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Background

Uganda rates as one of the countries with the highest total
fertility rates in the world (TFR = 6.2) and the median age at first
sexual intercourse is 16.8 years, an age which is considered to
be vulnerable to sexual and reproductive health challenges [1,2].
Other interesting statistics reveal that the median age at first
marriage for females is 17.9 years while the female median age
at first birth in Uganda is 19.1 years for adolescents aged 20-24.
Globally, over 14 million adolescents give birth annually [3,4] and
this is a worrisome concern for the policy makers, demographers,
health specialists, social scientists as well as the public.

Available data for African countries through various years show
that more than half of these countries have an adolescent birth
rate higher than 100 per 1000 adolescent women, a figure which
is higher in comparison to the rest of the world [4-6]. In Uganda,
persistent high fertility levels have partly been attributed to high
proportion of adolescents starting child bearing at an early age
[7]. Adolescent fertility rates in Uganda are among the highest
in the world, indicative of early sexual indulgence in absence of
contraceptive use [2,3]. In the latter study it was found that 1 out
of 4 female adolescents knew that they would conceive the first
time they had sex.

Several studies define an adolescent differently. Much as the
World Health Organization (WHO) defines it as a person between
the ages of 15-19 years [8], other studies define an adolescent as
a person aged between 15-24 years. Under the second definition,
these adolescents are sub-divided into late adolescent (15-19
years) and young adult (20-24 years) [9]. However, irrespective of
the age definition this target group is often faced with transitional
changes that are biological, psychological and economic. These
changes make coping mechanisms rather hard for especially the
female adolescents resulting into unintended pregnancies and
induced abortions, respectively with the associated consequences
[3,9]. Adolescence stage is often the time when individuals begin
to explore their sexuality and sexual relationships. This expression
of sexual desire among the adolescents is influenced by several
factors including family values, culture and religion among others
[10,11].

Several studies have concluded that allowing adolescents to
have full access to contraceptives remains the best approach
of ensuring a healthy reproductive living. Such approach is
not to taken as a form of promoting promiscuity but rather a
means of minimizing abortion, morbidity and mortality among
the adolescents [12-14]. Higher education among adolescents
facilitates acquisition of knowledge on particular methods as well
as how to acquire these contraceptive products. Studies have
shown that sex education among adolescents plays an important
role in increasing knowledge and empowering young people,
especially against unwanted pregnancy [12]. These studies have
also revealed lack of capacity among adolescents to negotiate for
safer sex especially from the old persons. Whereas most of the
studies on contraceptives have been focusing on married women
[6,13-15], this study focuses on all the female adolescents aged
15-24 years so as to understand some of the predictors to their
use of contraception. The current study focuses on adolescents
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that are sexually active whether married or not. We also seek to
establish the influence history of a previous birth and age first
birth would have on utilization of contraceptives.

Recent studies have suggested that an increase in contraceptive
availability as well as the alternatives brings about anincrementin
contraceptive use especially among the adolescents [6,10,16,17].
Overall, it is worthy to note the importance of understanding the
predictors of contraceptive use among adolescents in Uganda
so that friendly and workable programs are designed to scale up
contraceptive utilization.

Although the literature reviewed has revealed that increasing
adolescent’s knowledge about contraceptives and access to
contraceptives are very vital interventions in reducing early
teenage pregnancies, other critical demographic and socio-
economic factors play a vital role in determining the extent to
which they decide whether or not to take steps to prevent
pregnancies.

Methods

Data source

The paper is based on data from the 2011 Uganda Demographic
and Health Survey (UDHS) which is a nationally representative
sample of all households in Uganda. In this study, we used data
of 3,676 enumerated females aged 15-24. Permission was sought
from Macro DHS to carry out these analyses and data were
obtained from their website. Authorization to use the data was
obtained from MEASURE DHS by providing a brief description of
the study through their website. Approval for UDHS data utilized
for this study was obtained from the data originator, ICF Macro
International U.S.A before the data was extracted from their web
platform. At the point of data collection by the data originators,
an informed consent was sought from all the study participants
after detailed description of all the issues related to the study
were passed across to the respondents. Eligible respondents who
were unwilling to participate in the study were excluded from the
survey. Consenting participants demonstrated their consent prior
the commencement of the interview

The 2011 survey is part of the repeated demographic surveys that
are conducted globally with an aim of getting socio demographic,
maternal and child health indicators. The main variable of interest
was contraceptive use, which was coded 0 for those who were not
using a method of contraception and 1 otherwise. The dependent
variable was generated from the question asked to participants
whether they were using anything to avoid conception and if yes
what kind of method were they using. The list of contraceptive 10
methods included: Pills, injectables, intrauterine devices (1UDs)
male and female sterilization, Lactational Amenorrhoea (IAM),
emergency contraception as well as the two known traditional
methods which are withdrawal and rhythm/moon beads. The
dependent variable (modern contraception) was categorized as
binary outcome with 0 representing all those who had used no
/traditional method while 1 for those who had used a modern
method.

In this study the demographic and socioeconomic variables
included: age of respondents, marital status, age at first birth,
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births in past five years, wealth status, residence, region,
education level, religion, occupation and whether the last child
was wanted.

Data Analysis

Data analyses were carried three levels to explore the predictors of
contraceptive use among adolescents in Uganda. First, descriptive
statistics of demographic and socio-economic variables (Table 1)
followed by, two level analysis at the multivariate stage using
a logistic regression. Both unadjusted and adjusted logistic
regression findings are presented in the analysis (Table 2) of
same variables using the logistic regression. Specifically, the best-
fit models were fit including all the variables while controlling for
education and age.

The predictors were determined at p < 0.05 level of significance
and link test was done for the fitted models. This was done using
stata commands based on Hosmer and Lemeshow [18,19]. All
the data used in these analyses were weighted to account for
clustering and design effect. We used the Uganda Demographic
and Health Survey (UDHS) sampling weights as presented in the
UDHS data set. The statistical package used in the analyses was
STATA 12.

Results

Descriptive statistics of selected young females in
Uganda

More than half of all the females were aged 15-19 years (55.7%)
and most of these had their first births (72.1%) in the same
age group. Among the respondents, 43 percent had ever given
birth while of those 55.6% wanted the last child. Most of the
young females lived in the rural areas (77.8%) and were never
married (53.6%), with 28% in richest wealth quintile. In addition,
educational background indicated that most of the young females
had primary level education (60.3%), 60% were working and were
living in the central region of Uganda (31.9%). Asked about their
religious affiliation, 40.6% of the adolescents were Catholics,
while 29% were Protestant and the majorities were not using
contraception (87.9%).

Predictors of contraceptive use among young
females

The unadjusted analysis results indicate that young females aged
20-24 years were 3 times more (OR = 3.8, 95% Cl = 2.9-4.9) likely
to use contraceptives than their counterparts 15 to 19 years.
Similarly, young females whose age at first birth was below 15
years were more likely to use contraceptives (OR = 1.29, 95% Cl =
1.0-2.3) than those whose age at first birth was in the ages 15-19
years. Respondents who had births in the last 5 years were five
times (OR = 4.96, 95% Cl = 3.7-6.5) more likely to use modern
contraceptives than those who never had any births. With regard
to place of residence, young females who lived in rural areas
were less likely to use modern contraceptives (OR = 0.49, 95%
Cl = 0.4-0.6) than those who were never married. Also, young
females in the richest wealth index were twice times more likely
to use modern contraceptives (OR = 2.19, 95% Cl = 1.3-3.5) than
those who were from the poorest wealth index.
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Table 1 Descriptive statistics of selected young females in Uganda.
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Table 2 Predictors of contraceptive use among young females in Uganda.

Unadjusted analysis Adjusted analysis
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RC = Reference category; **= Significant coefficient (p < 0.05)

Young females with secondary and above education were twice
more likely to use modern contraceptives (OR = 1.55, 95% CI =
1.2-2.0) than those with primary education. There were less odds
of using contraception among young females from Eastern (OR
= 0.65, 95% Cl = 0.4-0.9), Northern (OR = 0.39, 95% CI = 0.2-0.6)
and Western (OR = 0.64, 95% Cl = 0.4-0.9) region respectively
compared to those from central region. Concerning religious
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affiliation, Muslim females were twice (OR = 1.59, 95% Cl = 1.1-
2.3) more likely to use contraception than the Catholics. Those
who wanted last birth later or no more were had higher odds
(OR=1.37,95% Cl = 1.0-1.8) of using modern contraception than
their counterparts who had wanted the last child.

The adjusted analysis, controlling for education and age of
respondents, females whose age at first birth was below 15
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years, were more likely to use contraception (OR = 1.69, 95%
Cl = 0.6-1.3) compared to those had children aged 15-19 years.
Furthermore, young females who had births in the last 5 years
were three times (OR = 2.95, 95% Cl = 1.1-7.3) more likely to use
contraception than those had no births. Also, young females who
lived in rural areas had reduced chance of using contraception
(OR =0.49, 95% ClI = 0.3-0.7) compared to those living in urban
areas. Young females in richer wealth index were more likely (OR
= 1.86, 95% Cl = 1.1-1.3) to use contraception than those in the
poorest wealth index. Lastly, there were reduced odds of using
contraception among females with no education (OR = 0.51,
95% Cl = 0.2-0.9) while those with secondary education had
increased odds of using contraception (OR = 1.35, 95% Cl = 1.0-
1.8) compared to those with primary education.

Discussion

In this study of predictors of contraceptive use among young
women in Uganda, we found age at first birth, history of previous
birth, age of women, place of residence, education and wealth
status had significant influence. Our findings suggest that history
of a previous birth in five years prior to the demographic survey
had a significant influence on the use of contraception. The
increased likelihood of use was seemingly important among those
who had previously given birth. Similarly those young women
who had given birth below age 15 had increased chances of
using contraception. This is indicative of the behavioural change
amongst the adolescents, which unfortunately comes in later
after they have had a birth, this the existence of high birth rates
among the young people in Uganda was observed in an earlier
study [7], as well as the low use of contraception among young
people [1,13]. As the world focuses on increasing contraception
to all vulnerable groups, this study shows an eminent need
to target adolescent mothers. It appears the young people
irregularly use contraception and only remember to have them
after they have had a birth as demonstrated in the high fertility
rates among adolescents [3,5]. Although this indicative of future
fertility plans of spacing births, it is possible that these young
women could have had unplanned pregnancies prior. The issue of
unwanted pregnancy resonates with the persistent high fertility
rates that are a problem in developing countries including Uganda
[3,4,8,10]. It is not surprising that Uganda’s fertility remains high
at 6.2 that perhaps births be averted if some of the young people
use contraception to avoid the unplanned pregnancies [1].

Limited studies have reported the influence of birth history on
contraceptive use particularly in sub Saharan African. According
to a study on the adolescent childbearing in Nicaragua, correct
use of modern contraceptive use was positively associated with
having ever given birth. Young females who had given birth were
4.5 times more likely to be practicing contraception than those
who had not [20]. On the contrary, a study in the Kenyan slums
on contraceptive did not show this association with previous
births implying that young females who had given birth were
unlikely to use contraceptives than those who had not given birth
[21,22]. The desire for giving birth could be attributed to cultural
perceptions that more children signified a source of wealth or
would bring about the birth of an heir.
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As expected, place of residence was significantly associated with
contraceptive use. Women in the rural areas where unlikely to
use any method of contraception to delay, space or limit their
births. This could be due to their lack knowledge and access
to family planning services and methods. Similar results have
been found by UBOS, WHO, Cheung et al., Asiimwe et al. [1,8
12,14] women residing in rural areas not using contraception.
This is a pertinent issue particularly in Uganda where over eighty
percent of the population resides in rural areas. This implies
that a bigger population of young women in Uganda who are
in their reproductive years may be lacking adequate family
planning services, which exposes them to the risk of unplanned
pregnancies. Elsewhere, rural urban differentials have been
registered in contraceptive use among different populations by
some researchers [1,12,16]. It is also possible that these young
women residing in rural areas have social cultural beliefs and
myths associated with use of contraception. Therefore such fears
and myths could be a hindrance to use of contraception [11-13].

The findings reveal further that education was a significant
predictor of contraceptive use. The females who had secondary
or higher education had an increased likelihood of using
contraception contrary to those with no education. As expected
the influence of education on reproductive health indicators is of
great importance to monitor birth outcomes and health status of
women [1,5,12,15]. The influence of education on women could
be explained in terms of empowerment as these women are likely
to have knowledge about the existing family planning services. It
is possible that they could also be employed there have access to
the required family planning commodities.

Relatedly, wealth status had an influence on women’s use of
contraception. The females in the richer wealth quintile had
increased odds of using contraception compared to the poorest.
Undoubtedly, availability of resources is important in health
care. In that the wealthy are likely to have access to the desired
services as well as want to limit the number of children to have
given the costs accrued in raising children. Some could perhaps
know the opportunity cost of having children as well as working
to raise a small manageable family [9,15,16].

Study Limitations

Because this study relied on cross sectional data, it cannot be
without limitations. The study did not address all health system
related factors that affect adolescent contraceptive use. Clearly,
one would be interested in finding out also if the adolescents
have held discussions with the health workers particularly on
contraceptive use among others. In addition there are some
other socio-cultural factors which are known to impact on
contraceptive use that were not addressed in this manuscript.
Despite these limitations, we used reliable data and appropriate
methods hence the findings reflect accurately on predictors of
adolescent contraceptive use in Uganda.

Conclusions

The findings of this study highlight the influence of history of
a previous birth, age first birth and residence as key predictors
of contraceptive use among young people in Uganda. There
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is great need to address issues that could be a hindrance to
use of contraception especially among young people. Use of
contraception and improving access to the services is highly
recommended to avert some of the unplanned births among
these females.
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