
a strategic plan or guidelines to promote sex
education and health at schools is clear. This
requires designated staff for communitybased health promotion, including outreach
to schools based on the following: a costed
implementation plan, budget allocation,
friendly staff, a youth-friendly approach,
and leadership commitment. The establishment of the Directorate for Community
Health Care and Behavior Change by the

6. Strengthen the taskforce on teenage
pregnancy to coordinate, plan, implement,
monitor and evaluate interventions on teenage pregnancy in the region.
The formation of the teenage pregnancy
task force is a step in the right direction.
However, the task force must be supported
to ensure regular coordination of planning,
implementation and monitoring and evaluation of activities with key stakeholders at all
levels to address teenage pregnancy in the
region. A workshop should be organized to
translate the study’s findings and recommendations into action and develop an
implementation that clearly articulates the
role of each stakeholder, with clear timelines and indicators. The plan can be used
for resource mobilization and development
of a monitoring tool to gauge progress in
reducing teenage pregnancy in the region.
7. Encourage communication between teens
and families or caregiving adults
Parental presence was found to be critically
important in shaping the risk of teenage
pregnancy; teens reported very limited communication with parents and adults. In addition, the qualitative data collected suggested
the centrality of teachers and other community adults as potential role models. In light
of these findings, we recommend efforts to
facilitate communication between teens and
adults in their families and communities.
SPECIFIC RECOMMENDATIONS

Specific recommendations can be grouped
by level of analysis, whether on the macro,
community, family, or individual level.
Macro-Level Initiatives
Macro-level opportunities are associated
with teenage fertility, but these factors are
not easily actionable. We therefore focus on
macro factors that are more amenable to
policy action, such as changes in the regulatory and legal environment. Three main
actions can be considered in this realm:
1.	Further advertise and enforce the legal
provisions on statutory rape. Sexual activity under the age of 16 years is regarded as statutory rape. Those responsible

for impregnating youth under the age of
16 can be prosecuted whether or not the
youth provided consent. Offenders often
avoid prosecution by paying hush money
to teens and families but retreat after the
baby is born. It is useful to inform the
male public about statute of limitations
(how late one can still be prosecuted
after the pregnancy) and the possibility
that complaints might be brought by a
third party. Although the vast majority
of teen births occur after age 16, the
current recommendation is timely in a
setting where the age at puberty can be
expected to decline in the future.36
2.	Reinforce the laws on alcohol consumption for teens. The unregulated consumption of alcohol is a contributing
factor to unprotected sex and unplanned
pregnancy. Although there are laws
regulating age and time restrictions with
regard to the sale and consumption of
alcohol, these laws are not enforced.
There is need for collective efforts by
all authorities and stakeholders, both
communities and law makers, to ensure
that alcohol regulations for teens are
enforced. This will require the reduction
of alcohol advertisements on television
and at schools, strict sentences for business found selling alcohol to teenagers,
active community resistance to current
practices, and support for the Ministry
of Education in its efforts to increase
the distance between shebeens and schools.
3.	Further explain the rationale and conditions in the new education policy that
prescribe pregnant teens staying in school
or returning after giving birth. This policy
is often viewed as tacitly encouraging or
condoning early childbearing. The rationale of this policy and its conditionality
must be better explained to the public to
underscore the prerequisites to readmission and the remaining challenges that
teen mothers face in attempting a return
to school. In the same vein, it is worth
explaining the rationale and conditions of
child maintenance laws.
Community-Level Initiatives
The Kavango community has acknowledged teenage pregnancy as an important

36 Age at menarche can be expected to decline in sub-Saharan Africa with improvements in health and nutrition, following a century-long trend noted in the Western world,
where it declined at a rate of about 4 months per decade (Zabin and Kiragu 1998). This decline in age at menarche is expected to reduce the age at first sex and first pregnancy (Crockett et al. 1996).
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problem. The next step is to take action.
Potential initiatives at the community level
include the following:
1.	Design a public campaign to mobilize the
entire community. The key theme in the
campaign is the externalities and solvability of the teenage fertility problem.
In other words: (a) every teen pregnancy
has ripple effects beyond the teen and
her immediate family; (b) Kavango’s teen
fertility problem could get worse in the
near future, along with the problem’s
health and social consequences; (c)
despite limited resources and poverty,
something can be done. Our study shows
poverty to be an important correlate
of teenage pregnancy. Yet equally poor
communities have been able to limit their
teenage fertility and so can Kavango; in
addition, there are numerous stories of
Kavango residents who have overcome
poverty to rise to positions in today’s
national elite.
2. D
 evise educational campaigns that seek to
correct misperceptions about:
• Transactional sex as a solution to
poverty. Given the naïve expectations
of steady support from sexual partners,
programs must raise awareness of the
limits of transactional sex as a means to
alleviate poverty. Poverty was found to
be an important risk factor, and focus
group discussions suggest a belief in the
myth of transactional sex as a solution
to poverty. Sexual partners are, however,
unlikely to become steady sources of support. Although some adults may initially
offer money/gifts to teens, this is unlikely
to last long for a variety of reasons, as
discussed in the text.
• The social supports available to teen
mothers. There is some perception that
teen mothers receive abundant help from
family, partners, and society, thus making teen motherhood easy to manage.
The reality is that support is not always
forthcoming. Even when it is, it tends to
be unreliable and grudging. Further, most
teens underestimate the time and material
demand associated with raising a baby.
Programs, with the assistance of recent
teen mothers, can build awareness of the
real costs of pregnancy.

• The sex lives of teens. Three myths in
this area pertain to the frequency, glamour, or importance of sex. About frequency, young teens are led to believe that
“everyone is doing it” and that abstinence
is odd or dangerous. Focus group discussions indicate that much of the public assumes that girls become sexually active far
earlier or have more sexual partners than
they actually do. In terms of glamour, the
hype from sexually explicit movies is at
odds with the first experience of many
teens. While pleasurable under the right
circumstances, sex can be a painful or
even traumatic experience if initiated too
early, with the wrong person, or under
duress. Finally, many teens consent to
sex in an attempt to keep a partner. This
stands in contrast with our qualitative
investigations, which suggest that assessing their potential long-term partners,
Kavango teens appear to value character
more than sexual favors. When asked
about the qualities sought in a prospective
life partner, young boys sound wholesome and pragmatic. They admire girls
who demonstrate a strong work ethic,
trustworthiness, self-control/sobriety, and
dependability. The recommendation here,
again, is to convey messages that would
suggest that “character counts more than
looks, popularity, or sexual favors.”
School-level Initiatives
1.	Reduce the normative gap between home
and school. School is often experienced
by teens as a new world where the
behavior rules set at home are suspended, and where they can follow the
behavior of other pupils from different
age groups or backgrounds. To improve consistency in behavior between
school and homes, schools can build or
strengthen their parent-teacher associations and facilitate parental involvement
in school. At a minimum, it should be
clear to students that their teachers know
or have easy access to their parents and
vice versa. A minor initiative also worth
considering in schools where grade repetition is frequent is to age-group pupils
in ways that minimize contact of pupils
of very different ages.
2.	Design school activities and motivational
awards, and promote youth role models in
media campaigns. Schools can orga-

nize sports and other activities to keep
students engaged, create new skills, and
build self-esteem. Where affordable,
schools could also create regular awards
to recognize safe and wholesome behavior among students. At a higher level,
winners of these awards can be featured
in media campaigns on role models.
Such campaigns would be coordinated
at the regional level with a prominent
champion to advocate teens’ “right to
abstinence or safe sex.”
3.	Encourage and reward teachers in playing
greater roles as motivators, mentors, and
role models. Teachers can play more decisive roles than is the case now. One is as
communicators and motivators: teachers
ought to go beyond academic coverage
of their subject matter. Rather, they can
also educate their students about the
career prospects associated with this
subject matter. This would give students
a clearer window into the labor market
and boost commitment to careers. A
second role to play is one of protector,
counselor, and perhaps surrogate parent.
Children during the teen years are often
thrust into a confusing world with few
adults to talk to. Having a committed and
empathic counselor could be a source
of security and a shield against peer pressure and the insecurities often experienced during these years. Finally, teachers
can be role models. In spite of all the
seemingly jaded attitudes noted among
some students, who claim that sex between students and teachers is rampant,
many students still regard their teachers
as life role models. Teachers should protect that collective image by steering their
less disciplined colleagues away from
sexual involvement with pupils.
4.	Build up school-based clubs as effective
relays. A few schools visited during the
study had active clubs that can extend
public campaigns on pregnancy prevention. One recommendation is to expand
such clubs to all the schools in the region
and to empower the clubs with resources
to become more effective. Another
recommendation is to introduce similar
clubs for boys to educate them on their
rights and responsibilities in family planning. Finally, such clubs must reach beyond preaching to the choir, i.e., beyond
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club members who are already committed
to better sexual and reproductive health.
Program-level Initiatives
1.	Diversify and repeat motivational messages. Motivational pamphlets generally
target teenage girls. One such pamphlet,
by NAPPA, outlines “Ten Good Reasons
NOT to be a Teenage Parent.”37 This
laudable effort can be duplicated by
designing similar pamphlets for male
students, teachers, and parents, among
others. Pamphlets for male students
would emphasize their responsibilities to
the partners and to the child to be born.
Pamphlets to teachers would emphasize
the difference they can make in the lives
of teens and the high esteem in which
they are held by learners and the society.
In addition to targeting only girls, current
motivational messages are limited insofar
as they are communicated only once. As
one informant suggested, they go “out
the other ear.” According to a ministry
informant, the Ministry of Education
has experimented with phone text messaging by sending occasional messages
of encouragement to learners on the eve
of important exams. This idea can be
extended – with due attention to the risk
of overload – to send teens encouraging
messages about their reproductive health
as well commitment to their education
and career. Before any of these messages
are implemented on a large scale, they
must be field tested on a small scale to
gauge their effectiveness.
2.	Improve teen’s access to family planning
services. This implies overcoming not
only the economic and physical (distance)
barriers to contraception, but also existing sociocultural barriers. The lack of
friendliness toward adolescents in service
provision has been acknowledged as a
problem. Improvements in this area can
build on the experiences and success stories of NAPPA in its activities. This also
requires access to a wide range of contraceptive options that meet individual
preferences and serve the dual objectives
of preventing pregnancy and protecting
against sexually transmitted infections

(STIs). Long-acting contraception, for
instance, would be appropriate for teens
who have a single and committed partner.
3.	Improve access to information. Along with
access to services themselves, teens must
have increased access to accurate information on SRH with specific emphasis
on family planning. Broad information
on SRH should be incorporated into
existing HIV programs, and existing
SRH programs must be strengthened
to provide accurate information on FP
options. Programs must work to compare the effectiveness and shortcomings
of various contraceptive options, and to
debunk current myths about side effects
of contraceptives and abstinence. Importantly, health education programs should
stress the importance of the continuity
of contraception and provide information on the consequences of discontinuing contraceptives while sexually active.
4. Design special programs for high-risk and
high-opportunity groups. Some high-risk
groups include (a) teens shortly after the onset of puberty, (b) poor teens, (c) rural teens
moving into town, (d) teens who change
schools and who live away from parents
in a hostel, (e) pupils during their vacation
periods, or (f) teens living near a truck stop
or a temporary work site. Examples of key
opportunity categories include the many
teens who have had a first sexual encounter
that was unsatisfactory or risky. With such
a first experience, teens often find new wisdom and are willing to listen more carefully
to messages about reproductive health.
Family-Level Initiatives
1.	Improve communication with teens. Many
of the adults interviewed wish to establish a dialogue with their teens about
sex, but lack a forum or the required
skills. nongovernmental organizations
with expertise in this area can educate
parents not only on how to approach
these conversations but also on the kind
of information to convey. The need for
parent-daughter conversation is especially acute around four key topics: puberty,
first sex, STIs, and pregnancy. The timing

of the first conversation is crucial, given
the often short window of time between
the onset of periods and pregnancy
among girls who are untutored in the use
of contraception. Communication with
teens must also expand beyond a narrow
focus on sex. A number of informants
in the study suggested that parents feel
disempowered or even threatened by the
new advocacy of children’s rights. These
rights should be carefully explained
to parents and children, in ways that
underscore not only the rights but also
the responsibilities of children, as well as
those of parents.
2.	Communication must also be improved
between sex education teachers and teens.
Many sex educators who are quite knowledgeable about content are ineffective in
communicating with teens. Here again,
NAPPA can play a key role in improving
the effectiveness of sex educators. Communications must be improved within
the broader community about issues
relating to new laws with relevance to
teen pregnancy, including those related to
children’s rights, child maintenance, and
the return to school for teen mothers.
Radio campaigns are needed to explain
the motivation, content, and application
of these laws. Such explanation would reduce social tensions and misunderstanding around these new provisions.
Individual-Level Initiatives
As teens are ultimately the main actor,
programs must consider their incentives
and context. Given that the vast majority of pregnancies to teens are unwanted,
programmatic efforts should focus on
advocating and enabling consistent condom use, training teens to be more assertive, and setting and achieving life goals.
No single solution will fit all teens because
their needs and constraints vary. Programs
must be flexible and work around critical
life stages when teens face the highest risks
of pregnancy, e.g., shortly after the onset
of menses, during transfers from home
to boarding schools or foster parents, or
around festive periods or events, including
holiday vacations.

37 The reasons listed included the following: 1. You will have fewer problems, 2. You can buy that nice radio, TV, bed or wardrobe and even that car; 3. You give yourself a
better chance to meet your true life partner; 4. You can finish school; 5. You and your baby will be healthier; 6. Your parents won’t be mad; 7. Babies grow up (and require a
lot of care); 8. You’ll experience life, music, and friends; 9. You’ll have choices about your future; 10. You will have time to be a teen.
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1. Promoting early and consistent condom
use. Early use can be achieved through
improved communication with parents
and discussion of issues associated with
the onset of puberty. Consistent use can
be achieved through programs to inventory (and propose practical strategies
for teens to address) the most common
situations that lead teens to forget or
neglect contraception.
2.Training teens to be more assertive.
Although a majority of teens claim to find
it easy or very easy to say no to unwanted
or unprotected sex, a significant percentage do need help in that regard. This
assertiveness would not only benefit teens
in sexual negotiation, but also in seeking access to contraception. The training
envisioned here is mainly through practical exercises with role playing. It would
consist of imagining different scenarios
where teens want to refuse sex or demand
condom use. Scenarios can cover different kinds of partners and sexual situations
(e.g., first time they have sex, new partner,
unplanned sex, older partner, authority
figure). Teens could be asked to imagine
these scenarios and the arguments likely
to be made by sex partners. Then they
can plan and play out their responses and
receive feedback from the moderators.
Such training would place teens in a much
better position to react if and when the
situation arises.

2. Setting and achieving goals.Setting and
achieving goals. Many of the teens we
met in schools appeared to be quite
driven and deliberate about their careers
and life plans. This is an asset that can be
used to channel their energies in productive directions. This can be done by
broadening the mandate of school counselors and some teachers to act as career
mentors who would help individual teens
set gradual targets that lead to overall life
goals. By focusing their attention on these
short-term (and achievable) targets and by
highlighting the potential setbacks from
risky sexual activity, such programs could
greatly increase teens’ motivation to avoid
risky sexual behavior.
In the end, Kavango’s teenage fertility will
not be curbed with a purely technical or a
single solution. Because most teen births
are unwanted, access to contraception must
be part of any solution. Yet it is essential to
build community consensus and commitment around cultural norms and sanctions.
In terms of norms, the community must renegotiate cultural expectations about sexual
activity, discussions of this topic, and access
to contraception for teens. In terms of
sanctions, the community must also agree
on how to share the collective burden of
teenage pregnancy by increasingly holding
fathers accountable. It is conversely advisable to highlight the collective benefits of
averting unwanted teen pregnancies. Rather

than framing the problem narrowly as one
of “pregnancy avoidance,” the broader
challenge is to “foster the healthy sexual
development of teens.” The idea here is to
broaden the mandate of sex education beyond the avoidance of pregnancy and STIs,
and incorporate preparation for eventual
parenting and adulthood.
In addition to commitment, coordination and clear leadership are necessary. A
lead ministry must be identified to design,
implement, and evaluate the interventions.
Given the large health implications of teenage pregnancy, the Ministry of Health and
Social Services seems appropriate to serve
as lead institution. On the other hand, the
Ministry of Education has extensive contact
with teens and has already begun studying
aspects of this problem. One can thus envision a partnership in which the Ministry of
Health and Social Services coordinates the
provision of SRH and health communication, the Ministry of Education handles
motivational aspects, and the Ministry of
Youth, in collaboration with the most active
nongovernmental organizations, implements and evaluates outreach programs. At
the community level, again, the formation
of the Kavango Teenage Pregnancy Task
Force is a step in the right direction. This
task force must, however, be supported and
coordinate its activities with line ministries
and with key stakeholders in the region.
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Appendix A. Scope of Work
USAID/Namibia
Statement of work
Teenage Pregnancy in Kavango
region: contributing factors and
programmatic recommendations for
community led interventions
(Revised: 10-07-11)
I. TITLE: USAID/NAMIBIA:

Teenage Pregnancy in Kavango Region: contributing factors and programmatic recommendations for community led interventions
II. PERFORMANCE PERIOD:

Including time for preparation and completion of report: not to exceed 2 months, on
or about July 25- mid- November, 2011.
III. FUNDING SOURCE:

This assignment will be funded by
USAID/Namibia
IV. PURPOSE AND OBJECTIVES:

The biggest threat to Namibia’s development is the rapid spread of HIV/AIDS.
According to the
2010 National HIV sentinel sero survey,
HIV national prevalence was 18.8 percent.
Without information on new infections,
the prevalence amongst 15 to 24 year old
is used as proxy measurement. In this age
category the prevalence has been declining
from 15.2 percent in 2004 to 10.2 percent in
2010. Despite this apparent good trend, the
country is facing another sexual reproductive health challenge in that its teenage
pregnancy rate is at increasingly high rate
especially in Kavango region. Teenage pregnancy increases the risk of HIV acquisition
and also raises the risk of pregnancy related
morbidity and mortality for the mother
and or the baby. Additionally, the parenting teen’s educational and occupational
trajectories are severely disrupted with
possibility of maintaining and exacerbating
illiteracy and poverty.
Teenage pregnancy is defined as a pregnancy in a young woman who has not reached
her 20th birthday when the pregnancy

ends, regardless of women’s marital status
or whether she is considered adult by local
statutes. The 2006/07 DHS indicated that
national teenage pregnancy rate was at 15
percent. This is corroborated by the ANC
sero- prevalence survey data indicating that
of all women tested during 2010 surveillance 18 percent were below the age of 20
years. Rural teenagers were more likely than
urban teenagers to have started childbearing
and there is a great variation across regions.
More especially, Kavango Region, one of
the poorest regions in the country, with the
lowest condom use (64 percent) registered
a rate of 34 percent, more than double the
national average. USAID/Namibia recently
conducted a site visit in Kavango region
together with implementing partners and
representatives from the local and national
governments. During the visit, concerns
about teenage pregnancy rate were a recurring theme and most participants pointed
out that this issue constitutes a public
health emergency requiring urgent short
term interventions.
Goal of the study: To determine factors associated with teenage pregnancy in Kavango
region and design low cost, multi-sectoral
and culturally acceptable intervention that
is guided by the principles of the Global
Health Initiative.
Objectives of the study:
• To determine attitudes and knowledge
of youth as well as key adults (caregivers,
teachers, traditional leaders) towards teenage pregnancy
• To determine contributing as well as
protective factors associated with teenage pregnancy in Kavango both at school
and community level
• To describe relevant existing or recent
interventions addressing teen pregnancy
implicitly or explicitly, and their outcomes
• To identify existing opportunities for
improving collaborations and strengthening referrals that will help address teenage
pregnancy in Kavango

• To make recommendations for low cost
and high impact interventions to Regional
bodies, line ministries, civil society and
USAID and its implementing partners.
V. METHODOLOGY:

The study team will design a methodology comprised of practical and applicable
mix of qualitative and quantitative data
collection techniques, as well as literature
review and review of best-practices interventions in similar contexts. The techniques
to be used in completing this study will
include, but not be limited to: literature
review, interviews, focus group discussions,
site visits, and stakeholder meetings. The
team will develop internal review board
protocol (IRB) to be submitted and cleared
by the relevant GRN institution (Ministry
of Health and Human Services) before
commencing data collection. The following
should be included in the methodology as
well as any additional technique proposed
by the team:
a) Literature review
The team will review various documents
and reports related to sexual reproductive
health in Namibia. Key documents may
include, The Namibia Sexual and Reproductive Health Policy, existing literature on
teenage pregnancy in Namibia, the DHS,
the Kavango Regional Management Team
reports, successful interventions in other
regions or countries with similar socioeconomic and social context and integration of
teenage pregnancy programming with other
interventions, e.g. HIV/AIDS, ANC, FP.
b) Team Planning Meeting
The team will hold a one-day team planning
meeting after the arrival of the team leader
in Namibia to plan for in-country work and
interviews.
c) Key informant interviews and focus
group discussion
The team will conduct site visits to the
Kavango region and use appropriate data
collection tools to implement the assessment. This may include, but will not be limited to, using survey questionnaire or focus
groups to gain understanding on behaviors,
experiences, need, gaps, challenges and op-
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portunities with regards to teen pregnancy.
Key informants and survey participants will
include, but will not be limited to:
-	Teenagers (age 13 to 19), in and out of
school, with or without experience of
pregnancy
- Parents and/or parent groups
-	Service providers at community and
facility level
- Teachers and school officials
-	Members of Kavango Region Teen Pregnancy Task Force
- Officials from the local government
- Officials from the Central Government
- Community leaders
- USG implementing partners
-	Representatives from UNICEF, UNFPA
and other UN agencies
VI.TEAM COMPOSITION,
SKILLS AND ROLES

USAID anticipates that this study will be
conducted by a local team led by an external
qualitative and quantitative research expert.
The team will consist of the following individuals and groups (TBD):
Team Leader (External): Should have extensive expertise in qualitative and quantitative
social research methodologies including
experience working with youth. Ability to
translate complex research findings into
programmatic or policy recommendations

Key contacts include:
Melissa Jones
Nabil Alsoufi
Didier Mbayi Kangudie
VII. LOGISTICS

GH Tech will provide:
• Economy tickets for international travel
to and from the consultants’ point of
origin and
• Namibia.
• GH Tech consultant per diem and lodging expenses as well as all local costs and
travel expenses.
• Country cable clearance. Please note:
a formal electronic country clearance
(eCC) request is not necessary; instead,
an informal email request directly to
Melissa Jones, Director of HIV/AIDS
and Health Office, USAID/Namibia will
suffice. Ms. Jones will provide an e-mail
concurrence upon receipt of this request.
• Reserve hotel and guest house accommodations in country.
• Arrange transportation for the team in
Windhoek as well in Kavango
USAID/Namibia will provide:

Team member: Locally recruited researcher
with experience and proven track records
in social studies and survey methods. Good
understanding of sexual reproductive health
including adolescent friendly services.

• Mission Point of Contact: Ensure constant availability of the Mission Point of
Contact person(s) to provide technical
leadership and direction for the consultant team’s work.

The team is expected to select research assistants or enumerators amongst the youth
in Kavango. The consultants will be expected to work with the Regional Kavango
Teen Pregnancy Task Force and other
stakeholders to identify, hire and train local
enumerators to conduct data collection. To
the extent possible, the USAID team will
help facilitate this process. Note: It is estimated that up to 5 assistants/enumerators
will be selected with a level of effort of up
to 12 days each.

• Visitors will not have an EA (security
clearance) and therefore will need to work
out of their hotel/lodging or a designated
work space (TBD). They will need prior
approval to bring any laptop into the USAID office for any meetings or briefings.
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• USAID/Namibia will provide a USAID/Namibia car and driver for use by
GH Tech Consultants only when other
USG staff members accompany them.
When no USG staff members accompany consultants, GH Tech will arrange
the team’s transportation.

VIII. DELIVERABLES

• Written study protocol and work plan
submitted to USAID/Namibia for review
and approval before field work begins in
country. This protocol will also be shared
with other members of the Kavango
regional task force on teenage pregnancy
and submitted by USAID/Namibia to
the IRB for approval prior to the team’s
arrival in country.
• A Mission debrief meeting that will be
held when the team finalizes preliminary
data collection and analysis will occur in
Windhoek prior to the team’s departure
from country. This brief will include
members of the Regional task force. The
team will prepare a PowerPoint presentation for this event.
• Draft report: The investigators will
incorporate all feedback provided by
USAID/Namibia (from the debrief) and
regional task force reviewing team. An
unedited draft report will be submitted to
the mission prior to the team’s departure
from country. The report should include
executive summary, background, methodology and findings. It should also include
detailed, low-cost and community-driven
intervention to address teenage pregnancy
in the Region, as described in the purpose
of the study.
• The mission will provide one set of
written comments to the team within 10
days of receipt of the draft report. The
team will revise/finalize the report within
approximately 5 days of receiving the
written comments.
• If USAID/Namibia determines that there
are still content issues to be addressed
or that previous feedback has not been
satisfactorily addressed, the final unedited
report will be considered second draft and
further feedback will be given to the team
no later than 10 days of receipt of the second draft. If USAID/Namibia determines
that there is no need for further changes,
the report will be considered final unedited draft and no further feedback will
be given. The report shall not exceed 50
pages, excluding the annexes.

Task/Deliverable

Team Leader
LOE (days)

Team member
LOE (days)

Read Background Documents and Design study protocol and survey
questionnaire for IRB approval

5

5

Travel to Namibia

2

-

Team Planning and USAID Mission Briefing

2

2

Travel to Rundu

1

1

Training enumerators on data collection tools

1

1

Coordination of Interview process and enumerator team

4

Conduct site visits In Kavango Region and key informant interviews

7

7

Data cleaning, re-interviewing, and preliminary analysis

2

2

Travel Back to Windhoek

1

1

Conduct interviews in Windhoek

2

2

Data analysis and draft report preparation

6

6

Mission and task force debrief

1

1

Report Revision and submission prior to departure

1

1

Return travel

2

-

Mission sends technical feedback/comments on draft report to GH
Tech (within 20 days of submission)

0

0

Consultants revise/finalize report

5

5

Mission reviews/signs off on final report (within 10 days of receipt)

0

0

GH Tech edits and finalizes report – approx. 30 days after mission
approval

0

0

Total LOE

38

38

• Final report: Once the final report is approved by USAID/Namibia, GH Tech
will have 30 (thirty) days to edit/format
and print the final document. USAID/
Namibia will receive both an electronic
version of the final report (Microsoft
Word 2003 format) and 10 hard copies of
the report. This will be a public document
and will be posted on the
USAID/DEC, the GH Tech website, and
hard bound copies disseminated accordingly
amongst all Namibian stakeholders.
IX. ESTIMATED LEVEL OF EFFORTS
(LOE):

A six-day work week will be approved when
the consultants are working in country. This
is a preliminary timetable and USAID/
Namibia may choose to make changes to it
during the course of the project based on
technical and logistical considerations. Study
team is expected to use local enumerators
for data collection.
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Appendix C. Main Questionnaire Used in the Kavango
Teen Fertility and Sexual Behavior Study
STUDENT QUESTIONNAIRE AND INSTRUCTIONS FOR LIFE HISTORY CALENDAR

You will fill out this questionnaire at the same time as the life history calendar. To do so, you just follow the instructions below and answer
the questions in the order in which they are asked. For some questions, the responses must be marked on the life history calendar. For
other questions, the answer should be marked on the questionnaire. Begin with Row #1 in the Life history calendar and move to 2, 3, and
so forth. Be sure to answer all the questions as completely and as truthfully as you can.
ROW 1

AGE AND AGE PROGRESSION [

11

What year and month you were born?

[Write your answer in the second column to the left.]

12

How old are you now?

[write this information on the last column (age in 2011)]

12

How old were you in the last few years?

[write down your age for each of the years before 2011; do that
until you reach the age when you were 10 years old]

ROW 2

SCHOOL ENROLLMENT

21

Are you currently enrolled in school? [only FOR out-of-school youth]

Yes

No

Yes

No

22

IF NOT, have you ever attended school?

23

IF YOU EVER ATTENDED SCHOOL, what year did you permanently drop out
of school

Mark with an X on the calendar

24

Are there years when you temporarily dropped out before coming back?

Mark with O on calendar

25

IF YOU EVER DROPPED OUT PERMANENTLY OR TEMPORARILY, what was
the main reason why you dropped out?

[circle the correct answer on the calendar, for each time you
dropped out]

ROW 3

SCHOOL PROGRESSION

31

For each year while you were in school, indicate the grade you were attending
(e.g. 8th grade)

ROW 4

SCHOOL PERFORMANCE

41

For each year you were in school, please indicate (on the calendar) the approximate ranking you achieved at the end of the school year

{Mark 1 if you were among the top 10, 2 if you were between 11th
and 20th; 3 if you were between the 21st and 30th, and 4 if you
were 31st or above}

42

For this year, who is paying most of your tuition and school expenses?

1. Parents
2. Other relative
3. Myself
4. Sex partner
5. other

43

What is your favorite subject matter in school?

1. Languages/literature
2. Mathematics
3. Geography
4. History
5. Other

[mark the correct answers in the calendar]

PARENTS LIVING AND MARITAL STATUS

ROW 5

MOTHER

51

Is your mother currently alive?

52

If not, what year did she die?

Yes

No

Place that year (D) on the calendar if possible
ROW 6

FATHER

61

Is your father currently alive?

62

If not, what year did he die?

Yes

No

Place that year (D) on the calendar if possible
ROW 7

MOTHER

71

Is your mother currently married to your father?

72

If yes, when did they get married?

Yes

No

Place that year on the calendar if possible (M)
73

If not, and if they were ever married, when did they divorce?
Place that year on the calendar if possible (D)
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BIRTHS AND PREGNANCIES

ROW 8

Births and Current Pregnancies

81

Are you currently pregnant?

82

If yes, how many months are you pregnant?

83

At the time you became pregnant, were you planning to become pregnant?

84

If yes, why did you want to become pregnant?

85

If you were not planning to become pregnant, did the baby’s father want you to become
pregnant?

86

If you were not planning to become pregnant, how long did you want to wait before you
became pregnant?

87

Have you ever had a baby?

Yes

No

______________ months
Yes

No

1. Prove my fertility
2. In love with baby’s father
3. I Wanted a child
4. My partner wanted a child
5. My parents wanted a child
6. Other
Yes

No

______________ years
______________ months
Yes

No

[If yes, mark (B) on the calendar for the year(s) during
which you had a baby]
ROW 9

Other pregnancies

91

Other than the pregnancies that led to the babies you just discussed, have you ever had
any other pregnancies

Yes

No

[If yes, mark (P) on the calendar for year(s) during which
you had a pregnancy.You can have more than one P in a
year.
92

If you could choose exactly the number of babies to have in your lifetime, what would
that number be? (circle the number that is closest to your answer)

0 1 2 3 4 5 6 7 8 9 10 11+

ROW 10
10.1

Have you ever had sex? [ask only if no pregnancy is reported]

10.2

If yes, how old were you when you first had sex?

Yes

No

______________ years of age
[mark that year (S) on calendar]

10.3

Tell us a little about the time you had sex for the first time

10.4

Did you want to have sex then?

10.5

How old was the person you first had sex with?

1. Same age as me
2.Younger than me
3. A little older than me
4. A lot older than me

10.6

If you wanted to have sex then, why did you want to have sex?

1. Wanted to see how it felt
2. I wanted to have sex
3. I was in love
4. My partner wanted to
5. It just happened
6. Other ______________

10.7

Did you tell your parents about having sex that first time?

10.8

If no, how do you think your parents would react if they knew you had sex that first
time? Use a scale of 1 to 5 to indicate how happy/unhappy they would have been

v. unhappy
1
2

3

very happy
4
5

10.9

How do you think your parents would react if they know that you are sexually active
now?

v. unhappy
1
2

3

very happy
4
5

10.10

Since that first time, about how many partners have you had?

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 or
more

10.11

What is your current marital status?

1. Married
2. Fiancée
3. Has a regular boy friend
4. Other ______________

ROW 11

PUBERTY / ONSET OF MENSES

11.1

How old were you when you had your first periods?

Yes

No

Yes

No

______________ years old
[Mark that year on the calendar (X)]

11.2

When you had your first periods, did you discuss this with any of the following people?
Your mother?

Yes

No

Your sister?

Yes

No

Your friends?

Yes

No
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R 12

CONTRACEPTIVE USE

12.1

Have you ever used any methods to avoid becoming pregnant?

12.2

If so, which of the following methods have you used?

Yes

No

Not having sex

Yes

No

A male condom

Yes

No

A female condom

Yes

No

Pill

Yes

No

Injections

Yes

No

Implants

Yes

No

Have you ever used any methods to avoid contracting a sexually transmitted
infection?

Yes

No

Other
12.3
12.4

12.5

If so, which of the following methods have you used?

Yes

No

Not having sex

Yes

No

Having one partner only

Yes

No

Selecting partners carefully

Yes

No

Using a male condom

Yes

No

Using a female condom

Yes

No

If you have ever used a male (or female) condom, how old were you when you
first used it

______________ years
Mark the year on the calendar ( C)

Name of student: _________________________________________

CODE: _________________________________________ (assigned by interviewer)

Grade: __________________________________________________
Name of school/ community : _______________________________ /_________________________________________________
Name of interviewer: ________________________________________________________________________________________
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Appendix D. List of Sampled Schools in the Kavango
Teen Fertility and Sexual Behavior Study
Andara Combined School
Bunya Combined School
Divundu
Donkerhoek
Dr Alpo Mbamba
Elcin
Himarhwa Ithete
Kaisosi
Kehemu
Maria Mwengere
Martin Ndumba Combined School
Mayana Primary
Millennium Park Community
Mpungu Community
Mupapama Combined School
Mupini Combined School
Musese Combined School
Ncamagoro Combined School
Ncumcara PS
Ncumcara Senior Primary
Ndama Community
Ndonga Linena Combined School
Ngone Combined School
Nkurenkuru High School
Nkurenkuru Combined School
Nkurenkuru High School
Nyamagoro
Nyangana Community
Omega Combined School
Romanus Kampungu Rundu Senior Secondary
Safari
Sauyema
Sikanduko
Tondoro Community
Tuhingereni
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Appendix E. Contraceptive Behavior Change Model

Knowledge
Change

Sexual
Activity

Attitudes

Pregnancy
Prevention
Program

Stages of
Contraceptive

Pregnancy
Rates

Beliefs
Contraceptive
Use
Self Efficacy

44 | Teenage Pregnancy in Kavango Region

Appendix F. DEC Sequential Birth Regression
Table 1. Logistic regression explaining the likelihood of experiencing a birth, girls 15–20, Namibia.
Independent Variables

B

Sig. Exp (B)

B

Sig. Exp (B)

B

Sig. Exp (B)

B

Sig. Exp (B)

B

Sig. Exp (B)

Socioeconomic Variables

Age

0.75

***

2.12

Wealth qunitile

0.80

***

2.22

0.89

***

2.44

0.88

***

2.42

0.81

***

2.24

-0.33

***

0.72

-0.20

***

0.82

-0.20

***

0.82

-0.22

***

0.80

-1.32

***

0.27

Education level

-1.32

***

0.27

-1.20

***

0.30

-0.18

***

0.84

-0.22

***

0.80

*** 536.43

7.05

*** 1147.83

5.88

*** 357.56

Currently unemployed
Family Planning Variables

Never married
Ideal number of children
Using modern contraceptive method
Distance to health facility a problem
Heard about FP on radio in past months
Read about FP in newspaper in past months
Heard about FP on TV in past months
Visited by FP worker in past year
Visited health facility in past 12 months
Kavango

5.63

***

279.32

-0.25

***

0.78

6.25

*** 518.91

6.28

Interaction with Kavango region
Socioeconomic Variables

Age
Wealth qunitile

-0.29

***

0.75

-0.33

***

0.72

-0.34

***

0.71

-0.36

***

0.70

-0.02

***

0.99

-0.01

***

0.99

0.00

***

1.00

0.27

***

1.31

0.34

***

1.41

0.34

***

1.41

0.41

***

1.50

-0.66

***

0.52

-0.67

***

0.51

Education level
Currently unemployed
Family Planning Variables

Never married

-0.01

***

0.99

Ideal number of children

0.19

***

1.21

Using modern contraceptive method

0.17

***

1.18

Distance to health facility a problem

0.11

***

1.12

Heard about FP on radio in past months

0.34

***

1.40

Read about FP in newspaper in past months

-0.26

***

0.77

Heard about FP on TV in past months

-0.26

***

0.77

Visited by FP worker in past year

-0.22

***

0.80

-1.07

***

0.34

Visited health facility in past 12 months
Constant

-15.28

N

2596

2596

2596

2596

2596

1.97E+09

1.91E+09

1.79E+09

1.78E+09

1.57E+09

.253

.284

.347

.350

.446

-2 Log likelihood
Nagelkerke R Square

***

-15.21

***

-15.00

***

-14.73

***

-12.15 ***
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Appendix G. Economic Perspectives on Fertility*
From a strict economic perspective, early
childbearing is a rational economic response to the material circumstances facing
youth. These circumstances can make early
childbearing a viable life choice; or they
can make it prohibitively costly to embrace
competing choices such as delayed, infrequent or protected sex. This cost/benefit
calculus presumes an evaluation of the
direct costs, opportunity costs, and benefits
of embracing school/abstinence/safe sex at
the expense of early pregnancy.
Direct costs represent the monetary cost
of contraception or the monetary costs of
competing life choices such as schooling.
If the costs of contraception or schooling
are high, early and unprotected sex is likely.
Both absolute and relative costs matter: the
same school fee is less affordable to a poor
family than it is to a richer one.
Opportunity costs, the income foregone
for abstaining from early or risky sex, are
also relevant. They matter in communities
where transactional sex is a potential source
of income (truck stops, tourist areas, areas
with large populations of migrant workers, or areas with particularly high levels of
income inequality).
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Benefits represent the immediate and
long-term economic gains from abstaining
or delaying sexual debut. These benefits
include educational advancement, job and
career prospects, as well as marriage and
its presumed economic advantages. One
therefore expects teenage pregnancy to be
less common in communities where educational opportunities exist and the economic
returns to schooling (e.g., employment for
college graduates) are substantial.
A strict microeconomic perspective –which
assumes full and accurate information—is
generally considered unrealistic and, therefore, softer variants of the economic argument are considered. One such variant is to
consider imperfect information. Even when
behavior intends to be rational, it might rest
on inaccurate information: A teen may plan
a pregnancy to solidify a romantic relationship only to realize later that this has the
opposite effect; or she might plan to return
to school after childbirth only to realize later
that the expected family support is weak;
or she might initiate sex with false information about the risks of sexually-transmitted
infections or pregnancy. High rates of teen
pregnancy might thus reflect this imperfect
information about consequences. Another
variant is to consider imperfect control.
Individual preferences will not translate into
outcomes if the individual lacks the ability

to actualize preferences. The mismatch
might be rooted in individual economics,
as would be the case for a teen who cannot
afford abstinence or contraception.
CULTURAL PERSPECTIVES

Unlike the economic model, the cultural
model downplays individual choice and economic rationality. Teens’ behavior merely
reproduces a shared cultural script.
Culture prescribes and enforces acceptable behavior through sanctions and social
pressure exerted through family, peers and
control institutions such as the law, church,
opinion leaders, or mass media. Religious
convictions might steer a teen away from
early sex even where transactional sex is
financially rewarding. Conversely, peer
pressure might push a teen to disregard her
best interests and put her schooling dreams
at risk. Beyond normative pressures on behavior, culture also matters in setting roles,
social organization and power relations.
Accordingly, cultural arguments draw attention to the social circles that surround teens
and shape their beliefs, choices and agency.
They pay greater attention to the interests
of dominant groups in society, and to possible conflict with the wishes of the teens
themselves. Male partners, grand-parents,
and the affluent are such groups.
* e.g,, Becker 1981.
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