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ABSTRACT

Objectives: To assess characteristics, knowledge, attitude and behavior in contraception among
pregnant teenagers.

Materials and Methods: The cross-sectional descriptive study was conducted from September 2015
to February 2016 in pregnant teenagers (under 20-year-old) attending ANC or admitted at
Buddhachinaraj Phitsanulok Hospital. The questionnaires consisted of general characteristics,
contraceptive behavior, contraceptive knowledge, and contraceptive attitude. The data was
analyzed using descriptive statistics, Chi square test and Spearman’s rank-order correlation.

Results: Three hundred and fifty pregnant teenagers were divided into two groups by using
contraceptive knowledge mean scores (14.68). The above mean group (group A) composed
of 192 teenagers (54.86%) and the below mean group (group B) had 158 teenagers (45.14%).
There were significant differences in educational level (p = 0.033), gravidity (p = 0.006) and
contraceptive attitude (p < 0.05) between groups. The two most common contraceptive methods
were oral contraceptive pills (OCP) (66.86%) and condoms (30.29%) but the future choices will
be depot medroxyprogesterone acetate (DMPA) (51.71%) and OCP (28.57%). The main sources
of contraceptive knowledge were internet and school. If they had any problems, they asked
their friends (47.14%) and used the internet (45.14%).

Conclusion: About a half of pregnant teenagers had contraceptive knowledge scores above mean.
There was a significant difference in level of education, gravidity, and attitude between the two
groups. The most common contraceptive method previously used was OCP but future
contraceptive choice will be DMPA.
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Introduction

In 2014, World Health Organization (WHO)
() indicated that women aged 15-19 account for
about 11% of all births worldwide or a birth rate
of 24.2 per 1,000 women in this age group.
According to UNICEF 2013, the teenage birth rate
was 43 per 1,000 women in Thailand. It was the
second highest rate among countries in East Asia
and the Pacific region after Lao PDR® 3. There
were an estimated 80,000 adolescent pregnancies
(approximately 200 adolescent deliveries daily)
and 14.4% of these pregnancies resulted in illegal
abortions®. Recently, the teenage pregnancy
rate is declining in developed countries may be
due to more use of birth control while it is still
increasing in developing countries®.

There is a growing interest in teenage
pregnancies because they are associated with
poor maternal and fetal outcomes®. There are
increase risks of premature birth, low birth weight,
and infant mortality. Moreover, they are likely to
fail school, have low self-esteem and depression.
Complications from pregnancy and childbirth are
the leading causes of death in low and middle
income countries (LMIC) where almost all of the
estimated 3 million unsafe abortions occurred®.
Prevention of teenage pregnancy is a key strategy
in improving maternal and infant outcomes. At
present, contraceptive prevalence and method
used varies markedly in the world. With increasing
availability, the percentages of contraceptive use
have also increased but there is not enough
satisfactory success for decreased teenage
pregnancy in Thailand. Previous report denoted
that sexual education was limited and
misunderstanding in teenagers caused incorrect
attitudes and sexual practices leading to
unintended pregnancy®. In Buddhachinaraj
Phitsanulok Hospital, the teenage pregnancy rate
was 17% which is higher than the WHO report™.

This study aimed to assess characteristics,
knowledge, attitude and behavior of contraception
in pregnant teenagers at Buddhachinaraj
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Phitsanulok Hospital.

Materials and Methods

This cross-sectional descriptive study was
conducted at the antenatal care and labor room
at Buddhachinaraj Phitsanulok Hospital. The data
were collected from September 2015 to February
2016. The study was approved by the ethic
committee of Buddhachinaraj Phitsanulok
Hospital. The sample was calculated by
Cochran’s formula. (population size = 1,200, SD
= 1.13, error = 0.1, N = 349) and a potential
dropout rate of 10% was added up. Three
hundred and eighty four participants were eligible
to perform the questionnaire. The inclusion
criteria were teenage pregnancy (< 20 years old)
at the delivery day or expected date of confinement
and could complete the questionnaire by
themselves. The exclusion criteria were inability
toread Thailanguage orincomplete questionnaires.
All participants were given written informed
consent before the study. If they were less than
18 years old, parental informed consent was also
obtained.

The questionnaires were developed and
divided into four parts. The first part was general
characteristics. The second part asked about
contraceptive practices before pregnancy and
contraceptive plan in the future (five questions).
The third part was contraceptive knowledge,
consisted of 20 true-false questions. The right
answer was scored 1 point and a wrong answer
was scored zero. The validity of content was
evaluated by five experts in obstetrics and
gynecology (Index of Congruence = 0.6-1). From
the pilot study (N = 30), the reliability, discrimination
and difficulty were calculated (Kuder-Richardson
Formula 20 = 0.7225, point biserial correlation
> 0.3, p = 0.5-0.7667). The last part was
contraceptive attitude and validated with a
Cronbach’s alpha index of 0.71. There were ten
questions regarding attitude. Each question was
scored after the questionnaires were completed.
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The format of the positive attitude questions was
a five-level Likert scale: strongly agree = 5, agree
= 4, no comment = 3, disagree = 2, strongly
disagree = 1. Negatively worded questions were
reverse scored. All participants were adequately
briefed on the content of the questionnaires
before self-administration to assure privacy and
confidentiality. This was performed in order to
ensure reliable data. Incomplete questionnaires
were eliminated from the study.

Descriptive statistics were used for the
characteristics, contraceptive behavior, knowledge
scores, and attitude scores. Chi square test and
Spearman’s rank-order correlation were generated
to analyze the associations among the variables
and to compare the means. The p-value < 0.05
was considered statistically significant.

Results

Three hundred and fifty complete
questionnaires were divided into two groups by
using knowledge mean score. The mean score
was 14.68 = 2.70 out of 20 (min, max = 8, 17).
The above mean group (group A) composed of
192 pregnant teenagers (54.86%) and the below
mean group (group B) had 158 teenagers
(45.14%). The characteristics of the study
participants are shown in Table 1. There were no
significant differences in age, body mass index,
occupation, marital status and source of income
between the two groups. The mean age of the
population was 17.99 + 1.06 years. Two thirds of
participants actively worked. They were employees
(33.25%) and had their own business or trade
(30.29%). Most of them lived with their partners
without marriage (43.14%). There were statistically
significant differences in educational level (p =
0.033) and gravidity (p = 0.006). The group A had
graduated from primary school (28.13% vs
17.09%) or had bachelor degrees (11.98% vs
8.86%) more than the group B but there were no
significant correlation between level of education
and knowledge score in subgroup analysis. The
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majority of samples were unintended pregnancy
(62.9%) but group B had significant more
unwanted pregnancies than group A (p = 0.001).
Primigravida in group A and group B were 49.48%
and 67.09%, respectively (p = 0.006). Group A
had repeated pregnancies more than group B
(p = 0.006).

Most of the pregnant teenage participants
used contraception (88.29%) but there was not a
significant difference between groups (Table 2).
The two most common contraceptive methods
were oral contraceptive pills (OCP) (62.86%) and
condoms (30.29%), but the future choices will be
depot medroxyprogesterone acetate (DMPA)
(51.71%) and OCP (28.57%). The sources of
contraceptive information were the internet
(65.71%) and school (49.14%) respectively.
Whenever, they had any problems, they decided
to consult their friends (47.14%) and internet
(45.14%). Analysis between groups, group A
decided to consult a doctor while group B preferred
to ask their friends.

The results on the attitude of the pregnant
teenagers are shown in Table 3. The majority of
participants (83.42%) had a positive attitude
toward teenage pregnancy. They agreed that
teenage sexual intercourse and preghancy were
unaccepted in Thailand. In addition, they believed
that pregnancy would change their future life and
would be the cause of abandoning their education.
This attitude was significantly different in both
groups (p = 0.014). According to the supporting
health services, most participants (60.14%)
thought that contraception was important and it
was adequately promoted. However, there was a
significant difference in these attitudes between
both groups (p = 0.005). Most of the responders
not only had a negative attitude toward induced
abortion, but this also correlated significantly with
their knowledge of them (p = 0.002). Furthermore
there were correlations between knowledge
scores with positive attitude to teenage pregnancy
and supporting health service.
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Table 1. Demographic and characteristics of the participants.

Above mean group Below mean group All p value
(N =192) (N = 158) (N = 350)
Mean = SD Mean = SD Mean = SD
Age (year) 18.02 + 0.99 17.95 + 1.15 17.99 + 1.06 0.571
Height (cm.) 158.54 + 4.65 158.56 + 4.54 158.25 + 7.23 0.955
Weight (kg.) 57.72 + 8.92 5775 + 10.54 58.03 = 11.11 0.975
BMI (kg./m?) 22.95 + 3.32 22.97 +4.19 23.23 = 1.02 0.944
Level of education 0.033
Primary school 54 (28.13%) 27 (17.09%) 81 (23.14%)
Secondary school 74 (38.54%) 69 (43.67%) 143 (40.86%)
Vocational 41 (21.35%) 48 (30.37%) 89 (25.43%)
Bachelor degree 23 (11.98%) 14 (8.86%) 37 (10.57%)
Occupation 0.054
Employee 69 (35.94%) 37 (23.41%) 116 (33.25%)
Own business/trade 59 (30.73%) 56 (35.44%) 106 (30.29%)
Housewife/unemployed 28 (14.58%) 34 (21.51%) 66 (18.86%)
Student 36 (18.75%) 30 (18.99%) 62 (17.71%)
Source of income 0.292
Self-earning/husband 136 (70.83%) 104 (65.82%) 240 (68.57%)
Parents 56 (29.17%) 52 (32.91%) 108 (30.86%)
Sister/brother 0 1 (0.63%) 1 (0.29%)
Aunt/uncle 0 1 (0.63%) 1 (0.29%)
Status 0.197
De facto 74 (38.54%) 77 (48.73%) 151 (43.14%)
Married 79 (41.15%) 49 (31.02%) 128 (36.51%)
Single 33 (17.19%) 28 (17.72%) 61 (17.43%)
Separate/divorce 6 (3.12%) 4 (2.53%) 10 (2.86%)
Gravidity 0.006
1 95 (49.48%) 106 (67.09%) 201 (57.43%)
2 73 (38.02%) 37 (28.42%) 110 (31.43%)
3 21 (10.94%) 14 (8.86%) 35 (10.0%)
>4 3 (1.56%) 1 (0.63%) 4 (1.14%)
Planned pregnancy 71 (36.98%) 59 (37.34%) 130 (37.14%) 1.00
Unplanned pregnancy 121 (63.02%) 99 (62.66%) 220 (62.86%)
Wanted pregnancy 91 (75.21%) 51 (51.52%) 142 (64.55%) < 0.001

Unwanted pregnancy

30 (24.79%)

48 (48.48%)

78 (35.45%)

* Chi square test
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Table 2. Contraceptive behavior of the participants.

Above mean group Below mean group All p value
(N =192) (N = 158) (N = 350)
Mean = SD Mean = SD Mean = SD
Contraceptive use 173 (90.10) 136 (86.08) 309 (88.29) 0.244
Non-contraceptive use 19 (9.90) 22 (13.92) 41 (11.71)
Contraception used before pregnancy
OCP 124 (64.58) 96 (60.75) 220 (62.86)
Condom 63 (32.81) 43 (27.21) 106 (30.29)
DMPA 51 (26.56) 38 (24.05) 89 (25.43)
Emergency pill 31 (16.14) 20 (12.65) 51 (14.57)
Coitus interruptus 25 (13.02) 8 (5.06) 33 (9.43)
Calendar method 5 (2.60) 0 5 (1.43)
Implant 2 (1.04) 1(0.63) 3 (0.86)
IUD 1 (0.28) 0 1 (0.29)
Future contraceptive method
DMPA 101 (52.60) 80 (50.63) 181 (51.71)
OoCP 52 (27.08) 48 (30.37) 100 (28.57)
Implant 13 (6.77) 10 (6.32) 23 (6.57)
Condom 11 (5.72) 11 (6.96) 22 (6.29)
TR 14 (7.29) 8 (5.06) 22 (6.29)
IUD 2 (1.04) 0 2 (0.57)
Sources of contraceptive information
Internet 105 (54.68) 90 (56.96) 195 (55.71)
School 86 (44.79) 86 (54.43) 172 (49.14)
Hospital 82 (42.70) 50 (31.64) 132 (37.71)
Friend 68 (35.41) 61 (38.60) 129 (36.85)
Family 40 (20.83) 29 (18.35) 69 (19.71)
TV/radio 45 (23.43) 30 (18.98) 75 (21.42)
Consultation when having problems
Internet 86 (44.79) 79 (50.0) 165 (47.14)
School 85 (44.27) 73 (46.20) 158 (45.14)
Hospital 97 (50.52) 56 (35.44) 153 (43.71)
Friend 75 (39.06) 58 (36.70) 133 (38.0)

* Chi square test
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Table 3. Attitude of the participants.

Above mean group Below mean group All p value
(N =192) (N = 158) (N = 350)
Mean = SD Mean = SD Mean = SD

Attitude toward adolescent pregnancy

Positive 169 (88.02) 123 (77.85) 292 (83.42) 0.014
Attitude toward induce abortion

Negative 61 (75.52) 97 (61.3) 242 (69.14) 0.005
Attitude toward supporting health services

Positive 190 (98.96) 146 (92.41) 336 (96.0) 0.002

* Chi square test

Discussion

In this study, the mean knowledge score was
14.68 = 2.70 (total score = 20). About half of teenage
pregnancies were above the mean score and the other
half was below. The previous study in secondary
school in Tanzania® shows that about 73% of
respondents had good knowledge about contraception.
Moreover, Hemachandra A® study of pregnant
teenagers during antenatal care at Chulalongkorn
Memorial Hospital found that 72% of their population
had average knowledge.

A previous study in South Africa demonstrated
a discrepancy between respondents’ knowledge of
contraception and their sexual behavior, only 36.4%
of them used contraception®. Contradictorily to our
finding, the majority of participants (88.29%) had been
using contraception before pregnancy but most of
them (62.8%) had unintended pregnancy. That means
the high knowledge does not relate to the effective
use of contraception. The failure may be due to
inconsistent use or reliance on ineffective method.
The teenagers and their partners may be imprudent
in sexual relations which lead to unintended pregnancy.
In low and middle income countries, contraceptive
methods are not available to adolescents due to the
lack of approved of premarital sexual activity" 12, In
addition, some teenagers may not understand or
recognize about unprotected sexual intercourse that
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could possibly lead to pregnancy.

Fifty seven percent of all participants were
experiencing their first pregnancy. There was 42.5 %
of participants had repeated pregnancy. This finding
was similar to Conde-Agudelo’s study in which teen
mothers were more likely to have a subsequent
pregnancy still in adolescence. Regarding
unplanned pregnancies, there were significantly more
unwanted pregnancy in group B (p = 0.001) so they
tended to induce abortions more than group A. That
could directly affect their attitude toward induced
abortion (p = 0.005). However, induced abortion is
still illegal and immoral in Thailand thus both groups
had negative attitude for induced abortion.
Hemachandra A® revealed a negative attitude toward
induced abortion as in our study. In contrast, Fengxue
Y04 showed their participants, who were students and
were not pregnant, had a positive attitude to induced
abortion. The conflicting results may be different in
the pregnant and non-pregnant status of the
population.

The data from the National Longitudinal Study
of Adolescent Health!® showed only 20% of female
adolescents were defined as having anti-pregnancy
attitudes that is similar to our finding, in which 83.4%
of participants had a positive attitude to teenage
pregnancy, and the contraceptive knowledge
correlated significantly to this attitude (p = 0.014).

VOL. 25, NO. 4, DECEMBER 2017



Our data showed the most common contraceptive
method used was OCP and the second was condoms,
similar to the nationally representative samples of US
sexually active 15-19 years old (16), 53% used oral
contraceptive pill, 20% used condoms, and 16% used
other hormonal methods (injection, contraceptive
patch, ring and implant). Only 3% of this group used
an IUD. That contrasted with another study.
Mung’ong’o SG® study’s in Tanzania, Africa where
the incidence of HIV infection is high, most of their
population used condoms. The reasons why condoms
were more popular may be due to dual protection
against HIV/AIDS and unwanted pregnancy. Although
most of participants had average knowledge about
condoms, but their practices were inconsistent.
Condoms are associated with typical-use failure rates
as high as 17% in the first year of use. These typical-
use failures are due to condom breakages, incorrect
use, or nonuse(".

Regarding to future contraception use after
delivery, most responders chose DMPA, an
intermediate-acting method that allows privacy and
does not require daily administration. The American
College of Obstetricians and Gynecologists (ACOG)
supports long acting reversible contraception (LARC)
to be available to adolescents. A committee opinion
shows IUD and implants are highly effective and have
a significant potential to prevent unintended
pregnancies, rapid repeat pregnancies and abortions
in young women®. In our study, few participant
chose LARC that may be due to inadequate counseling
and promotion by health care providers, in addition to
a wrong belief that long acting hormonal methods or
IUD are inappropriate for nulliparous women.

Nowadays, online social media is widely used,
so most of teenagers in our study got more
contraceptive information from the internet more than
from school. In other studies('® 29, the main sources
of knowledge of contraception were schools and
friends. Previous studies suggested that adolescents
and parents agreed with school-based programs. It
should be an important source of formal education
for adolescent sexual health®' 22, While the
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prospective cohort study examining teen birth
rates in 24 states for 15-17 year old girls from 1997-
2005@ found a significant evidence that increased
sexual education within school was associated with
lower birth rates. However, the effect of sexual
education was less important when taking into
consideration with the demographic characteristics,
religiosity, and abortion policies of the state. In
addition, the study in India®¥ showed that most
teenagers received the information from their parents
and friend. In Thailand, most parents are therefore
also uncomfortable to talk about sexual behavior and
contraception with their children. Parents should be
compelled immediately to re- examine their roles in
reproductive health.

Our results showed that a large number of
participants asked their friends (47.14%) and used
the internet (45.14%) for any problems that might be
incorrect and harmful to their health. The clinicians
and health care provider may have an important role
in education to prevent unintended consequences to
teenagers. However, the influence of family on
adolescent sexual behavior and attitude with regard
to contraception must also be documented®.

The limitation of our study was that all
participants were already pregnant so they inevitably
tended to have a positive attitude toward their
pregnancy. The factor that affects contraception may
be different from non-pregnant teenagers. In addition,
the sample was limited to a hospital based population.
Further study should be carried out to verify this
interesting issue in the general population. The other
limitation may be the cross sectional design itself that
prohibited inference of causality in any way and the
last one was self-administered questionnaires may
lack power to detect all misunderstandings despite
the presence of the researcher in the field.
Questionnaire administration on sensitive subjects is
likely to elicit a number of biases that could affect the
reliability and validity of a yield.

Conclusion
About a half of teenage pregnancy had
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contraceptive knowledge scores above mean. There
was a significant difference in the level of education,
gravidity, and attitude between the two groups. The
most common contraceptive method previously used
was OCP but the future contraceptive choice will be
DMPA. The high knowledge on contraception did not
relate to the effective use. The results of our study
contribute to highlight the educational program for
enabling and motivating to use contraception
consistently and regularly.
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