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Abstract
Background: Teenage pregnancy is a major public health problem worldwide, also in northern Ghana. The aim of this study was to identify factors
contributing to the rising trend in teenage pregnancy and the resultant effects. Materials and Methods: This was a cross-sectional study using a quasi-structured questionnaire on 60 pregnant teenagers. Demographic data and
factors associated with teenage pregnancy were collected/analyzed. Results:
The mean age of respondents was 17.25 ± 1.93 years. Junior high school students or graduates accounted for 55%. About 35% of participants dropped
out of school due to pregnancy. The following factors were identified to be
associated with teenage pregnancy: low socio-economic status, no/less sexualand reproductive-communication with parents, low level of education, no
sexual and reproductive health knowledge, and unsafe sexual behaviours. The
consequences of teenage pregnancy identified were: truncation of the girls’
education, psychological trauma, and worsening family relationships. The
following health consequences were identified; anaemia in pregnancy, severe
malaria, hypertension in pregnancy, and prolonged labour. Conclusion: The
following factors may account for the rising trend in teenage pregnancy in
this area: family-related problem, sociocultural factors, low education level,
and the lack of adequate knowledge on reproductive health. Teenage pregnancy caused several problems in themselves and their family members.
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1. Introduction
Teenage pregnancy in the recent past has been a major public health issue, espeDOI: 10.4236/ojog.2021.119119 Sep. 30, 2021
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cially in developing countries [1]. Globally, 1 in 6 pregnant women is aged 10 to
19 years [2]. Approximately, one-tenth of all births are by females aged 20 years
or below, and the great majority of these births were recorded in developing
countries [2]. In both the developed and developing countries, teenage birth rate
in 2014 was quoted by the World Health Organisation as 49 per 1000 girls aged
15 to 19 years [3].
According to the WHO [4], the term “adolescent” is often used synonymously
with “teenager”. In this sense, “adolescent/teenage pregnancy” means pregnancy
in a female aged 10 - 19 years [4]. WHO further classified adolescents into early
(10 - 14 years) and late (15 - 19 years) [4]. In Ghana, adolescent or teenager is
similarly defined as a person within the age range of 10 - 19 years. Teenage
pregnancy, in Ghana, is therefore defined as getting pregnant within the teenage
or adolescent period.
Every year, an estimated 21 million girls aged 15 - 19 years in developing
countries become pregnant and approximately 12 million of them give birth [5].
At least 777,000 births occur to adolescent girls younger than 15 years [5].
In Ghana, teenagers represent 22.4% of the total population, with high rates of
teenage pregnancies [6]. About 30.0% of all births registered in Ghana in the
year 2014, were by teenage mothers, of which the great majority, 14.0%, were
late adolescents [6].
Several factors have been identified to be associated with teenage pregnancy in
Africa [7]. For instance, a study done in Egypt discovered that levels of sexual
activity, general sex education and access to affordable contraceptive were
among these factors [7]. Similarly, in Ghana, early marriage, lack of education,
peer influence, non-use or incorrect use of contraceptives, poverty, influence of
alcohol and drug use, low self-esteem and exposure to family violence or abuse,
were that factors identified to account for the rising trend in teenage pregnancy
[8]. Furthermore, in Ghana, teenage pregnancies and deliveries are linked to increased risk factors of stillbirths and neonatal deaths [6].
The socio-economic effects of teenage pregnancy have been highlighted as;
truncated academic and intellectual development, low levels of employable skills,
and consequently low socio-economic status [1] [6] [9]. For this reason, prevention of child marriage and reduction of teenage pregnancy has long been the focus of several governmental and non-governmental organizations.

2. Problem Statement
Teenage pregnancy is linked to disadvantaged socio-economic situations [1]. It
is considered to be a serious public health issue worldwide [10]. In low and middle-income countries, there is a rising trend in teenage pregnancy and about 21
million girls in late adolescents are estimated to get pregnant and about 16 million give birth annually [11] [12]. It is reported that the highest teenage pregnancy rates are reported in Africa [3]. In 2014, Ghana Statistical Service reported
that about 14.0% of adolescent girls in late adolescence started childbearing with
DOI: 10.4236/ojog.2021.119119
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about 11.0% live birth rate [13].
Adolescent pregnancy is associated with a higher risk of maternal and neonatal complications; such as hypertensive in pregnancy, unsafe abortion, urinary
tract infections, and premature rupture of the foetal membranes, anaemia and
obstructed labour resulting in increased caesarean section rates [7] [8] [12] [14].
Several studies have shown that the high level of maternal and perinatal morbidity and mortality can be reduced by lowering the high rate of adolescent pregnancy in developing countries [8].
Data from the West Gonja Municipal Health Directorate covering the period
2016 to 2020, indicates a rising trend in the prevalence of teenage pregnancy in
the municipality, despite several social interventions that curbing the situation.
This study conducted within the Municipality therefore seeks to assess the factors accounting for this trend.

3. Specific Objectives
1) To identify the factors associated with the observed trends in teenage pregnancy in the West Gonja Municipality.
2) To examine how these factors interconnect and affect the rising trend of
teenage pregnancy in the West Gonja Municipality.
3) To examine how the behaviour of relatives and partners affect the teenage
mothers.
4) To examine how teenage pregnancy affects the educational progression of
teenage mothers in the West Gonja Municipality.

4. Methodology/Materials and Methods
4.1. Study Area
The Study Area Was the West Gonja Municipal Assembly
The West Gonja Municipal is one of the 260 Metropolitan, Municipal and District Assemblies (MMDAs) in Ghana, and forms part of the 7 MMDAs in the
Savannah Region. With its administrative capital at Damongo, it was established
in 2004 by a new legislative instrument (L.I.1775).
The West Gonja Municipality health directorate has five sub-districts, namely:
Busunu, Laribanga, DASS, Damongo, and Canteen sub-districts. There are
twenty-six health centers distributed in the sub-districts. The population of the
Municipal according to 2018 population and housing census stands at 50,504
with 24,830 males and 25,674 females. (Health Directorate Census, 2018) West
Gonja Municipal is located to the west of Tamale, the Northern Regional capital
of Ghana and it lays within longitude 10˚5'1"W and 20˚58'1"W and latitude
80˚32'1"N and 100˚2'1"N. This Municipality was used as study area for previous
studies on Stillbirths at the West Gonja hospital in northern Ghana [15].

4.2. Study Type/Design
This Was a Cross-Sectional Study
A cross-sectional study is an observational study that analyzes data from a popDOI: 10.4236/ojog.2021.119119
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ulation, or a representative subset, at a specific point in time. This study design
is cheap, fast and allows the study of multiple factors at the same time. It is also
perfect for research situations where it is more convenient to use a sample and
the make an inference to a whole population.

4.3. Study Population
The study population consisted of teenagers, aged 10 to 19 years, who were either pregnant or had given birth at the time of the study, and were residents of
the five sub-districts of the West Gonja Municipality at the time of the study.
According to Fraenkel et al., [16] population refers to the group of interest to
the researcher, “the group the researcher would like to generalize the result of
the research to”. Bordens et al., [17] further added that a population includes all
people in a definable group. This means that a population can be of any size and
that it will have at least one unique characteristic that makes it outstanding.

4.4. Sampling Techniques
The study involved a cluster sampling, followed by convenience sampling within
the cluster. The five sub-districts formed the clusters for study.
Convenience sampling was employed to select pregnant teenagers and teenage
mothers during antenatal care and Outpatient department (OPD) visits at the
time of data collection. The choice of the sub-districts was based on factors such
as socioeconomic status, background characteristics and homogeneity.

4.5. Sample Size Determination
The sample size for this study was determined according to Fink [18] and Sarantokos [19] principles, using the equation:

=
n  Z a 2 

2

ˆ ˆ] ÷ E2
[ pq

where, n = Sample size.

p̂ = population proportion = 0.04.
qˆ =1 − pˆ =1 − 0.04 =0.96
Z a 2 = Critical value = 1.96.
E = Margin of error = 1 – Confidence Level = 0.05

=
Sample size

1.962 × 0.04 × 0.96
=
60 Participants
0.052

The desired confidence level was 95%, with a critical value of 1.96, significance
level of 5% and population proportion of 0.04 was used in arriving at the study
participants.

4.6. Data Collection Tools/Instruments
Data collection was done using a quasi-structured questionnaire. A questionnaire is a research instrument consisting of a series of questions and other
prompts for the purpose of gathering information from respondents. Although
DOI: 10.4236/ojog.2021.119119
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they are often designed for statistical analysis of the responses, this is not always
the case. The questionnaire was invented by Sir Francis Galton (1822-1911).
Questionnaires have advantages over some other types of surveys in that they are
cheap, do not require as much effort from the questioner as verbal or telephone
surveys, and often have standardized answers that make it simple to compile data [20].

4.7. Pilot Study and Pre-Testing
A pilot study or pretest was carried out after the research assistants have been
trained in data collection. It was done within the West Gonja Municipal where
the adolescents have similar characteristics as those in the study area. After the
pretesting, the questionnaires were reviewed and the necessary corrections were
made before data was collected. The pretesting helped to clarify the adequacy of
the questions, estimate the approximate time for each questionnaire and help
make the necessary corrections for the actual study.

4.8. Data Collection Techniques and Analysis
Quasi-structured questionnaires were used to interview adolescents to gather
data. The questionnaires were read and filled for respondents who could not
read and write, with translation in the local language. For participants who could
read and write, the questionnaires were given to them to answer in private, with
guidance where needed. The consent of the participants was obtained before
questionnaires were administered. Participants signed or thumb-printed on a
well written consent form, after the study was explained to them, as consent to
participate voluntarily. In situations where guardians were present for respondents who are below 18 years, the guardians signed before questionnaires were
administered.
Descriptive statistics was used to describe the factors that influence adolescent
pregnancy by summarizing them into percentages, proportions and frequencies.
Mean and standard deviation were calculated for age. Figures were presented in
tables. Data was analyzed using Stata version 13, SPSS and Microsoft Excel.
Chi-square test was used to measure association between the outcome and predictor variables. A P-value of less than 0.05 indicated a significant association
between the variables.
Data entry was done using Statistical Package for Social Sciences. To calculate
the economic status of the respondents’ parents or guardian using their assets,
Principal Component Analysis (PCA) method was used. The PCA helps to estimate the wealth levels using the asset of the persons as wealth indicator [21] [22]
[23] [24]. Assets such as television, washing machine, sowing machine, refrigerator, mobile phones, car, houses and farms were used as a measure of the economic status of the respondents.

4.9. Quality Control, Validity, Reliability
Good data quality assures completeness, consistency, validity and reliability of
DOI: 10.4236/ojog.2021.119119
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information generated. Since adolescent reproductive health issues are sensitive
and adolescents are vulnerable, professionalism and skill were employed during
data collection. For this reason, all personnel involved in the data collection were
sensitized appropriately.
Training topics included ethical interaction with participants and respect for
their privacy, method of data collection, the study area and the objectives of the
research work. The principal investigators monitored activities of all personnel
to ensure proper data collection.

5. Results
5.1. Socio-Demographic Information of Participants
A total of 60 participants were enrolled in this study. Their ages ranged from 11
to 19 years, with a mean age of 17.25 ± 1.93 years, and a modal age group of 15
to 19 years (late adolescence) (Table 1). A total of 26 (43.3%) participants were
dating but not married, followed by those who were single (Table 1). At the time
of data collection, 44 (73.3%) participants had stopped schooling. A little above
half, 33 (55.0%), of the 60 participants were junior high students or graduates,
followed by 11 (18.3%) participants who were senior high school students
(Table 1).
Majority, 42 (70.0%), of the participants were Muslims (Table 1). Some, 28
(46.7%) of the respondents were Gonjas by tribe, followed by Dagaabas, 9
(15.0%) and Frafras, 7 (11.7%) (Table 1). Approximately, one third of the respondents were residents of the Damongo township (Canteen, Damongo and
DASS sub-districts) (Table 1).

5.2. Sexual Behaviour
The age at which participants were initiated into sexual activity ranges from 11
to 19 years, with mean age of 14.3 ± 2.7 years. Out of the total of 60 participants,
39 (65%) were initiated by their boyfriends, while a little above one sixth, 7
(11.7%) were initiated by other friends (Table 2).
On the mode of initiation, 33 (55.0%) participants had consensual sex, followed by those who were coerced or persuaded into the act, 18 (30.0%). Only 1
(1.7%) respondent engaged in the act under the influence of alcohol (Table 2). A
total of 36 (60%) used contraceptives. Half, (50.0%), of this number used the
male condom as their method of contraction, followed by those who used emergency contraceptives, 10 (27.8%) (Table 2).

5.3. Sexual and Reproductive Health Services (SRHs)
A total of 40 (66.7%) of the 60 participants had knowledge on sexual and reproductive services, while the remaining 20 (33.3%) said they did not know about
such services. Out of the 40, 25 (62.5%) respondents first had the information
through electronic media, while 5 (12.5%) said they first heard about it through
social media. Furthermore, majority 29 (72.5%) of these 40 participants reported
DOI: 10.4236/ojog.2021.119119
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Table 1. Socio-Demographic information of participants.
Study Parameter

Frequency (n)

Percentage (%)

Early adolescence (10 - 14)

5

8.33

Late adolescence (15 - 19)

55

91.7

p-values

Age

Mean

17.3 ± 1.93

Marital status
Single

20

33.3

Dating

26

43.3

Married

14

23.3

Divorce

0

0

Currently schooling

0.0003

Yes

16

26.7

No

44

73.3

No formal education

5

8.3

Primary

10

16.7

Junior High School

33

55.0

Senior High School

11

18.3

College/Tertiary

1

1.7

Christian

17

28.3

Muslim

42

70.0

Other

1

1.7

Dagaaba

9

15.0

Frafra

7

11.7

Dagomba

6

10.0

Gonja

28

46.7

Others

10

16.7

DASS sub

6

10.0

Damongo Sub

5

8.3

Busunu Sub

18

30.0

Canteen

22

36.7

Laribanga Sub

9

15.0

Level of education

Religious affiliation

Ethnic background

Place of residence

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.

DOI: 10.4236/ojog.2021.119119

1279

Open Journal of Obstetrics and Gynecology

J. Nang-Bayi et al.
Table 2. Sexual behaviour.
Last Time Had Sex

Frequency (n)

Percentage (%)

Less than a week

24

40.0

Less than a month

18

30.0

More than a month

18

30.0

p-values

Age of first sex (n = 51)
Mean

14.3 ± 2.7

Range (minimum-maximum)

11 - 19

Who initiated
Boyfriend

39

65.0

Husband

3

5.0

Sibling

2

3.3

Friend

7

11.7

Others

9

15.0

Consensual sex

33

55.0

Persuaded

18

30.0

Was under the influence of alcohol/drugs

1

1.7

Don’t know what happened

8

13.3

Condom

18

50.0

Normal contraceptives

6

6.7

Emergency contraceptives

10

27.8

Others

2

5.6

How were you initiated (n = 60)

Form of protection (n = 36)

Age of partner (n = 58)
Mean

18.6 (±5.5 SD)

Range (minimum-maximum)

10 - 30

Currently in a relationship
(n = 60)

0.0003

Yes

44

73.3

No

16

26.7

Number of sexual partners
(n = 60)
One sexual partner

52

86.7

Two sexual partners

5

8.3

Three sexual partners

3

5.0

Currently use protection with
partner (n = 52)

0.0056

Yes

16

30.8

No

36

69.2

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.
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never visiting a SRHS center (Table 3).

5.4. Family Related Issues
A total of 39 (65.0%) participants reported both parents being alive, while 21
(35.0%) participants reported the death of at least one parent. Out of the 39, 4
(10.3%) participants had their parents separated (Table 4).
Less than a third, 16 (26.7%) of the respondents reported ease of sexual communication with their mothers while only 2 (3.3%) reported such ease of communication with their fathers (Table 4).
About one third of the participants had elder sisters that have had teenage
pregnancy in the past, and few of them said that this occurrence had effect on
their pregnancy state (Table 4).

5.5. Socio-Economic Status
Majority, 42 (70.0%), of the participants were in the middle-income class, compared to 18 (30.0%) in the low-income group. No respondent belonged to the
high-income class.

5.6. Pregnancy and Age Relation
The great majority, 47 (78.3%), of the participants were primigravida, whilst 13
(21.7%) have had a total of 2 pregnancies, including the current pregnancy
(Table 5).
The mean age at which participants had their first pregnancy was 15.97 ± 2.5,
with a great majority, 54 (90.0%), of participants falling within the age range 15
to 19 years (Table 5).
The age range of the male partners was 15 to 31 years, with mean age of 16 ±
2.7 years (Table 5).
Table 3. Sexual and reproductive health services.
Study Parameter

Frequency (n)

Percentage (%)

p-values

Yes

40

66.7

0.0098

No

20

33.3

Television

21

62.5

Radio

4

10.0

Social Media

5

12.5

Others

10

25.0

Yes

11

27.5

No

29

72.5

Ever heard of sexual and
reproductive health service

First heard about it

Ever visited a SRHS facility
0.0044

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.
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Table 4. Family related issues.
Study Parameter

Frequency (n)

Percentages (%)

p-values

Yes

39

65.0

0.0201

No

21

35.0

Yes

35

58.3

No

4

6.7

Both parents still live

If they are still married

Ease of sexual communication
with father

<0.0001

<0.0001

Yes

2

3.3

No

58

96.7

Ease of sexual communication
with mother

0.0003

Yes

16

26.7

No

44

73.3

Sister gave birth at an early age

0.0098

Yes

20

33.3

No

40

66.7

Any influence on your current
state

0.0736

Yes

6

30.0

No

14

70.0

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.

Table 5. Pregnancy and age relation.
Study Parameter

Frequency (n)

Percentage (%)

Number of pregnancies
Mean

p-values
<0.0001

1.2 ± 0.4

1

47

78.3

2

13

21.7

Age of first pregnancy

<0.0001

Mean

15.97 ± 2.5

10 - 14

6

10.0

15 - 19

54

90.0

How old was your partner
Mean

16 ± 2.7

Range

15 - 31

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.
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5.7. Consequences of Teenage Pregnancy
5.7.1. Educational Consequences
A total of 35 (58.3%) participants were in school at the time of the pregnancy
and out of this number 21 (60.0%) dropped out from school as a result of their
pregnancy (Table 6).
5.7.2. Health Consequences
A little below one third, 18 (30.0%) of the participants reported health problems
they faced as a direct effect of pregnancy. These include: anaemia in pregnancy,
6 (10.0%), severe malaria, 4 (6.0%), pregnancy induced hypertension, 3 (5.0%),
prolonged labor, 3 (5.0%) and psychological trauma, 2 (3.3%) (Table 6).
5.7.3. Emotional and Psychological Consequences
Psychologically and emotionally, 40 (66.7%) respondents regretted being pregnant at this stage of their life (Table 7). From the total of 60 respondents, 11
Table 6. Consequences of teenage pregnancy.
Study Parameter

Frequency (n)

Percentage (%)

In school when you got pregnant

p-values
0.1967

Yes

35

58.3

No

25

41.7

Dropped out of school

0.2367

Yes

21

60.0

No

14

40.0

Intend to or are you back at
school

0.0045

Yes

41

68.3

No

19

31.7

Working or learning a trade
when you got pregnant

0.0098

Yes

20

33.3

No

40

66.7

Any health problems in your
pregnancy

0.0020

Yes

18

30.0

No

42

70.0

Your child frequently fell sick

0.3017

Yes

26

43.3

No

34

56.7

Regretted being pregnant at
this age

0.0098

Yes

40

66.7

No

20

33.3

*Confidence level = 95%; Critical value = 1.96; and Level of significance = 0.05.
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Table 7. Emotional reactions to the pregnancy.
Study Parameter

Frequency (n)

Percentage (%)

How did you react to the news of your
pregnancy
Happy

11

18.3

Afraid

24

40.0

Disappointed

13

21.7

Felt Matured

6

10.0

Others

6

10.0

Happy

8

13.3

Afraid

19

31.7

Disappointed

27

45.0

Indifferent

6

10.0

Others

0

0

14

23.3

How did your parents or guardians react to
the news of your pregnancy?

How did your partner react upon hearing?
about your pregnancy?
Happy
Angry

10

16.7

Accepted Responsibility

23

38.3

Denied Responsibility

11

18.3

Others

2

3.3

(18.3%) said they were happy at confirming their pregnancy, with 24 (40.0%)
saying they were frightened. Very few, 6 (10.0%) felt matured (Table 7).
5.7.4. Reaction of Parents/Guardians
For most of the respondents, 27 (45.0%), the parents were disappointed, followed by those who parents were frightened by the news, 19 (31.7%) (Table 7).
5.7.5. Reaction of Male Partners
In the case of the male partners, 23 (38.3%) accepted responsibility for the pregnancy, 14 (23.3%) were happy, and 11 (18.3%) denied responsibility (Table 7).

6. Discussion
Obstetric data available at the West Gonja Municipal health directorate covering
the period 1st January, 2016 to 31st December, 2020; suggested a rising trend in
Teenage pregnancy within the Municipality, and this is thus of major public
health concern to the health authorities. This situation is not limited to the West
Gonja Municipal, but across the globe [25] [26]. Certain factors have been identified in developing countries as driving forces [26]. For instance, a previous
study in South Asia, found rising trend in teenage pregnancies to be associated
with family structures, cultural practices, low socio-economic status, and low
DOI: 10.4236/ojog.2021.119119
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educational level of the victims [26].
The current study conducted in the West Gonja Municipality found that
55.0% of the study population were junior high school graduates or dropouts,
while 8.3% and 16.7% had either no formal education or have completed primary school. These findings are in accordance with previous studies conducted in
South Asia [26], Uganda [27] and Ghana [28]. The Ugandan study found that
teenagers with no formal education had 30.0% chance of becoming pregnant,
compared to 18.3% among those who were highly educated [27]. Again, the
Ghanaian study reported that, teenagers who failed to complete junior high
school or were undergoing apprenticeship or became unemployed after dropping out from school had a greater risk of becoming pregnant [28].
In this current study, cultural and family related factors, early marriage, lack
of sexual and reproductive communication with parents and the limitation of
the girl’s right to determine and deal with her own reproductive interest were
identified as major contributors to the rising trends in teenage pregnancy within
the study area. These findings are in line with those reported in previous studies
in other parts of Africa and also in Ghana [28] [29]. For instance, the current
study results indicated that a great majority of the participants had difficulty
discussing sexual and reproductive health issues with their parents, particularly
their fathers. A study in Bolgatanga in the upper east region of Ghana, by Krugu

et al., in 2017, reported that sexual communication/education was conspicuously
absent in most homes of their study population [29].
Regarding socioeconomic factors as determinants of teenage pregnancy, the
current study found that 30.0% of the teenage mothers were of low economic
status while the remaining 70.0% belong to the middle-income class. This is similar
to what was reported in a Ugandan study, were 30.0% of their study population were
within the poorest socioeconomic class [27]. A study in South Asia reported higher
teenage pregnancy rates of 52.0% in the lower social classes [26], much higher than
that reported in the current study within the Savannah region of Ghana.
Examining the sexual behaviour of the participants, the mean age at which
participants had their coitarche was 14.3 ± 2.7 years, and many (65.0%) were initiated by their boyfriends. This is consistent with the mean age of 14.9 ± 51.73
years reported by Durowade et al., study in Ido-Ekiti in Nigeria [30].
The mode of initiation of sexual intercourse was consensual in about 55.0% of
the cases while 30% of the participants were persuaded or coerced into the act.
This disagrees with findings in a study conducted within a suburb of Accra
Ghana, by Ankomah et al., who reported that 50% of the participants became
pregnant through transactional sex to make some income, and that 20% were
impregnated through sexual violence and exploitation [28]. In our opinion the
disparity is due to the fact that Accra is a more cosmopolitan and commercial
city, where a lot of teenagers migrate to, in search of greener pastures. Most of
these teenage girls often have to settle for menial jobs on which they can barely
survive on and eventually become vulnerable to transactional sex, and sexual
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abuse due.
A third of the teenage mothers in this study reported a health condition complicating their pregnancy. These conditions in descending order were: anaemia
in pregnancy, hypertension in pregnancy, prolonged labour, and other labour
and delivery associated complications. These findings differ Mann et al., study in
South Australia who found health conditions complicating teenage pregnancy as
mental health disorders and sexually transmitted diseases [5]. The findings of
the current study however, are in line with Raj et al., study in South Asia [26].
They found medical conditions complication teenage pregnancy as: anaemia in
pregnancy, pregnancy induced hypertension, preterm labour and spontaneous
abortion, in descending order [26].
Closed to half of the parents were disappointed in their girl for getting pregnant, on the other hand, 38.3% of male partners accepted responsibility for the
pregnancy. Our findings are in accordance with those of Ankomah et al., study
in Ghana [28]. They reported that most parents/guardians were very unhappy,
and in some cases highly disappointed in their daughters [28].
Furthermore, the current study assessed the reaction and psychological status
of the teenage mothers to their own pregnancy. The current study found that,
many (40.0%) of the pregnant teenagers were afraid as they feared their parents
react to the pregnancy and fact that their education, growth and development.
This is similar to what was reported by Ankomah et al., in 2013 [28].
The current study in the Savannah region of Ghana, found many (60.0%) of
the teenage mother have used a form of contraceptive during their first sexual
encounter, particularly the male condom. It was however noted that, as these
girls had more sexual experience, most abandoned use of these contraceptives, a
behaviour similarly reported in previous studies [31] [32]. For instance, Manning et al., reported that 69.0% of respondents used some form of contraception
during their first sexual intercourse and approximately 75.0% of that group used
the male condom [32].
The current study identified the following; school dropout, low self-esteem,
unemployment and early parenthood as the major effects of teenage pregnancy
on the teenage mothers. These findings are similar to those reported by studies
conducted in South Asia [5], Ghana [33] and Nigeria [34]. Furthermore, the
current study results indicated that 60.0% of their participants had to drop out of
school due to pregnancy. Again, this study finding correlates with a similar study
conducted in the Upper Denkyira West District of Ghana by Adu-gyamfi, who
reported 96.3% dropout rate as a result of pregnancy [33]. Furthermore, in the
current study, 68.3% of the teenage mothers had the intention returning to
school when given the choice. However, in the Upper Denkyira West study,
93.8% said they did not see any prospects of returning to school [33].

7. Conclusion
The current study identified the factors contributing to the rising trend of teeDOI: 10.4236/ojog.2021.119119
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nage pregnancy in the West Gonja Municipal as; low socio-economic status,
family and culture related factors; communication barriers between parents and
teenage girls particularly on sexual education, early marriage, low level of formal
education, inadequate sexual and reproductive health knowledge and unsafe
sexual behaviours of the teenagers.

Limitations of the Study
Transportation and inadequate finances were our main challenges as the subdistricts were sparsely distributed.

Recommendations
1) The West Gonja municipal heath directorate should initiate and lead a focused municipal health team targeted at reducing the prevalence of teenage
pregnancy in the municipal.
2) The West Gonja Municipal Hospital should establish and maintain an adolescent health corner for discussion adolescent’s reproductive health.
3) Parents/guardians should create an enabling environment at home to comfortably discuss sexual and reproductive health issues with their children, especially the female teenagers.
4) Traditional leaders should review and amend the old-age traditions which
directly or indirectly suppress the girls’ rights to decide her own educational,
sexual and reproductive wishes.
5) Female teenagers should be encouraged to seek mentorship and guidance
from people within their locality who have attained good reputation in the
community.
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